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i 

Executive Summary 
 
This Management Audit of the Department of Alcohol and Drug Services was authorized by the 
Board of Supervisors of the County of Santa Clara as part of the County’s Fiscal Year 2012-13 
Management Audit Program, pursuant to the Board’s power of inquiry specified in Article III, 
Section 302(c) of the County of Santa Clara Charter. Eight findings are highlighted below. 
 
Section 1:  Cost of Outpatient Services to the County 
The Department provides outpatient counseling services to adults through both a County-run 
clinic and five contract agencies.  At an hourly rate of $540.24 in FY 2012-13, the County-run 
clinic is about seven times higher than the average cost to the County of the five contractor-run 
clinics. In addition, hourly costs to the County for contract services vary considerably. The 
Department should contract out all of its adult services, which would save an estimated $704,000 
annually, and should establish and incorporate into contracts quality and cost standards. 
 
Section 2:  Utilization of Detoxification and Residential Purchased Capacity 
The Department contracts for detoxification and residential treatment services, and specifies that 
providers hold beds vacant for pending clients, even when they may not arrive for several days. 
The County spent an estimated $357,946 to compensate residential providers for empty beds in a 
one-year period. Simultaneously, clients waited an average of 12.3 days to enter residential 
treatment and secure transitional housing. The Department should develop more efficient 
methods for contracting and require most clients, except for those criminal justice clients who 
need 72 hours to obtain medications, to report for residential treatment within 24 hours. 
 
Section 3:  Contractor Performance and Monitoring 
The Department does not measure outcomes and inconsistently uses stipulated performance 
measures to monitor its 25 contracts. Management considers some existing performance 
measures to be inadequate and does not enforce reporting of all existing measures; other 
measures are not being met. By not reviewing all contractually required performance measures, 
the Department is not enforcing the terms of the contracts, resulting in reduced control over 
important services and scarce funds. The Department should review and update current 
performance measures for all contracts to ensure that the measures are meaningful, and require 
consistent reporting.  
 
Section 4:  Improving Services to Substance-Affected Youth 
Unlike the Department’s Division that provides services to adults, the Youth Division lacks an 
integrated system of patient care, either does not have or does not have knowledge of its own 
policies and procedures, and lacks a webpage with all features presented on the Adult Division 
page. Youth Division contracts lack both uniform contract standards and effective performance 
measures for service providers. The Department’s Quality Improvement Division supports only 
the adult programs, providing no routine data for the services provided to youth. The lack of 
policies and standards results in vastly different costs for each hour of service and vastly 
different caseloads per counselor. The Department should standardize systems, including 
defining and tracking reliable performance standards for services, establishing and implementing 
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a complete set of policies and procedures unique to the division that serves youth, and regulating 
costs paid to providers serving youth.  
 
Section 5:  Staff Performance Evaluations 
The Department’s major bargaining units are required by side agreements to the labor 
agreements to have annual performance appraisals of represented employees. Very few 
evaluations were completed in all of 2012, or through May of 2013. DADS should institute and 
adhere to a Department-wide policy requiring annual performance reviews for all staff. 
 
Section 6:  Gateway Call Center 
The Department of Alcohol and Drug Services’ Gateway Call Center has roughly eight full-time 
equivalent personnel, about 4.5 of whom are available, as of FY 13-14, to respond to some 
50,500 calls per year from in-custody and out-of-custody adults seeking detox, residential, and 
outpatient drug treatment services. This figure excludes after-hours calls which are not counted 
at all. In addition to being understaffed, the Division has an absenteeism rate that is nearly 
double the Department’s overall absenteeism rate. Also, its phone system is maintained by a 
single, out-of-state contractor. There are lengthy wait times—the longest in FY 2012-13 being 
nearly six hours—before a call is either abandoned or handle, with fully one-quarter abandoned. 
Staffing should be improved, and a vendor-supported telephone system installed promptly.  
 
Section 7: Improving Prevention Services 
The Department’s Prevention unit manages contracts with, and grants to, community-based 
organizations that promote awareness of substance abuse through activities and coalition-
building. The Unit inconsistently uses performance measures to monitor contracts and service 
agreements, and reported performance measures are not monitored and trends are not analyzed. 
In addition, grantees and contractors working with the Unit are not receiving training in 
providing the services they are contracted to provide. Finally, the Unit employs fixed 
percentages of staff time to calculate proportions of salaries that should be reimbursed by 
Prevention grant dollars. These percentages are not supported by timesheets, as required by the 
State. The Unit should define and track unique performance standards for all Prevention 
contractors and grantees and continue to review and revise the Unit processes and procedures, 
including to require training of all Prevention providers to improve the uniformity of 
performance across providers. The Unit should also monitor the actual hours spent by County 
staff working on Prevention work to ensure the appropriate allocation of funds.  
 
Section 8: Improving Management Information 
Despite the availability of large amounts of data, Department management lacks effective 
management information tools. Key indicators of staff and contractor productivity and 
performance are not periodically produced and provided to Department leadership.  As a result, 
the Department Director and other managers are hindered in their ability to make informed 
decisions about staffing, resource allocation, and operations. Managers may fail to identify 
opportunities for improved efficiency and effectiveness of Department operations and important 
trends may go unnoticed. The Department should continue development of key performance, 
productivity and activity metrics to be reported to Department management at defined intervals.  
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Introduction 
 
This Management Audit of the Department of Alcohol and Drug Services was authorized by the 
Board of Supervisors of the County of Santa Clara as part of the County’s Fiscal Year 2012-13 
Management Audit Program, pursuant to the Board’s power of inquiry specified in Article III, 
Section 302(c) of the County of Santa Clara Charter.  
 
Purpose and Scope 
 
The purpose of the management audit was to examine the operations, management practices and 
finances of the Department of Alcohol and Drug Services (DADS), and to identify opportunities 
to increase the Department’s efficiency, effectiveness and economy. 
 
As part of this management audit, the Management Audit Division conducted more than 60 
survey and fieldwork interviews with managers, supervisors, line staff, and contracted service 
providers in all divisions of DADS. These interviews in some cases included direct observation 
of staff as they conducted their regular duties. We also reviewed procedure manuals maintained 
by the Department, internal reports prepared by the Department, and information on databases 
maintained by the Department, including Unicare. We also conducted a benchmarking survey, 
with responses by nine of the 13 largest California counties, in order to identify key differences 
in practices in those counties compared to the County of Santa Clara.  
 
Work on this audit began with an Entrance Conference on February 12, 2013 and a draft report 
was issued to the Department on December 11, 2013. 
 
This report identifies eight findings that encompass major areas of Department operations. 
Included are findings related to intake and referral management, utilization of residential and 
transitional housing beds, cost efficiency of county versus contractor-operated clinics, 
performance monitoring of contractors, lack of staff performance evaluations, oversight of the 
Prevention Division, effectiveness of the Children, Family & Community Services Division 
(CFCS), and weaknesses of management information.  
 
Audit Methodology 
 
This management audit was conducted under the requirements of the Board of Supervisors 
Policy Number 3.35 as amended on May 25, 2010. That policy states that management audits are 
to be conducted under generally accepted government auditing standards issued by the United 
States Government Accountability Office. In accordance with these requirements, we performed 
the following management audit procedures: 
 
Audit Planning—This management audit was selected by the Board of Supervisors using a risk 
assessment tool and estimate of audit work hours developed at the Board’s direction by the 
Management Audit Division. After audit selection by the Board, a detailed management audit 
work plan was developed and provided to the Department. 
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Entrance Conference—An entrance conference was held with Department managers to introduce 
the management audit team, describe the management audit program and scope of review, and 
respond to questions. A letter of introduction from the Board, a management audit work plan, 
and a request for background information were also provided at the entrance conference. 
 
Pre-Audit Survey—A preliminary review of documentation and interviews with managers from 
the involved departments were conducted to obtain an overview understanding of the 
Department, and to isolate areas of operations that warranted more detailed assessments. Based 
on the pre-audit survey, the work plan for the management audit was refined. 
 
Field Work—Field work activities were conducted after completion of the pre-audit survey, and 
included: (a) interviews with management and line staff of the Department (more than 60 
interviews overall), including observations of staff on the job; (b) a further review of 
documentation and other materials provided by the Department and available from other sources, 
including academic research; (c) analyses of data collected manually and electronically from 
systems maintained by the Department or elsewhere in the County, (d) surveys of other 
jurisdictions to measure performance and to determine organizational and operational 
alternatives that might warrant consideration by the County of Santa Clara. 
 
Draft Report—On December 11, 2013, a draft report was prepared and provided to DADS 
management to describe the study progress and provide general information on our preliminary 
findings and conclusions. 
 
Exit Conference—An exit conference was held with the Department managers to collect 
additional information pertinent to our report, to obtain their views on the report findings, 
conclusions and recommendations, and to make corrections and clarifications as appropriate. 
Following the exit conference, a revised draft with any corrections was provided to the 
Department for its use in preparing its formal written response. 
 
Final Report—A final report was prepared following the exit conference. The Department was 
requested to provide a written response to the report, which is attached to the final report. 
 
We conducted this performance audit in accordance with generally accepted government 
auditing standards set forth in the 2011 revision of the “Yellow Book” of the U.S. Government 
Accountability Office. Those standards require that we plan and perform the audit to obtain 
sufficient, appropriate evidence to provide a reasonable basis for our findings and conclusions 
based on our audit objectives. We believe that the evidence obtained provides a reasonable basis 
for our findings and conclusions based on our audit objectives. 
 
Description of the Department of Alcohol and Drug Services 
 
The Department of Alcohol and Drug Services (DADS) manages a coordinated system of care 
for the delivery of alcohol and drug services through partnerships of both public and private 
providers. Its mission is “to develop and operate a seamless Continuum of Care for the 
prevention and treatment of substance abuse problems in the community that is appropriate for 
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the diverse populations of the County and that is accountable for its services.” This continuum of 
care includes a range of services, including intake assessment; detoxification, residential and 
outpatient treatment; transitional housing; and prevention services.  
 
DADS provides many of its services through agreements with community based non-profit and 
for-profit contractors. As discussed below in the description of revenues and expenditures, nearly 
one-quarter of the Department’s budget is allocated to Contract Services. These services are 
discussed in detail in Section 3 of this audit.  

Revenues and Expenditures 
 
The Department’s gross expenditures including direct expenditures and transfers out to other 
departments totaled $41.5 million in FY 2012-13. The single largest expenditure was for 
Contract Services at $17.6 million. This amount is included in the “other expenses” amount 
shown in Table I.1 below. The Department’s total expenses declined sharply during the 
recession, from about $47.9 million in FY 2008-09 to just $40.6 million in FY 2011-12. 
 
 In FY 2008-09, the Department’s outlays exceeded $47.9 million, but in FY 2011-12, its outlays 
totaled just $40.6 million. 
 

Table I.1  
 

DADS Revenues, Transfers and Expenses 
 FY 2012-13 

 

 
   Source: Santa Clara County SAP Report ZFMP003 
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Organizational Structure 
 
DADS consists of eight functional units comprising 162.5 positions, based on organizational 
charts provided in February 2013. The units and positions are divided and have reporting 
relationships depicted in the organizational chart shown as Attachment I.1. 
 
Descriptions of DADS units, including staffing and functions, are as follows: 
 
Administration and Support Functions 

• Administration – 3.0 FTE positions including the Director, Director of Researcher and 
Outcomes, and one executive assistant. 

• Fiscal / Budget, Contracts and Personnel – 8.0 FTE positions including an 
Administrative Services Manager II and three Analysts who manage departmental 
budgets and service provider contracts. 

• Quality Improvement/ Data Support – 16.0 FTE positions including a QI Division 
Director, one Information Systems Manager, and five QI coordinators. The purpose of 
this unit is to provide Utilization and Quality Management information to the department.  

• Gateway Assessment Center – 8.0 FTE positions including a Senior Health Care 
Program Manager, and five Health Services Representatives who serve as the initial entry 
point for many DADS clients.  

• Employee Assistance Program – 5.0 FTE positions including one Employee Assistance 
Program (EAP) Manager, two fulltime and two half-time Marriage and Family 
Therapists, and one administrative assistant. The EAP is a counseling-based program 
available to all County employees and housed within DADS. 

Client Services Functions 

• Children, Family and Community Services – 29.5 FTE positions including a Division 
Director, one Health Care Program Manager, nine Marriage and Family Therapists, and 
4.5 Psychiatric Social Workers. This unit includes the Health Realization and Prevention 
Services units.  

• Adult Services Managed System of Care – 43.0 FTE positions including a Division 
Director, two Health Care Program Managers, nine Marriage and Family Therapists, six 
Psychiatric Social Workers, eight Rehab Counselors, seven Community Workers (case 
managers), four Health Services Representatives, and 2.5 Office Specialists. This unit 
includes the Dependency Wellness Court and all Perinatal Services. 

• Addiction Medicine & Therapy Program – 50.0 FTE positions including a Division 
Director, four Senior staff Physicians, 11.5 Licensed Vocation Nurses, two Clinical 
Nurses, and one Health Care Program Manager. This unit considers itself the second line 
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of treatment in the continuum of care, or treatment for clients after they have failed to 
treat their addiction through initial therapy attempts.  

 
Upcoming Merger with Department of Mental Health  

In October of 2012, DADS announced to staff initial plans of a merger with the Department of 
Mental Health, estimated to occur in FY 2014-15. Development plans of a transition to a unified 
department are underway, led by a joint Steering Committee and work group. The Steering 
Committee described a three-pronged goal of the proposed integrated system: 1) Improving the 
experience of care, 2) Improving the health of populations, and 3) Providing affordable, high-
quality health care services. 

Department Accomplishments 

Pursuant to audit standards, audit reports may recognize positive aspects of programs under 
review. This section summarizes some of the current noteworthy achievements of the 
Department of Alcohol and Drug Services, as reported by the Department. 

To permit the Department to highlight accomplishments that it feels are the most noteworthy, 
Management Audit Division staff requested and received a list of accomplishments from the 
Department. While the entire list is included with the report as Attachment I.2, a selection of the 
accomplishments is provided below: 

 
• Successful collaboration with the Dependency Wellness Court in development of a unified 

treatment strategy with the Mental Health Department and the Social Services Agency.  This 
service has successfully reunited parents and their children at risk for permanent out-of-home 
placement. 
 

• Developed and implemented a medication-assisted Peer Recovery Support Group at the 
AMT clinics. 
 

• HIV intervention program has served over 35,000 county residents with preventive health 
education.  

 
Survey of Other Jurisdictions 
 
To gain an understanding of distinctions and similarities between the Department of Alcohol and 
Drug Services and parallel organizations in other counties, we developed a survey and solicited 
responses from the 10 largest California counties, plus the County of San Mateo, the County of 
San Francisco, and DADS. The nine counties that responded to the survey were Alameda, San 
Diego, Los Angeles, Riverside, Orange, Sacramento, San Mateo, San Francisco and Santa Clara. 
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When appropriate, information from the surveys has been included in various sections of this 
report, or elsewhere in this Introduction. It should be noted that the survey responses contain 
self-reported information. The Management Audit Division did not verify the accuracy of the 
reported information. A summary of survey responses from each jurisdiction is included as 
Attachment I.3. Copies of the full response from each jurisdiction are available upon request. 
 
Highlights from the survey responses include: 
 

• In all but one county, services are provided in a joint department that offers both drug and 
alcohol services and mental health services, rather than a stand-alone drug and alcohol 
department. 

 
• In all but one county, contracts with service providers include specific language 

regarding performance metrics and provisions. All but one of those counties have a 
corrective action policy for poor-performing contract service providers. 
 

• Only one county besides Santa Clara requires maintenance of specific caseload levels for 
individual counselors employed by outpatient contractors. 
 

• Four counties, including the County of Santa Clara, require a specific direct service 
productivity rate for individual clinicians. Those counties that described the rate are all 
between 65 to 70 percent. 

 
• All counties report that they provide performance evaluations to staff. Seven counties 

indicate that 100 percent of staff is evaluated on an annual basis. Two counties, including 
Santa Clara, evaluate only certain staff as directed by some collective bargaining 
agreements.  

 
• All but one county contracts with outside, community organizations to perform outreach 

on drug and alcohol awareness and prevention. 
 

• Only Santa Clara and one other county have a policy designating the number of hours 
within which a client must arrive to residential treatment after receiving a referral. 

 
 

Recommendation Priorities 
 
The priority rankings shown for each recommendation in the audit report are consistent with the 
audit recommendation priority structure adopted by the Finance and Government Operations 
Committee of the Board of Supervisors, as follows: 
 
Priority 1: Recommendations that address issues of non-compliance with federal, State and 
local laws, regulations, ordinances and the County Charter; would result in increases or 
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decreases in expenditures or revenues of $250,000 or more; or, suggest significant changes in 
federal, State or local policy through amendments to existing laws, regulations and policies. 
 
Priority 2: Recommendations that would result in increases or decreases in expenditures or 
revenues of less than $250,000; advocate changes in local policy through amendments to existing 
County ordinances and policies and procedures; or, would revise existing departmental or 
program policies and procedures for improved service delivery, increased operational efficiency, 
or greater program effectiveness. 
 
Priority 3: Recommendations that address program-related policies and procedures that would 
not have a significant impact on revenues and expenditures, but would result in modest 
improvements in service delivery and operating efficiency. 
 
Acknowledgements 
 
We would like to thank the DADS director and his staff for their cooperation and assistance 
throughout this management audit. Staff were cooperative, open and eager to identify methods 
by which the Department can improve its operations and its level of service to the County. 
Managers, supervisors and line staff provided much of the data contained in the report to 
Management Audit staff.  
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FY13 DADS Org Chart 
Provided by DADS, February 2013                              

1.0 Director (C49)  (CC 4600) 
1.0 Dir Research & Outcome (P74) 
1.0 Exec. Asst – Ace (X17)  

 

Children, Family & 
Community Services 

(CC 4630) 
1.0 Division Director  

CFCS (BOC)  
1.0   Admin Asst. (C60) 

 
 

Health Realization 
(CC 4606) 

1.0 Hlth Real Anal II (H22) 
2.0 Hlth Real Anal (H23)  
1.0   OS III (D09)  

QI / Data Support/Itec 
(CC4604) (4607) (4640) 

1.0     Division Director QI & Data 
Support (BOE) 
1.0    Information Systems 
Manager II (G12) 
1.0   Sr. Mgmt Info Systems 
Analyst (B3V) 
2.0    Mgmt Info Anal II (F86) 
1.0    SHCPA (Wd71) 
5.0    QI Coord II (C06) 
1.0     Hlth Serv Rep (D2E) 
1.0   Admin Asst (C60)  
1.0   MISA II – U (B3Y) 
1.0   ISM II – U (Q32) 
1.0   Sr MISA – U (B3Z) 

Fiscal /Budget, Contracts and Personnel 
(CC 4600)  

1.0 Administrative Services Manager II ( B2J) 
3.0    SHCPA (W71) 
1.0 Mgmt Anal ( B1P) 
1.0 Admin Asst (C60) 
1.0    Sr HSR (D1E) 
1.0    OS III (D09) 
 

 
Prevention Division/ 
Learning Institute 

(CC 4630) 
1.0 Sr. HCPA (W71) 
2.0    Prev. Prog Anal II     
(C23)  
1.0 Prev Prg Anal I   

(C24)  
2.0 OS III (D09)  

Children, Adolescent        
& Family  
(CC 4610)  

1.0 HCPM (C83)  
1.0   Clin Stand Coord  
(P30) 
3.5   PSW II (Y41) 
1.0  PSW I (Y42) 
1.0  MFT I (P97) 
8.0  MFT II (P96) 
1.0 OS III (D09)  
1.0 HSR (D2E) 

 
 

EAP 
(CC 4646) 

1.0 EAP Manager  (C84)  
3.0   MFT II (P96)  
1.0   Admin Asst (C60) 

Gateway Assessment Center 
(CC 4677) 

1.0    Sr HCPM (C82) 
1.0 Sr Hlth Svcs Rep (D1E)  
5.0    Hlth Svcs Rep (D2E)  
1.0   OSIII (D09)  

Adult Services 
(CC 4645)  

1.0 Div DirAdult & Tx Services 
(BOC) 

1.0    HCPM  II (C83)  
1.0 PSW II (Y41) 
1.0    MFT II (P96) 
1.0 Clinic Stand Cord (P30) 
1.0    Admin Asst. (C60) 

Addiction Medicine 
(CC 4650)  

1.0 Division Director AMT (BOA)  
1.0   Admin Asst (C60)  

Dependency Drug Treatment 
Court 

(CC 4676, 4683) 
1.0  PSW II (Y41) 
1.0  MFT II (P96)  
2.0     Rehab Counselors (P67) 
 

Central Treatment & Recovery Services  
(CC 4652) 

2.0   PSW II (Y41) 
2.0   MFT II (P96) 
1.0   MFT I (P97) 
3.0   Rehab Counselor (P67) 
1.0   Sr Hlth Services Rep (D1E) 
1.0   Hlth Services Rep (D2E) 
1.0   OSIII (D09)  
0.5   OSI (D51)  
 

Women’s Services / PSAP 
(CC 4620) 

2.0   MFT II (P96) 
1.0   Hlth Education Spec (J26) 
1.0   Community Worker (E07)  
1.5   Day Care Center Aide (E49)  
1.0 Hlth Services Rep (D2E)  

 

Medical Services 
(CC 4650) 

4.0   Sr Staff Physicians II (P28)  
9.5  Lic Voc Nurse (S85) 
1.0   Psych Tech II (S87) 
1.0   Medical Asst (H93) 

 

HIV Intervention Program 
(CC 4612) 

2.0   LVN (S85)  

Addiction Medicine & Therapy Program 
 
 

Central Valley Clinic 
(CC 4655) 

1.0 HCPM II (C83) 
3.0   PSW II (Y41) 
1.0   PSWI (Y42) 
4.0    MFT II (P96) 
4.0    Rehab Counselor (P67) 
1.0    COS (D60) 
3.0    Hlth Services Rep (D2E) 
1.0    MFTII – U (Z96) 
 
 
 

Psychiatric Services 
(CC 4650)  

0.5 Psychiatrist III (P55)  
1.0   Hlth Services Rep (D2E) 

South County Clinic 
(CC 4657)  

1.0 MFT II (P96) 
1.0 Clinical Nurse III (S75) 
2.0 Rehab Counselor (P67)  
1.0    Hllth Serv Rep (D2E) 

Adult Services 
Managed System of 

Care 

Case Management 
(CC 4642,4673,4680,4685,4687) 

1.0   PSWII (Y41) 
1.0 MFT II (P96) 
6.0    Community Worker (E07)  
3.0    Rehab Counselor (P67) 
1.0    Sr Office Specialist   (X09)  
 

East Valley Clinic 
(CC 4654) 

1.0 Clinical Nurse III (S75) 
2.0 PSWII (Y41) 
1.0 Rehab Counselor (P67) 
2.0    Health Services Rep (D2E) 

AB109  (CC 4686)  
1.0 Sr HSR (D1E)  
1.0    MFTII (P96) 
1.0 HCPMII (C83) 
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Attachment I.2 
 

DADS Accomplishments 
 

• Revised, updated and funded the county, “Underage Drinking and Driving Parent and Teen 
Guide.” 

• Implemented AB 109/Realignment residential and outpatient services. 
• Initiated collaboration with the Public Health Department on development of joint 

strategies for addressing underage drinking and substance use. 
• Designated the Central Valley Clinic as a teaching site for Stanford University School of 

Medicine medical and PhD students. 
• Implemented the MAP Reception/Resource Center for AB109/Realignment and integrated 

the mental health and DADS treatment teams under a unified management structure, 
• Developed business plan and protocol for integrated addiction medicine, and 

primary/specialty care medicine. 
• Successful collaboration with the Dependency Wellness Court in development of a unified 

treatment strategy with the Mental Health Department and the Social Services Agency.  This 
service has successfully reunited parents and their children at risk for permanent out-of-
home placement. 

• Developed service protocol for pain management/addiction treatment services. 
• Developed and implemented collaborative substance use disorder (SUD) care for the 

SCVMC Heart Failure Program. 
• Developed and implemented Addiction Medicine Consultation Services for primary care 

physicians, 
• Developed and distributed the, “Substance Use Disorders Grand Rounds,” newsletter to 

over 25,000 health care professionals through SCVMC and the State. 
• In the last two years have provided four (4) Medical Symposiums on Addiction Medicine for 

SCVMC health care professionals. 
• Implemented Trauma Informed therapy at all Addiction Medicine Treatment (AMT) clinics. 
• Developed and implemented a medication-assisted Peer Recovery Support Group at the 

AMT clinics. 
• Expanded AMT services to include Suboxone and Vivtrol.  Both medications assist in 

reducing drug cravings that can lead to relapse. 
• HIV intervention program has served over 35,000 county residents with preventive health 

education.  

9



Attacment I.3

Stand-alone 
department or 
combined with 
mental health?

Managed System of 
Care?

Utilization rate 
standards for 
residential 
services contract 
providers?

Utilization rate 
standards for 
outpatient 
services contract 
providers?

Policy for # of 
hours a client 
must arrive to 
residential 
treatment after 
referral?

Do contracts 
include 
performance 
metric 
provisions?

Corrective 
action policy for 
poor-performing 
contract service 
proveiders?

Does Dept ever withhold 
payment to contractors as 
part of corretive action 
plan or poor performance?

Do contract service 
provider payments vary 
based on # of vacancies?

Does Dept. 
contract for 
residential beds 
or outpatient 
slots by funding 
source? 

Does Dept. 
require specific 
caseload for 
counselors 
employed by 
outpatient 
contractors?

Does Dept. require 
a direct service 
productivty rate 
for individal 
clinicians? If so, 
what is the rate?

What proportion 
of staff recevied 
a performance 
evaluation in 
FY2012?

Alameda Combined

Yes for BASN and 
AB109, otherwise 
determined by 
individual programs 
and clients

Yes Yes No Yes Yes

We have had rare occasions 
to threaten such action.  In 
practice, we have instituted 
corrective action plans and, 
when unsuccessful, have 
terminated contracts.

Residential and transitional 
housing payments are 
based upon actual bed 
utilization.  Outpatient 
payments have been based 
upon available staff hours.

Yes No No Management staff

Los Angeles

Stand-alone 
under the 
Department of 
Public Health

Yes na na na na na na na na All staff

Orange Combined No Yes Yes No Yes Yes Rarely (once or twice in the 
last year) No Yes No Yes (80 hours, 100 

contracts) All staff

Riverside Combined No Yes No No No na na Yes
We only pay for 
actual beds/slots 
used.

No Yes (70%) All staff

Sacramento Combined Yes No No Yes Yes Yes
We withhold payment if 
certain documents are not in 
to us timely.

Yes Yes No No All staff

San Diego Combined No No No No Yes Yes Sometimes (five to ten times 
in the last year) Yes Yes Yes No

All staff; new 
hires receive a 
mid-probation 
review following 
initial 6 months 
of hire

San Francisco Combined Yes Yes No
NO, but the 
contracts do, 
usually 24 hrs

Yes Yes Rarely (once or twice in the 
last year) Yes Yes No yes (na) All staff

San Mateo Combined Yes Yes Yes No Yes

No, we do not 
have a policy but 
we do use CAP 
for poor 
performance.

Yes No
We do both...we 
do flat rate and 
fee for services 

No No All staff

Santa Clara Stand alone Yes Yes Yes Yes Yes Yes Unaware of such practices Cost based contracting No Yes Yes (65%) Not widely 
applied [in past]

Highlights of Survey of Large California Counties
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  Board of Supervisors Management Audit Division 
 

1.    Cost of Outpatient Services to the County 
Background 

• The Department of Alcohol and Drug Services provides outpatient counseling 
services to adult clients across the County of Santa Clara through both a County-
run clinic and five contract agencies.  There is no functional difference between the 
adult outpatient counseling services provided by the County and contract agencies.  

 
Problem and Adverse Effect 

• The County-run adult outpatient clinic is a fixed cost to the County, which remains 
constant whatever the quantity of service hours provided. In contrast, the County 
only pays contract agencies for actual hours of service. As a result, the County-run 
clinic’s cost per service hour is the most expensive of the adult outpatient clinics.  
For example, in FY 2012-13, County staff provided about 1,519 hours of service at 
a cost of about $821,000, for an average cost per service hour of $540.24. This cost 
is about seven times higher than the $76.95 average cost per hour to the County of 
the five contractor-run clinics. 

 
• In addition, hourly costs to the County for contract services vary considerably.  In 

FY 2011-12, the lowest hourly cost to the County of an adult outpatient contractor 
was $58.49 and the highest was $94.15 and similar variation existed in FY 2012-13.  

 
Recommendations, Savings and Benefits 

• The Department should initiate the process of closing its adult outpatient 
counseling clinic and solicit increased contract services through a competitive bid. 
Using FY 2012-13 average contractor rates and County costs, outsourcing the 
County-run clinic would eliminate its $821,000 annual expense, but increase 
contract services costs by about $117,000 per year, for an ongoing annual net 
savings estimated at about $704,000. 

 
• The Department should also compare the cost effectiveness of the five contract 

agencies, establish quality of service and cost standards based on the needs of their 
adult outpatient clients and amend their contracts to incorporate those standards.  
Implementation of this recommendation could result in significant, but yet 
unknown ongoing savings to the Department. 

 
Outpatient Counseling Services 
In the Department of Alcohol and Drug Services, outpatient counseling services are provided by both 
County-run clinics and multiple clinics run by contractors. The Department operates one adult clinic, 
one youth clinic and one perinatal clinic, with the remainder of outpatient counseling services provided 
by contractors. 

In FY 2011-12, the County-run adult outpatient counseling clinic provided 6.2 percent of total adult 
outpatient counseling services provided in the County; the County-run youth clinic provided 13.5  
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percent of total youth outpatient counseling services; and, finally, the County-run perinatal clinic 
provided 31.7 percent of the total perinatal outpatient counseling services. According to Department 
staff and contract documents, there is no functional difference in the services provided by the three 
County-run outpatient clinics and the comparative contractors. 

The remainder of this section focuses on cost comparisons between the adult outpatient counseling 
contractors and the County-run Adult Services Division clinic. The costs for the County-run Children, 
Family & Community Services clinic could not be calculated because clinic-specific costs are not 
broken out from the overall budget for that Divisions. A similar comparison could also not be 
completed for the County-run Perinatal Substance Abuse Program clinic because the County no longer 
contracts with a local provider for the outpatient perinatal services. According to Department staff, the 
Department discontinued the contract for the provider of perinatal outpatient services, though it is 
recommended that the Department seek out a perinatal outpatient contractor, and conduct a cost 
comparison with the County-run clinic and the contractor. 
 
County-Run Clinic Cost Higher than Contractor-Run Clinics 

The costs to the County for providing in-house adult outpatient counseling services are higher than the 
costs to the County for providing contracted similar adult outpatient counseling services. The below 
analysis is based on a comparison of the recorded actual service hours expended in providing services 
for each fiscal year and the actual costs of providing those services. This data was aggregated from the 
Department’s expense data and the invoices submitted by contractors.  

As shown in Table 1.1 below, the FY 2011-12 actual cost for the County-run adult outpatient 
counseling clinic was $348.71 per service hour. This was $254.56 more expensive per hour than the 
County’s most expensive adult outpatient counseling contractor of $94.15 per service hour. As further 
illustrated in Table 1.1, the FY 2012-13 cost for the County-run adult outpatient counseling clinic was 
$540.24 per service hour, which was $448.04 per service hour more expensive than the County’s most 
expensive adult outpatient contractor of $92.20 per service hour.  

The costs in the tables in this section reflect the entire cost incurred to provide the service hours. Some 
of these costs, for both the County and its contractors, are for “direct” counseling hours, and some of 
the costs are for indirect services, such as administrative work, training, vacation and sick leave. These 
“overhead” costs cannot be disaggregated – in other words, the money expended to provide a given 
hour of counseling necessarily includes non-counseling costs for both the public and private providers. 

One factor that increases cost is temporary “closures,” of clinics, which usually means that the clinic 
stops accepting new patients for a period of time, but may also include actual closures of the clinics. 
Outpatient providers, both County-run and contractor, can initiate a temporary closure when a clinic 
experiences an unforeseen reduction in staff, for a holiday, or when the clinic is at capacity for 
clientele. Temporary closures are covered in Policy & Procedure 440, DADS Adult System of Care, 
and they are also addressed in Exhibit A-1, Section III.B of each of the executed contracts. The 
Director of the Department must give permission for a clinic to temporarily close. 

The County-run adult outpatient counseling clinic was closed for 133 days in FY 2011-2012 due to 
being short-staffed, and in FY 2012-13 through May 2013 (one month short of the full fiscal year), 
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they closed for 138 days due to being short-staffed. While contractors are able to reduce invoiced 
hours to the County during periods of low capacity or low staff, the County-run clinic is a fixed cost to 
the County. 

Table 1.1 

FY 2011-12 and FY 2012-13  
Adult Outpatient Counseling Cost Per Service Hour1  

 

 
Sources: FY 2011-12 and FY 2012-13 adult outpatient counseling data aggregated by the Department’s Quality 
Improvement and Data Support Division; dollars expended according to the Department’s Fiscal/Budget Division. 
 
*The “Actual Contract Cost” in FY 2012-13 does not include cost settlements issued at the close of the fiscal year as at the 
time of this audit, the cost settlements for FY 2012-13 had not been processed. 
 
Estimated Savings from Contracting Out All Adult Outpatient Counseling  

Contracting out the services now performed by the County-run adult outpatient counseling clinic to a 
community contractor providing similar services would save money. According to the audit team’s 
benchmarking survey, about 44 percent, or four out of nine California counties surveyed, contract out 
all adult outpatient counseling services. 

In FY 2011-12, the County-run adult outpatient counseling clinic reported providing 2,689 hours of 
service in adult outpatient care at a rate of $348.71 per hour. The average cost per service hour 
provided by five contractors was $74.08 in FY 2011-12. If the County were to contract out the 
currently County-run adult outpatient counseling clinic, the average savings to the County is estimated 
at $274.64 per service hour. In FY 2011-12, the County-run adult outpatient clinic’s operating costs 
totaled $937,684, which resulted in an average cost per service hour of $348.71, based on 2,689 
service hours provided. By outsourcing the County-run clinic, the Department would save $937,684 

                                                 
1 Department management suggested that the high cost for the County-run clinic was–due to low productivity of staff 
generally and also to sick leave taken by a select few staff. The audit team calculated the total cost of the sick leave taken 
by all staff in the Central Clinic by multiplying the total hours of sick leave taken in FY 2012-13, 557.3 hours, by the 
respective hourly salary of staff, and found the total cost was $18,099, approximately two percent of the Clinic’s budget. 

Provider
Invoiced 
Service 
Hours

Actual Contract 
Cost

Actual Cost 
per Service 

Hour

Invoiced 
Service 
Hours

Actual 
Contract Cost

Actual Cost Per 
Service Hour

Indian Health Center 5,514        322,500$         58.49$           5,392            312,890$        58.03$              
GFCC Proyecto Primavera 7,290        523,320$         71.79$           6,984            563,147$        80.63$              
Family & Children Services 15,068     1,072,436$      71.17$           14,066          972,265$        69.12$              
Asian American Recovery Services, Inc 7,597        568,064$         74.78$           6,698            567,738$        84.76$              
Pathway Society, Inc 5,322        501,077$         94.15$           5,299            488,562$        92.20$              

Provider Average 74.08$           76.95$              
County-Run Adult OP Clinic 2,689        937,684$         348.71$         1,519            820,628$        540.24$           
Potential Average Savings 274.64$         463.29$           

2011-2012 2012-2013*
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per year, but increase its costs by an estimated average $199,201 per year (2,689 hours x average 
$74.08/service hour), for net savings of $738,483 annually.  

For FY 2012-13, the County-run adult outpatient counseling clinic reported providing 1,519 hours of 
service in adult outpatient care at an estimated rate of $540.24 per service hour. The average cost to the 
County per service hour provided by contractors was $76.95 for the same period. The County could 
potentially save, on average, $463.29 per service hour, if the County were to contract out current 
County-run adult outpatient counseling clinic services. In FY 2012-13, the County-run adult outpatient 
clinic’s operating costs totaled $820,628, which resulted in an average cost per service hour of 
$540.24, based on 1,519 service hours provided. By contracting out the services currently performed 
by the County-run clinic, the Department would save an estimated $820,628 per year, but increase its 
costs by $116,887 per year (1,519 hours x $76.95/service hour), for net savings of $703,741 annually, 
based on the $76.95 average service hour rate of the five contract agencies. It should be noted that 
1,519 hours is equal to less than the productive hours of one full-time equivalent employee. The clinic 
is staffed with nine FTEs. 

We recommend that the Department, through a competitive solicitation process, procure additional 
adult outpatient counseling service capacity in an amount approximately equal to the service hours 
currently provided by the County-run adult outpatient counseling clinic. The Department should 
initiate the closure of the County-run adult outpatient counseling clinic, and identify job transfer 
opportunities within the County for the nine individuals currently employed by the County-run adult 
outpatient counseling clinic. Contracting out the County-run adult outpatient counseling clinic would 
displace nine employees, though the County may be able to find placement for those employees in 
other capacities in the County. Lastly, the County should explore cost comparisons for the County-run 
youth and perinatal outpatient counseling clinics. For the County-run youth outpatient counseling 
clinic, the Department should produce an isolated budget for the clinic, removing the costs to 
administer the larger Division, and assess costs to determine if large cost variances exist when this 
clinic is compared to the contractor-run clinic. For the County-run Perinatal Substance Abuse Program 
clinic, the Department should seek out a perinatal outpatient contractor, and then conduct a cost 
comparison with the County-run clinic and the contractor. 
 
Attachment 1.1 provides two detailed tables breaking out the clinic closures by days per month for 
each fiscal year. As previously stated, the County-run adult outpatient counseling clinic reported 
providing 1,519 hours of service for FY 2012-13. Because the County-run clinic is a fixed cost to the 
County with full-time, permanent staff and a set clientele, the cost per service hour increases when the 
County is unable to provide services. In FY 2012-13, the estimated per-service-hour rate for the 
County-run adult outpatient clinic was $540.24. The average cost to the County per service hour 
provided by contractors was $76.95 for the same period. Temporary closures exacerbate the costs 
sustained by the County for providing the County-run clinic. 

Costs Vary Across Contractors 
There is variability in the costs to the County between adult outpatient contractors for the provision of 
similar services. Contractors submit cost proposals to the County with their responses to the Request 
for Proposals. These cost proposals reflect their proposed provision of services and the rates at which 
the contractors can provide those services. This is variable across contractors.  
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For FY 2011-12, the average contracted (not actual) per-service-hour cost for contracted services was 
$81.74. For FY 2012-13, the average per service hour cost for contracted services was $83.05. The 
Department has not standardized the costs for these services.  

Table 1.2 below illustrates the variation in cost per service hour for FY 2011-12. The table provides 
both the contract costs and the actual costs to the County for the per service hour costs. 

Table 1.2  

Comparison of FY 2011-12 Contract Vs. Actual Cost per Service Hour 

 

1. A contract service hour is an hour of service provided by the contractor. These values, the “FY 2011-12 Contract 
Service Hours,” are based on the reported “Units of Service” included in Exhibit A-2 of each contract executed by 
the County with a service provider. In the event that the contract was amended later in the course of the contract 
term and the units changed, the updated total is used in this table. 

2. The “FY 2011-12 Contract Total” values are based on the reported “Net Budget” reported in Exhibit A-2 of each 
contract executed by the County with a service provider. In the event that the contract was amended later in the 
course of the contract term and the dollar amount changed, the updated total is used in this table. 

Sources: FY 2011-12 adult outpatient counseling contracts and associated amendments with five providers, administered 
by the Adult Services Division. 

Similar to Table 1.2 above, Table 1.3 illustrates the variation in cost per service hour for FY 2012-13. 
The table provides both the contract costs and the actual costs to the County for the per-service-hour 
costs. 

 

 

 

Provider
Contract 
Service 
Hours ₁

Contract 
Total ₂

Contract 
Cost Per 

Service Hour

Invoiced 
Service 
Hours

Actual 
Contract 

Cost

Actual Cost 
Per Service 

Hour

Indian Health Center 5,003           322,500$    64.46$         5,514           322,500$    58.49$         
Family & Children 
Services 14,009         1,082,152$ 77.25$         15,068         1,072,436$ 71.17$         
Asian American 
Recovery Services, 
Inc 7,525           568,064$    75.49$         7,597           568,064$    74.78$         
GFCC Proyecto 
Primavera 6,004           523,320$    87.16$         7,290           523,320$    71.79$         
Pathway Society, Inc 4,803           501,077$    104.33$       5,322           501,077$    94.15$         

81.74$         74.08$         

FY 2011 - 12

FY 2011-12 Contract Average FY 2011-12 Actual Average

Contract Actual
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Table 1.3  

Comparison of FY 2012-13  
Contract Vs. Actual Cost per Service Hour 

 

 
     Sources: FY 2012-13 adult outpatient counseling contracts and associated amendments with five providers  
     administered by the Adult Services Division. 
 
As previously mentioned, contractors offer varying combinations of services, but there may be room 
for savings to the County given the great variation in costs if costs for specific components comprising 
the per-service-hour cost or the per-service-hour cost itself were standardized. For example, if the 
County were to standardize its payments to contractors, this may result in a savings to the County. This 
savings may be reduced if the standardized costs result in costs higher than that currently paid to 
specific contractors. In conjunction with the Procurement Department, the Department should develop 
and implement a standardized unit cost for outpatient counseling services. 

Contractors Provide Roughly a 3:1 Ratio of Individual Sessions to Group Sessions 

While the per-service-hour cost of the contracted clinics provides valuable insights into the cost 
differentials between outpatient providers, it should be noted that the providers are not contracted to 
provide identical combinations of services. For purposes of this analysis, the services reported in the 
contracts and provided amendments for FY 2011-12 and FY 2012-13 were aggregated, and the 
proportions of provided services for each fiscal year were calculated based on the provided contract 
documents. 

Table 1.4 below lists the various combinations of services that providers offer according to the 
provider contracts and amendments. The Total Sessions and the session breakdown are also based on 
contracted sessions or any revised session totals included in any amendments to the contract. 

Provider
Adjusted 

Contract Units
Adjusted 

Contract Total
Contract Cost 

Per Unit Invoiced Units
Actual 

Contract Cost
Actual Cost 

Per Unit

Indian Health Center 5,011              322,500$       64.36$            5,392              312,890$       58.03$            
Family & Children 
Services 16,538            1,082,152$    65.43$            14,066            972,265$       69.12$            
Asian American 
Recovery Services, 
Inc 7,525              568,064$       75.49$            6,698              567,738$       84.76$            

Pathway Society, Inc 4,803              501,077$       104.33$         5,299              488,562$       92.20$            
GFCC Proyecto 
Primavera 5,523              583,320$       105.62$         6,984              563,147$       80.63$            

83.05$            76.95$            

FY 2012 - 13

FY 2012-13 Contract Average FY 2012-13 Actual Average

Contract Actual
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Table 1.4 

Comparison of FY 2012-13 Budgeted  
Adult Outpatient Services by Provider and Service Type 

 

 
Sources: FY 2012-13 adult outpatient counseling contracts and associated amendments with five providers, administered 
by the Adult Services Division 
 
While there is variation in the ratios of services across providers, as displayed in Table 1.4, the 
percentages are on average: 75 percent of hours dedicated to individual sessions, 21 percent of hours 
dedicated to process group sessions (min: 12 percent, max: 34 percent), and the remaining four percent 
of hours dedicated to various combinations of psycho-educational groups, family sessions, and 
structured discovery groups. The proportion of services provided by each provider does vary, though 
the spread is roughly reflective of a trend of an approximate 3:1 ratio of individual sessions to all group 
sessions. The rough similarity in proportions of provided services across providers speaks to the 
validity of a per-service-hour cost analysis.  

 
CONCLUSIONS 
The Department of Alcohol and Drug Services provides outpatient counseling services to adult, youth, 
and perinatal clients through both County-run clinics and contractor-run clinics. The outpatient 
counseling services provided by the contract providers are very similar to those provided by the 
County-run clinics.  
 
Despite these similarities, there is great variability in the cost of service provision. For adult outpatient 
counseling services, the Department-run adult outpatient counseling clinic is the most expensive clinic 
providing adult outpatient counseling services, exacerbated by the fact that contractors are able to 
reduce invoiced hours to the County during periods of closure while the Department-run adult 
outpatient clinic is a constant fixed cost. Additionally, amongst the adult outpatient counseling 
contractors, the costs paid by the Department for similar services vary greatly, by about $36 per service 
hour in FY 2011-12 and $34 in FY 2012-13. 
 
It is estimated that the Department could have saved $738,483 in FY 2011-12, and in FY 2012-13, 
$703,741 if the services provided by the Department-run adult outpatient counseling clinic were 

Provider  Total 
Sessions 

 Individual 
Sessions 

 Ratio of 
Individual 
to Total 

 Process 
Group 

Sessions 
(PGS) 

 Ratio of 
PGS to 
Total 

 Other 
Group 

Sessions 

 Ratio of 
Other 

Groups to 
Total 

Family & Children Services 8,443       6,447       0.76         1,686       0.20         310          0.04         
Asian American Recovery Services 1,799       1,128       0.63         611          0.34         60            0.03         
Indian Health Center 4,789       4,050       0.85         552          0.12         187          0.04         
GFCC Proyecto Primavera 2,704       1,992       0.74         600          0.22         112          0.04         
Pathway Society, Inc. 1,947       1,203       0.62         624          0.32         120          0.06         

Averages for FY 2012-13 3,936       2,964       0.75         815          0.21         158          0.04         
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contracted out to local providers. As such, the Department should initiate the process of closing the 
adult outpatient counseling clinic and solicit increased contract services through a competitive process. 
The Department should also conduct an analysis to determine whether a similar course of action 
should be taken with the County-run outpatient youth clinic and perinatal clinic. The Department could 
also generate additional annual savings by standardizing the costs paid to contractors for adult 
outpatient counseling services. 
 
RECOMMENDATIONS 
The Director of the Department of Alcohol and Drug Services should: 

1.1 Through a competitive solicitation process, procure additional adult outpatient counseling 
service capacity in an amount approximately equal to the service hours currently provided by 
the County-run adult outpatient counseling clinic. (Priority 1) 

1.2 Initiate the closure of the County-run adult outpatient counseling clinic, and identify job 
transfer opportunities within the County for the nine individuals currently employed by the 
County-run adult outpatient counseling clinic. (Priority 1) 

1.3 Given that the costs of the County-run youth outpatient counseling clinic are comingled with 
the associated division administration budgets, the Department should produce a separate 
budget for this clinic and assess costs to determine if large cost variances exist when this clinic 
is compared to contractor-run clinics. (Priority 1) 

1.4 A similar comparison could also not be completed for the County-run Perinatal Substance 
Abuse Program clinic because the County no longer contracts with a local provider for the 
outpatient perinatal services. According to Department staff, the Department discontinued the 
contract for the provider of perinatal outpatient services, though it is recommended that the 
Department seek out a perinatal outpatient contractor, and conduct a cost comparison with the 
County-run clinic and the contractor. (Priority 3) 

1.5 In conjunction with the Procurement Department, develop and implement a standardized unit 
cost for outpatient counseling services. (Priority 3) 

 
 
SAVINGS, BENEFITS AND COSTS 
It is estimated that the Department could save at least $703,741 per year on an ongoing basis by 
contracting out the services provided by the Department-run adult outpatient counseling clinic. 
Additional savings may be possible by contracting out other the County-run outpatient youth clinic and 
perinatal clinic as well. In addition, standardizing the County’s payment to contractors for adult 
outpatient counseling services could also generate additional annual savings.  
 
Finally, contracting out the County-run adult outpatient counseling clinic would displace nine 
employees, though the County may be able to find placement for those employees in other capacities 
in the organization or County. 

18



Attachment 1.1 

Clinic Temporary Closures for FY 11-12 and 12-13 
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  Board of Supervisors Management Audit Division 
 

2. Utilization of Detoxification and Residential 
Treatment Purchased Capacity  

Background 
• The Department of Alcohol and Drug Services (DADS) provides detoxification and 

residential treatment services to clients through contracts with five private 
organizations. In FY 2012-13, DADS contracted to spend $6,116,054 on 
detoxification and residential beds. 

Problem 
• Based on Department policy, the providers hold beds vacant for pending clients 

who may not arrive for several days. Further, the contractors cannot freely 
allocate beds to clients based on need because the funding source restricts the beds 
to certain clients. In FY 2012-13, an average of 13.9 beds were vacant per day 
Countywide, despite the fact that a wait list was in effect for these beds for every 
day of the fiscal year, averaging 12.3 days. The County pays contractors a flat 
annual amount based on contracted capacity (bed space), regardless of actual 
utilization rates. 

 
Adverse Effect 

• At an average annual cost of $24,467 per residential bed and $44,305 per 
detoxification bed, the County spent an estimated $357,946 to compensate 
residential providers for empty beds in a one-year period. Simultaneously, clients 
waited an average of 12.3 days to enter residential treatment and secure 
transitional housing.  

Recommendations, Savings and Benefits 
• The Department should develop a new method for contracting that bases payment 

on actual utilization instead of total capacity and increases flexibility in use of 
special funding sources.  In addition, the Department should require clients to 
report for residential treatment within 24 hours of assignment and improve 
coordination of beds, except for criminal justice clients who need 72 hours to 
obtain medications before assignment. By implementing these recommendations, 
the Department could save up to $357,946 per year and better serve clients seeking 
to enter residential treatment housing. 

 
Background  

The Department of Alcohol and Drug Services (DADS) provides detoxification and residential 
treatment services to clients through contracts with private contractors. Two providers offer a total of 
16 detoxification beds for $708,877 annually, and five residential providers (two of these are also the 
detoxification treatment providers) provide 221 beds for $5,407,177 annually, for a total of 237 
treatment beds for $6,116,054 in FY 2012-13. Even with nearly 240 beds contracted for DADS clients 
in FY 2012-13, clients remained on the waitlist for bed assignment an average of 12.3 days. 
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DADS’ Quality Improvement and Data Support Division (QI) manages and coordinates the movement 
of adult clients from the community or in-custody settings to detoxification, residential and 
transitional. According to QI, clients are referred to residential facilities based on a combination of 
funding source requirements, acuity of need, and first come/first serve placements. Bed capacity is 
managed as follows: each morning, contractors contact QI via email and provide them a bed capacity 
update. QI then tracks capacity on a large white board and provides the Gateway Call Center, which 
refers clients to providers, the daily information to make accurate referrals for that day.    

Treatment Bed Assignment by Funding Source Results in Unused Beds 

Assigning residential treatment referrals based on funding source often results in inefficiencies in bed 
utilization. As a theoretical example, consider one contractor may have 28 total treatment beds: 10 
earmarked for parolees through Bay Area Services Network (BASN) and the other 18 beds are 
available for the general male adult, non-criminal justice population. It is not uncommon that only two 
BASN clients will already be in, call for, or show up for treatment that particular day, while on the 
same day, 30 non-criminal justice clients will need beds. In this example, the two BASN clients 
requesting beds will be placed in the BASN-designated beds and 18 non-criminal justice clients will 
fill the 18 general beds. Yet eight BASN-specific beds will remain empty while 12 non-criminal justice 
clients will be turned away from this provider. In other words, DADS has purchased 28 beds from this 
contractor, but only 20 will be filled in this example day, and 12 non-criminal justice clients needed 
beds but cannot utilize the BASN beds. This example is based on actual occurrences over the year. 
Table 2.1 below shows average utilization and empty bed rates on a one-year period, from April 2012 
through April 2013. 
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Table 2.1  

Daily Averages of Empty Beds by Contractor and Funding Source 
April 2012 to April 2013 

 Bed 
categories / 
Funding 
Sources  Gender 

 Beg 
/ End CADS 

Hori-
zon 

South 

Parisi 
House 
on the 
Hill 

Mari-
posa 

Lodge 

Path-
way 

House 

Project 
90, 3rd 

St. 

Project 
90, 9th 

St. 

Avg. end 
day 

capacity 
by source 

Avg. end  
capacity 
whole 

beds only 

ASOC M/F 
B 0.3 

   
1.4 

 
0.2 

  E 0.1 
   

0.1 
 

0.0 0.1 0 

ASOC M 
B 

 
1.6 

       E 
 

0.1 
     

0.1 0 

ASOC F 
B 

  
0.6 2.2 

     E 
  

0.4 0.3 
   

0.4 0 

AB109 F 
B 6.4 

   
6.5 1.0 0.8 

  E 5.9 
   

6.1 0.9 0.7 3.4 3.0 

BASN M/F 
B 3.1 0.4 

  
3.7 

    E 2.9 0.4 
  

3.6 
  

2.3 2 

CDCI M/F 
B 

    
0.3 

    E 
    

0.1 
  

0.1 0 

PRC M/F 
B 

    
3.1 

    E 
    

3.0 
  

3 3 

VET M/F 
B 

    
3.1 

    E 
    

3.0 
  

3 3 

DDX M/F 
B 

     
0.4 0.4 

  E 
     

0.2 0.1 0.2 0 

Homeless M/F 
B 

     
0.6 0.3 

  E 
     

0.6 0.2 0.4 0 

Detx M/F 
B 

 
0.8 

       E 
 

0.8 
     

0.8 0 

Detx F 
B 

  
0.1 

      E 
  

0.1 
    

0.1 0 

      
Total empty beds, daily average 13.9 11.0 

 

In Table 2.1 above, each contractor with detoxification and/or residential treatment beds is listed in the 
top row. In the rows below, the average number of empty beds at the beginning of each day (B) from 
April 2012 to April 2013 is described and then the average number of empty beds at the end of each 
day (E) in the time period is listed next for each funding source or category of treatment bed. Funding 
sources include the general adult system of care (ASOC), AB109 clients, Bay Area Service Network 
parolees (BASN), Comprehensive Drug Treatment Court Initiative clients (CDCI), Parolee Reentry 
Court clients (PRC), veterans (VET), dual-diagnosis clients (DDX), homeless clients, and 
detoxification clients (DTX). Gender requirements are also listed (some providers allow for male and 
female clients (M/F), some for males only (M), and some for females only (F). 
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DADS’ assignment of treatment beds based on funding source is an inefficient practice. Table 2.1 
above shows that when all DADS’ unused detoxification and/or residential treatment beds in a one 
year period are added together, there was an average of 13.9 empty beds each day from April 2012 to 
April 2013, despite the fact that in the same time period, clients waited an average of 12.3 days for a 
bed assignment. In other words, on average, the county purchased 13.9 beds each day from local 
providers that went unused due at least in part to funding source requirements, despite a significant 
waitlist. We understand that, of course, DADS cannot fill a fraction of a bed. Therefore, we included a 
second calculation using QI’s same daily capacity reports and included only “whole” beds. In this 
interpretation, seen in the far right column in Table 2.1 above, there was still an average of 11 empty 
beds at the end of the day in the same time period.  

Treatment bed assignment based on funding source is a long-standing practice within DADS, 
particularly for criminal justice system clients like those involved with BASN and AB109. The 
Department Director agrees that it is an inefficient method and asserted that DADS needs to explore 
different ways to approach the use of special funding. According to QI, in mid-2013, the County 
Operating Officer granted a special allowance so that AB109-restricted beds can now be released to the 
general population if there are no AB109 clients to fill them. The analysis above reflects a time period 
before this allowance occurred. However, there is still a significant problem with funding source 
requirements for BASN and CDCI clients.  
 
Treatment Reporting Period Discrepancies 

The issue of having empty treatment beds while at the same time experiencing a significant waitlist is 
exacerbated due to a long and inconsistently enforced protocol regarding the allowed time period for 
reporting to treatment. As stated in provider contracts, DADS allows clients a 48-hour window to 
report for treatment after they’ve been assigned a slot, yet some contractors appear to use an even more 
lenient standard. One residential treatment provider said clients often do not report for treatment for 
three days after a bed is assigned. Another provider said clients have “three or four business days” to 
report for treatment.  

One potential source of confusion of required reporting time is the coordination of criminal justice 
clients with medications. According to DADS, on average, just over half of the population (56 percent) 
waiting on residential or THU beds are soon-to-be-released criminal justice clients. Of these clients, 
approximately half (43 percent of criminal justice clients, or 24 percent of all DADS clients waiting on 
beds) have prescribed medications that must accompany them to any assigned residential or THU bed. 
Such coordination of medications for released criminal justice clients and bed assignments takes an 
average of three processing days (or 72 hours). 

When compared to the other large California counties, Santa Clara County is one of three counties that 
give clients a specified amount of time to report to treatment. San Francisco County indicated that 
deadlines are enforced by the service provider, and typically clients are given 24 hours to report for 
treatment. Sacramento County schedules clients to report for treatment on a specific day, and if they do 
not show up for treatment, clients are moved back on to the waitlist. DADS’ policy allows clients 48 
hours to report, but some service providers give nearly double this amount of time. This means that 
while many clients wait for a bed, beds are sometimes held for clients for three or four days. This is 
twice as long as Department protocol allows; a protocol that is seemingly lenient when compared to 
other drug and alcohol departments in large California counties. 
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CONCLUSION 
The Department’s methods for assigning beds based first on funding sources should be reviewed and 
improved. DADS should pursue restriction allowances for other funding sources as they have 
succeeded to do with AB109. DADS should also consider contracting beds based on actual utilization 
instead of total capacity and increase flexibility in use of special funding sources.  Finally, DADS 
should require clients to report for residential treatment within 24 hours of assignment and improve 
coordination of beds as practiced by other large California counties, except for those criminal justice 
clients with prescribed medications. These clients should be allowed 72 hours to report to bed 
assignments to give adequate time to coordinate their medications. The Department has spent an 
estimated $357,946 per year for unused beds. The majority of this would be saved annually by 
improving bed allocations, and clients seeking to enter detoxification and residential treatment would 
be better served. 
 
RECOMMENDATIONS 
The Director of the Department of Alcohol and Drug Services should: 

2.1 Develop a new method for establishing contracts for residential treatment and detoxification 
services that allows for more flexible use of the bed capacity. (Priority 2) 

2.2 Modify contracting practices so that the County only pays for utilized capacity rather than 
purchasing pre-determined capacity regardless of use. (Priority 1) 

 
SAVINGS, BENEFITS AND COSTS 
Implementation of Recommendation 2.1 would free up empty beds to be used by persons who 
otherwise would remain on a waitlist. Implementation of Recommendation 2.2 would save up to  
$357,946 per year by eliminating payment for unused beds.  
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3.  Contractor Performance and Monitoring 
 

Background 
• The Department of Alcohol and Drug Services awarded and administered 25 contracts 

amounting to $17.4 million during FY 2012-13. Three staff positions coordinate fiscal, 
administrative, and programmatic monitoring. 

Problem 
• The Department does not measure outcomes and inconsistently uses stipulated 

performance measures to monitor contracts. Management considers some existing 
performance measures to be inadequate and does not enforce reporting of all the 
contractually required performance measures. Some measures are not being met.  

• The Department inconsistently monitors fiscal aspects of the contracts. Further, 
although the contracts require invoicing of contracts in increments of 1/10th of the 
annual contract amount, contractors have in practice been allowed to invoice in 
increments of 1/12 of the annual contract amount.  Finally, some of the tracking 
documents for contracts maintained by the County list incorrect contract details, 
including outdated maximum reimbursement amounts and totals. 

Adverse Effect 
• By not reviewing all contractually required performance measures, the Department is 

not enforcing the terms of the contracts, resulting in reduced control over important 
services and scarce funds. The Department may also not be expending County 
resources in the most efficient manner. 

 
Recommendations, Savings and Benefits 

• The Department should review and update current performance measures for all 
contracts to ensure that the measures are meaningful, and the Department should 
consistently require reporting on these measures. In addition to enforcing performance 
measures, the Department should enforce the fiscal requirements included in 
contracts. 

 

Contract Monitoring Provided by the Department 
The Divisions provide fiscal, administrative and programmatic contract monitoring as follows:  
 
• In the Adult Services Division, two staff from the Department’s administration perform 

administrative reviews of the contractors, which includes a review of the contracts and a 
review of submitted quarterly and semiannual reports and materials on, for example, lists of 
sessions provided, individuals seen, etc. from the contractors. Staff from the Department’s 
Quality Improvement and Data Support Division provide more frequent and regular tracking 
of data logged by the contractors.  
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• In the Children, Families & Community Services Division, which includes contractors both 

for youth services and prevention services, two staff from the Department’s administration 
perform the contractors’ administrative reviews, which, like in the Adult Services Division, 
includes a review of the contracts and a review of submitted reports and materials from the 
contractors. The program reviews for youth services and prevention contractors are 
performed by Children, Families & Community Services Division. These reviews can 
potentially include a site visit and a review of reports provided by the contractors. 

 
For both divisions, fiscal monitoring of contractors is performed by the Finance Department in 
the Santa Clara Valley Health and Hospital System. 
 
This section focuses on the fiscal, administrative, and programmatic monitoring administered by 
the Department. It does not include a review of the clinical monitoring performed to ensure 
compliance with any State and federal regulations. 
 
Current Contract Capacity and Costs 
In FY 2012-13, the Department oversaw a total of 25 contracts, totaling $17.4 million, across its 
two key divisions.  
 
The Children, Families & Community Services Division (CFCS) oversaw six contracts: one 
adolescent residential contract, three adolescent outpatient contracts, and two prevention services 
contracts. The three youth outpatient treatment contracts were with Advent Group Ministries, 
Asian American Recovery Services, and Asian Americans for Community Involvement (AACI). 
However, AACI was not awarded a contract for County-funded services in FY 2012-13, though 
the organization continued to provide services funded by the State Drug Medi-Cal. In the Drug 
Medi-Cal program, contractors reimbursed by the State must be monitored by a local public 
agency. The contract with CFCS only exists to enforce the Drug Medi-Cal monitoring that is 
required; no County General Fund dollars were paid to Asian Americans for Community 
Involvement. 

The Adult Services Division oversaw the remaining 19 contracts including: two detoxification 
contracts, five adult residential contracts, one perinatal residential contract, five transitional 
housing contracts, five adult outpatient contracts, and one perinatal outpatient contract. Table 3.1  
below, clarifies the services provided, the estimated overall capacity contracted, and the costs of 
those services. In addition to the regular contracts, there were another 53 beds/slots contracted 
for with grants made via Memoranda of Understanding. In some instances these were made to 
existing contractors, in other instances these were made to other contractors and in some cases 
these were made to County Departments for services that have no “beds” associated with them. 
For example, one of these grants was made to the Probation Department for Community Worker 
services. 
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Table 3.1 
 

Contracted Capacity and Costs by Service Type in FY 2012-13 

Service Type 
 

Number of 
Contractors 

Number of 
Beds/Slots 

Total Amount of 
Contracts 

Average Cost 
per Unit 

Contracts:     
Detoxification 2 16             $708,877           $44,305 
Adult Residential 5 221           $5,407,177           $24,467 
Adolescent Residential 1 7             $563,632           $80,519 
Perinatal Residential 1 40           $1,300,000           $32,500 
Transitional Housing 5 237           $2,937,575           $12,395 
Adult Outpatient 5 1,944           $4,736,699            $2,437 
Adolescent Outpatient 3 260             $897,644            $3,452 
Perinatal Outpatient 1 40             $486,164           $12,154 
Prevention 2 N/A             $369,824                N/A 
FY 2012-13 Contracts 
Subtotal 

 
25 

 
2,765 

 
        $17,407,592 

            
            $6,296 

     
Grants/MOUs Subtotal N/A 53          $1,837,449           $34,669 
All Contracts/MOUs N/A 2,818        $19,245,041             $6,829 
Source: Information provided by the Department’s Administration. 
 

Performance and Outcome Measurement of Adult Service Providers  
Performance measures in the adult services contracts are important to ensure contractors perform 
as expected and meet Department standards and community needs. The executed contracts for all 
adult services include, in their Exhibit A-3, reference to Provider Overall Performance (POP) 
reports as a means for assessing provider performance. The contracts state: “Provider overall 
performance (POP) is continuously monitored by the QI Division [the Department’s Quality 
Improvement and Data Support Division]. QI staff track, collect, record and analyze data and 
reports that show a provider’s performance on certain contractual requirements. The QI Division 
issues quarterly POP reports to all providers so that they may track their own performance and 
make adjustments throughout the fiscal year as needed.”  

According to the contracts, the POP reports can include: 

1. Average operational capacity – in other words, the number of client slots available; 
2. Number of days closed to referrals – in other words, days when new patients are not 

accepted; 
3. Data quality and timeliness; 
4. Attendance at required meetings; 
5. Timely submission of required reports, and; 
6. Annual contracts review rating. 
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The FY 2012-13 contracts stated that the following performance indicators may be added to the 
POP reports for monitoring: 

1. Wait time between a client’s first inquiry for service and first treatment session; 
2. The number of clients who fail to show for appointments (no show rate); 
3. The number of admissions to treatment; 
4. Continuation rate from the first through the sixth treatment session for Outpatient; 
5. Number of days to record a successful discharge; 
6. 40 percent direct service time (client time) 
7. Residential time from referral to intake, and;  
8. Administrative discharge percentage. 

Although the contracts listed up to 14 measures, POP reports provided to Management Audit 
Division staff reflect only 10, omitting the following items:  

1. Average operational capacity for each month, 
2. Number of days closed to referrals, 
3. Recorded attendance to required meetings, and 
4. A line for the annual contracts review. 

Based on the POP reports we received for contractors, the Department is not using the full range 
of performance measures authorized in these contracts.  

Furthermore, the contracts issued to adult service providers also stipulate, in Exhibit A-3: “A 
minimum of 40 percent of available staff hours must be face-to-face contact with clients. 
Providers will be expected to use Unicare to monitor this requirement.” Department 
administrators reported the desire to use metrics like the 40 percent direct service time to track 
the performance of service providers. However, the current reports being run by the 
Department’s Quality Improvement and Data Support Division to monitor provider performance 
do not include this metric.1  

Failing to use required performance measures is a missed opportunity for the Department to 
ensure that providers are meeting the needs of adult clients, and that the providers are meeting 
standards established by the contracts.   

Adult Service Provider Contracts Lack Outcome Measures 

The primary mission of the Department is to prevent and treat alcohol and drug abuse. However, 
the contracts do not include outcome measures.2 Tracking outcome measures would determine 
whether the services the County is purchasing for several million dollars per year are effective 
and worth the cost. Such outcome monitoring may be complicated by the fact that clientele may 

                                                           
1 Since completion of the draft audit report, the Department has instituted the running of productivity reports to 
monitor the face-to-face contact provided by clinicians.  
2 The Department does report the percent of medication assisted treatment clients that showed sustained 
functionality for 12 or more months to the State, but this singular metric is for the County as a whole, not broken out 
by provider, and there are no other metrics against which to check this singular metric to assess the overall long-
term performance of a clinic. 
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be difficult to reach after treatment. That said, there may be existing tools or resources the 
Department could draw on in this area. 

An example of such an existing resource is Continuous Recovery Monitoring (CRM), developed 
and implemented by the Adult Services Division in September 2011.3 According to the DADS 
Adult Managed Care System Policy & Procedure Manual/QI Plan provided to the audit team, 
this program is optional for clients and “consists of active follow-up by counselors who check in 
on former clients by phone, to enquire how the client is doing in their recovery, over time.” It is 
further stated that: “During the primary phase of treatment, or as part of discharge planning, 
counselors inform all clients about the benefits of CRM and its potential to help sustain 
recovery.” Participation in CRM begins once a client has been closed out of active treatment. A 
client is discharged from CRM for five chief reasons: if they choose to do so, if no client contact 
occurs for three months, if the client returns to treatment, if the client is incarcerated, or if the 
client dies.  

While CRM’s primary purpose is to ensure the ongoing recovery of clients, it is a potential tool 
for measuring treatment outcomes based on client feedback after treatment concludes. Currently, 
the Department does not require counselors and clients participating in this service to report any 
information during the participation in this program, and as such, no outcome results are 
gathered from this service. While there is a concern that a self-selected population of CRM 
participants may not provide an unbiased view of contractor programs, it is a feedback source 
that is currently untapped. 

Additionally, the Department’s Quality Improvement and Data Support Division could revise the 
data reviewed in the POP reports to not only include additional performance measures, but also 
outcome measures, if available. If appropriate outcome measures cannot be identified or 
developed, the Department should at least require contractors to implement evidence-based 
practices. 

The lack of tracking outcome measures prevents the Department from assessing, over time, how 
the provided services are meeting the needs of individuals and the community. Inability to assess 
the effectiveness of programs means that funds may be expended on ineffective programs.  

Performance and Outcome Measurement of Youth Service 
Providers is Insufficient 
Established performance measures should ensure that providers are meeting the unique and 
specific needs of the community. Currently, Exhibit A-3 of all executed youth service provider 
contracts for residential and outpatient youth service provider includes the following 
performance measures: 

 

 

                                                           
3 According to the Department, CRM was temporarily discontinued by the Department management in April 2013. 
While this is true, the audit team maintains that this is an example of a tool that could be used to assess long-term 
outcomes from treatment. 
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Residential Services Performance Measures 

a. 80 percent of clients who complete Orientation/Intake shall not drop out of treatment in 
the first nine days. 

b. 75 percent of clients who remain past nine days will remain in treatment an average of 90 
days. 

c. 80 percent of clients complete a Client Satisfaction Survey upon discharge transfer. 
d. Of families who attend treatment, 50 percent will complete a Family Satisfaction Survey 

upon discharge/transfer. 
e. 95 percent of individualized treatment plans have goals/objectives identified with target 

dates. 
f. 95 percent of treatment issues identified in the assessment are linked to the treatment 

plan. 
g. 75 percent of clients’ progress notes reflect a treatment plan demonstrating that client’s 

stay is determined by client’s clinical needs. 
h. 70 percent of clients who are discharged achieve completion of treatment goals. 

Outpatient Services Performance Measures 

a. 70 percent of clients who complete Intake and Assessment session(s) will stay in 
treatment four sessions or more. 

b. 70 percent of clients who stay in at least four treatment sessions remain in treatment an 
average of 90 days. 

c. 95 percent of individualized treatment plans have goals/objectives identified with target 
dates. 

d. 95 percent of treatment issues identified in the assessment are linked to the treatment 
plan. 

e. 75 percent of clients’ progress notes reflect a treatment plan demonstrating that client’s 
stay is determined by client’s clinical needs. 

f. 80 percent of clients complete a Client Satisfaction Survey quarterly during Treatment 
Plan renewal or upon discharge/transfer. 

g. 70 percent of clients upon satisfactory discharge will achieve completion of treatment 
goals. 

h. 50 percent of families, who participate in treatment, will complete a Family Satisfaction 
Survey upon discharge/transfer. 

However, in FY 2012-13, no CFCS youth outpatient providers met all eight of the Department-
mandated performance measures, according to the contract monitoring documents provided to 
Management Audit Division staff. Both CFCS inpatient providers failed to meet four of the eight 
performance measures. The consequences for providers determined to be out of compliance with 
these established performance measures are minimal. Although the contracts permit the County 
to withhold payment for failure to meet the requirements, all invoices for these services were 
paid. While CFCS maintains a practice of requesting and receiving corrective action plans from 
providers regarding underperformance, these plans are not required in the executed contract 
documents. Furthermore, it is the consensus of CFCS management that the current contract 
performance standards do not accurately gauge the work being performed by providers, because 
they are not rooted in industry standards or best practices for youth outpatient treatment. 
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According to CFCS management, it is not clear how the current performance measures listed in 
the executed contracts became the performance measures used.  

CFCS management is revising the current performance standards, with the goal of including the 
new standards in the FY 2014-15 contracts. This revision process does not include a clear 
application of industry standards or best practices; preliminary revisions provided by CFCS 
management provided to the audit team chiefly eliminated performance measures that were 
determined by management to be unhelpful or not meaningful. Nothing has been provided that 
shows how industry-standard performance measures are being incorporated into the revisions. 

Similarly to the youth services contracts, performance measures for Prevention Service Providers 
are also not consistently applied. The Service Review Reports required for the Prevention 
Division providers, as noted in Section 6, are not closely monitored for accuracy. The Service 
Review Reports required of Prevention providers for contractually-stipulated activities showed 
an identical and even number breakdown of race and gender for all attendees for all meetings. 
These values did not change for the duration of the quarter for each meeting held. As reported in 
Section 6, there is some concern on the part of the Management Audit team that these values 
reported may not be precisely reflective of the actual participant makeup, and thus may not be a 
reliable measurement of impact or potential outcome. 
 
In addition, as described in detail in Section 4 of this report, CFCS contracts do not stipulate 
uniform caseload levels. Furthermore, the available draft policies and procedures also do not 
stipulate how to manage caseload levels for youth providers. 

Without meaningful performance measures, CFCS is not effectively overseeing contractors, 
leading to an inefficient use of County resources. Furthermore, the lack of sanctions for non-
performance, or enforcement of corrective action requirements, creates limited incentive for 
providers to meet performance standards, thus further jeopardizing the effective distribution of 
County resources.  

Youth and Prevention Service Provider Contracts Lack Outcome Measures 

Similar to the adult services contracts, youth service contracts lack any requirement to measure 
outcomes of the provision of services.4 The Department is missing the opportunity to monitor the 
overall provision of services to the community. As noted in Section 4 of this report, the Children, 
Families & Community Services Division has faced a 30 percent decrease in service demand 
from the community between FY 2011-12 and FY 2012-13. The Division is currently unable to 
explain this downward trend. Collecting data, including outcome measures, would provide 
management with information needed to understand trends, in addition to ensuring that the 
services provided by the Division are actively meeting community needs. 
 
 
 
                                                           
4 Since the completion of the audit, the Department has initiated development of a Youth Outpatient Outcome 
Instrument to address this lack of outcome measures. This tool is still in draft form and has not been implemented, 
thus it is not clear that this tool will address this problem. 
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Contract Reimbursement Rates Are Not Formally Tracked 
The executed contracts all state in Section 3.7.3 regarding compensation and payments: “In 
addition, no monthly payment shall exceed one-tenth (1/10th) of the Total Maximum Financial 
Obligation, except with the written approval of the Director at the Director’s discretion.”  

Generally, contractors for treatment services receive reimbursements against the contract total 
based on monthly expenses for services. Ideally, a contractor would receive reimbursements in 
an evenly distributed fashion across the 12 months of a contracting period. However, in a given 
month, contractors do not have control over the ebb and flow of community demand for services. 
In some months, community demand may require that a contractor provide services for which 
reimbursement would exceed 1/12th of the contract. While the contract allows the County to 
reimburse the contractor for amounts up to 10 percent of the contract total in a given month, if 
the contractor were to accept larger reimbursements, particularly in the early months of the 
contracting period, there may not be funds left to draw against in the later months of the contract. 
Therefore, as confirmed by Department administration, the Department allows contractors, at the 
inception of a contract, to choose between a 1/10th (10 percent) maximum for monthly 
reimbursements or a 1/12th (about 8.33 percent) maximum. If contractors choose the 1/12th 
maximum, then the contractor is guaranteed to have resources left to draw against throughout the 
year. The Department does not maintain any documentation of consent from the contractors 
altering the reimbursement rate. We recommend that any alterations to contract provisions be 
carried out in writing. 

The drawback on opting for the 1/12th payout is the contractor may leave funds on the table 
throughout the year that they would have otherwise been able to receive, though at the close of 
the fiscal year, the contractor works with the County to settle outstanding costs. For the five adult 
outpatient counseling contracts sampled over two fiscal years, FY 2011-12 and FY 2012-13, 
three contractors opted to receive a 1/12th maximum monthly reimbursement of their contract. 
There were 120 invoices reviewed from the three contractors for the two fiscal years, and of the 
120 invoices, 33 invoices, or 28 percent were for amounts exceeding the 1/12th per month 
maximum. So for example, if a contractor billed for $29,286 in services for a given month; the 
1/12th reimbursement rate was $26,875 and the 1/10th reimbursement rate was $32,250; and the 
contractor was under the 1/12th reimbursement rate, then the contractor would not receive $2,411 
that they would be able to receive under the maximum contract language. 

The total cost of the three contracts which were being paid at the 1/12th maximum reimbursement 
rate in FY 2011-12 was $1,927,972. Of that, $92,525, or about 5 percent of the total for all three 
contracts, was not paid out at the end of the fiscal year because the contractors were receiving 
artificially low reimbursements. In contrast, the two contractors who were paid at the maximum 
contractually-established 1/10th reimbursement rate in FY 2011-12 left only $2,495 of the total 
$1,069,141 in available contract funds, or 0.2 percent of the available funds, on the table at the 
close of the fiscal year. While a true-up mechanism exists at the end of each fiscal year, whereby 
contractors who provided services in excess of the monthly share in prior months can be made 
whole, up to the maximum contract amount, it is still recommended that the contract 
reimbursement rates be clearly recorded, both in the contracts and in the contract payment 
monitoring documents, given the potential discrepancies in reimbursements throughout the year. 
Such an approach would protect the County and clients, by ensuring that contractors would 
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provide services throughout the fiscal year, and would also protect contractors, to the extent 
possible, against providing services without compensation.  

Contract Invoice Records Are Not Updated  
Contract invoice records were provided to the audit team for FY 2011-12 and FY 2012-13. These 
records did not necessarily reflect the most up-to-date figures for the given contracts, posing 
potential contract administration problems. For example, the invoice records in FY 2012-13 for 
Family & Children Services reflected an incorrect maximum reimbursement rate for five months 
of the twelve reviewed. The FY 2012-13 maximum reimbursement rate was $90,179, and for 
five months, August through December of 2012, the maximum reimbursement rate was recorded 
as $90,929. While this did not impact the reimbursement of the contractor, i.e. the contractor did 
not receive, on net, any more or less for each of those months, it does demonstrate the potential 
for such an error. 

Additionally, an FY 2012-13 contract was amended in January 2013 to increase the contract 
amount for services continuing through the end of the fiscal year. The invoice tracking, as of 
March 2013, showed the original contract total and mistakenly states that the contract was 
overdrawn, as the contract total on the invoice tracking sheet wasn’t updated to show the 
amended contract total. While the audit team recognizes that these tracking sheets are not final 
documents, they are a key tool to monitor the progress of payment on a contract and as such, 
they should not reflect red flags, such as overdrawn contract totals, for extended periods. 

In both cases, the Department faces risks in mismanagement of County resources and potentially 
risks for litigation if such practices prevent contractors from receiving their payment for 
contracted services. 

 

CONCLUSION 
For the FY 2012-13 contracts awarded and administered by the Department of Alcohol and Drug 
Services, the Department does not: measure outcomes, consistently utilize stipulated 
performance measures, regularly maintain updated performance measures, and require reporting 
of all the contractually required performance measures. By not reviewing all contractually 
required performance measures, the Department is not enforcing the terms of the contracts, 
resulting in a potentially inefficient expenditure of County resources. Furthermore, the 
Department inconsistently monitors fiscal aspects of the contracts. 

The potential inefficiencies in the expenditure of Department resources can be addressed by 
reviewing and updating current performance measures for all contracts in all divisions to ensure 
that the measures are meaningful, requiring consistent reporting on these measures, and 
enforcing the fiscal requirements included in contracts. 
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RECOMMENDATIONS 
The Department of Drug and Alcohol Services should: 

3.1 Update, define, implement, and track performance and outcome measures for all service 
providers contracting with the Department. If appropriate outcome measures cannot be 
developed, contractors should at least be required to implement evidence-based practices. 
(Priority 1) 

 
3.2 Require contractors to record in writing acceptance of all practices that run contrary to 

stipulations included in the executed contracts, i.e. accepting an altered maximum 
reimbursement. (Priority 2) 

 
3.3 Improve the invoice monitoring system to ensure payment amounts are consistent with 

the contracts. (Priority 2)  
 
3.4 Require that the contracts and payment monitoring documents clearly record that the 

contractor is receiving either a 1/10th or 1/12th payout of the contract each month. 
(Priority 3) 

 
SAVINGS, BENEFITS AND COSTS 
 
Implementation of Recommendation 3.1 would improve internal control over the Department’s 
resources by ensuring that adequate benefits are received in exchange for the expenditure of 
County funds. Implementation of Recommendation 3.2 would protect the County’s interests by 
ensuring that agreed to practices are in writing. Implementation of Recommendation 3.3 would 
similarly protect the County’s interests by ensuring that payments to contractors are consistent 
with the amounts provided for by the contracts. Implementation of Recommendation 3.4 would 
ensure that contractors are paid for their services, up to the amount of the contract, rather than 
foregoing revenue for clients served simply because of the timeframe under which those clients 
sought services. This should help to ensure that contractors have the resources necessary to 
perform the contracted services. 
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  4.  Improving Services to Substance-Affected Youth 
 

Background 
• The Children, Family & Community Services Division (CFCS) of DADS manages 

the treatment of youth, and provides other services to substance-affected youth, 
including substance abuse prevention education and community outreach. 
Counseling services are provided by both County staff and three contractors. 
 

Problem 
• Unlike the Division that provides services to adults, the Youth Division: lacks an 

implemented, integrated system of patient care; either does not have its own 
policies or procedures or lacks awareness of them; and lacks a webpage with all 
features presented on the Adult Division page. Contracts issued by the Division 
lack both uniform contract standards and effective performance measures for 
service providers. The Department’s Quality Improvement Division supports 
only the adult programs, providing no routine data for the services provided to 
the Youth Division. Lastly, a provider of outpatient individual treatment sessions 
was deemed unsuitable in FY 2012-13 for County funding, but the County is 
compelled by current Drug Medi-Cal policy to continue to utilize the now-State-
supported provider’s services for about 30 percent of the Division’s clients. 
 

Adverse Effect 
• The lack of policies and standards resulted in: (1) the Division paying two 

outpatient treatment contractors rates that varied by $44.42 per hour in             
FY 2012-13; and (2) widely varying caseloads for both internal and contract 
counselors. The lack of an implemented, established system of care means that 
youth may not receive the most appropriate services at the most appropriate 
time, and the lack of codified, disseminated policies and procedures introduces 
variability in the provision of CFCS services. The lack of outreach information 
on the Youth Division page limits CFCS’s capacity for outreach to the 
community and to providers. Without the inclusion or enforcement of 
meaningful, uniform performance measures and costs in provider contracts, 
CFCS cannot ensure an efficient expenditure of County resources or consistent 
delivery of effective treatment to youth.   
 

Recommendations, Savings and Benefits 
• The Department should standardize systems across CFCS, including defining 

and tracking reliable performance standards for services, establishing a 
complete set of policies and procedures unique to CFCS, and regulating costs 
paid to providers for specific expenses or services. Because costs are variable, 
by standardizing costs, the County may be able to realize savings. 

 

The import of successful drug treatment services has never been greater. According to the U.S. 
Centers for Disease Control (CDC), drug overdose is now the leading cause of injury deaths in 
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the United States.1 The CDC also reports that substance use and abuse by youth can increase the 
risk for injuries, violence, HIV infection and other diseases.2 The Children, Family & 
Community Services Division (CFCS) manages the treatment of substance-affected youth and 
provides a mix of other services, including substance abuse prevention education and community 
outreach, County staff training, and other services.  

CFCS Lacks a Fully Implemented System of Care 

The Department’s Adult Services Managed System of Care Division has an Adult System of 
Care (ASOC), which ensures a coordinated process for prescribing and delivering all services, 
including intake and assessment, residential services, transitional housing, and outpatient 
services. This system helps to ensure services provided to adults meet the full scope of needs 
presented by clients and facilitates movement of clients between these services over time, 
sometimes multiple times. 

By contrast, CFCS has a skeletal policy in place to map out the youth system of care, and CFCS 
management reports that CFCS is continuing to adopt a system of care. The intended Youth 
System of Care (YSOC) is based on Seven Challenges,3 an evidence-based system for managing 
addiction in youth.  

We recommend, as a part of the conversations surrounding the integration of the County’s 
Mental Health Department and DADS, expediting implementation of an evidence-based system 
of care to ensure treatment for substance-affected youth is coordinated and delivered efficiently.  

CFCS Lacks Policies and Procedures 
The Adult Services Division has comprehensive policies and procedures, which are available on 
the Department website for access by contractors, in-house clinicians, clients, and members of 
the community.  

By contrast, as of September 2013, CFCS had developed 10 draft policies and procedures, which 
were presented at the time as the only policies and procedures governing the Division. The 
Division management did not provide the audit team with preexisting, approved policies and 
procedures in the fieldwork phase of the audit. Only after the draft report was issued did the 
Division produce previously existing policies and procedures that were not considered in draft 
form. This would suggest that the Division not only did not know of the previously-existing 
policies and procedures, but may not have been following them.  

The lack of approved policies and procedures or lack of knowledge of existing policies and 
procedures means that CFCS cannot guarantee the uniform execution of services. The 

                                                           
1 http://www.cdc.gov/homeandrecreationalsafety/overdose 
2 http://www.cdc.gov/healthyyouth/alcoholdrug 
3 The Seven Challenges model was developed in 1991 by Robert Schwebel, PhD. 
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Department should establish and fully disseminate a complete set of policies and procedures 
unique to CFCS. 

CFCS Lacks a Complete Presence on the Department Website 
The Adult Services Division has a page on the Department website that gives an overview of its 
services for adults as well as its policies and procedures for reference by members of the 
community, contractors, clinicians, etc. CFCS established a presence on the DADS website 
between the close of the audit fieldwork and before the final audit report was issued.  The Youth 
System of Care page on the DADS website, while a step in the right direction, lacks a “How to 
Obtain Care” link, which the Adult System of Care page has. Given the prevalent availability 
and use of the Internet, especially among youth, CFCS should continue to improve space on the 
Department website for presenting and explaining youth services and how a member of the 
community can connect with those services.  

State Certifications Limit County Contractor Controls  
Section 3 of this report describes the contract monitoring practices across the Department, 
including by CFCS. As this section of the report specifically addresses matters with CFCS, the 
following subsection references some issues raised in the contract monitoring section as they 
relate to issues with CFCS management and oversight. 

In the State Drug Medi-Cal program, contractors, which are Drug Medi-Cal (DMC) certified and 
which provide treatment services in a county, are eligible for DMC dollars for those services. If a 
given county does not contract directly with a DMC-approved contractor, the contractor can 
contract with Drug Medi-Cal directly, provided that the contractor is compliant with DMC 
standards for the following: fire safety, use permits for local buildings, accessibility of services, 
patient health records, clinician certifications, administrative policies, and the provision of 
related services, and maintenance of location. In addition, the provider must be compliant with 
Title 22, California Code of Regulations, Section 51341.1. These regulations specify essential 
treatment protocols and documentation requirements.  

Once certified, the standards for decertification of a contractor from DMC are low. A provider 
may lose certification only when (1) the provider transfers ownership of a given clinic; (2) the 
provider fails to provide a valid fire clearance; (3) the provider surrenders the certification; (4) 
the sole proprietor of a given clinic dies; and (5) the provider abandons a clinic. Provider 
performance is not a factor in DMC decertification. If the contractor contracts directly with Drug 
Medi-Cal, DMC deducts the reimbursements for that contractor’s services from the given 
county’s Behavioral Health Subaccount. This reduces the given county’s control over the 
distribution of those funds. State Welfare and Institutions Code section 14124.21 (b) (2) permits 
the State to contract directly with certified providers who are not contracted by the county. 

However, if the county contracts with all Drug Medi-Cal contractors in the county’s jurisdiction, 
the county can exercise some amount of control over: (1) the performance of the contractor, 
insofar as the contractor is obligated to meet the county’s contract standards, and (2) the 
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allocation of the county’s Behavioral Health Subaccount through the distribution of contracted 
services. Therefore there is an incentive for a given county to contract with all DMC providers in 
the county in order to attempt to monitor performance and regulate the spending of State dollars 
in the county.  

CFCS administers three youth outpatient treatment contracts: Advent Group Ministries, Asian 
American Recovery Services, and Asian Americans for Community Involvement. In FY 2011-12 
and FY 2012-13, Asian Americans for Community Involvement (AACI) was awarded a contract 
with the County, but the County provides no funding for this contract.  

AACI has provided adolescent outpatient treatment services to the County since 2002. While 
AACI received County General Funds, the agency was found to be an underperforming 
contractor. According to the December 2010 contract monitoring documents, which covered the 
last year AACI received General Fund monies for services, AACI was required to submit a 
Corrective Action Plan to address the performance issues. The contract monitoring documents 
also show that AACI was at least 73 days late with submitting their Plan following the formal 
notification that it would be required. In 2011, CFCS released a new Request for Proposals 
(RFP) for contractors to provide youth treatment services for the CFCS Division. Of five 
respondents to the 2011 RFP, AACI received the fourth-lowest score. As a result, AACI was not 
re-awarded one of the two County General Fund-funded CFCS contracts from the 2011 RFP.  

Nonetheless, AACI receives public funds via the State Drug Medi-Cal dollars, and the County 
has a contract with that provider for the control purposes described above. In FY 2011-12 and 
FY 2012-13, AACI was awarded a contract with the County, but the County provides no funding 
for this contract. 

Review of all three FY 2012-13 CFCS outpatient contracts (AACI plus the two County General 
Fund contractors) showed that in FY 2012-13, the Division contracted for a total of 4,524 
individual sessions and 3,158 group sessions with the three CFCS youth outpatient contractors. 
According to the FY 2012-13 awarded contracts, AACI was projected to provide 66 percent of 
the individual sessions or 3,000 out of 4,524 individual sessions, and AACI was additionally 
projected to provide about 25 percent of contracted group sessions (800 out of 3,158 group 
sessions.) In practice, as of March 2013, AACI provided a total of 867 group sessions, or about 
31 percent of the total contractor-provided group sessions, from July 2012 through March 2013 
and 495 individual sessions, or about 29 percent of the total contractor-provided individual 
sessions, from July 2012 through March 2013. 

In FY 2011-12, while AACI was not awarded a County General Fund contract, AACI reportedly 
was approached by CFCS, after the 2011 RFP process closed, to continue to provide youth 
treatment services in the County through Drug Medi-Cal. The current contract between CFCS 
and AACI exists so that CFCS can monitor AACI so that the County can have some oversight in 
the provision of DMC reimbursable services by AACI. 
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The County’s fundamental lack of control over the selection and continuation of drug-treatment 
service providers represents a potential risk to clients. These providers provide prescription 
medications to patients, and provide potentially life-saving services. 

The County should approach its legislative delegation to explore amendments to the State 
regulatory code and/or the Welfare and Institutions Code to enable counties to reject contractors 
with demonstrated deficiencies in performance without facing loss of Behavioral Health funds.  

Youth Outpatient Counselors Provide Varying Levels of Service  

The absence of CFCS-specific policies and procedures results in a lack of established uniform 
caseloads for youth providers. Caseload levels are a tool for assessing the productivity of 
counselors and establishing the level of service to clients.  

The Adult Services Division has a contractually established standard of 48 cases per counselor 
for all providers, and a policy on the stipulated caseload level. By contrast, CFCS contracts do 
not stipulate uniform caseload levels, and there are no policies governing caseloads. Based on 
interviews and the review of the one CFCS contract with reported caseload levels, the variation 
in the distribution of caseloads across providers is 15-38 cases per counselor. This caseload 
range is not based on industry standards or best practices. According to a 2003 Federal Substance 
Abuse and Mental Health Services Administration report, low client-to-staff ratio is four clients 
or fewer per staff, medium client-to-staff ratio is five to 14 clients per staff, and high client-to-
staff ratio is more than 14 clients per staff. CFCS caseloads appear to be high or very high based 
on this standard.4 

Prior to this audit, CFCS management was reportedly not aware of the variation in caseload 
levels within CFCS, either in the County-run clinic or amongst the contractors. The lack of 
caseload standards means that youth receive varying amounts of time and attention from 
counselors, and these variations are not necessarily uniformly based on the child’s acuity or 
needs, the Counselor’s experience, best practices or any other basis. The lack of caseload 
requirements, which serve as a rough tool to gauge the productivity of counselors and the overall 
productivity of specific clinics, presents a missed opportunity to CFCS for holding providers 
responsible for providing contracted services.  

The Division should develop a caseload policy and should include caseload standards pursuant to 
the policy in its outpatient contract requirements. 

CFCS’s Executed Contracts Lack Standardized Costs 

In addition to the great variation in caseload levels, there is no standardization in other key 
attributes of CFCS contracts, including in the dollars the County spends per service hour for 
youth outpatient treatment services. The recorded contract totals demonstrate that the County 
pays for a widely varying amount for overhead, salary, and other costs across providers.  
                                                           
4 The Department was unable to provide documentation of industry standards for caseload levels, but suggested that 
the caseload levels we found were higher than was typically accepted for youth services.  
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The analysis in Table 4.1 of the Advent Group Ministries and the Asian American Recovery 
Services contracts awarded by CFCS illustrates the variation in per unit costs across providers. In 
FY 2011-12, the difference in per service hour cost to the County between the two providers was 
$39.82. In FY 2012-13, the variance in per service hour cost between these two providers 
increased to $44.42.  

Table 4.1 
 

CFCS Contractor Budgets FY 2011-12 and FY 2012-13 

 FY 2011-12 FY 2012-13 

Provider 
Contract 
Service 
Hours 

Contract 
Cost 

Cost per 
Service 
Hour 

Contract 
Service 
Hours 

Contract 
Cost 

Cost per 
Serive 
Hour 

Advent 
Ministries 12,808 $164,500 $12.84 12,408 $164,500 $13.26 

Asian 
American 
Recovery 
Services 

3,682 $193,905 $52.66 3,362 193,905 $57.68 

Source: CFCS FY 2011-12 and FY 2012-13 adolescent outpatient counseling contracts and associated amendments 
with two providers. 
 
This wide variation suggests that there may be savings to be had if the County standardized 
specific costs. Further savings may be gained if the County were to pay a set per service hour 
rate for services. At FY 2012-13 rates, if the County paid the lowest per service hour rate to both 
providers, savings would be $149,340 as there would be a $44.42 per service hour savings on 
3,362 service hours. As shown in the table, the County payment to the lowest-cost provider was 
$13.26 per service hour in FY 2012-13. 

It should be noted that providers have additional resources other than County payments to help 
pay for the counseling program. According to the contracts, the gross costs per service hour for 
Advent Ministries are $57.39 per service hour and for Asian American Recovery Services, 
$87.87. These gross costs are subsidized by the providers with donations and other grant monies, 
which is how these gross per service hour costs are reduced to the resulting net per service hour 
costs that the County pays. Even when comparing gross costs, though, there is great variance in 
the per-hour cost of each provider.  

CFCS management expressed intent to standardize costs across providers. However, to 
standardize per-hour costs, CFCS management is considering taking an average of the current 
costs across providers to determine the best per service hour cost for future contracts. This 
method of averaging poses three problems. First, only taking an average of current General Fund 
per service hour costs may not result in the most cost-effective rate for the County as the process 
does not include a review of the reasonableness of the current costs. Second, the current 
contracts on which this average would be based demonstrate inaccuracies in the calculation of 

42



Section 4. Improving Services to Substance-Affected Youth 
 

  
 

                                                                                                          Board of Supervisors Management Audit Division 
 
 
 

costs to the County. The FY 2011-12 Advent Group Ministries contract lists the net per service 
hour cost as $44.11. The per-service-hour cost, though, based on the contract’s net budget of 
$164,500 and the contracted total units of service of 12,808, should be $12.84 per unit of service, 
a total of $31.27 less than the per service hour cost listed in the contract. Finally, the very low 
number of existing contracts may not represent the full range of competitive rates that could be 
secured in a competitive bidding market and should not be the absolute basis for establishing a 
standard rate going forward. 

Existing Contract Performance Standards Are Not Supported or Enforced by 
CFCS Management 

CFCS management reports that the current eight performance standards in the contracts are not 
consistent with best practices and should be improved. The Department measures the short-term 
drop-out rate, whether those who don’t drop out stay in treatment at least 90 days, whether 
clients complete satisfaction surveys, and, whether treatment issues have been identified, and 
goals have been set and achieved. There is also a measure of the clinical necessity of the stay. 
Similar measures exist for outpatient clients. CFCS management is revising these performance 
standards, but there is no planned completion date, and the revisions are not necessarily based on 
best practices. Without meaningful performance measures, CFCS may not be effectively 
overseeing the provision of services by contractors, leading to an inefficient use of County 
resources.  

Furthermore, while the current performance measures may not be the most useful metrics, both 
the youth residential and outpatient contractors failed to meet four of the eight performance 
measures in 2013. Although the contracts permit the County to withhold payment for failure to 
meet performance measures, all invoices reviewed from FY 2011-12 and July 2012 through 
March 2013 were paid despite the underperformance. Although not required by policy or 
contract, CFCS in practice requires and has received a corrective action plan from each provider 
that failed to meet its performance measures. The Division should develop performance 
measures that are consistent with best practice, should include these measures in all future 
contracts, and establish a policy to require all contracts to contain these measures.   

Similarly, CFCS oversees the Prevention Services provided by the Department. Prevention 
Services informs members of the community of the various drugs and addictions that can exist, 
how to avoid them, and if necessary, what resources exist for treatment. As detailed in Section 3, 
this audit revealed numerous problems or potential areas of risk with the contracts administered 
by CFCS for contractors providing Prevention Services. These problems with the executed 
contracts include (1) historically inconsistent definitions of contractor performance measures, (2) 
an inconsistent application of performance measures, and (3) a general lack of or minimal use of 
performance measures.  

By not effectively implementing performance measures, there is a limited incentive for providers 
to adhere to established performance measures, thus jeopardizing the effective distribution of 
CFCS and County resources.  

43



Section 4. Improving Services to Substance-Affected Youth 
 

  
 

                                                                                                          Board of Supervisors Management Audit Division 
 
 
 

 

The Department’s Quality Improvement and Data Support Division 
Does Not Monitor CFCS Contracts 
According to the contracts executed by the Adult Services Division with adult outpatient 
providers, the Quality Improvement and Data Support Division (QI) monitors adult outpatient 
contractor performance through Provider Overall Performance (POP) reports. These adult 
outpatient POP reports are run from data that the providers regularly log into the Department 
data management system, Unicare. These reports give both the Department and the Adult 
Services Division an overall sense of an individual provider’s performance at regular intervals.  

A key function of QI staff is to track the performance of all aspects of the provision of services 
by the Department and contract service providers. QI staff have tools to track this provision of 
services relatively accurately and effectively, but QI only tracks services for adult providers. In 
contrast to reports provided systematically to the adult services staff, CFCS staff do not receive 
reports unless they specifically request them as CFCS contracts are not monitored by QI. CFCS 
provides the clinical and the performance reviews of all contractors.5 Additionally, CFCS, in 
collaboration with the Fiscal/Budget, Contracts and Personnel Division, maintains the records for 
these contractors.  

Standardizing the monitoring of the treatment provider contracts in all divisions could lead to 
improvements in the quality of monitoring in CFCS and solve some of aforementioned problems 
faced by CFCS in monitoring contractor performance. The Quality Improvement Division should 
monitor CFCS contracts in the same manner that it monitors adult service contracts. 

QI Does Not Have Policies and Procedures Unique to CFCS 

The QI Policies and Procedures Manual does not include information specific to CFCS, though it 
does include adult division-specific policies and procedures. The QI Policies and Procedures 
Manual guides QI in mapping of the services provided by the Department, identifying service 
gaps, pinpointing ideal data for gauging productivity, etc.  

If the QI Division were to monitor CFCS contracts, the QI Policies and Procedures Manual 
would need to include CFCS-specific policies and procedures. The treatment of youth differs 
from the treatment of adults in that the former involves guardians, school settings, and different 
living arrangements. The development of unique policies and procedures for QI monitoring of 
CFCS providers would need to reflect the unique aspects of providing treatment to youth.  

The lack of CFCS-specific policies in the QI Policies and Procedures Manual poses a risk to the 
Department in that if QI were to track performance of CFCS providers, QI might not track 
metrics or map services provided by CFCS with a full understanding of the CFCS system of care 

                                                           
5 According to the Department, a QI staff member accompanied CFCS staff on the mid-year audit of contractors for 
FY 2013-14, though QI continues to not manage nor be an active participant in the monitoring process. 
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and overarching environment. This could lead to inaccurate representations of provider 
productivity and performance. QI should develop and implement policies and procedures 
specific to CFCS. 

Demand for CFCS Staff Services Is Down  

Demand for youth treatment services of CFCS has declined in the past few years. From             
FY 2011-12 to FY 2012-13, the County-run youth outpatient treatment clinic saw a 29.4 percent 
reduction in the demand for youth outpatient treatment services.  

Table 4.2 
 

Decline in Demand for CFCS Services  
FY 2011-12 to FY 2012-13 

 
Provider FY 2011-12  

Service Hours 
FY 2012-13  

Service Hours 
Percent 

Decrease 
CFCS 2,858 2,017 29.4 

     Source: Unicare reporting data provided by QI 
 
The cause of this reduction is not clear, and as such, it could be simply that fewer youth in the 
community are requiring these services. The Probation Department’s Juvenile Probation staff 
reported a reduction in juvenile probationers as well as a reduction in juvenile probationers 
receiving Court-ordered requirements for treatment. However, the lack of overall tracking of the 
Division services and demand for these services, as noted in previous sections, has left the 
Division with the inability to fully understand this trend. 

CFCS staff have generated outreach materials to aid in educating the community about available 
services in an effort to generate demand, though such efforts are not targeted or based on any 
market research. The lack of a web presence for CFCS may also be contributing to weak demand 
for services. QI monitoring, if it were regularly utilized by CFCS, might be able to clarify any 
trends or changes in community behavior. 

CONCLUSION 
The Children, Family & Community Services Division (CFCS) manages the treatment of youth 
facing addiction and provides a mix of other services, including substance abuse prevention 
education and community outreach, County staff training, and other services. CFCS is largely 
functionally segregated from the other divisions within the Department of Alcohol and Drug 
Services, which has resulted in little consistency between the functionality of and support for 
CFCS as compared to the Adult Services Division in the Department. The inconsistency in 
CFCS functionality and support presents the risk for potential inefficiencies in the management 
of CFCS providers and resources resulting in a potentially inefficient utilization of County 
resources. 
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RECOMMENDATIONS 
The Director of the Department of Alcohol and Drug Services Should:  

4.1 Expedite implementation of an evidence-based system of care for youth to ensure 
treatment for substance-affected youth is coordinated and delivered efficiently.       
(Priority 1) 

4.2    Establish and disseminate a complete set of policies and procedures unique to CFCS, 
including caseload standards, and create a web space for CFCS to provide both 
information for accessing services and resources for providers, such as policies and 
procedures. (Priority 2) 

4.3 Develop CFCS contractor performance measures that are consistent with best practices, 
and include these measures in all future contracts, and establish a policy to require all 
contracts to contain these measures. (Priority 1) 

4.4 Work with the Department leadership, including the Quality Improvement and Data 
Support Division Director, to define and track performance standards, costs, and scale of 
services across providers, including developing a caseload policy and caseload standards 
in contracts. (Priority 1) 

4.5 Direct the Quality Improvement and Data Support Division to provide performance 
monitoring services to CFCS for all CFCS providers and to develop policies and 
procedures unique to the performance monitoring for CFCS. (Priority 2) 

The Board of Supervisors should: 

4.6 Approach the County’s legislative delegation regarding potential amendments to State 
law to improve the ability of counties to reject certified Drug-Medi-Cal treatment 
providers when those providers have documented performance deficiencies. (Priority 1) 

  

SAVINGS, BENEFITS AND COSTS 
Implementation of Recommendation 4.1 would assist in ensuring that treatment for substance-
affected youth is coordinated and delivered efficiently. Implementation of Recommendation 4.2 
would aid in ensuring resources are expended efficiently and may produce cost savings to the 
County. There would be nominal costs associated with development of a web page. 
Implementation of Recommendation 4.3 may improve the efficiency of allocated County dollars 
to contractors and may yield a cost savings to the County. Implementation of Recommendation 
4.4 may improve the efficiency of the allocation of County dollars to contractors and may 
produce savings of as much as $149,340 to the County if the County were to adopt the lowest 
cost per service hour rate for service hours. Implementation of Recommendation 4.5 would 
likely improve the uniformity of the provision of youth outpatient treatment and may improve 
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the efficiency of allocated County dollars to contractors. Implementation of Recommendation 
4.6 would reduce the risk to the County that the County is recommending residents receive 
treatment from underperforming providers. 
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   5. Staff Performance Evaluations 
Background 

• The Department of Drug and Alcohol Services (DADS) employs 180 
individuals, all of whom (except the Director) are represented by one of five 
collective bargaining units. The Department’s major bargaining units are 
required by side agreements to the labor agreements to have annual 
performance appraisals of represented employees. 

Problem 
• DADS does not maintain any policies or procedures describing or requiring 

performance evaluations for any DADS employees. Only a very small 
proportion of DADS’ employees are provided a formal, comprehensive 
evaluation, and none are routine. In 2012, no performance evaluations were 
conducted for executive staff, division directors, or senior managers, nor was 
management instructed to provide evaluations for line staff.   Only 16 
employees were provided performance evaluations in 2012, all of which were 
within one specific DADS’ division. In 2013, as of May, only five 
performance evaluations had been provided and filed, all for CEMA-
represented employees. 

Adverse Effect 
• Without providing annual performance evaluations, DADS has not adhered 

to, its agreement with bargaining units for the majority of employees. 
Further, DADS does not have sufficient management information regarding 
employee performance, efficiency and morale. 

Recommendations, Savings and Benefits 
• DADS should institute and adhere to a Department-wide policy requiring 

annual performance reviews for all staff. By implementing such evaluations, 
managers could better monitor employee performance and improve 
communication with employees, motivate staff and improve organizational 
morale.  

 

Requirements of Most Department Labor Agreements  

Certain bargaining unit Memorandums of Agreement (MOAs) require annual performance 
appraisals of represented employees. County Employees Management Association (CEMA) 
requires annual evaluations for all represented workers; SEIU Local 521 requires performance 
appraisals annually for all represented workers; Administrative Confidential Employee (ACE) 
requires administrative workers receive annual performance evaluations (as “to mirror CEMA 
represented workers”); the Registered Nurses Professional Association (RNPA) requires annual 
performance appraisals for its workers; and the Union of American Physicians & Dentists 
(UAPD) requires performance evaluations (though does not stipulate how often they should be 
conducted).  
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Nearly 100 percent of all DADS employees are represented by bargaining units: 36 of the 180 
DADS employees (20 percent) are represented by CEMA; 135 (75 percent) are represented by 
SEIU Local 521; one employee (less than one percent) is represented by ACE; two employees 
(one percent) are represented by RPNA; and five employees (3 percent) are represented by 
UAPD.  

DADS Does Not Provide Performance Evaluations Despite Requirements  
 
Despite the requirements of most collective bargaining unit agreements, DADS maintains no 
policies or procedures detailing performance evaluations within DADS. In 2012, no performance 
evaluations were conducted for executive staff, division directors, or senior managers, nor was 
management instructed to provide evaluations for line staff.   Only 16 employees were provided 
performance evaluations in 2012, all of which were employed within one specific DADS’ 
division: Addiction, Medicine & Treatment (AMT). According to DADS staff, no other DADS 
divisions or supervisors provided formal performance evaluations to staff.     

Of the 16 employees who were given performance evaluations in 2012, all were represented by 
SEIU Local 521. This amounts to only nine percent of all DADS employees and 12 percent of 
DADS employees represented by the Local 521. As of May 2013, only five performance 
evaluations have been provided and filed, all for CEMA-represented employees. 

DADS management has not historically prioritized or recommended performance evaluations for 
any staff, including division managers and supervisors. DADS’ current Director, who began his 
term in 2012, has communicated an intention to increase the implementation of performance 
evaluations and has provided performance evaluations for five managers as of May 2013. 
According to the Director, in early 2013, he instructed all division directors to commence annual 
performance evaluations for CEMA employees. However, no formal policies or procedures have 
been written, recorded, nor disseminated to division managers or other staff advising annual 
evaluations for all staff, or the 144 (80 percent) other staff not represented by CEMA.   

Performance Evaluations Improve Employee Communication and 
Management Information 
 
Without annual performance evaluations, DADS is in breach of performance evaluation 
agreements and/or guidelines with five bargaining units representing 99 percent of its staff. 
Further, a lack of formal policies enforcing periodic performance evaluation means that the 
efforts some managers make are inconsistent. While some employees in the AMT division 
receive performance evaluations (16 of 63 in 2012, or 25 percent of AMT personnel), most do 
not. These employees, as well as over 100 other DADS employees, have no formal avenue to set 
goals, measure their performance, or receive feedback or recognition. As a result, some DADS 
employees report feeling isolated and disconnected from their managers and the department at 
large. Management information is impaired without a consistent performance evaluation system. 
With periodic evaluation, managers could better monitor employee performance, improve 
communication with employees, motivate staff and improve organizational morale.  
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We surveyed functions similar to DADS in 10 counties. Of the nine counties responding, all 
except Alameda County and Santa Clara County require annual performance evaluations for 100 
percent of their staff. Table 5.1 below shows that in 2012 most of these counties reported that 
100 percent of their staff were provided evaluations (San Mateo County indicated that though all 
staff are supposed to be provided evaluations each year, only 65 percent received them in 2012). 
Several counties reported that they use these annual performance evaluations to acknowledge 
employee accomplishments, to inform decisions for potential pay increases and promotions, but 
primarily to motivate employees to reach their potential. It should be noted that evaluations of 
most of the Department’s staff (that is, SEIU-represented personnel) cannot be used for transfers, 
promotions or disciplinary action. 
 

Table 5.1 
 

Performance Evaluations of  
Drug and Alcohol Department Staff in Other Counties 

 
County Staff Evaluated Period of 

Evaluation 
Percent 

Evaluated in 
2012 

Alameda Management staff N/A Most managers 
Los Angeles All staff Annual 100% 
Orange All staff Annual 100% 
Riverside All staff N/A 100% 
Sacramento All staff Annual 100% 

San Diego All staff; new hires receive a 
review at 6 months Annual 100% 

San Francisco All staff Annual 100% 
San Mateo All staff Annual 65% 

Source: Management Audit Benchmark Survey 

CONCLUSION 
DADS does not have formal policies or procedures describing routine performance evaluations 
for any DADS’ employees, nor do they provide evaluations for most staff. A very small 
proportion of  DADS’ employees were provided a formal evaluation in 2012, and only five were 
completed as of May 2013. Without providing annual performance evaluations, DADS has 
broken the appraisal agreements with the bargaining units for the majority of employees. This 
noncompliance results in insufficient management information regarding employee performance, 
efficiency and morale. DADS should institute and adhere to a Department-wide policy requiring 
annual performance reviews for all employees. 
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RECOMMENDATIONS 
The Director of the Department of Alcohol and Drug Services should: 

5.1 Develop and implement a formal policy requiring annual performance evaluations of all 
employees, consistent with and adhering to bargaining unit agreements. (Priority 1) 

 

SAVINGS, COSTS AND BENEFITS 
Implementation of Recommendation 5.1 will bring DADS into compliance with its five MOAs 
regarding performance evaluations.  In addition to these compliance matters, the implementation 
of periodic evaluations would enable managers to better monitor employee performance, 
improve communication with employees, motivate staff and improve organizational morale.  
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   6.  Gateway Call Center 
 

Background 
• The Department of Alcohol and Drug Services’ (DADS) Gateway Call 

Center has roughly eight full-time equivalent personnel, about 4.5 of 
whom are available, as of FY 2013-14, to respond to some 50,500 calls 
per year from in-custody and out-of-custody adults seeking detox, 
residential, and outpatient drug treatment services. The Center 
operates Monday through Friday throughout the year, from 8 a.m. to 
5 p.m. After-hours callers are instructed by recorded message to call 
back during business hours, and are not included in the 50,500 calls.  

 
Problem 

• In addition to its very limited staff, the Division has an absenteeism 
rate that is nearly double the Department’s overall absenteeism rate. 
In FY 2012-13, eight full-time-equivalent staff used 222 leave days, 
including sick, personal and unpaid leave. The vast majority of these 
days were used by four of the eight staff. Also, the Division does not 
have a formal process for reviewing metrics collected on Division 
performance nor do Division staff have a clear understanding of all 
reported metrics, and its phone system can only be maintained by a 
single, out-of-state contractor. 

 
Adverse Effect  

• According to Call Center data, there are lengthy wait times - the 
longest in FY 2012-13 being nearly six hours - before a call is either 
abandoned or handled. Approximately one-quarter of all calls coming 
into Gateway during business hours are abandoned. Finally, the 
dependency of the Call Center on a single, out-of-state contractor for 
maintenance of its telephone system increases the opportunity for 
system failure. 

 
Recommendations, Savings and Benefits 

• The Call Center is understaffed. As part of the consolidation of 
DADS’ and the Department of Mental Health’s call centers, staffing 
should be evaluated. Calls should be handled by a vendor-supported 
telephone system as soon as possible and prior to the existing planned 
transition. Improving review and application of reported performance 
metrics also may aid in improving service provided by Gateway, and 
thus the ability to ensure that persons with drug and alcohol problems 
are able to get treatment referrals promptly.  

The Gateway Call Center serves as the means to refer adult prospective clients to the 
detox, residential, and outpatient services provided by the Department. The Call Center is 
not mandated by law, and as such, there are no legally required standards it must meet. 
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The Center was established to improve the efficiency of connecting individuals with 
needed services. Prior to its establishment in 2007, individuals seeking treatment would 
each call multiple providers. Since the same individual was often represented on multiple 
wait lists, wait lists were inaccurate. Further, clients were not always given priority based 
on need, meaning that some individuals had difficulty obtaining access to treatment. 

As of late November 2013, staffing of the Center consists of a full-time Director, a full-
time Senior Health Services Representative and a full-time Office Specialist III, all of 
whom perform administrative functions and do not answer calls. Staff available to answer 
calls consisted of: 

• One full-time Health Services Representative (HSR) and one part-time “extra 
help” staff person, who answer calls coming from persons who are incarcerated 
(in-custody); 

• Two full-time HSRs and three half-time HSRs (or 3.5 full-time-equivalents 
(FTEs)) to answer “out of custody” calls from persons who are not incarcerated. 
However, as of late November 2013, one of the half-code positions was vacant.  

Therefore, as of late November 2013, roughly 4.5 full-time-equivalent staff were 
available to take 50,490 calls per year. In FY 2012-13, only 4.0 FTEs were available to 
answer the phones.  

Clients looking to connect with youth services provided by the Department connect 
through the various outreach efforts of the Children, Family & Community Services 
Division. Adult clients can be divided into two chief groups: in-custody prospective 
clients, who are currently incarcerated, and out-of-custody prospective clients.  

Both in-custody and out-of-custody adult prospective clients can call the Gateway Call 
Center Monday through Friday throughout the year, between the hours of 8 a.m. and        
5 p.m. to be connected with services. The Gateway Call Center does not receive calls 
during all County-observed holidays, and the Gateway Call Center does not receive calls 
during Division staff meetings.  

When an adult prospective client calls Gateway, the process of connecting an individual 
with services is broadly as follows. When the client call is connected with a Gateway 
representative, the representative first determines if the prospective client has an existing 
profile in Unicare, the system used to track clients and their treatment plans, and if not, 
the Gateway representative creates one for the prospective. Next the Gateway call 
representative screens the prospective client to determine with which service the client 
should be connected: residential, detox, or outpatient services.  

The screening offered by the Gateway Call Center is an abbreviated screening of the 
prospective client that provides the Department with minimally sufficient information to 
assess the client’s condition for placement in a given service. Once the client is connected 
with a service provider, the provider completes a more comprehensive screening to 
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determine the level of service the client requires. For residential treatment, detoxification, 
and transitional housing units, there are limited slots available to clients, as discussed in 
Section 2 of this report. The limited availability may prevent clients from receiving 
access to those services immediately, and there is a process for processing the waitlist for 
available slots for clients as soon as those slots come available. While there are limited 
slots available in outpatient services, there is no reported waitlist for client access to 
outpatient services. 

Call Center Abandoned Call Rates and Wait Times 

Abandoned Call Rates 

While this call center exists to connect prospective clients with services in the County, 
some clients do not receive the immediate access to services they require. Data provided 
by the Department, shown in Table 6.1, reflect both long wait times and high rates of 
abandoned calls.  
 

Table 6.1 
 

Total Abandoned and Answered Calls FY 2012-13 

 
Source: FY 2012-13 DADS Gateway Call Center aggregate in-custody and out-of-custody call data 
provided by the Division.  
 
Overall, as shown in Table 6.1, 73 percent of calls to the Gateway Call Center were 
handled in FY 2012-13, leaving more than one-quarter of calls abandoned. A call is 
registered as abandoned when the prospective client disconnects the call before a Call 
Center representative answers during the hours of 8 a.m. to 5 p.m. Outside of the working 
hours, when a caller calls the Gateway Center, the caller receives a recording informing 

Month

Total 
Incoming 

Calls

Number of 
Calls 

Handled

Percent of 
Calls 

Handled

Total 
Incoming 

Calls

Number of 
Calls 

Handled

Percent of 
Calls 

Handled

Total 
Incoming 

Calls

Number of 
Calls 

Handled

Percent of 
Calls 

Handled
July          4,680          3,616 77.3%          3,476          2,789 80.2%          1,204              827 68.7%
August          4,395          3,107 70.7%          2,770          2,094 75.6%          1,625          1,013 62.3%
September          4,121          2,784 67.6%          2,496          1,748 70.0%          1,625          1,036 63.8%
October          4,759          3,236 68.0%          3,124          2,022 64.7%          1,635          1,214 74.3%
November          4,261          2,566 60.2%          2,790          1,678 60.1%          1,471              888 60.4%
December          3,600          2,331 64.8%          2,562          1,632 63.7%          1,038              699 67.3%
January          4,248          2,838 66.8%          3,035          2,054 67.7%          1,213              784 64.6%
February          3,292          2,719 82.6%          2,335          1,973 84.5%              957              746 78.0%
March          3,570          3,004 84.1%          2,244          2,009 89.5%          1,326              995 75.0%
April          4,003          3,182 79.5%          2,604          2,269 87.1%          1,399              913 65.3%
May          4,787          3,924 82.0%          2,847          2,542 89.3%          1,940          1,382 71.2%
June          4,774          3,478 72.9%          2,722          2,312 84.9%          2,052          1,166 56.8%
Monthly 
Average          4,208          3,065 73.0%          2,750          2,094 76.5%          1,457              972 67.3%
Total        50,490        36,785 72.9%        33,005        25,122 76.1%        17,485        11,663 66.7%

Out-Of-Custody Calls In-Custody CallsAll Calls Combined
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them of the working hours of the Center. These calls are not counted as either 
“abandoned” or “handled” and therefore are not included in the 50,500 total calls per 
year.  

In February 2012 the Santa Clara County Board of Supervisors Management Audit 
Division published the Management Audit of the Office of Pretrial Services. That audit 
reported that clients were only being placed in services on Thursdays from 8:00 a.m. to 
5:00 p.m. The limited operating hours for placement artificially limited prospective 
clients’ access to services as available slots were not assigned as they came available, but 
rather only on Thursdays.  
 
Gateway reportedly implemented the recommended expansion of working hours for 
accepting calls for placement in January 2013 from 8:00 a.m. to 5:00 p.m. on Thursdays 
to 8:00 a.m. to 5:00 p.m. Monday through Fridays. This expansion of hours may explain 
the February through June 2013 increase in handled calls, as highlighted in the above 
table. For the period February 2013 through June 2013, the average percent of calls 
handled for out-of-custody calls increased to 87.1 percent, and the average percent of 
calls handled for all calls was 80.2 percent. The percent of handled calls for the in-
custody line remains around 69.3 percent for the period.  
 
The InTelegy Corporation, a California-based call-center consulting firm, produced a 
white paper in 2012 reporting, “Service Center Call Handling Standards for Health and 
Human Services.” The paper reported several key performance metric goals for health 
and human services call centers in California counties. The suggested abandonment rate 
goal was less than five percent, which the paper notes may not be possible to achieve. 
The overall percent of calls handled for FY 2012-13 for the Gateway Call Center was 
72.9 percent, meaning a total of 27.1 percent of calls were abandoned, more than five 
times the suggested target.  
 
These abandoned calls are likely as a result of insufficient staffing and, as described later 
in this section, of absenteeism among the available staff. Similarly, the lack of available 
staff is a factor in excessively lengthy wait times, as described below. 

Call Wait Times 

Abandoned calls can be caused by a number of factors, but notably, the call center data 
reflects long average and total wait times for prospective clients. As shown in Tables 6.2 
and 6.3, prospective clients calling from in-custody experience far shorter wait times than 
out-of-custody prospective clients from the community. The discrepancy is due to a 
number of factors including that in-custody callers have a limit of 15 minutes on their 
calls, and that the majority of in-custody clients reportedly are chiefly awaiting placement 
in services and calling to check on availability of slots with providers, not requiring the 
more time-consuming assessments needed by out-of-custody callers. 
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Table 6.2 
 

Average and Longest Wait Times for Out-of Custody Calls, FY 2012-13 

 
Source: FY 2012-13 DADS Gateway Call Center data provided by the Division. 

The out-of-custody clients are seeing average wait times of approximately five minutes 
and thirty-two seconds before a call is answered by a Gateway Call Center representative 
with the longest wait in FY 2012-13 being three hours, twenty-five minutes, fifty-eight 
seconds before the call was answered.  

Prospective clients abandon calls after waiting on average seven minutes and thirty-eight 
seconds with the longest recorded wait in FY 2012-13 being five hours, forty-seven 
minutes, forty-three seconds before a call is abandoned. These wait times in conjunction 
with the rates of abandoned calls demonstrate that there are improvements that could be 
made to the services provided to out-of-custody prospective clients to aid in more 
efficiently connecting clients with services. 

As noted in Table 6.2, the increase in placement service hours improved both call 
abandonment rates and improved call wait times, where out-of-custody average call wait 
times before being handled decreased from six minutes and fifty seconds in January 2013 
to two minutes and forty-nine second in February 2013. This is an improvement that can 
be seen for all the indicators in the table above; however, the indicators also suggest that 
improvements can still be made to address the call abandonment rate.  

 

 

 
 

Month
Average Wait Before 

Handled
Longest Wait Before 

Handled
Average Wait Before 

Abandoned
Longest Wait Before 

Abandoned

July 0:06:19 1:33:56 0:07:17 1:13:48
August 0:04:52 0:54:25 0:06:23 1:20:01
September 0:07:26 3:01:29 0:08:00 5:47:43
October 0:10:20 3:25:58 0:09:30 1:40:53
November 0:09:44 2:59:00 0:11:00 2:32:21
December 0:10:35 1:21:57 0:10:03 1:39:13
January 0:06:50 1:27:53 0:11:00 2:06:46
February 0:02:49 1:08:58 0:06:16 1:16:18
March 0:01:48 0:44:46 0:05:37 0:36:56
April 0:01:37 0:41:47 0:05:21 0:40:36
May 0:01:32 0:41:41 0:05:59 0:56:58
June 0:02:29 0:48:23 0:05:05 0:28:18
Monthly Average 0:05:32 1:34:11 0:07:38 1:41:39

OUT-OF-CUSTODY CALLS - FY 2012-13
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Table 6.3 
 

Average and Longest Wait Times for In-Custody Calls, FY 2012-13 

 
Source: FY 2012-13 DADS Gateway Call Center data provided by the Division. 

The above table shows the data for in-custody clients, demonstrating a stark contrast to 
the out-of-custody clientele figures. Out-of-custody clients wait, on average, in FY 2012-
13, about twice as long before their calls are answered and about 23 percent longer before 
abandoning the call. The longest out-of-custody call wait times for both calls answered 
and abandoned are approximately 87 percent longer than the in-custody call wait times 
for calls answered and abandoned. That being said, the improvements seen for the out-of-
custody data during the period of February 2013 through June 2013 are not mirrored in 
the in-custody data.  
 
The InTelegy Corporation 2012 white paper referenced above, “Service Center Call 
Handling Standards for Health and Human Services,” reported as a good goal an average 
speed of answer of 60 seconds. Even with the improvements seen with the increased 
staffing, the Gateway data shows answer speeds between two and five times above this 
ideal target. 

As previously noted, one half-code assigned to answer the out-of-custody line was vacant 
as of late November 2013. The Division is exploring expanding the staffing of the in-
custody line from one representative on one line to two representatives on two lines. It is 
recommended that the Gateway Center proceed with adding the second line to attempt to 
address the abandon call rate and the call wait time for this service. Additionally, it 
should be a top priority to fill approved, available staff slots for the out-of-custody lines 
to improve both the wait times and the abandoned call rates for the out-of-custody lines.  

Month
Average Speed of 

Answer
Longest Wait Before 

Handled
Average Wait Before 

Abandoned
Longest Wait Before 

Abandoned

July 0:02:05 0:12:56 0:06:10 0:13:56
August 0:02:35 0:12:03 0:06:18 0:14:07
September 0:03:37 0:12:55 0:06:04 0:14:17
October 0:02:04 0:13:32 0:05:45 0:15:23
November 0:03:45 0:13:59 0:06:02 0:14:13
December 0:03:01 0:12:47 0:06:18 0:14:03
January 0:02:25 0:10:07 0:05:45 0:11:06
February 0:01:43 0:10:50 0:05:31 0:12:19
March 0:02:16 0:12:30 0:04:56 0:13:05
April 0:03:09 0:14:42 0:05:34 0:14:43
May 0:01:21 0:05:24 0:05:23 0:13:22
June 0:05:21 0:15:02 0:07:02 0:15:10
Monthly Average 0:02:47 0:12:14 0:05:54 0:13:49

IN-CUSTODY CALLS - FY 2012-13
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As discussed later in this section, the Division will likely be adopting a new call system 
in FY 2014-15, and during this period, a staffing analysis of the Division should be 
performed to ensure that the Division staffing meets the demand for available 
representatives. 

Call Center Staff Absenteeism Rate 
The Gateway Call Center may be seeing lengthy wait times, and thus high rates of 
abandoned calls, because of high rates of absenteeism.  

There were eight FTEs in the Gateway Call Center as of February 2013. We reviewed use 
of sick leave, leave without pay, and personal leave for FY 2012-13. In that fiscal year, 
an average of 27.8 days of leave per FTE were taken during the fiscal year for a total of 
222.6 days of leave. In contrast, there were 176.5 FTEs in the Department, and the 
average number of sick, leave without pay and personal leave days taken per FTE was 
13.7 days in FY 2012-2013. The average number of leave days per FTE in Gateway 
during FY 2012-13 is just over double the Department-wide average. These days were 
used by multiple staff, rather than by a single staff person with, say, a serious illness.1 

Again, this relatively high rate of absenteeism may be a cause for the high rate of 
abandoned calls, or at the very least, may be exacerbating the wait times and thus the rate 
of abandoned calls. It may be useful for the Division to perform an assessment of staff 
morale to explore causes for the absenteeism rate. 

The Department of Alcohol and Drug Services is the process of consolidating with the 
Mental Health Department. Both departments operate call centers. Plans are being made 
to consolidate the two call center functions. As part of this consolidation, we recommend 
that DADS, Mental Health, and the Department of Employee Services conduct an 
assessment of the staffing requirements of a new call center, taking into account changes 
such as public safety realignment and the Affordable Care Act, both of which stand to 
increase the volume of callers to both departments. Adequate staffing of this operation 
will be essential to ensure callers are promptly referred to appropriate services. 

Gateway Staff Are Limited In Monitoring Performance 
To gauge productivity of the Gateway Call Center, the Director receives periodic reports. 
The reports are as follows: 

                                                      
1 Of the hours of leave reviewed for the eight FTEs, four staff had taken more than 150 hours of leave in 
FY 12-13 (the actual hours for the given four employees were: 129.7 hours, 204.9 hours, 466.3 hours, and 
613.5 hours). These four employees were responsible for 79.4 percent of the total leave taken in the 
Division. This high rate of absenteeism exists for half of the staff, which again, may be a cause for the high 
rate of abandoned calls. 
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• Daily Agent Performance by Agent Group Number: This daily and monthly 
report shows time and percentage of time agents spent doing various work on the 
phone, and it can be used to assess staffing needs and agent performance. 

• Detail Agent Performance (Daily) by Agent Group Number: This daily report 
is akin to the DAD’s Daily Agent Performance by Agent Group Number listed 
above, but includes more detail and can be used to compare to the DADS’ Daily 
Agent Performance report above. 

• Daily Application Management Summary (Detail) by Application N: This 
daily report lists all active ASPECT (phone system) applications in Gateway for a 
given day, how many calls received by each application, how many calls were 
handled, and how many calls were answered within appropriate service level 
parameters. 

• Team Sign-On/Sign-Off by Supervisor Team Number: This daily report serves 
as a time card for staff, showing when a staff member came to work, took breaks, 
and left. 

• Custody Line Detail Call Profile: This report, distributed daily and monthly, 
reflects incoming calls, abandoned calls, service levels, wait times in half-hour 
intervals for calls going to the custody line only.  

• Line Detail Call Profile: This daily report is akin to the Custody Line report, but 
it conversely shows out-of-custody activity for the main number. 

These reports are automatically generated for the Gateway staff, and the automated 
production of these reports was established by a contractor with the Valley Medical 
Center Ambulatory & Community Health Services based in the Portland, Oregon area. 
This contractor, a nurse practitioner in Oregon Health & Science University, was 
formerly an employee of Santa Clara County who received formal training on the 
ASPECT phone system, which Gateway uses. This training made him an asset to the 
County as the company that launched the ASPECT phone system stopped supporting it.  
In addition to running productivity reports, the contractor also provides system 
maintenance. The annual cost of the 2008 five-term service agreement with the contractor 
was a not-to-exceed amount of $100,000. In October 2013, a new service agreement was 
passed by the Board of Supervisors for FY 2013-14, and the not-to-exceed amount was 
also $100,000.  

Conversations with management of the Gateway Call Center revealed that while there is 
data tracking and monitoring of the productivity of the Center, current Gateway staff 
were unable to explain several metrics in the call center reports that measured 
productivity. For example, the Monthly Agent Performance And Service Level Report 
includes a “Service Level %” but the Gateway staff were unable to explain how the 
“Service Level %” was calculated though they reportedly use the metric to gauge the Call 
Center’s performance. Given that the metric was not fully understood by Call Center 
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staff, it isn’t clear that the metric was being used as best as possible to gauge 
performance. The audit team was told by the phone system consultant that the “Service 
Level %” was the percentage of calls in a given month answered in under three minutes, 
a valuable metric when defined.  

Gateway staff also did not have an established process for reviewing relevant metrics and 
reports regularly and for exploring performance improvements regularly. The lack of 
understanding of key metrics, compounded with the lack of an established process for 
reviewing performance and implementing improvements may help to explain the static 
abandoned call rate reported at the start of this finding. We recommend that the 
Department ensure management receives training or materials on performance measures 
used to gauge Gateway staff performance to improve the application of the performance 
report results, and establish a clear review process for reported metrics.  

In addition, as of October 2013, the phone system was scheduled to be replaced within 12 
to 18 months. Increased integration of the Gateway staff and the phone system support 
staff may improve the communication and application of service metrics. An 
improvement of that integration may improve the provision of services by Gateway. The 
Department should proceed with this immediately, rather than waiting up to a year and a 
half. The key tool of a call center is its telephone system. Having a system that can only 
be maintained by a single person who resides out of state creates a substantial 
vulnerability to system failure. 

CONCLUSION 
The DADS Gateway Call Center serves as the point of entry for both in-custody and out-
of-custody prospective adult clients of DADS.  

Despite serving this key role as the point of entry for adult clients, the Gateway Call 
Center has a reported call abandonment rate of more than one-quarter of all calls that 
come into the Division. This rate may be exacerbated by call wait times. These wait times 
are particularly notable for out-of-custody prospective clients, where out-of-custody 
clients wait, on average in FY 2012-13, about twice as long before their calls are 
answered and about 23 percent longer before abandoning the call than in-custody 
prospective clients. The longest out-of-custody call wait times for both calls answered 
and abandoned are approximately 87 percent longer than the in-custody call wait times 
for calls answered and abandoned. Gateway absenteeism rates may be impacting the 
abandonment rates as well by preventing staff from answering calls as quickly as they 
may have otherwise. 

The Gateway Call Center receives a handful of performance reports to aid in gauging 
Division performance. These reports are established and generated by a contractor in 
Portland, Oregon, and the Division staff were unable to explain a handful of the key 
metrics in the reports. These reports would be key to aiding the Division in improving its 
performance, but without a comprehensive understanding of the values reported, the 
reports may not be applied in the most effective way possible.  
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RECOMMENDATIONS 
 
The Department of Employee Services, the Department of Alcohol and Drug Services 
and the Department of Mental Health should: 

6.1 Conduct a staffing analysis of the planned combined Gateway Call Center and 
Mental Health Call Center, in light of existing staffing deficiencies, absenteeism, 
and pending changes due to public safety realignment and the Affordable Care 
Act, and present findings to the Board of Supervisors to ensure appropriate call 
center staffing is available to meet the needs of the community. (Priority 1) 

The Department of Alcohol and Drug Services should: 

6.2  Proceed immediately to change telephone systems, either by integrating with the 
existing Mental Health system or working with County Procurement to issue a 
Request for Proposals for a new vendor-supported system of its own, rather than 
continuing for up to 18 months to have an out-of-state contractor maintain a 
system no longer supported by the vendor and that does not have voicemail. 
(Priority 1) 

6.3 Ensure management receives training or materials on performance measures used 
to gauge Gateway staff performance to improve the application of the 
performance report results, and establish a clear review process to ensure reported 
metrics are applied by the Department. (Priority 3) 

 

SAVINGS, COSTS AND BENEFITS 
Implementation of Recommendation 6.1 would reduce wait times and abandoned calls 
and help to ensure that people with mental illnesses and drug and alcohol problems would 
be referred to promptly to proper treatment programs. The cost to staff a joint call center 
is undetermined but is likely to be significant. Implementation of Recommendation 6.2 
would result in increased costs for a new telephone system but would eliminate the 
$100,000 cost for an out-of-state contractor to maintain the system, and would reduce the 
vulnerability of the system to failure. The net cost or savings from this recommendation 
is undetermined. Implementation of Recommendation 6.3 would improve the information 
available to management to ensure the proper operation of the Call Center.  
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7.  Improving Prevention Services 
 

Background 
• The Prevention unit within the Children, Family & Community Services Division of 

the Department of Alcohol and Drug Services (DADS) manages contracts with, and 
grants to, community-based organizations that promote awareness of substance abuse 
through activities and coalition-building. According to the FY 2012-13 County budget, 
the Prevention Unit, including contracts and staff costs totaling $1,756,427, were 
entirely grant funded. The Prevention Unit oversaw the granting of $394,824 in         
FY 2011-12 and $369,824 in FY 2012-13 to two providers.  

 
Problem 

• The Unit inconsistently uses performance measures to monitor contracts and service 
agreements, and reported performance measures are not monitored and trends from 
this data are not analyzed. In addition, grantees and contractors working with the Unit 
are not receiving training in providing the services they are contracted to provide. 
Finally, the Unit employs fixed percentages of staff time to calculate proportions of 
salaries that should be reimbursed by Prevention grant dollars. These percentages are 
not supported by timesheets, as required by the State. Although the Department does 
not maintain records to support its percentages, based on these figures, the 
Department obtained reimbursement in FY 2011-12 in the amount of $141,991.  

 
Adverse Effect 

• The absence of effective and enforced performance measures may mean the Unit is 
inefficiently expending resources by failing to hold grantees and contractors fully 
accountable for providing the services they are contracted to provide. The lack of 
training for contractors and grantees increases the risk of variability in the provision 
of services and potentially subpar performance by providers. Finally, the formulaic 
billing of staff time to grant dollars presents a risk to the Department for violating the 
terms of restricted grants. 

 
Recommendations, Savings and Benefits 

• The Unit should define and track unique performance standards for all Prevention 
contractors and grantees and continue to review and revise the Unit processes and 
procedures. The Unit should also require training of all Prevention providers to 
improve the uniformity of performance across providers and monitor the actual hours 
spent working on Prevention work to ensure the appropriate allocation of funds. By 
implementing these recommendations, the Unit would aid in ensuring the efficient 
expenditure and allocation of Unit resources. 

 
The Prevention Unit within the Children, Family & Community Services Division of the 
Department of Alcohol and Drug Services manages contracts with and grants to community 
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based organizations that promote awareness of substance abuse through activities and coalition-
building. According to the approved FY 2012-13 County budget, the Prevention Unit activities, 
including contracts and staff costs, totaling $1,756,427, were entirely grant funded.  Nine 
counties in California were surveyed for this audit to ascertain provision of drug and alcohol 
treatment and prevention services. Eight of the nine counties surveyed, included Santa Clara 
County, responded that they do provide drug and alcohol awareness and prevention services. 
  
Prevention Division Service Agreements and Contracts Inconsistently Utilize 
and Implement Performance Measures 
 
It should be noted that for this analysis the audit team requested all available quarterly and 
monthly reports submitted by Mexican American Community Services Agency, Inc. (MACSA) 
and Voices United dating back to FY 2009-10 through FY 2012-13. The audit team was 
provided with quarterly reports dating back to October 2012, and monthly service reports dating 
back to July 2011. 
 
Select Service Agreements and Contracts Lack Performance Measures 
 
Service agreements and contracts for Prevention services inconsistently utilize performance 
measures. Select service agreements lack performance measures entirely.  
 
The Division’s service agreements in FY 2010-11, FY 2011-12, and FY 2012-13 with Voices 
United for the San Jose Urban Coalition, a coalition hosted by Voices United and dedicated to 
addressing substance use by pregnant teens and the spread of HIV, did not include performance 
measures to gauge performance of the specific proposed services. Monitoring is addressed in the 
service agreements largely through pro forma text that reads: “To the extent permitted by law, 
such monitoring may include, but not be limited to, audits and review of records related to this 
Agreement.” 
 
Despite this, Voices United supplied the Division with reportedly regular quarterly reports, and 
example reports were made available to the audit team for the last quarter of 2012 and the first 
quarter of 2013. The two sample reports reviewed by the audit team included: minutes from 
meetings, agenda, sign-in sheets, fliers for meetings, educational material, and a summary of 
events. Voices United also reportedly submits frequent Service Review Reports for the Coalition. 
The audit team reviewed reports dating back to July 2011 which reflected descriptions of specific 
activities performed by or on behalf of the Coalition. This reporting being performed is 
technically outside the purview of the service agreement. As such, it is not clear that the 
materials that the Division is receiving from Voices United are exactly what the Division needs 
to monitor the Coalition’s success as these materials are being volunteered by Voices United 
rather than stipulated by the Division. It is also not clear that Voices United is obligated to 
conduct the regular reporting. 
 
Similarly to the service agreement for the San Jose Urban Coalition, the FY 2012-13 contract 
with Voices United for providing information and referral services to the community also does 
not include performance measures specific to the information and referral services being 
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provided. Again, quarterly reports for the last quarter of 2012 and the first quarter of 2013 were 
provided to the audit team. Similarly, contractor-generated Service Review Reports were also 
provided to the audit team for this service. These reports may not be precisely reflective of the 
measures the Division needs to track service successes or failures as the regular reports are 
defined by the contractor, not the Division. 
 
The lack of defined performance measures in select service agreements and contracts may 
prevent the Division from fully holding grantees and contractors accountable for the provision of 
services. 
 
Select Service Agreements and Contracts Include Performance Measures Not 
Utilized in Monitoring 
 
When performance measures are defined in contracts and service agreements, the Division does 
not appear to hold the grantees or contractors accountable for the specific performance measures.  
 
The Mexican American Community Services Agency, Inc. (MACSA) was granted a service 
agreement in FY 2011-12 and FY 2012-13 for cultivating and maintaining the Morgan Hill 
Healthy Family Advocates Coalition to perform outreach to community members to aid in the 
proactive prevention effort. The performance measures listed in the FY 2012-13 service 
agreement included: (1) agenda, (2) minutes, (3) fliers, (4) enrollment numbers, (5) Coalition 
Action Plan, and (6) staff reporting. The frequency of tracking these measures is not defined in 
the service agreement. The sample quarterly reports submitted by MACSA and reviewed by the 
audit team for the last quarter in 2012 and first quarter in 2013 included only agendas, minutes 
for select meetings, and sign-in sheets. It should be noted that the sign-in sheets frequently 
reflect one or two attendees, and those attendees only appear to include County representatives, 
not community members, thus these sheets cannot be used to confirm enrollment numbers. The 
Service Review Reports submitted only provide the summaries of meetings and activities held. 
On the whole, the reporting provided to the Division by MACSA, as determined by the sample 
reviewed by the audit team, is largely unresponsive to the stipulated performance measures the 
Division requires reported per the service agreement. 
 
Similarly to the MACSA reporting reviewed above, the reporting for the Voices United contracts 
for the organization’s Friday Night Live (FNL) programming for the four years from                    
FY 2009-10 to FY 2012-13 show implementation inconsistencies. These contracts include the 
following measures: “(1) The FNL staff will ensure that the two designated FNL sites have 
implemented the program with fidelity according to State FNL standards. (2) Each FNL flagship 
site will create activities that support FNL program principles. (3) Utilize the performance 
evaluation tool developed by the Youth Leadership Institute.” These measures are not addressed 
in the sample of the agency’s Service Review Reports from July 2011 through March December 
2012 reviewed. These performance measures are also not addressed in the two sample quarterly 
reports submitted to the audit team for the last quarter in 2012 and the first quarter of 2013.  
 
Furthermore, the Service Review Reports for the Friday Night Live activities include numbers of 
participants in attendance at each activity. These participants are broken out by age, gender, and 

65



                                                                                                                        Section 7. Improving Prevention Services  
 

                                                                                                           Board of Supervisors Management Audit Division 
 
 

ethnicity in each report for each Friday Night Live meeting for a given high school site. The 
audit team is not able to corroborate these reported numbers, but repeatedly identical reported 
values raise questions of validity. The Service Review Reports show the following consistent 
breakdown for all attendees to all Friday Night Live events at a specific high school from 
October to December 2012: 20 attendees are 15 to 17 years of age, five attendees are 18 to 20 
years of age; five are male and 20 are female; and finally, that five are white, five are Asian, five 
are Hispanic, five are African American, and five are multiracial. These values did not change 
for the duration of the quarter for each meeting held. There is some concern that these values 
reported may not be precisely reflective of the actual participants. 
 
The lack of accountability in meeting set performance standards is another missed opportunity to 
ensure that Prevention grantees and contractors are meeting their obligations to the County. 
 
Select Contracts Include Generic Clinical Performance Measures for 
Nonclinical Services  
 
The Voices United contracts for Friday Night Live for the four years from FY 2009-10 to         
FY 2012-13 were found to be reviewed in accordance with the Department’s generic clinical 
standards for the annual contract review process. There is no annual contract monitoring process 
or set of performance measures defined for Prevention providers.  
 
The contract monitoring documents supplied to the audit team for the FY 2012-13 annual site 
visit demonstrate the complications for using clinical standards to review nonclinical work. The 
site reviewer wrote “N/A?” several times on the review document, notably for “Copy of current 
and up to date Staff Certification Inventory list” and for “Copies of CAADAC Certificates or 
Registration of counseling staff or MFT/LCSW/Psychologist licensure for staff listed on the 
Staff Certification Inventory above.” In the review, the reviewer was unable to determine which 
standards applied to the contractor because the contractor was only tangentially related to the 
service for which the contract monitoring document was written. This presents another missed 
opportunity for the Division and the Department to hold the contractor responsible for standards 
which could better measure the performance of the contractor. 
 
Prevention Unit Efforts to Address Contract Monitoring Deficiencies 
Through Policies and Procedures 
 
The Prevention Unit has only recently begun the process of generating Unit-specific policies and 
procedures. The audit team was provided with three Prevention Unit policies and procedures 
during the course of the audit. These three discrete policies and procedures were approved and 
signed on May 13, 2013.  
 
Policy & Procedure 100 defines the contract monitoring processes for grantees. Policy & 
Procedure 102 establishes that the “California Outcomes Measurement Service for Prevention 
data must be entered into the CalOMS database weekly.” These two policies provide the Unit 
with key tools for improving the performance monitoring administered to grantees.  
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Then, Policy & Procedure 101 for the Prevention Unit, “Reporting Requirements,” defines 
reporting and monitoring requirements for contractors. This policy clearly states that “contractors 
will submit quarterly and annual reports in a timely manner.” For the contractor quarterly report, 
the policy states “each grantee will submit a quarterly report one (1) week following the end of 
each quarter and prior to the DADS contract monitor's quarterly visit to their facility.”  The 
current quarterly reports provided to the audit team do not include dates of submission attached 
to them, and as such, the Unit will need to ensure that the database or records in which this 
information is logged reflects dates. 
 
The policy goes on to state that: “All quarterly reports contain the following information:  

a. Number of clients served in the last quarter 
b. Ethnicity of clients served 
c. Number of services rendered 
d. How this program was effective in the last quarter 
e. How this program provided Culturally and Linguistically Appropriate Services (CLAS)  

in the past quarter 
f. Training costs to participants (if applicable) 
g. Any changes in staffing of your program in the last quarter 
h. Evaluation methods (describe any evidence in the last quarter that change has occurred) 
i. Timeline for meeting your goal(s); progress update from previous quarter 
j. Obstacles/concerns (that have occurred and resulted in impeding progress to your 

program implementation)” 
 
These requirements are not currently stipulated in existing contracts and service agreements 
provided to the audit team. Implementing these policies and procedures will likely require 
amendment of these service agreements or contracts in order to ensure their implementation. 
 
It was reported in interviews that the Unit did not have Unit-specific policies and procedures 
prior to the drafting of these three policies. It was also reported to the audit team that 
management feel these three policies and procedures are sufficient for addressing current policy 
and procedure needs in the Unit.1 Given that the Unit has only begun the process of addressing 
gaps in policies and procedures, it would be advisable to continue reviewing the internal 
processes with a critical eye. The Unit currently maintains an annual review and update to the 
Unit’s strategic plan. In conjunction with this review, the Unit should add an annual policies and 
procedures review to ensure that any shifting programmatic and community needs are covered 

                                                           
1 Since the conclusion of the audit fieldwork, the Prevention Unit  established one additional policy, “Policy & 
Procedure 103: Training Policy for New Contractors,” which stated that “DADS will ensure that all contractors who 
are awarded contracts have adequate training or experience to deliver the services they have contractually agreed to 
deliver.” This policy is discussed further in the subsection within this section entitled “Training Is Not Required for 
Prevention Providers.”  
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by appropriate policies and procedures. The current lack of policies and procedures is 
exacerbating the current deficiencies in contract monitoring.  
 
Training Is Not Required for Prevention Providers 
 
Interviews with Department staff and contractors suggested that performance across grantees in 
the past fiscal years varied greatly. According to Department staff, training of Prevention 
grantees and contractors was previously provided by the Department’s Learning Institute and 
required by the Prevention Unit. These trainings, which reportedly ended in FY 2010-11, could 
be broken into two sets. The first set was provided by the Unit to prospective grantees and 
contractors upon the release of the Request for Proposals for a new grant or contract with the 
Unit. These trainings were led by consultants hired by the Unit on a number of topics, including 
grant writing, logic model approach, social norms, and coalition models for prospective grantees 
and contractors. After the proposal had been awarded, the Unit provided a second set of trainings 
for grantees and contractors through the Department’s Learning Institute. The audit team does 
not have any documentation that either trainings were provided other than reports provided in 
interviews. As of Fall 2013, the Learning Institute offered a large array of courses available to 
both staff and contractors, and its website as of November 15 showed open slots available in 
most of these courses. However, none of the courses were specific to prevention services. 
 
The Unit’s 2012 Strategic Prevention Plan calls for the Department to “Train school, probation 
and community prevention organizations in drug abuse recognition, resources and referral 
process.” Furthermore the Plan calls for the Department to “Provide training and technical 
assistance to enhance organizational capacity to implement best practices and address emerging 
issues….[and] to ensure all prevention contractors are culturally competent and linguistically 
appropriate.” At this time, however, no trainings are provided by the Department or the Unit for 
Prevention grantees or providers. The audit team was able to confirm that, at a minimum, courses 
on the provision of prevention services are available online, through organizations such as 
MyPrevention University. If trainings were to be required of contractors that provide Prevention 
services, trainings could be easily accessed.  
 
The national organization, Substance Abuse and Mental Health Services Administration 
(SAMSHA), published a 2011 guide to developing a Strategic Prevention Framework, i.e. the 
framework for the “selection, implementation, and evaluation of effective, culturally appropriate, 
and sustainable prevention activities.” The guide notes that trainings for prevention providers are 
a key tool to implementing any Strategic Prevention Framework. Such trainings are “efficient 
ways to communicate background information, theory, philosophy, and values; and to introduce 
the components and rationales for key practices.” Furthermore, these trainings “also provide 
opportunities to practice new skills and receive feedback in a safe environment.” 
 
On January 14, 2014, the day of the audit team’s exit conference with the Department, the 
Department established a new policy for the Prevention Unit, “Policy & Procedure 103: Training 
Policy for New Contractors,” which stated that “DADS will ensure that all contractors who are 
awarded contracts have adequate training or experience to deliver the services they have 
contractually agreed to deliver.” While this is an improvement from the Unit having no formal 
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policy on training for contractors, trainings under this new policy have not been provided as of 
the close of the report revisions. Because this policy is in its nascent stages, the audit team is 
unable to judge whether it is sufficient to address the contractor gaps in performance. 
 
It is recommended, in keeping with the aforementioned guidelines, that the Department continue 
with the resumption of requiring all Prevention providers to receive Department-funded training 
on providing prevention services, similar to what was provided by the County in the past. The 
Department should actively monitor the development and implementation of the new policy to 
ensure that it addresses any contractors’ performance gaps. Given that this will be a change in 
requirements for grantees and contractors, the Department should set a feasible timeline for 
current grantees and contractors to attend and receive required training, and this timeline depends 
on the scope and programming required to meet the community needs. Such trainings for 
prevention grantees and contractors may aid in the consistency of performance across providers, 
in addition to the Unit implementing performance standards. The lack of trainings can lead to a 
greater variability in the effectiveness of various providers.  
 
CFCS Staff Are Not Tracking Actual Hours Billed to the Prevention 
Unit 
 
The Department’s Children, Family & Community Services Division (CFCS) oversees the 
Prevention Unit. According to the Department’s budget, the costs of the Prevention Unit in       
FY 2011-12 and FY 2012-13 were entirely covered by Prevention grants rather the County 
General Fund monies.  
 
As of May 2013, the Prevention Unit was comprised of four full-time staff. In addition to those 
four full-time staff, three additional Departmental staff split their time with the Prevention Unit 
while performing other functions in the CFCS Division or in the Department. The Department 
uses a formula to estimate the amount of the salary costs for the staff splitting their time that 
should be charged to the Prevention budget. This formula is an attempt to estimate the hours 
spent by staff working on Prevention Unit efforts. The remainders of the staff salaries are 
covered by other monies in the Department budget. 
 
As the Department’s cost report is not due to the state until November 2013, the audit team was 
only provided with the FY 2011-12 cost report. This report shows the three staff splitting their 
time with the Prevention Unit are: (1) the CFCS Division Director whose salary is 40 percent 
covered by Prevention dollars; (2) a support staff member, whose salary is 25 percent covered by 
Prevention dollars; and (3) a staff member dedicated to coordinating trainings for the Department 
with the Mental Health Learning Institute whose salary is 40 percent covered by Prevention 
dollars. In FY 2011-12, the salaries covered by Prevention dollars for these split staff totaled to 
$141,991. There is no documentation to confirm that these staff members spent the hours 
specified by the formula working on Prevention-specific matters. 
 
Furthermore, the Department’s 2010-2014 contract with the State of California Drug Medi-Cal 
explicitly states: “Financial records shall be kept so that they clearly reflect the source of funding 
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for each type of service for which reimbursement is claimed. These documents include, but are 
not limited to, all ledgers, books, vouchers, time sheets, payrolls, appointment schedules, client 
data cards, and scheduled for allocating costs. All records must be capable of verification by 
qualified auditors.” As the County’s records do not include time sheets demonstrating all hours 
worked on Prevention activities funded by the State, this standard is not met. 
 
Given that the formula for salary cost calculation is static, it potentially does not accurately 
represent the actual amount of time spent by CFCS staff working on Prevention Unit matters. 
This potential inaccuracy presents a risk to the Department for being responsible for a 
misallocation of restricted funds. The Department should require staff to maintain timesheets that 
record hours spent working on Prevention matters to ensure the appropriate reimbursement by 
grant funds. 
 
CONCLUSION 
 
The Prevention Unit, housed within the Department’s Children, Families & Community Services 
Division, manages contracts and grants awarded to community based organizations that promote 
awareness of substance abuse through activities and coalition-building. However, the Unit 
inconsistently utilizes performance measures to monitor contracts and service agreements. When 
performance measures are reported, trends from this data are not reviewed or analyzed.  
 
While the Unit has completed drafting Unit-specific policies and procedures to address the Unit 
deficiencies, including contract monitoring, it is not clear that the policies and procedures will 
necessarily be sufficient to address all concerns facing the Unit, and there are no current plans to 
continue drafting policies and procedures going forward. 
 
Finally, the Unit lacks internal controls that may reduce exposure to risks including not precisely 
tracking proportions of Unit staff salaries that should be covered by Prevention grant dollars, 
which may be risking an inappropriate allocation of restricted grant dollars. The Unit should 
overall improve active tracking and monitoring of expended Prevention dollars, for both 
contractors and internal staff.  
 
RECOMMENDATIONS 
The Prevention Unit should: 

7.1  Define, monitor, and track performance standards for all Prevention services. (Priority 2) 
 
7.2 In keeping with best practices, continue the resumption of requiring all Prevention 

providers to receive Department-funded training on providing prevention services, 
similar to what was provided by the County in the past, and monitor the development and 
implementation of this policy. (Priority 2) 

7.3 Conduct an annual comprehensive policies and procedures review in conjunction with the 
Unit’s annual strategic plan review. (Priority 3) 
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7.4 Require staff to maintain timesheets that record hours spent working on Prevention 
matters to ensure the appropriate reimbursement by grant funds. (Priority 1) 

 
SAVINGS, BENEFITS, AND COSTS 
 
Implementation of Recommendation 7.1 would improve service delivery and internal control 
over County resources and may result in savings through improved efficiency in the provision of 
services. Implementation of Recommendation 7.2 would result in additional costs to purchase or 
providing prevention training, but would improve the uniformity and quality of services.   
Implementation of Recommendation 7.3 may result in consistency of services and improved 
control of County services and resources. Implementation of Recommendation 7.4 would ensure 
that the Unit has required documentation to support its claims for State reimbursement of 
Prevention staff time. 
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8.   Improving Management Information   
Background 

• Staff and contractors of the Department of Alcohol and Drug Services utilize 
the Unicare system for case and records management and required data 
collection and reporting to State regulatory agencies. Other information is 
managed using a range of methods, including manually developed paper 
records, ad hoc spreadsheets, and word processing documents. Since the 
commencement of the tenure of the current Department Director in 
December 2012, some improvements have been made as demonstrated in the 
initial data collection and plans for a Dashboard Project, as supported by the 
Research and Evaluation Unit and the Quality Improvement and Data 
Support Division. 

Problem 
• Despite the availability of large amounts of data in the Unicare system, 

Department management lacks effective management information tools. Key 
indicators of staff and contractor productivity and performance are not 
periodically produced and provided to Department leadership.  

Adverse Effect 
• As a result, the Department Director and other managers are hindered in 

their ability to make informed decisions about staffing, resource allocation, 
and operations. Managers may fail to identify opportunities for improved 
efficiency and effectiveness of Department operations and important trends 
may go unnoticed. 

Recommendation, Savings and Benefits 
• The Department should continue development of key performance, 

productivity and activity metrics that should be reported to Department 
management at defined intervals using consistent data collection techniques. 
Department leadership should clarify the roles of the Research and 
Evaluation Unit and the Quality Improvement and Data Support Division as 
they relate to evaluation and management information. Such steps should 
consider the planned merger with the Department of Mental Health and the 
implementation of a new records management system. Implementation of 
these recommendations will better enable Department management to 
monitor Department activity and make decisions to improve its efficiency 
and effectiveness. 

 
The Department of Alcohol and Drug Services’ (DADS) staff and contractors regularly access 
the Unicare system for case and records management and for required data collection and 
reporting to State regulatory agencies. Other information is managed using a range of methods, 
including manually developed paper records, ad hoc spreadsheets, and word processing 
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documents. Examples of data collected and reported ad hoc include admissions, open beds, 
discharges, length of stay, and Medi-Cal client information.  

While existent reporting meets basic state and federal reporting requirements, the Department 
Director indicated a desire for additional, improved and more routine management information. 
Fieldwork during this audit revealed situations where DADS management was not receiving 
management information that should routinely be provided. An example is the lack of 
productivity measures. According to the Director, the Department lacks caseload standards and 
does not monitor productivity. Many counties (including three of nine counties surveyed in the 
Benchmark Survey for this audit) require a service productivity rate of providers, or a ‘billable’ 
service rate, often at 60 to 70 percent. Currently, DADS has no required or standardized 
productivity rate, nor documentation readily available to calculate one. DADS recently initiated a 
biweekly reporting structure to determine productivity rate of outpatient services. In the past 
year, the productivity rate was estimated to be approximately 40 percent. 

Plans for Improvement 

Since the commencement of the tenure of the current Director in December 2012, some 
improvements to management information have been initiated, as supported by the Research and 
Evaluation and Quality Improvement and Data Support units in the plans for a performance 
measure-based “Dashboard.” 

DADS’ Dashboard project plans to use certain indicators of performance to monitor system 
functioning, and to provide management with important statistical information to help organize, 
distill and present management information on an ongoing basis. The Dashboard will collate 
information from varying DADS divisions regarding access to treatment (using Gateway Call 
Center calls and placement information), treatment engagement detail (data regarding how 
quickly clients receive services compared to admission time), as well as outcome data (including 
retention, completion, and dropout data; and basic outpatient visit rates).  The Dashboard will 
include a dynamic set of reports to be automatically populated on a quarterly basis. According to 
DADS’ management, the Dashboard project / performance measurement and monitoring plan 
will be implemented in three stages. Phase 1 includes finalizing performance measures to be 
used for the Adult System, and to determine appropriate performance measures to use in a 
Dashboard for the Youth System. Phase two will focus on the development of a protocol for 
monitoring reports generated by the Dashboard, and Phase three will begin to measure outcomes. 
The Dashboard project is still in the early stages of Phase 1.  

The Dashboard is a promising project that has a solid foundation in well-thought-out 
performance measures. However, since the Dashboard was proposed and initiated in April 2013, 
it has not grown out of its initial stages. As of September 2013, it was a static set of graphs that 
only house historical data as a placeholder, and it addresses needs only in the Adult System. 
Development of a Dashboard project for Youth Services has not commenced. Research and 
Evaluation and Quality Improvement and Data Support units have not committed necessary staff 
time to expeditiously complete this project. Additionally, the lack of Dashboard movement and 
sufficient management information is due in part to the fact that the Quality Improvement and 
Data Support Division often focus on coordinating treatment plans rather than its original 
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intended purpose of evaluation and decision support. For example, it is managing the assignment 
of treatment beds. 

As of September 2013, DADS’ executive team has virtually no more management information 
than when the Dashboard project was initiated in April of 2013, despite the needs expressed by 
the current Director and the availability of large amounts of data in the Unicare system. Instead, 
key indicators of staff and contractor productivity and performance are not currently provided to 
management in any routine, timely nor automatic fashion.  

As a result of weaknesses in management information, the Department Director and other 
Department managers are hindered in their ability to make informed decisions about staffing, 
resource allocation, and operations. Managers may fail to identify opportunities for improved 
efficiency and effectiveness of Department operations and important trends may go unnoticed. 
Although many routine reports relate in some way to productivity, for example, there is not a 
clear, ongoing reporting system used to drive management or policy decisions.  

CONCLUSION 

DADS does not have any routine management-level reports to drive operational decisions. For 
example, the Department lacks adequate management information regarding productivity. By 
developing and using such information, the Department would be better equipped to make 
adjustments and create strategies for caseload standards, for example. Though there are existing 
plans for a dynamic system for better management information in the pipeline, as the situation 
currently stands, DADS’ executive team and key decision makers do not have information 
readily able to make timely, operational decisions.  Implementation of the Dashboard project 
should be prioritized. 

RECOMMENDATIONS 

The Department of Alcohol and Drugs should:  

8.1  Continue to develop the key performance, productivity and activity metrics that should be 
reported to Department management at defined intervals using consistent data collection 
techniques, as initiated with the Dashboard project for the adult system. Development of 
the Dashboard project should be prioritized by the Research and Evaluation unit and the 
Quality Improvement and Data Support Division. (Priority 2) 

8.2  Commence the development of key performance, productivity and activity metrics that 
should be reported to Department management at defined intervals using consistent data 
collection techniques for the youth system of care. These metrics should be included in 
the Dashboard project. (Priority 2) 

 

 

 

75



Section 8. Improving Management Information 
  

                                                              Board of Supervisors Management Audit Division 
 

SAVINGS, BENEFITS AND COSTS 

Implementation of Recommendations 8.1 and 8.2 would result in unspecified costs in the form of 
staff time to develop new Unicare reports and the Dashboard project. However, as previously 
indicated, most data needed to report on performance measures is already in the Unicare system. 
By developing reporting of this information, the Department would be better able to manage its 
operations. For example, having information about productivity rates should enable the 
Department to improve productivity. Implementation of these recommendations will better 
enable Department management to monitor Department activity and make decisions to improve 
its efficiency and effectiveness. 
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