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INTRODUCTION 
 

The Quality Improvement Program and associated annual Work Plan for Santa Clara County 

Behavioral Health Services Department (BHSD) are designed to improve mental health services and 

their value to the following target populations: 

 
• County Medi-Cal and Medicare beneficiaries needing mental health services; 

• County residents in need of involuntary psychiatric evaluation and treatment; 

• County criminal justice re-entry populations; 

• County residents targeted for MHSA funded services and interventions; and, 

• County residents without resources with mental health needs. 

 
The design of the QI Program and annual Work Plan are intended to drive the desired improvement 

in outcomes – and to build the awareness throughout the agency that quality improvement (QI) is 

part of all staff (employed or contracted) roles’ and relevant in all activities performed, whether 

clinical or administrative. This design also recognizes that QI starts with leadership and will not be 

successful without visible and explicit attention to quality by senior leaders. 

 
Service to our target populations is founded on our belief that we improve the value of experience 

and services from the viewpoint of our beneficiaries (and their families) when we: 1) provide timely 

access to appropriate services and supports; 2) increase their independence and self-management in 

the context of the life of their choosing; and 3) prevent avoidable crises and hospitalizations. 

 
Finally, the FY20 Quality Improvement Work Plan (QIWP) is also intended to support the following 

system improvement activities currently underway or planned for the agency: 

 
• BEHAVIORAL HEALTH INTEGRATION: Beginning the integration of the mental health and 

substance use treatment operations for Quality Improvement.  
 

• ACCESS & CAPACITY: Timeliness to first appointment projects. 

 
• VALUE & COST EFFECTIVENESS: Contract Monitoring 

 
• BENEFICIARY/CONSUMER/FAMILY EXPERIENCE: While all improvement activities are 

designed to improve beneficiary experience, additional direct efforts are focused on 

creating welcoming environments that support greater beneficiary engagement, 

expand and strengthen peer support services, and fortify the feedback loop with 

beneficiaries and families through outcome monitoring and beneficiary surveys. 
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• QUALITY & SAFETY: Similarly, the infrastructure to support quality activities and 

promote a safe environment is also being strengthened. This includes key QI functions 

like data analytics, operational tools, utilization management, quality management, 

compliance and capacity, as well as improved Lanterman-Petris-Short (LPS) (involuntary 

civil commitment to a mental health institution) activities and functions. Assessing and 

improving safety in clinical settings is also a focus.  

 
• WORKFORCE DEVELOPMENT: Workforce development activities reflect the human 

capital necessary to advance the areas described above and the objectives of this QI 

Work Plan. Activities include both new roles in response to the increasingly complex 

health care environment and challenges, as well as improvement of clinical capacities 

(both direct services and their supervision). The latter includes addressing shortages in 

psychiatry and licensed clinical staff, as well as skills and capabilities of existing staff. 

 
These strategic improvement areas are also informing and shaping a variety of formal 

collaborative initiatives in which the BHSD is either driving or participating. These are: 

 

a.)  Optimization of the Electronic Health Record 
 

The decision to use EPIC as the primary Electronic Health Care Records (EHR) system and NetSmart as 
the billing system has been an ongoing implementation since February 2018. There were difficulties 
encountered but with the combination of TSS and behavioral health program staffs, these difficulties 
were resolved. During the course of implementation, the state began to implement more requirements 
on all California counties. This increased reporting requirements puts stresses on the implementation 
staff and EPIC (EHR). Because EPIC is an EHR use within the hospital system, the level of modification 
needed to meet the new state requirements were not feasible within the timeline. 

A decision was made in November 2018 to engage in a contract with NetSmart for the full suite of 
software which includes 1) The previous purchasing of PMSS billing module. 2) Clinical module 3) Referral 
module.  This decision was made based on the fact that NetSmart are used throughout the state and the 
system already has all the state reporting requirements built in. Another part of this decision was to 
continue the use of EPIC for all county clinics until NetSmart is fully functional. At that time, all 
documentation will be transitioned to NetSmart. 

 In May 2019, the Santa Clara Board of Supervisor approved the contract with NetSmart. The general 
implementation plan is as follows: 

Timeline approach for County Clinics: 

June 2019 until July 2020 
•      MH county clinics will continue to use EPIC and NetSmart 

July 2019 
•      SUTs and MH county clinics will begin implementation of NetSmart with Go Live target date of July 
2020 
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Timeline approach for County Clinics: 

June 2019 until September 2020 
•      CBO will continue to use Unicare for billing 
•      Start to engage CBO in discussion about data exchange implementation 

There will be specific work groups to address different areas of the EHR requirements. One of the critical 
pieces in this implementation plan is communication. There will be regular monthly meetings with 
clinical and administration staffs to keep them informed and engaged through the implementation. 

 

b.) New MHSA innovation Projects  

 

INN initiatives are intended to improve mental health systems in several ways, including 
increasing access to services, particularly for underserved groups. Several of the County’s INN 
projects accomplished this by introducing new practices to engage consumers that are 
traditionally underserved. In addition to several ongoing projects, four more innovation 
projects will be implemented: 

 

The Faith Based Training and Supports Project will develop a customized educational training 
program tailored and implemented for use by faith and spiritual leaders in the County of Santa Clara. 
The program will be designed to provide them the necessary tools, skills, and resources to better 
serve those in their communities who suffer from mental health issues and co-occurring diagnoses. 
Specifically, the project will teach faith and spiritual leaders how to provide appropriate behavioral 
health referrals to their congregants and how to directly link them to needed mental health and/or 
substance use treatment services. The project will also give faith and spiritual leaders a better 
understanding of safe boundaries between their role and professional/clinical treatment without the 
necessary credentials to practice. The Faith Based Training and Supports Project was approved by 
MHSOAC on November 16, 2017. The County has selected a contracted evaluator and provider. This 
project is expected to begin soon. 

 

Outcome 1: This project will expand referrals and linkages to services for faith community members 
seeking mental health services. 

 
The Beneficiary and Consumer Employment Project aims to transform how the overall system 
views employment and promoting employment as a wellness goal for consumers. This project 
builds on the premise that having a job contributes to a person's overall sense of well-being 
and can be a significant contributor toward achieving and maintaining recovery from mental 
illness. Employment also can promote stability and help consumers develop tools for managing 
life circumstances. This project was approved by MHSOAC on November 16, 2017 and the 
County has identified the Individual Placement and Support (IPS) 
 
Employment Center as the provider of trainings, technical assistance and evaluation for this 
project. The IPS Employment Center provides technical assistance to counties in California and 
across the county. The project kicked off in early February 2019. The County issued an RFP for 
up to three contractors to provide these services. Three vendors were selected for the 
implementation of this 3-year project. 
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Outcome 1: This project supports consumers with serious mental illness in developing 
employment recovery goals and achieving those goals. 
 
The Psychiatric Emergency Response Team (PERT) and Peer Linkage project are designed to 
reduce utilization of EPS and acute psychiatric hospitalization services for County of Santa Clara 
residents experiencing acute mental health crises. The PERT model is a co-response crisis  
 
intervention model staffed by a licensed mental health clinician paired with a law enforcement 
officer. The PERT model was initially implemented in San Diego County and has demonstrated 
that it is an effective community-based crisis intervention program. The innovative aspect of 
this project is that it adapts the PERT model to Santa Clara County and integrates a Peer 
Linkage component for peer support post-crisis services. The intent of the PERT and Peer 
Linkage project is to provide immediate behavioral health assessment and service referrals to 
ensure that individuals are referred to community-based treatment as appropriate. The 
MHSOAC approved this project on November 16, 2017. 
 
The BHSD has commenced agreements with law enforcement agencies to launch teams. Hiring 
delays of critical team staff has slowed down implementation of all projected four teams. An 
evaluation consultant has been identified. It is projected that all teams will be in place by the 
end of FY2019. 
 
Outcome 1: Increase access to services for Transition Age Youth experiencing mental health 

crisis. 

Outcome 2: Improve outcomes for youth participating in peer linkage project as a result of 

increased help-seeking behavior. 

Outcome 3: Comparison analysis with existing stand-alone CIT efforts with PERT model to 

demonstrate benefits of a combined approach. 

Outcome 4: Improve law enforcement attitudes and abilities to safely respond to mental 

health related calls, link people to mental health services, and to some degree reduce the 

number of persons with mental illnesses entering the front door of the criminal justice system. 

 
The Allcove Project, formerly known as headspace, is an integrated model of behavioral 
health services for youth ages 12-25 that provides equitable access in a “one-stop shop” 
setting.  Integrated and co-located services distinguish headspace from other youth mental 
health care models, assists providers in identifying early warning signs of mental health issues 
and suicide risk, and provides more effective primary health care. Santa Clara County, in 
partnership with the Stanford Psychiatry Center for Youth Mental Health and Wellbeing, 
would introduce the first headspace model in the United States. The Ramp Up Phase was 
approved by the MHSAOC on November 16, 2017, and the Implementation Phase was 
approved on August 23, 2018. The estimated costs for the four-year headspace 
implementation project is $14,960,943. It is estimated that facility improvements in the 
additional amount of $1.5 million per site would be required to upgrade existing clinic spaces 
to promote health and wellness for headspace participants. The BHSD proposes to transfer $3 
million from Community Services and Supports (CSS) to Capital Facilities and Technological  



 
  

 

QI PROGRAM & WORK PLAN 

 

7 | P a g e   

 
Needs (CFTN) to cover these additional costs. 
 
Outcome 1: Increases youth connection to needed mental health services and provides 
support during the early stages of mental health issues. 

 

c.) Capacity Building and Expansion  
 

On May 8, 2018, the Board of Supervisors approved recommendations for Behavioral Health 
Services Department (BHSD) contract provider rate adjustments. There are four primary reasons 
driving the adjustments to BHSD providers' contracts. The adjustments are intended to: 
(1) address providers' difficulty recruiting and retaining clinical staff given the statewide 
professional shortage and the competitive Bay Area behavioral health market, (2) provide 
contracted service capacity to meet the needs of BHSD beneficiaries/consumers, (3) comply 
with the Federal Network Adequacy and Timely Access Standards for Mental Health Plans 
(MHPs) and Drug Medi-Cal Organized Delivery System (DMC-ODS) Pilot Counties, and (4) 
ensure the County and BHSD providers comply with Medi-Cal financial requirements. 

 

BHSD reviewed contract provider requests sent to the County Executive, analyzed the County's 
salary survey of behavioral health clinical positions in Bay Area counties and in other health 
care organizations, and reviewed salary data submitted by contract providers. The BHSD has 
determined that salary increases are warranted for staff in key positions that are (1) difficult to 
fill, (2) provide direct beneficiary care, and (3) are necessary to ensure network adequacy for 
beneficiaries/consumers. This process will allow for an up to 12% rate increase targeting 
licensed and license-waived clinical staff and direct services staff, clinical supervisors and 
managers, and quality management staff who support the quality requirements for each 
program. 

 

While each of these initiatives have discreet activities and objectives, they each inform the 

design/redesign of the overall system. BHS senior leadership works to assure that focused 

projects efforts do not result in conflicting or redundant processes or lost opportunities to 

transfer effective changes throughout applicable aspects of the BHSD. 

 
Through review of our current performance and an interactive dialogue with our Behavioral 

Health Quality Improvement Committee (BHQIC) and our System of Care (SOC) committees, we 

have also determined that the following objectives for the FY20 QI Work Plan: 
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FY20 QUALITY IMPROVEMENT OBJECTIVES: 

1. Reduce the number of days it takes beneficiaries to access services from 14 days from the date 

of referral to 10 business days from the date they called the call center in compliance with the 

Final Managed Care rules under CFR 438. 

 
2. Increase the number of beneficiaries who are actively engaged in the recovery process with 

a beneficiary plan within 30 days to 70% for adults and 75% for children. 

 
3. Increase the penetration rate for beneficiaries served by at least one percentage point for 

each ethnic group. 

 

4. New Measures: 80% of beneficiary will receive assessment appointment within 10 business 

days  

 

5. New Measures: Call Center will reduce the time it currently takes to refer beneficiaries to a 

CBO from five business to within three business days. 

 

6. Increase the number of beneficiaries who successfully discharge to 70% for adults and 75% 

for F&C Beneficiaries.  

 

7. Reduce the number of beneficiaries receiving inpatient hospital services who are readmitted 

within 30 days to 9% 

 

 

 

 

 

 
 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

The targets in each of these objectives is based on the median performance over time, rather 

than the average. 

  

Finally, the SCC BHS QI Program and FY20 QI Work Plan are also informed by the four key goals 

of the California Department of Health Care Services’ (DHCS) which are linked to changes in the 

1915(b) waiver requirements1. These goals are to2: 

• Support State efforts to advance delivery system reform and improve the quality of 

care; 

• Strengthen the beneficiary experience of care and key beneficiary protections; 

• Strengthen program integrity by improving accountability and transparency; and, 

• Align key Medicaid and CHIP managed care requirements with other health coverage 

programs 

 

 
 

1 Federal Managed Care Regulations – Part 438 of Title 42 Code of Federal Regulations. Issued in the Federal 
Register on May 6, 2016; Applies to the provision of Medicaid Managed Care (MMC) programs and managed care 
organizations (MCOs) Mental Health Plans classified as Pre-paid Inpatient Health Plans (PIHPs) 
Effective date of Final Rule was July 5, 2016 (phased implementation of new provisions over a 3-year period) 
2 Source: Presentation by DHCS re Medicaid Managed Care Regulations to the CBHDA Medi-Cal Policy on 
August 17, 2016 
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The following sections describe the specific QI Work Plan and QI Program for FY20: 
 

• Evaluation of Current Performance & FY20 Short Term Objectives: an overview of 
current performance in several key areas that inform the objectives for FY20; 

 

• Infrastructure for Improvement: a description of the staffing, management, training 
and contract monitoring plan to support an expanded focus on quality improvement 
and achieve the FY20 QI Work Plan; 

 

• Measurement for Improvement: a summary of performance areas we currently 
measure to support our daily system management and quality improvement activities; 
and, 

 

• Planning for Improvement: a description of the activities we are and will be undertaking 
to achieve the FY20 improvement objectives. 
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FY20 OBJECTIVE #1: Reduce the number of days to access services to ten business days in 
compliance with the Final Managed Care rules under CFR 438. 

 

EVALUATION OF CURRENT PERFORMANCE & FY19 OBJECTIVES 
 

Our quality improvement activities, designed to support achievement of our vision and mission, 

are organized into two key categories of system performance: 1) Timely Access to Appropriate 

Services; 2) Beneficiary Wellness and Recovery Progress. Our evaluation of current system 

performance in each of these over-arching areas is described below. Also included are the 

resulting objectives for the FY19 QI Work Plan. 

 
TIMELY ACCESS TO APPROPRIATE SERVICES (ACCESS/TIMELINESS) 

 
Time to First Visit: Prior to the implementation of the Final Managed Care Rule 438 CFR, our 

standard for timely access is 14 days for outpatient services. The run charts indicate that the 

Adult/Older Adult System of Care (AOA) and Family & Children’s System of (F&C) indicated a 

number of months where beneficiaries were not seen in a timely fashion. Following the 

implementation of Final Managed Care rules under CFR 438, our new standard is ten business 

days from the date the beneficiary contacts the call center. 

 

 
 
 
 
 
 
 
 
 
 

Santa Clara County Behavioral Health Quality Improvement Dashboard – Adult & Older Adult Division 
All, AOA Division 

TIMELINESS OF CONNECTION 

Call Center Referrals: Average Days to Initial Services 
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FY20 OBJECTIVE #2: Increase the number of beneficiaries who are engaged in the recovery 
process with a beneficiary plan within 30 days to 70% for adults and 75% for children. 

 

 
 

Engagement: To further inform our system’s performance relative to timely access, we measure 

initial engagement as the percentage of new beneficiaries with four or more visits in the first 30 

days of service. Our FY19 goal was to increase the number of beneficiaries who are actively 

engaged in the recovery process with a beneficiary plan within 30 days to 70% for adults and 75% 

for children. The run charts and analysis of medians below show we are close to our targets for 

AOA and F&C. 

 
Given we have not yet met our targeted performance level, we are carrying over our FY19 

objective to FY20: 

 

 
 
 
 
 
 

 

 

 

 

 

 

 

Santa Clara County Behavioral Health Quality Improvement Dashboard – Family & Children Division 
All, FC Division 

TIMELINESS OF CONNECTION 

Call Center Referrals: Average Days to Initial Services 

Adult/Older Adult System of Care 
New Consumers: Percent with 4+ Visits Within 30 Days 

 



 
  

 

QI PROGRAM & WORK PLAN 

 

12 | P a g e   

77.1% 78.0%
75.9% 76.9% 75.8%

66.0%

77.5%
73.9%

70.1%

75.9%
73.7% 75.0%

10%

20%

30%

40%

50%

60%

70%

80%

July 2018

August 2018

Septem
ber 2018

October 2018

Novem
ber 2018

Decem
ber 2018

January 2019

February 2019

M
arch 2019

April 2019

M
ay 2019

June 2019
Pe

rc
en

t

The trend of  average of  Percent New Consumers 4+ Visits within 30 days for Date Month. The data is f iltered on Type, Agency, and Ucode. The Type f ilter keeps FC. The Agency f ilter keeps 

30 of  30 members. The Ucode f ilter keeps FC Division

Median

FY20 OBJECTIVE #3: Increase the penetration rate for beneficiaries served by at least one 

percentage point for each ethnic group (See Appendix C). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Penetration Rate: Another measure of timely access to appropriate services is penetration rate; 

this measure tells us how well we outreach and support those in need to access our services. 

According to the data reports supplied to us by the External Quality Review (EQRO) team, we 

have shown continuous improvement in our penetration rate in recent years.  

 
We will continue with the following quality improvement objective: 

 

 

 

 

 
Assessment Appointment (New Measure): A Medi-Cal beneficiary is required by DHCS to receive a first 
assessment appointment (non-urgent and non-psychiatry) within ten business days of his/her request.  
Currently, our rate of performance is at 61%. This is a slight improvement from the 59% recently 
measured.  However, this percentage is much lower than the system’s performance target of 80%.  
Efforts will continue towards improving this measure. 
 
FY20 OBJECTIVE #4 (New Measure): 80% of beneficiary will receive assessment appointment within 

ten business days. 

 

 

 

 

 

 

 

 

 

 

Family & Children's System of Care 

New Consumers: Percent with 4+ Visits Within 30 Days 
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Call Center Referral Rate (New Measure): As part of a continual effort to improve timeliness standards 
for our beneficiaries we are challenging the system to reach a performance target of three business 
days to refer a beneficiary to a CBO.  Efforts will be made to support the Call Center in attaining this 
goal. 

 
FY20 OBJECTIVE #5 (New Measure): Call Center will reduce the time it currently takes to refer 
beneficiaries to a CBO from five business to within three business days.  
 

 

Percentage of beneficiaries receiving assessment appointment  
within 10 business days 

Call Center Referral beneficiary within three business days   
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FY20 OBJECTIVE #6: Increase the number of beneficiaries who successfully discharge to 

70% for adults and 75% for F&C beneficiaries. 

 
INCREASED LEVELS OF WELLNESS AND RECOVERY (QUALITY) 
 

Successful Discharges Those beneficiaries who left the system after achieving or making 

substantial progress towards their treatment goals are defined as successful discharges. 

Administrative discharges are not included in the calculation. The percentage of successful 

discharges is increasing in both the A/OA and F&C SOCs. However, the percentage of adult 

beneficiaries who discharge successfully (e.g. with their goals met) is far lower than we would 

like so we will continue to focus efforts towards improving this measure. 

 
Given we are not yet satisfied with our improvement in this area, the following objective from 

FY19 is carried forward to FY20. 
 

 
 

 

 
 
 
 

 
 

Adult/Older Adult System of Care 

Family & Children System of Care 



 
  

 

QI PROGRAM & WORK PLAN 

 

15 | P a g e   

 
Readmission Rate: We monitor our readmission rates for those individuals who are readmitted to the 

inpatient hospitals within 30 days of the initial discharge. Below illustrates our current performance in 
this area – which is showing improvement in terms of 30-day all cause readmissions. 
We are not yet satisfied with our hospital readmission rates, so we are continuing with the 

following improvement objective from FY19: 
 
 

 

 

 
 
 

See Appendix B for background on the array of Performance Learning Measures and their current 
performance. Appendix D provides the operational definitions for each of these measures. 
 
 
 
 
 
 
 
 
 
 
 
 
 

FY20 OBJECTIVE #7: Reduce the number of beneficiaries receiving inpatient hospital 

services who are readmitted within 30 days to 9%. 
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INFRASTRUCTURE FOR IMPROVEMENT 
 

SCC BHS’ QI Program design reflects the increasing integration of existing and new system 

supports into the activities associated with the annual QI objectives. These elements of the 

agency’s infrastructure that increasingly make up the ‘backbone’ of the QI Program include: 

 
• Executive Team 

• Behavioral Health Quality Improvement Committee (BHQIC) and System of Care (SOC) 

Committees (Adult/Older Adult, Family & Children’s) 

• Program-Level QI Planning 

• Learning Partnership Training Activities 

• Network Management 

• Practice Standards 

• Quality Management 

 
Executive Team: The Executive Team (ET) has primary responsibility for the quality of service to 

beneficiaries. This team consist of the Director, Deputy Director, Substance Use Treatment 

Services and Access Director, Administrative Services Director, Adult/Older Adult System 

Director, Quality Management Director, Family & Children Services System Director, Finance 

Director and Medical Director, meets weekly to address immediate, mid-range and long-term 

activities of the agency – and to assure these activities promote this QI Program and Annual QI 

Work Plan. 

 
BHQIC/SOC Committees: The BHQIC and SOC Committees have senior and clinical leaders from 

the county, the community and contracted agencies. They provide guidance to the ET in the 

development of each year’s QI Work Plan and oversee the conduct of the work plan. Each 

committee meets six times a year and regularly reviews performance learning measures, work 

group progress, and generally inform and guide activities to achieve QI objectives. 

 
Learning Partnership Training Activities: An invaluable resource to the BHSD are the Learning 

Partnership training activities, which are increasingly being linked to QI Objectives and Work 

Group activities. This linkage seeks to assure that training leads to the actual skill development 

necessary to achieve improvement objectives and, of course, beneficiaries’ goals. 

 
Network Management: BHSD network management activities include contractor monitoring 

and oversight, as well as supports to individual contract agencies to assure their successful 

participation in the BHSD network of providers. The increasing scope and depth of contracting 

monitoring is central to the role of network management and ultimate system-wide 

achievement of QI objectives. 
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Clinical Practice Guidelines Manual: Developed by the Practice Standards Work Group, the 

Clinical Practice Guidelines Manual integrates recovery oriented and person-centered best 

practices with regulatory requirements. It helps to align clinical coaching/supervision and 

training activities, so they increasingly unite around the needs of beneficiaries – while 

supporting compliance, reimbursement and productivity 

 
Quality Management Division: The Quality Management Division will provide the staffing and 

infrastructure for a wide range of quality management activities including utilization 

management and authorization, decision support and measurement, quality assurance and 

auditing, and research and evaluation. Quality Management staff will provide critical quality 

improvement supports to both the ET and the BHQIC/SOC Committees. 

 
Quality Management represents an amalgamation of existing infrastructure that is coming 

together through the Behavioral Health Integration initiative, which is underway. This division 

will have the following structure: 

 

 
 

BHSD’s Executive Team, along with the multi-agency Behavioral Health Quality Improvement 
Committee (BHQIC) and System of Care (SOC) Committees have the shared responsibility to 
align improvement priorities with the agency vision and oversee their conduct to advance the 
system’s mission.  

 
In order to assure improvement initiatives will be aimed at providing value to our customers, 
only those activities that directly improve the Core System Processes or System Supports are 
undertaken. These processes and supports are represented in the following diagram. 
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VISION & 
MISSION Design & Redesign Processes 

and Services 

 
 
 

   

System 

 
 
 

 

 

 

 

 

 

 

Each objective and initiative delineated in the annual QI Work Plan is driven by how it will 

improve our Core System and/or the System Supports – and progress towards our long 

term performance targets. 
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MEASUREMENT FOR IMPROVEMENT 

 

A core component of BHS’s QI Program is measurement. The Executive Team, BHQIC and 

SOC routinely monitor system performance for the two categories previously described: 

Timely Access to Appropriate Service, and Beneficiary Wellness and Recovery Progress. 

Each has a set of indicators that together measure whether the system is providing value 

to our customers. 

 
The following Indicators for each of these categories are listed below; see Appendix X for 

current performance and Appendix E for operational definitions of these measures 

(Appendix X identifies additional measures to be developed). 

 
1) Timely Access to Appropriate Services 

• Average Days to Initial Service by Level, Language 

• Percentage of Beneficiaries Receiving Initial Services Within Target 

• Average Days to MD Service 

• Percent of New Consumers with 4+ Visits Within 30 Days 

• Monthly Admission Activity 

• Percentage of beneficiaries in need (estimated) who are actively being served 

 
2) Beneficiary Wellness and Recovery Progress 

• Consumer No Show Rate 

• Percent MORS at Discharge 

• Active Consumers with Length of Stay (LOS) & Average MORS/CANS Score 

• Discharged Consumers with Length of Stay (LOS) & Average MORS/CANS Score 

• Monthly Clinic Program Billable Services 

• Total Consumers Served by Month 

• MORS Progress 

• Hospital Readmissions within 30 days 

• Successful Discharges (MORS/CANS and Discharge Reason Code) 

 
In addition, the ET monitors a set of indicators for specific areas of compliance and 

system activity, including those delineated by DHCS in its Mental Health Plan (MHP) 

Contract. These indicators help to assure specific concerns are addressed and to identify 

emerging trends that indicate system improvement may be required. These “System 

Monitoring Measures”, described in Appendix E, include: 

 
1) Service Delivery Capacity: number of consumers served in various levels of care in 

terms of how many consumers the system is designed to accommodate 
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2) Crisis Residential Services (Outpatient, IMD, Acute) 
 

3) Accessibility of Services (including efforts to mitigate cultural and ethnic disparity) - 

• Determination of ease and timeliness of accessibility to various levels of 

service (Cantonese, English, Mandarin, Spanish, Tagalog, Vietnamese, 

Other) 

• Determination of ease of access for consumers with special needs, including 

language, culture, visual aid hearing impairment, and co-morbid 

developmental or substance use problems (Language, Culture, Deaf, Blind, 

2nd DX DD, 2nd Dx SA) 

• Responsiveness of after-hours services and urgent care services, and 

• Responsiveness of the 24/7 toll free Call Center number in all 7 threshold languages. 

4) Beneficiary Satisfaction 

• Consumer and family satisfaction (Youth and Family, Adult, Older Adult) 

• Problem Resolution Process 

• Appeals, Expedited Appeals 

• Grievances: 60 days 

• Trends in Grievance, Appeals, and Expedited Appeals Process 

5) System and Clinical Issues 

• Safety and effectiveness of medication practices. 

• Critical incident reporting process (timeliness of notification and intervention). 

• Changes made to service delivery as the result of critical incidents 

• Staff Satisfaction 

• Trends in NOAs 

6) Other 

• Continuity and Coordination of Care with Other Agencies: coordination with 

physical health care, drug and alcohol services, and regional center services, 

and identifying opportunities for improvement. 

• Provider satisfaction, and identifying trends and areas of improvement 
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QUALITY IMPROVEMENT PROGRAM & WORK PLAN 
 

 
 

PLANNING FOR IMPROVEMENT (PIP)  

 

As described above, the BHSD’s planning process to develop the annual QI Work Plan includes 

review of two categories of system performance: Timely Access to Appropriate Service, and 

Beneficiary Wellness and Recovery Progress, each of which is critical to the delivery of value to 

our customers. Planning activities are intended to support both continuous quality 

improvement activities and focused initiatives to achieve targeted levels of performance in 

these categories. 

 
These initiatives are reflective of BHSD’s six strategic priorities described in the Introduction: 

• Behavioral Health Integration 

• Access and Capacity 

• Value and Cost Effectiveness 

• Beneficiary/Consumer/Family Experience 

• Quality and Safety 

• Workforce Development 

 
In addition, during FY20 three workgroups will focus on the following Performance 

Improvement Projects: 

 
Clinical PIP: Transitioning Beneficiaries from TAY to Adult Services 
 

The goal of the Clinical PIP is to reduce a youth’s need for acute care and increase their 
engagement and connection to a transition provider. It strives to increase access and improve 
care coordination. The plan is to develop a transition team with the intent to coordinate care, 
reinforce the “warm handoff,” support engagement with the new provider in order to close 
service gaps in the transition process for TAY youth transitioning into adult care. A training 
protocol on transition services and warm handoffs will also be developed and offered during 
the initial phase of the Clinical PIP. Significant research highlights the critical importance of 
longer-term warm handoffs to ensure TAY youth connect to outpatient services they need and 
reduce the need of higher levels of care. This Clinical PIP is a cross sector collaboration effort 
between Family & Children’s Services Division System of Care and the Adult Division System of 
Care which includes key stakeholders such as consumer representation. 
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Non-Clinical: Beneficiaries’ Timeliness to Access and Treatment Services 
 

The goal of the Non-Clinical PIP is to increase clients’ access to services in a timely manner, as 
defined by Final Rule which states an MHP must provide Medi-Cal beneficiaries a non-urgent,  
non-psychiatry mental health appointment within 10 days of the beneficiary’s request. 

The intervention for improvement consists of the following: 
 

First, is to develop a revised capacity management system using the current weekly reporting 
frequency with the addition of a real-time capacity tracking element.  This involves moving away 
from the current Unicare process and replacing it with a shared document across the system 
(contract providers and county clinics). 

 
Second, is to establish same day access for beneficiaries seeking behavioral health treatment. The 
Call Center would refer beneficiaries for assessment same or next day to determine medical 
necessity and provide services, or refer to appropriate placement, if medical necessity is not 
established. 

 

The stakeholder groups for this PIP consists of the following participants: consumer staff, executive 
management, call center staff, clinic managers, contract providers, QI staff. 
 

The QI Program provides the following structure for carrying out these Work Group 
improvement initiatives: 

• Work Group Lead(s): County staff assigned to support achievement of 

targeted improvement 

• Work Group Members: County and contractor staff nominated to carry 

out the improvement work 

• Work Group Charter: A summation of the program or issue to be addressed, a 

concise statement of aim, specific goals and measurable objectives, and 

delineation of other useful guidance 

• Testing: Small tests of change to assure changes recommended will and do 

lead to improvement 

• Regular Reporting: Brief written reports to the BHQIC (and SOC committees) 

which are discussed in BHQIC meetings as needed. 
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Santa Clara Department of Behavioral Health Services 
QUALITY IMPROVEMENT PROGRAM & WORK PLAN 

CONTRACT MONITORING TOOL 
Appendix A  

 
 

 
 
 

 

 

October 3, 2018 

CONTRACT MONITORING TOOL 

 
GUIDING PRINCIPLES CATEGORIES AND MEASURES 
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Overview - Guiding Principles 
 

 

➢ The monthly contract monitoring process will be a phased approach – building oversight of four key categories over time. o Program 

Integrity | Compliance o Financial Reporting o Network Adequacy | Staffing o Access | Utilization Review | Beneficiary Experience 

➢ The contract monitoring tool will initially combine both quality improvement and quality assurance measures – with an evolving focus on 
future quality assurance measures. 

➢ The contract monitoring tool will seek to avoid duplication with other reporting tools and requirements whenever possible. 

➢ The measures that are selected within the contract monitoring tool will be clearly defined. 

➢ The monthly monitoring process will strive to evaluate measures that are of value and utility for all BHSD contracts – including mental 
health and substance use. 

 

Contract Monitoring Tool – 

 I. Program Integrity | Compliance 

Category Measure Authority/Source Metric/Benchmark Timeframe Status 

  
I. Program Integrity & 

Compliance 

Ownership and control 

and prohibited 

affiliation disclosures 

submitted. 

CFR Disclosure statements 

submitted to MHP 

Annual  

Evidence of Medi-Cal CFR, regulation, and Contract confirmation Annual  

provider certification contract 

or re-certification. 
 

 

 

 

  

    

Met/ 
Partially met/  
Unmet? 

Met/ 
Partially met/  
Unmet? 
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Contract Monitoring Tool – 

II. Financial Reporting 

Category Measure Authority/Source Metric/Benchmark Timeframe Status 

      II. Financial 

reporting 

Claims for 

covered services 

submitted and 

certified 

consistent with 

MHP 

requirements 

(Unicare). 

CFR, regulation, and 

Contract 

Claims and denials. Initial submission 

within 60 days of 

the date of service 

and denials 

processed and 

resubmitted within 

30 days of return 

to contractor. 

(*Provided by Jody 

Yusim.) 

Met/ 
Partially met/ 
Unmet? 

 Annual 

certified cost 

report 

submitted to 

MHP. 

CFR, regulation, and 

Contract 

Cost Report. Submitted within 

60 days of the 

close of the fiscal 

year. (*Provided 

by Susan Le.) 

Met/ 
Partially met/ 
Unmet? 

 Financial 

Utilization 

Report. 

Expenditure for Medi- 

Cal and Non-Medi-Cal 

vs. Budget 

Financial Utilization 

Report. *Verification by 

Finance and Programs. 

Quarterly 

submission. 
 

 

 

 

 

 

 

 

 

 

Met/ 
Partially met/ 
Unmet? 

 

 

 

 

 

 

 

 

 



 

26 | P a g e   

 

Contract Monitoring Tool – 

III. Network Adequacy | Staffing 

Category Measure Authority/Source Metric/Benchmark Timeframe Status 

      III. Network 

Adequacy & Staffing 

Timely submission of 

quarterly (MH) and 

annually (SUTS) 

network adequacy 

data. 

CFR, contract, and 

DHCS Information 

Notice 

Provider submission of 

data to MHP. 

On or before 

the required 

date. 

Met/ 
Partially 
met/ 
Unmet? 

 Timely submission of the 

quarterly staffing (MH) 

and annually (SUTS), 

direct service 

productivity and staffing 

expenditure matrix. 

County Contract Provider submission of 

the staffing matrix. 

On or before 

the required 

date. 

Met/ 
Partially 
met/ 
Unmet? 
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Contract Monitoring Tool – 

IV. Access | Utilization Review | Beneficiary Experience 

Category Measure Authority/Source Metric/Benchmark Timeframe Status 

      IV. Access, 

Utilization 

Review, and 

Beneficiary 

Experience 

Time to first outpatient 
acute outpatient visit for 
Level 1 

beneficiaries. (5 

Business Days) 

EQRO, County 

Contract 

Provider review of 

open caseload. 

Non- 

compliance 

of 5% or 

more 

requires 

quarterly 

reporting 

and a plan 

of 

correction. 

Met/ 
Partially met/ 
Unmet? 

 Time from request to 

first 

appointment /contact 

for 

Level 2 beneficiaries. 

(10 Business Days) 

EQRO, County 

Contract 

Provider review of 

referrals and open 

caseload. 

Non- 

compliance 

of 5% or 

more 

requires 

quarterly 

reporting 

and a plan 

of 

correction. 

Met/ 
Partially met/ 
Unmet? 

 Time from request to 

first 

appointment/contact 

for 

Psychiatry services. (15 

Business Days) 

  

 

 

 

 

 

 

 

 Met/ 
Partially met/ 
Unmet? 
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 Beneficiary 
experience/satisfaction. 
(*For County, reference 
“Consumer Perception 
Survey”) 

EQRO, regulation, and 

County Contract 

Confirmation on use of a 
beneficiary 
experience/satisfaction 
survey. 
Provision of a sample of 

responses using the 

survey to evaluate 

beneficiary experience 

and satisfaction. 

Annual (or as 

determined). 

Met/ 
Partially met/ 
Unmet? 
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Santa Clara Department of Behavioral Health Services 
QUALITY IMPROVEMENT PROGRAM & WORK PLAN 

FY20 QI Work Plan Goals, Objectives and Measures 

APPENDIX B 
 

 

Average Time to 1st Visit 
 

GOAL: Timely Access to Appropriate Services 
LONG TERM 

PERFORMANCE 
TARGET: 

Time to access initial services is no more than 7 days for urgent and post-acute beneficiaries, and 14 days for all others, based from referral date from call 
center 

MEASURE: Average time to 1st visit 
BACKGROUND: • See CA DMC standards below. 

• EQRO: Collect, analyze and report out to relevant stakeholders the timeliness of post-hospital discharge appointments and hospital readmissions at least 
quarterly. Investigate possible barriers to timely service and develop strategies to address them 

• HEDIS 2015 Measure: Follow-up after hospitalization for mental illness 

• MHP Contract: Accessibility of Services (includes efforts to mitigate cultural and ethnic disparity) - Determination of ease and timeliness or accessibility 
to various levels of service; Determination of ease of access for consumers with special needs, including language, culture, visual/hearing impairment, 
and co-morbid development or substance use problems. 

RELATED 
INIATIVES: 

• Behavioral Health Integration Plan: Seamless access and referral to diagnostic assessments and coordinated treatment 

• MHSA County Component Level Goal 

o Reduction of Disparities in Access to MH Services (PEI) 
o Increase access to underserved groups (INN) 

• Increase access to services (INN) 
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Beneficiaries Receiving 1st Visit More Than 7/14 Calendar Days from Initial Request 
 

GOAL: Timely Access to Appropriate Services 
LONG TERM 

PERFORMANCE 
TARGET: 

Time to access initial services is no more than 7 days for urgent and post-acute beneficiaries, and 14 days for all others based from referral date from 
call center 

MEASURE: Beneficiaries receiving 1st visit more than 14 calendar days from initial request 
BACKGROUND: • See CA DMC standards below. 

• EQRO: Collect, analyze and report out to relevant stakeholders the timeliness of post-hospital discharge appointments and hospital readmissions 
at least quarterly. Investigate possible barriers to timely service and develop strategies to address them 

• HEDIS 2015 Measure: Follow-up after hospitalization for mental illness 

• MHP Contract: Accessibility of Services (includes efforts to mitigate cultural and ethnic disparity) - Determination of ease and timeliness or 
accessibility to various levels of service; Determination of ease of access for consumers with special needs, including language, culture, visual and 
hearing impairment, and co-morbid development or substance use problems. 

RELATED 
INIATIVES: 

• Behavioral Health Integration Plan: Seamless access and referral to diagnostic assessments and coordinated treatment 

• MHSA County Component Level Goal 

o Reduction of Disparities in Access to MH Services (PEI) 
o Increase access to underserved groups (INN) 

• Increase access to services (INN) 

 

Beneficiaries Who Receive at Least 4 Visits in Their 1st Month of Service 
 

GOAL: Timely Access to Appropriate Services 
LONG TERM 

PERFORMANCE 
TARGET: 

% of individuals are engaged in the recovery process within 30 days from initial contact with the Call Center 

MEASURE: Beneficiaries who receive at least 4 visits in their 1st month of service 
BACKGROUND:  

RELATED 
INIATIVES: 

• Behavioral Health Integration Plan: 

o Increased beneficiary engagement and self-care resulting in reduced emergency and hospital admissions 
o Reduced stigma and discrimination related to behavioral health 
o Reduced disparities in service access and engagement 
o Residents having access to integrated BH services at the appropriate level of care 

• MHSA County Component Level Goal: 

o Increase access to underserved groups (INN) 

o Increase access to services (INN) 
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No Show Rate 
 

GOAL: Timely Access to Appropriate Services 
LONG TERM 

PERFORMANCE 
TARGET: 

% of individuals are engaged in the recovery process within 30 days 

MEASURE: No show rate for follow-up visit after 1st visit (both face-to-face) 
BACKGROUND: Future measure will be percentage of total visits that are no shows (cancellations will not be included) 

RELATED 
INIATIVES: 

• Behavioral Health Integration Plan: 

o Increased beneficiary engagement and self-care resulting in reduced emergency and hospital admissions 
o Reduced stigma and discrimination related to behavioral health 
o Reduced disparities in service access and engagement 
o Residents having access to integrated BH services at the appropriate level of care 

• MHSA County Component Level Goal: 

o Increase access to underserved groups (INN) 

o Increase access to services (INN) 

 

 

No Show Rate for Follow-Up Visit After 1st Visit (Both Face-To-Face) 
 

GOAL: Timely Access to Appropriate Services 
LONG TERM 

PERFORMANCE 
TARGET: 

% of individuals are engaged in the recovery process within 30 days 

MEASURE: No show rate for follow-up visit after 1st visit (both face-to-face) 
BACKGROUND: Future measure will be percentage of total visits that are no shows (cancellations will not be included) 

RELATED 
INIATIVES: 

• Behavioral Health Integration Plan: 

o Increased beneficiary engagement and self-care resulting in reduced emergency and hospital admissions 
o Reduced stigma and discrimination related to behavioral health 
o Reduced disparities in service access and engagement 
o Residents having access to integrated BH services at the appropriate level of care 

• MHSA County Component Level Goal: 

o Increase access to underserved groups (INN) 

o Increase access to services (INN) 
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Penetration Rate 
 

GOAL: Timely Access to Appropriate Services 
LONG TERM 

PERFORMANCE 
TARGET: 

The penetration rate for service to the community is at least 6% across all segments (age, sex, geography, ethnicity and race) 

MEASURE: Penetration rate by: 
• Age 

• Ethnicity 

• Sex 
BACKGROUND: • State DMH/EQRO established the target penetration rate to be 5.6% 

RELATED 
INIATIVES: 

• Behavioral Health Integration Plan: 

o Reduced stigma and discrimination related to behavioral health 
o Reduced disparities in service access and engagement 

• MHSA County Component Level Goal: 
o Reduce disparities in service access (CSS) 
o Reduction of Disparities in Access to Mental Health Services (PEI) 
o Increase access to underserved groups (INN) 
o Increase access to services (INN) 

Successful Discharges 
 

GOAL: Beneficiary Wellness and Recovery Progress 
LONG TERM 

PERFORMANCE 
TARGET: 

At least 60% of discharges are successful 

MEASURE: Percent of discharges that are successful from a program (as indicated by discharge code or changed in MORS/CANS scores) 
BACKGROUND: Measure includes beneficiaries discharging from a program and entering a new program with a lower level of care, as well as beneficiaries 

discharging from the system having achieved their recovery goals. 
BHS uses a version of John Lyons’ Child and Adolescent Needs and Strengths (CANS) assessment tool to assess and measure progress in identified 
need areas. The assessment is used as a tool to identify needs and strengths and actionable items to guide individual treatment planning. On a 
program level, aggregate CANS data is used to identify beneficiary profiles and areas of strength and growth opportunities. 

RELATED 
INIATIVES: 

• Behavioral Health Integration Plan: 
o Improved treatment outcomes in BH, which include improved psychosocial functioning and increased capacity for a stable life in the community 

o Increased beneficiary engagement and self-care resulting in reduced emergency and hospital admissions; 

• MHSA County Component Level Goal (CSS): 
o Reduce subjective suffering from mental illness (CSS) 
o Increase meaningful use of time and capabilities in school, work, and activity (CSS) 
o Increase natural networks of supportive relationships (CSS) 
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Psych Hospital Inpatient Utilization 
 

GOAL: Beneficiary Wellness and Recovery Progress 
LONG TERM 

PERFORMANCE 
TARGET: 

The rate per 1000 of individuals using emergency or hospital services is no more than xx 

MEASURE: Emergency or hospital inpatient utilization 
BACKGROUND: • EQRO: Develop systems to carefully track service utilization/outcomes associated with high use/cost beneficiaries 

• HEDIS Measure: Inpatient Utilization – General Hospital/Acute Care 
RELATED 

INIATIVES: 
• Behavioral Health Integration Plan: 
o Improved treatment outcomes in BH, which include reduced use of expensive health care services such as emergency room and inpatient 

services 

o Increased beneficiary engagement and self-care resulting in reduced emergency and hospital admissions 
o Cost effective service as indicated by reduced need for intensive services 
o Increased beneficiary engagement and self-care resulting in reduced emergency and hospital admissions 

Readmission Rate 
 

GOAL: Beneficiary Wellness and Recovery Progress 
LONG TERM 

PERFORMANCE 
TARGET: 

No more than xx% of beneficiaries receiving inpatient hospital services are readmitted within 30 days. 

MEASURE: Readmission Rate 

BACKGROUND: • EQRO: 
o Develop systems to carefully track service utilization/outcomes associated with high use/cost beneficiaries. 
o Collect, analyze and report out to relevant stakeholders the timeliness of post-hospital discharge appointments and hospital readmissions 

at least quarterly. 

RELATED 
INIATIVES: 
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(c) Standards for Timely Access to Care. 

(5) In addition to ensuring compliance with the clinical appropriateness standard set forth at subsection (c)(1), each plan shall ensure that its contracted provider network has 
adequate capacity and availability of licensed health care providers to offer enrollees appointments that meet the following timeframes: 
(A) Urgent care appointments for services that do not require prior authorization: within 48 hours of the request for appointment, except as provided in (G); 
(B) Urgent care appointments for services that require prior authorization: within 96 hours of the request for appointment, except as provided in (G); 
(C) Non-urgent appointments for primary care: within ten business days of the request for appointment, except as provided in (G) and (H); 
(D) Non-urgent appointments with specialist physicians: within fifteen business days of the request for appointment, except as provided in (G) and (H); 
(E) Non-urgent appointments with a non-physician mental health care provider: within ten business days of the request for appointment, except as provided in (G) and (H); 
(F) Non-urgent appointments for ancillary services for the diagnosis or treatment of injury, illness, or other health condition: within fifteen business days of the request 
for appointment, except as provided in (G) and (H); 
(G) The applicable waiting time for a particular appointment may be extended if the referring or treating licensed health care provider, or the health professional providing 
triage or screening services, as applicable, acting within the scope of his or her practice and consistent with professionally recognized standards of practice, has determined 
and noted in the relevant record that a longer waiting time will not have a detrimental impact on the health of the enrollee; 
(H) Preventive care services, as defined at subsection (b)(3), and periodic follow up care, including but not limited to, standing referrals to specialists for chronic conditions, 
periodic office visits to monitor and treat pregnancy, cardiac or mental health conditions, and laboratory and radiological monitoring for recurrence of disease, may be 
scheduled in advance consistent with professionally recognized standards of practice as determined by the treating licensed health care provider acting within the scope of 
his or her practice; and 
(I) A plan may demonstrate compliance with the primary care time-elapsed standards established by this subsection through implementation of standards, processes and 
systems providing advanced access to primary care appointments, as defined at subsection (b)(1). 

i § 1300.67.2.2.   Timely Access to Non-Emergency Health Care Services 
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Report Date February 12, 2019 

Santa Clara Department of Behavioral Health Services 

QUALITY IMPROVEMENT PROGRAM & WORK PLAN 

     Performance Outcomes Adult Specialty Mental Health Services Report 

APPENDIX C 
 

 

 

 

Background 

This report measures the effectiveness of adult specialty mental health services. It models reports developed to measure Early and Periodic Screening, Diagnosis, and Treatment 

(EPSDT) mental health services as mandated by Welfare and Institutions Code Section 14707.5. The intent of these reports is to improve outcomes at the individual, program, 

and system levels and inform fiscal decision-making related to the purchase of services. 

 
Since 2012 DHCS has worked with several groups of stakeholders to create a structure for reporting, to develop a Performance Measurement Paradigm, and to design indicators 

and measures. The Performance Outcomes System will be used to evaluate the domains of access, engagement, service appropriateness to need, service effectiveness, linkages, 

cost effectiveness and satisfaction. Further information on the Performance Measures System implementation is available on the DHCS website. Documents posted include the 

relevant legislation, plans submitted to the Legislature, and handouts for meetings with the Stakeholder Advisory Committee back to the first meeting in 2012. To obtain this 

information go to: http://www.dhcs.ca.gov/provgovpart/pos/Pages/default.aspx. 

Overview 

Three reports will be provided: statewide aggregate data; population-based county groups; and county-specific data. These aggregate reports provide adult information on the initial 

indicators that were developed for the Performance Outcomes System. DHCS plans to move to annual reporting of these data for the Performance Outcomes System. 
 

The first series of charts and tables focus on the demographics of adults 21* and older who are receiving SMHS based on approved claims for Medi-Cal eligible beneficiaries. 

Specifically, this includes demographics tables of this population by age, gender, and race/ethnicity. Utilization of services reports are shown in terms of dollars, as well as by service in 

time increments. Two types of penetration information are provided; both penetration rate tables are also broken out by demographic characteristics. The snapshot table provides a point-

in- time view of adults arriving, exiting, and continuing services over a two-year period. The time-to-step-down table provides a view over the past four years of the time to stepdown 

services following inpatient discharge. 

Where possible, the reports provide trend information by displaying information for Fiscal Years (FY) 14/15, 15/16, 16/17, and 17/18. 

Definitions 

*Population - Beneficiaries with approved services adjudicated through the Short Doyle/Medi-Cal II claiming system that were: 

• Age 21 or older during the approved date of service on the claim. 
 

 
Data Sources - 

(2) Short-Doyle/Medi-Cal II (SD/MC II) claims with dates of service in FY 14/15 through FY 17/18. 

(3) Medi-Cal Eligibility Data System (MEDS) data from the Management Information System/Decision Support System (MIS/DSS) FY 14/15 through FY 17/18. 

http://www.dhcs.ca.gov/provgovpart/pos/Pages/default.aspx
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Additional Information 

The Measures Catalog is the companion document for these reports and provides the methodology and definitions for the measures. Each measure is defined and the 

numerator and denominator used to develop the metrics are provided with relevant notes and additional references. The Measures Catalog may be found at: 

http://www.dhcs.ca.gov/services/MH/Documents/MedCCC/Library/POSMeasuresCatalog_Sept15Reporting_Final_1.11.15.pdf 

 
Note on Privacy: 

The Health Insurance Portability and Accountability Act (HIPAA) and Code of Federal Regulations (CFR) 42 rules protect most individually identifiable health information in 

any form or medium; whether electronic, on paper, or oral. DHCS has strict rules in place to protect the identification of individuals in public reports. A “Public Aggregate 

Reporting – DHCS Business Reports” process has been established to maintain confidentiality of beneficiary Personal Information. The Performance Outcomes System complies 

with Federal and State privacy laws. Thus, the POS must appropriately and accurately de-identify data for public reporting. Due to privacy concerns, some cells in this report 

may have been suppressed to comply with state and federal rules. When necessary, these data are represented as follows: 1) Data that are missing is indicated as "-" 2) Data that 

have been suppressed due to privacy concerns is indicated as "^". 

Report Highlights 

*County-specific findings may be interpreted alongside the POS statewide and population-based report findings. 

 
*The penetration rates reported here were calculated using a different methodology than that used by the External Quality Review Organization (EQRO). The differences in 

methodology makes comparison between the POS penetration rates and the EQRO penetration rates not appropriate nor useful. The POS methodology for calculating penetration 

rates was selected because it is easier to compute, more straightforward to interpret, and is in use by other states and counties. For the POS, the penetration rate is calculated by 

taking the total number of adults who received a number of SMHS (1 or 5 for POS) in a FY and dividing that by the total number of Medi-Cal eligible adults for that FY. This 

methodology results in lower penetration rates as compared to the EQRO rates, but it does so across the board so that all counties and the state will be similarly impacted. 

 
*The snapshot report provides a point-in-time look at adults' movement through the SMHS system. The report uses five general categories to classify if an adult is entering, 

exiting, continuing services, or a combination of these categories (e.g., arriving and exiting). As of now, this report only classifies adults and their service usage for FY 14/15 

through FY17/18. Eventually the snapshot data will be used along with measures of service effectiveness to identify whether adults are improving as a result of receiving services 

from the time they first arrived in the system to when they exit the system. This methodology was adapted from the California Mental Health and Substance Use System Needs 

Assessment (2012). More information on the original methodology can be found here: http://www.dhcs.ca.gov/provgovpart/pos/Pages/Performance-Outcomes-System- 

Reports-and-Measures-Catalog.aspx  

 
*The psychiatric emergency services/hospital data measured in the time to step-down services report relies solely on claims data from Short Doyle/Medi-Cal II. Currently, the 

number of days is capped at 365 days (to mitigate the impact of extreme statistical anomalies) when calculating the mean and max for time between discharge and step down 

service. This methodology will be updated in the next reporting cycle. Additionally, county specific and population-based reports are based on the county of fiscal responsibility 

for the patient who receives step-down services. 

Please contact cmhpos@dhcs.ca.gov for any questions regarding this report. 

http://www.dhcs.ca.gov/services/MH/Documents/MedCCC/Library/POSMeasuresCatalog_Sept15Reporting_Final_1.11.15.pdf
http://www.dhcs.ca.gov/provgovpart/pos/Pages/Performance-Outcomes-System-Reports-and-Measures-Catalog.aspx
http://www.dhcs.ca.gov/provgovpart/pos/Pages/Performance-Outcomes-System-Reports-and-Measures-Catalog.aspx
mailto:cmhpos@dhcs.ca.gov
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Demographics Report: Unique Count of Adults Receiving SMHS by Fiscal Year 

Santa Clara County as of February 12, 2019 
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Demographics Report: Unique Count of Adults Receiving SMHS by Fiscal Year 

Santa Clara County as of February 12, 2019 

 

 



 

39 | P a g e  

 

 

 

Demographics Report: Unique Count of Adults Receiving SMHS by Fiscal Year 

Santa Clara County as of February 12, 2019 
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Demographics Report: Unique Count of Adults Receiving SMHS by Fiscal Year 

Santa Clara County as of February 12, 2019 
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Penetration Rates *Reports: Adults With At Least One SMHS Visit** 

Santa Clara County as of February 12, 2019 
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Engagement Rates Report: Adults with Five or More SMHS Visits** 

Santa Clara County as of February 12, 2019 
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Engagement Rates Report: Adults with Five or More SMHS Visits** 

Santa Clara County as of February 12, 2019 
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Engagement Rates Report: Adults with Five or More SMHS Visits** 

Santa Clara County as of February 12, 2019 
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Engagement Rates Report: Adults with Five or More SMHS Visits** 

Santa Clara County as of February 12, 2019 
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Engagement Rates Report: Adults with Five or More SMHS Visits** 

Santa Clara County as of February 12, 2019 
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Engagement Rates Report: Adults with Five or More SMHS Visits** 

Santa Clara County as of February 12, 2019 
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Santa Clara Department of Behavioral Health Services 
QUALITY IMPROVEMENT PROGRAM & WORK PLAN 

Performance Learning Measures – Operational Definitions 

APPENDIX D 
 

 

System Goals QI Program Goal Measure Description Calculation System Target 

Timely Access to 
Appropriate Services 

Time to first 
billable visit  

Average calendar days to initial service 
for Level 1 Call Center referrals 

Average time to 1st billable 
visit for Level 1 consumers 
from when the Call Center 
sends the referral to the 
agency 

Initial service date - Call Center referral 
date 

7 Days 

Average calendar days to initial service 
for Specialty MH Call Center (Level 2 or 
3) referrals 

Average time to 1st billable 
visit for Specialty MH 
consumers (Level 2 or 3) from 
when the Call Center sends 
the referral to the agency 

Initial service date - Call Center referral 
date 

14 Days 

Average calendar days to initial service 
for Mild-Moderate Call Center referrals 

Average time to 1st billable 
visit for Mild-Moderate 
consumers from when the Call 
Center sends the referral to 
the agency 

Initial service date - Call Center referral 
date 

10 Days 

Penetration Rate 
Increase the penetration rate for 
beneficiaries served by at least 1% for 
each ethnic group 

This measure tells us how well 
we outreach and support 
those in need to access our 
services 

Total number of SCC Medi-Cal 
benficiaries receiving services in the 
Mental Health Department / Total 
number of SCC Medi-Cal beneficiaries  

Maintain current level of 1% or 
greater 

Assessment 
Appointment  

Percent of beneficiaries receiving an 
assessment appointment within ten 
business days. 

Medi-Cal beneficiaries are 
required by DHCS to receive a 
first assessment appointment 
(non-urgent and non-
psychiatry) within ten business 
days of his/her request 

Total number of beneficiaries with first 
assessment appointment within 10 
business days / Total number of clients 
referred 

80% 

Call Center 
Referral 

Call Center will reduce the time it 
currently takes to refer beneficiaries to a 
contract provider from five business days 
to within three business days 

Continual effort to improve 
timeliness standards for 
beneficiaries which includes 
challenging the system to 
reach a performance target of 
three business days 

Total number of beneficiaries referred 
within three business days / Total 
number of call center referrals made 

80% 
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System Goals QI Program Goal Measure Description Calculation System Target 

Client Wellness and 
Recovery Process 

Successful 
Discharges  

Percent of successful discharges with a 
MORS category (AOA only) 

For more details, see 'FY16 
Defining Successful 
Discharges' 

Total number of successful discharges 
with a MORS category of 6, 7, or 8 / 
(Total number of consumers 
discharged - consumers discharged for 
administrative reasons) 

70% 

Percent of successful discharges without 
a MORS category (AOA only) 

For more details, see 'FY16 
Defining Successful 
Discharges' 

Total number of successful discharges 
/ (Total number of consumers 
discharged - consumers discharged for 
administrative reasons) 

70% 

Percent of successful discharges (F & C 
only) 

For more details, see 'FY16 
Defining Successful 
Discharges' 

Total number of successful discharges 
/ (Total number of consumers 
discharged - consumers discharged for 
administrative reasons) 

75% 

Readmission Rate 
Reduce the number of clients receiving 
inpatient hospital services who are 
readmitted within 30 days to 9%. 

The system monitors 
readmission rates for those 
individuals who are readmitted 
to the inpatient hospitals within 
30 days of the initial 
discharge. 

Total number of beneficiaries receiving 
inpatient hospital services readmitted 
within 30 days / Total number of 
beneficiaries receiving inpatient  
hospital services 

9% 

https://www.sccgov.org/sites/bhd/partners/QI/DecisionSupport/Documents/2016/Decision%20Support%20Home%20Page/FY16%20Defining%20Successful%20Discharges.pdf
https://www.sccgov.org/sites/bhd/partners/QI/DecisionSupport/Documents/2016/Decision%20Support%20Home%20Page/FY16%20Defining%20Successful%20Discharges.pdf
https://www.sccgov.org/sites/bhd/partners/QI/DecisionSupport/Documents/2016/Decision%20Support%20Home%20Page/FY16%20Defining%20Successful%20Discharges.pdf
https://www.sccgov.org/sites/bhd/partners/QI/DecisionSupport/Documents/2016/Decision%20Support%20Home%20Page/FY16%20Defining%20Successful%20Discharges.pdf
https://www.sccgov.org/sites/bhd/partners/QI/DecisionSupport/Documents/2016/Decision%20Support%20Home%20Page/FY16%20Defining%20Successful%20Discharges.pdf
https://www.sccgov.org/sites/bhd/partners/QI/DecisionSupport/Documents/2016/Decision%20Support%20Home%20Page/FY16%20Defining%20Successful%20Discharges.pdf
https://www.sccgov.org/sites/bhd/partners/QI/DecisionSupport/Documents/2016/Decision%20Support%20Home%20Page/FY16%20Defining%20Successful%20Discharges.pdf
https://www.sccgov.org/sites/bhd/partners/QI/DecisionSupport/Documents/2016/Decision%20Support%20Home%20Page/FY16%20Defining%20Successful%20Discharges.pdf
https://www.sccgov.org/sites/bhd/partners/QI/DecisionSupport/Documents/2016/Decision%20Support%20Home%20Page/FY16%20Defining%20Successful%20Discharges.pdf
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Santa Clara Department of Behavioral Health Services 
QUALITY IMPROVEMENT PROGRAM & WORK PLAN 

System Monitoring Measures 

APPENDIX E 
 

 
 

Service Delivery Capacity 
MEASURE: Service Delivery Capacity: 

number of consumers are 
served in various levels of care 
in terms of how many 
consumers the system is 
designed to accommodate 

CURRENT PERFORMANCE 

 

#REFERRAL VOLUME (ANNUAL MEDIAN) 
 

   

 
 
 
 
 
 
 
 
 
 
 

 
. 

TARGET: 95% Capacity by mode of 
service. 

 

CAPACITY & CENSUS: The ability to serve both those individuals currently receiving services and those newly in need is driven by how well system capacity 
and census is managed – at all levels (individual staff caseloads, programs, and divisions). Use of capacity is indicated both by the amount of capacity filled 
on any given day (static) and the number of unique individuals served over time (dynamic). At the core of managing census is the ability to match service to 
need (type and intensity) and steady advancement of individuals in their wellness and recovery journey. 

 
 

Age # Referrrals Unduplicated Clients 

0-5 1382 1307 

6-17 3535 3285 

18-21 526 482 

22-30 997 903 

31-59 1702 1541 

60+ 440 403 

Total 8582 7921 
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Accessibility of Services: Determination of Ease and Timeliness of Accessibility to Various Levels of Service 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

MEASURE: Accessibility of Services (including efforts to mitigate cultural and ethnic disparity): Determination of ease and timeliness of 
accessibility to various levels of service (Cantonese, English, Mandarin, Spanish, Tagalog, Vietnamese, Other) 

TARGET: 100% of new admissions will receive services within 14 days of admission. 

BACKGROUND: MHP Contract: 
11. Quality Management (QM) Program. 
J. The Contractor shall have a QM Work Plan covering the current contract cycle with documented annual evaluations and 

documented revisions as needed. The QM Work Plan shall include: 
4) A description of mechanisms Contractor has implemented to assess the accessibility of services within its service delivery 

area. This shall include goals for responsiveness for the Contractor’s 24-hour toll-free telephone number, timeliness for 
scheduling of routine appointments, timeliness of services for urgent conditions, and access to after-hours care. 
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Accessibility of Services: Determination of Ease of Access for Consumers with Special Needs 
MEASURE: Accessibility of Services (including efforts to mitigate 

cultural and ethnic disparity): Determination of ease 
of access for consumers with special needs, including 
language, culture, visual aid hearing impairment, and 
co-morbid developmental or substance use problems 
(Language, Culture, Deaf, Blind, 2nd DX DD, 2nd Dx 
SA) 

CURRENT PERFORMANCE 

TARGET: 100% of beneficiaries with special needs identified 
at first contact will receive services. 

 

BACKGROUND: MHP Contract:  
   

  

11. Quality Management (QM) Program. 
J. The Contractor shall have a QM Work Plan 

covering the current contract cycle with 
documented annual evaluations and 
documented revisions as needed. The QM 
Work Plan shall include: 
4) A description of mechanisms Contractor 

has implemented to assess the 
accessibility of services within its service 
delivery area. This shall include goals for 
responsiveness for the Contractor’s 24- 
hour toll-free telephone number, 
timeliness for scheduling of routine 
appointments, timeliness of services for 
urgent conditions, and access to after- 
hours care. 

 

 
Hope (DD) 
FCC (deaf) 

Ethnic Specific Providers 
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Accessibility of Services: Responsiveness of After-Hours Services and Urgent Care Services 
MEASURE: Accessibility of Services (including efforts to mitigate cultural and ethnic disparity): 

Responsiveness of after-hours services and urgent care services 
CURRENT PERFORMANCE 

• If beneficiaries missed their appointments and 
walk in at another date/time, 100% of the 
beneficiaries will receive clinical services 
within the day by the clinician and the MD. See 
daily visit log which is used to track visits and 
wait time at the clinic (i.e. from time walked-in 
to time served by a clinician or psychiatrist). 
This is to assure that beneficiaries are served 
despite that they missed their appointments. 

 

• Average beneficiary wait time is about 10 
minutes. Usually, it takes about 10 minutes for 
the beneficiary to complete the registration 
paperwork. For beneficiary in crisis and an 
immediate triage (i.e. a 5150), they would be 
escorted immediately to EPS. See Daily Log 

TARGET: Urgent Care office will operate 7 days a week throughout the year. 

BACKGROUND: MHP Contract: 
11. Quality Management (QM) Program. 

J. The Contractor shall have a QM Work Plan covering the current contract cycle 
with documented annual evaluations and documented revisions as needed. 
The QM Work Plan shall include: 
4) A description of mechanisms Contractor has implemented to assess the 

accessibility of services within its service delivery area. This shall include 
goals for responsiveness for the Contractor’s 24-hour toll-free telephone 
number, timeliness for scheduling of routine appointments, timeliness of 
services for urgent conditions, and access to after-hours care. 

 

 

Accessibility of Services: Responsiveness of the 24/7 toll free Call Center 
MEASURE: Accessibility of Services (including efforts to mitigate cultural and ethnic disparity): 

Responsiveness of the 24/7 toll free Call Center number in all 5 threshold languages. 
CURRENT PERFORMANCE 

TARGET: Call Center line is responsive in 5 threshold languages 24/7  

BACKGROUND: MHP Contract: The current process for monolingual individuals 

   

  
11. Quality Management (QM) Program. 

J. The Contractor shall have a QM Work Plan covering the current contract cycle 
with documented annual evaluations and documented revisions as needed. 
The QM Work Plan shall include: 
4) A description of mechanisms Contractor has implemented to assess the 

accessibility of services within its service delivery area. This shall include 
goals for responsiveness for the Contractor’s 24-hour toll-free telephone 
number, timeliness for scheduling of routine appointments, timeliness of 
services for urgent conditions, and access to after-hours care. 

 
to contact the Call Center is undergoing revision. 

 
See Monitoring Report prepared by EECAC for 
summary of response time by language. 

 

 

 

 

   



 
 

 

55 | P a g e   

 

Beneficiary Satisfaction: Consumer and Family Satisfaction (Youth and Family, Adult, Older Adult) 
MEASURE: Beneficiary Satisfaction: Consumer and family 

satisfaction (Youth and Family, Adult, Older Adult) 
CURRENT PERFORMANCE 

TARGET: 50% of Consumer Perception Surveys will be 
returned for analysis. 

 

BACKGROUND: MHP Contract: 
11. Quality Management (QM) Program. 
C. The QM Program shall conduct performance 

monitoring activities throughout the Contractor’s 
operations. These activities shall include but not 

 

   

  

be limited to, beneficiary and system outcomes, 
utilization management, utilization review, 
provider appeals, credentialing and monitoring, 
and resolution of beneficiary grievances. 

F. The Contractor shall implement mechanisms to 
assess beneficiary/family satisfaction. The 
Contractor shall assess beneficiary/family 
satisfaction by: 

1) Surveying beneficiary/family satisfaction 
with the Contractor’s services at least 
annually; 

2) Evaluating beneficiary grievances, appeals 
and fair hearings at least annually; and 

3) Evaluating requests to change persons 
providing services at least annually. 

The Contractor shall inform providers of the 
results of beneficiary/family satisfaction activities. 

 

 

 

 

 

  

FY17-18 (Spring) 
Consumer Perception Survey Score 

FY17-18 (Spring) 

Consumer Perception Survey Scores 
 

Youth & Family 

 

Adult 

 

Older Adult 

Satisfaction with service access 4.44 4.32 4.35 

Satisfaction with treatment planning 4.32 4.33 4.41 

Satisfaction with services provided 4.39 4.42 4.53 

Satisfaction with cultural sensitivity 4.58 4.36 4.41 

Satisfaction with treatment outcomes 3.95 4.01 4.06 

Scores 

Youth & 
Family 

Adult 
Older 
Adult 

Satisfaction with service access 4.44 4.32 4.35 

Satisfaction with treatment planning 4.32 4.33 4.41 

Satisfaction with services provided 4.39 4.42 4.53 

Satisfaction with cultural sensitivity 4.58 4.36 4.41 

Satisfaction with treatment outcomes 3.95 4.01 4.06 

 



 
 

 

56 | P a g e   

 

Beneficiary Satisfaction: Problem Resolution Process 
MEASURE: Beneficiary Satisfaction: Problem Resolution Process CURRENT 

PERFORMANCE 
TARGET: 80% of Appeals, Expedited Appeals, and Grievances will be resolved within regulation timelines. 

Appeals: 45 
Exp. Appeals: 3 days 
Grievances: 60 days 

 
 
 
 
 
 
 
 

 
See ABGAR 

Report below 

BACKGROUND: MHP Contract: 
11. Quality Management (QM) Program. 
C. The QM Program shall conduct performance monitoring activities throughout the Contractor’s operations. These 

activities shall include but not be limited to, beneficiary and system outcomes, utilization management, 
utilization review, provider appeals, credentialing and monitoring, and resolution of beneficiary grievances. 

F. The Contractor shall implement mechanisms to assess beneficiary/family satisfaction. The Contractor shall assess 
beneficiary/family satisfaction by: 

1) Surveying beneficiary/family satisfaction with the Contractor’s services at least annually; 
2) Evaluating beneficiary grievances, appeals and fair hearings at least annually; and 
3) Evaluating requests to change persons providing services at least annually. 

The Contractor shall inform providers of the results of beneficiary/family satisfaction activities. 
J. The Contractor shall have a QM Work Plan covering the current contract cycle with documented annual 

evaluations and documented revisions as needed. The QM Work Plan shall include: 
1) Evidence of the monitoring activities including, but not limited to, review of beneficiary grievances, appeals, 

expedited appeals, fair hearings, expedited fair hearings, provider appeals, and clinical records review as 
required by Title 9, CCR, Section 1810.440(a)(5) and Title 42, CFR, section 438.416; 
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CATEGORY PROCESS DISPOSITION 

 
GRIEVANCE APPEAL EXPEDITED APPEAL COMPLETED 

REFERRED 

OUT 
PENDING as 

of June 30 

ACTIONS       
NOTICE OF ACTION - A  0 0 0 0 0 
NOTICE OF ACTION - B  0 0 0 0 0 
NOTICE OF ACTION - C  0 0 0 0 0 
NOTICE OF ACTION - D  0 0 0 0 0 
NOTICE OF ACTION - E  0 0 0 0 0 
ALL OTHER ACTIONS  0 0 0 0 0 
TOTAL N/A 0 0 0 0 0 

ACCESS       
SERVICE NOT AVAILABLE 1   1 0 0 
SERVICE NOT ACCESSIBLE 8   8 0 0 
TIMELINESS OF SERVICES 0   0 0 0 
24/7 TOLL-FREE ACCESS LINE 0   0 0 0 
LINGUISTIC SERVICES 0   0 0 0 
OTHER ACCESS ISSUES 4   4 0 0 
TOTAL 13 N/A N/A 13 0 0 

QUALITY OF CARE       
STAFF BEHAVIOR CONCERNS 9   9 0 0 
TREATMENT ISSUES OR CONCERNS 8   5 3 0 
MEDICATION CONCERN 6   6 0 0 
CULTURAL APPROPRIATENESS 0   0 0 0 
OTHER QUALITY OF CARE ISSUES 0   0 0 0 
TOTAL 23 N/A N/A 20 3 0 

CHANGE OF PROVIDER 15 N/A N/A 15 0 0 

CONFIDENTIALITY  CONCERN 1 N/A N/A 0 1 0 

OTHER       
FINANCIAL 2   2 0 0 
LOST PROPERTY 0   0 0 0 
OPERATIONAL 3   3 0 0 
PATIENTS' RIGHTS 0   0 0 0 
PEER BEHAVIORS 0   0 0 0 
PHYSICAL ENVIRONMENT 1   1 0 0 
OTHER GRIEVANCE NOT LISTED ABOVE 1   1 0 0 
TOTAL 7 N/A N/A 7 0 0 

GRAND TOTALS 59 0 0 55 4 0 
Email this report to the County Support Unit by October 1 of each year. 

CountySupport@DHCS.ca.gov 

Prepared by (name, title, and email address):   Domingo Acevedo, LCSW - Quality Assurance Manager 

Santa Clara County Behavioral Services - Mental Health Quality Improvement Department 

 

 

  

County:  Santa Clara 
Date:  11-Nov-16 
Telephone:  408-793-5894 
E-Mail Address: domingo.acevedo@hhs.sccgov.org 

mailto:CountySupport@DHCS.ca.gov
mailto:domingo.acevedo@hhs.sccgov.org
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Beneficiary Satisfaction: Trends in Grievance, Appeals, and Expedited Appeals Process 
MEASURE: Beneficiary Satisfaction: Trends in Grievance, Appeals, and Expedited 

Appeals Process 
CURRENT PERFORMANCE 

TARGET: Conduct analysis of Appeals, Expedited Appeals, and Grievances at PQIC 
annually. 

 

BACKGROUND: MHP Contract: 
11. Quality Management (QM) Program. 
C. The QM Program shall conduct performance monitoring activities 

throughout the Contractor’s operations. These activities shall include 
but not be limited to, beneficiary and system outcomes, utilization 

 

   

 management, utilization review, provider appeals, credentialing and 
monitoring, and resolution of beneficiary grievances. 

F. The Contractor shall implement mechanisms to assess beneficiary/family 
satisfaction. The Contractor shall assess beneficiary/family satisfaction 
by: 
1) Surveying beneficiary/family satisfaction with the Contractor’s 

services at least annually; 
2) Evaluating beneficiary grievances, appeals and fair hearings at least 

annually; and 
3) Evaluating requests to change persons providing services at least 

annually. 
The Contractor shall inform providers of the results of 
beneficiary/family satisfaction activities. 

J. The Contractor shall have a QM Work Plan covering the current contract 
cycle with documented annual evaluations and documented revisions as 
needed. The QM Work Plan shall include: 
1) Evidence of the monitoring activities including, but not limited to, 

review of beneficiary grievances, appeals, expedited appeals, fair 
hearings, expedited fair hearings, provider appeals, and clinical 
records review as required by Title 9, CCR, Section 1810.440(a)(5) 
and Title 42, CFR, section 438.416; 

 
 
 
 
 
 
 
 
 
 
 

Trend analysis is pending. 
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System and Clinical Issues: Safety and Effectiveness of Medication Practices 
MEASURE: System and Clinical Issues: Safety and effectiveness 

of medication practices 
CURRENT PERFORMANCE 

SCCMHD: Quality Improvement Medication Monitoring 

Chart Review Summary Report (Quarterly) 

 
BACKGROUND: Chart review is an integral part of Mental Health Department Quality 
Improvement Program and mandated for beneficiaries who are Medi-Cal 
beneficiaries. 
Quality Improvement Medication Monitoring Program is performed by a Mental 
Health Pharmacist to ensure appropriate medication therapy for our mentally ill 
beneficiaries. 

 

PURPOSE: Quality Improvement Medication Monitoring Program is performed by 
quarterly data collection, utilizing criteria from the Santa Clara County Medication 
Practice Guidelines. 

 
OBJECTIVES: To meet the criteria for the Quality Improvement Medication 
Monitoring Program in the Policy and Procedure #264. 

 

METHODS 

• Identify patients who have received Medication Management MD services 

from Unicare quarterly. 

• Randomize and select quarterly a minimum of (1) 3 charts from each 
County Contract agency or 1.25%, whichever is greater and (2) 3 charts 
per psychiatrist from County Mental Health agencies. 

• Request the charts from the targeted clinics. 

• Review the patient chart using the Quality Improvement Medication 

Monitoring Form for Outpatient Mental Health. (See Attachment 1). 

 

See FY15 Quarterly Medication Monitoring Reports for detailed analysis of 
performance and trends. 

TARGET: Conduct an annual medication monitoring program 

BACKGROUND: MHP Contract: 
11. Quality Management (QM) Program. 

G. The Contractor shall implement mechanisms 
to monitor the safety and effectiveness of 
medication practices. The monitoring 
mechanism shall be under the supervision of 
a person licensed to prescribe or dispense 
prescription drugs. Monitoring shall occur at 
least annually. 
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System and Clinical Issues: Critical Incident Reporting Process 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
System and Clinical Issues: Changes Made to Service Delivery as the Result of Critical Incidents 

MEASURE: System and Clinical Issues: Changes made to service 
delivery as the result of critical incidents 

CURRENT PERFORMANCE 

TARGET: 100% of changes recommended as a result of critical 
incidents will be implemented. 

 

   
   

BACKGROUND: MHP Contract: 
11. Quality Management (QM) Program. 

I. The Contractor shall implement mechanisms to 
monitor appropriate and timely intervention 
of occurrences that raise quality of care 
concerns. The Contractor shall take 
appropriate follow-up action when such an 
occurrence is identified. The results of the 
intervention shall be evaluated by the 
Contractor at least annually. 

 
Currently, critical incidents are tracked and aggregated by program. However, 
aggregate/trend analysis of incidents over time and across the system is under 

development. 

 

 

 

 

 

 

  

MEASURE: System and Clinical Issues: Critical incident   CURRENT PERFORMANCE 
ORMANCE 

  
 reporting process (timeliness of notification and 

intervention) 
       

TARGET: 100% of Incident Reports will be reviewed by        

 Administrative staff   FY2011-12 FY2012-13 FY2013-14 FY14-15 FY15-16 
 

BACKGROUND: 
 

MHP Contract: 
11. Quality Management (QM) Program. 

I. The Contractor shall implement mechanisms to 
monitor appropriate and timely intervention of 
occurrences that raise quality of care 
concerns. The Contractor shall take 
appropriate follow-up action when such an 
occurrence is identified. The results of the 
intervention shall be evaluated by the 
Contractor at least annually. 

 % of 
incidents 
reported to 
MHD 
Administration 

100%; 
Review of 
IRs 
indicates all 
were signed 
by 
appropriate 
staff. 

100%; 
Review of 
IRs 
indicates all 
were signed 
by 
appropriate 
staff. 

100%; 
Review of 
IRs 
indicates all 
were signed 
by 
appropriate 
staff. 

100%; 
Review of 
IRs 
indicates all 
were signed 
by 
appropriate 
staff. 

100%; 
Review of 
IRs 
indicates all 
were signed 
by 
appropriate 
staff. 
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System and Clinical Issues: Staff Satisfaction 
MEASURE: System and Clinical Issues: Staff Satisfaction CURRENT PERFORMANCE 

   
TARGET: Conduct a staff satisfaction survey annually  

Annual surveys are not currently conducted; this capability will be developed in the 
  future. 

BACKGROUND:   

 
 

System and Clinical Issues: Trends in NOAs 
MEASURE: System and Clinical Issues: Trends in NOAs CURRENT PERFORMANCE 

   
TARGET: Conduct analysis of NOAs at PQIC annually.  

  Trend analysis underway. 

BACKGROUND:   
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Continuity and Coordination of Care with Other Agencies 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Contractor shall assess 

MEASURE: Continuity and Coordination of  CURRENT PE RFORMANCE  
 Care with Other Agencies: 

coordination with physical health 
care, drug and alcohol services, 

 The following are current agencies with which there is regular coordination of care, as well as forums 
where coordination activities take place or are developed: 

 

 and regional center services, and  1. KidConnections/First 5 2. Faith Based Collaborative  

 identifying opportunities for 
improvement  3. F&C System of Care Committee 4. CCTP Workgroup  

TARGET: Conduct regular meetings on  5. A/OA System of Care Committee 6. Blue Ribbon Commission  

 coordination issues with SARC,  7. Law Enforcement Liaison 8. Juvenile Justice Commission  

 DADS, and Ambulatory Care  9. Katie A Coordinator at DFCS 10.  Human Trafficking  
BACKGROUND: MHP Contract: 

11. Quality Management (QM)  11.  OA Specialist at Social Services 12.  IMPACT  

 Program.  13.  Care Coordinator at Call Center 14.  San Andreas Regional Center  

 D. The Contractor shall  15.  Dually Involved Youth at Probation Meetings 16.  TF-CBT/BIA Grant  

 ensure continuity and  17.  School Linked Services 18.  Suicide Prevention  

 
coordination of care with 
physical health care  19.  CJ Governance Meetings 20.  Partnership with Re-Entry center  

 providers. The Contractor  21.  DSRIP/PRIME 22.  Covered CA and CCIBH  

 shall coordinate with  23.  Re-Entry Center Meetings 24.  T-Squared - Trauma Transformation  

 other human services 
agencies used by its 

 25.  Behavioral Health Integration with Primary 
Care 

26.  Mental Health Integration with Substance 
Use Treatment Services 

 

 beneficiaries. The  27.  DADS funded at SLS Employee 28.  Drug Treatment Court - Evans Ln.  

 the effectiveness of any  29.  MOU with PHD 30.  NFP  

 MOU with a physical  31.  SPOC MOU / Suicide for Youth 32.  Child Health Assessment  

 health care plan.  33.  SACS Outreach at VMC EP 34.  Performance and Quality Improvement 
Committee 

 

   35.  Partnership for Patients 36.  Child and Adult Death Review  

   37.  24 Hour Care EPS Liaison 38.  Hospital to Home  

   39.  CTG Grant with PHD in South County 40.  Unaccompanied Minors  

   41.  Silicon Valley Hospital Work Group 42.  Cal Works  
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Provider satisfaction, and identifying trends and areas of improvement 
 

 
 

 
 
 

 

issues that are raised in the Morale Committee 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

MEASURE: Provider satisfaction, and identifying trends and areas 
of improvement 

CURRENT PERFORMANCE 

TARGET: 1) Annually, there will be a contract provider 
satisfaction survey conducted, 

2) System managers will meet quarterly to identify 

 

   
BACKGROUND: MHP Contract: 

11. Quality Management (QM) Program. 
C. The QM Program shall conduct performance 

monitoring activities throughout the 
Contractor’s operations. These activities shall 
include but not be limited to, beneficiary and 
system outcomes, utilization management, 
utilization review, provider appeals, 
credentialing and monitoring, and resolution 
of beneficiary grievances. 

 
Pending 
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