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[bookmark: _Toc466357052]Shasta Mental health plan Summary findings
Summary Findings for CalEQRO FY16-17 review. This may serve as a stand-alone document that provides only the overarching significant findings for each section of this Mental Health Plan (MHP) Report. MHP Information as follows:  

	Page 20
Beneficiaries served in CY15—3,201
MHP Threshold Language(s)—None
MHP Size—Small 
MHP Region—Superior
MHP Location—Redding
MHP County Seat—Redding


Introduction
Shasta is a small-sized, Superior region MHP located in Northern California with some parts of it located at the northern end of California’s inland agricultural areas surrounded by foothills and mountains to west, north, and east of the county. The MHP headquarters are inland in Redding, California.
During the FY16-17 review, California External Quality Review Organization (CalEQRO) found the following overall significant changes, efforts, and opportunities related to Access, Timeliness, Quality, and Outcomes of the MHP and its contract provider services. Further details and findings from External Quality Review Organization (EQRO) mandated activities are provided in the rest of the report.
Access
In response to previous year’s CalEQRO recommendation to improve the walk-in clinic experience for consumers and make it welcoming, the MHP took a number of steps to fully address the recommendation including staff training, procedural changes, assigning additional staff and peer navigators, and regular monitoring in unit staff meetings. A transitional residential treatment program has been in place for a year at the time of CalEQRO review, and a supportive housing project received its final funding and construction had begun.
Timeliness
The MHP has initiated a Performance Improvement Project (PIP) focused on improving response time to crisis services at the emergency department settings in local hospitals with staff co-located there starting in February 2016. Although the MHP has co-located a staffer at these sites to improve timeliness with a goal of less than 6 hours, to date, the goal has not been met. Beginning in January 2016, the MHP has added telepsychiatry to enhance its psychiatry capacity. The MHP also needs to better track and improve timeliness of its initial access and psychiatry appointments. It tracks inpatient follow-up appointments and rehospitalization rates, but the average rate for children’s inpatient follow-up is twice as long as that for adults.


Quality
In response to another CalEQRO recommendation, the MHP has moved to facilitate a better experience for its organizational providers through a number of significant changes or enhancements. It has completed its hiring for key leadership positions that fell vacant in the previous year. The Quality Improvement (QI) committee and its staffing appears to have been fully operational in the past year. It continues to meet monthly, produces detailed minutes, and provided an evaluation of the past year and a Fiscal Year 2016-2017 (FY16-17) work plan. Its goals focus on capacity, timeliness, consumer satisfaction, and medication and clinical practice with action steps, monitoring, and responsibilities for each objective. It includes a yearly calendar and identifies reporting activities due for each quarter. The MHP has integrated peer and family partners throughout its system. The MHP addresses peer employee participation as a component of its QI Work Plan, denoting a goal to increase beneficiary and family member involvement in the QI Committee activities. The MHP has enhanced its Katie A. services through “Implementation Science” and collaboration between its mental health and human services staff.
Outcomes
The MHP uses Milestones of Recovery Scale (MORS) in the adult system of care and Child and Adolescent Needs and Strengths (CANS) in the children’s system. It used MORS scores as one of the outcomes indicator in its clinical PIP and incorporated the tool in the MHP’s Electronic Health Records (EHR) system. However, CANS is not incorporated in the EHR at this time. MHP needs to further the use of these tools through incorporating these tools in routine level of care needs assessment and clinical decision making.


[bookmark: _Toc466357053]INTRODUCTION
The United States Department of Health and Human Services (DHHS), Centers for Medicare and Medicaid Services (CMS) requires an annual, independent external evaluation of State Medicaid Managed Care programs by an EQRO.  External Quality Review (EQR) is the analysis and evaluation by an approved EQRO of aggregate information on quality, timeliness, and access to health care services furnished by Prepaid Inpatient Health Plans (PIHPs) and their contractors to recipients of Managed Care services.  The CMS (42 CFR §438; Medicaid Program, External Quality Review of Medicaid Managed Care Organizations) rules specify the requirements for evaluation of Medicaid Managed Care programs.  These rules require an on-site review or a desk review of each Medi-Cal Mental Health Plan (MHP).
The State of California Department of Health Care Services (DHCS) contracts with 56 county Medi-Cal MHPs to provide Medi-Cal covered Specialty Mental Health Services (SMHS) to Medi-Cal beneficiaries under the provisions of Title XIX of the federal Social Security Act.   
This report presents the FY 16-17 findings of an EQR of the Shasta MHP by CalEQRO, Behavioral Health Concepts, Inc. (BHC).
The EQR technical report analyzes and aggregates data from the EQR activities as described below: 
(1) Validating Performance Measures[footnoteRef:1]  [1:  Department of Health and Human Services.  Centers for Medicare and Medicaid Services (2012).  Validation of Performance Measures Reported by the MCO: A Mandatory Protocol for External Quality Review (EQR), Protocol 2, Version 2.0, September, 2012.  Washington, DC: Author.] 

This report contains the results of the EQRO’s validation of eight Mandatory Performance Measures as defined by DHCS.  The eight performance measures include:
Total Beneficiaries Served by each county MHP
Total Costs per Beneficiary Served by each county MHP
Penetration Rates in each county MHP
Count of Therapeutic Behavioral Services (TBS) Beneficiaries Served Compared to the four percent Emily Q. Benchmark (not included in MHP reports; this information is included in the Annual Statewide Report submitted to DHCS).
Total Psychiatric Inpatient Hospital Episodes, Costs, and Average Length of Stay
Psychiatric Inpatient Hospital 7-Day and 30-Day Rehospitalization Rates
Post-Psychiatric Inpatient Hospital 7-Day and 30-Day SMHS Follow-Up Service Rates
High Cost Beneficiaries ($30,000 or higher)
(2) Validating Performance Improvement Projects[footnoteRef:2]  [2:  Department of Health and Human Services.  Centers for Medicare and Medicaid Services (2012). Validating Performance Improvement Projects: Mandatory Protocol for External Quality Review (EQR), Protocol 3, Version 2.0, September 2012.  Washington, DC: Author.] 

Each MHP is required to conduct two PIPs during the 12 months preceding the review; Shasta MHP submitted two PIPs for validation through the EQRO review. The PIPs are discussed in detail later in this report.
(3) MHP health information system capabilities[footnoteRef:3]  [3:  Department of Health and Human Services.  Centers for Medicare and Medicaid Services (2012).  EQR Protocol 1: Assessment of Compliance with Medicaid Managed Care Regulations: A Mandatory Protocol for External Quality Review (EQR), Protocol 1, Version 2.0, September 1, 2012.  Washington, DC: Author.] 

Utilizing the Information Systems Capabilities Assessment (ISCA) protocol, the EQRO reviewed and analyzed the extent to which the MHP meets federal data integrity requirement for Health Information Systems (HIS), as identified in 42 CFR §438.242.  This evaluation included review of the MHP’s reporting systems and methodologies for calculating performance measures.  
(4) Validation of State and County consumer satisfaction surveys 
The EQRO examined available consumer satisfaction surveys conducted by DHCS, the MHP, or its subcontractors.
CalEQRO also conducted two 90-minute focus groups with beneficiaries and family members to obtain direct qualitative evidence from beneficiaries.
(5) Key Components, significant Changes, assessment of strengths, Opportunities for improvement, Recommendations 
The CalEQRO review draws upon prior year’s findings, including sustained strengths, opportunities for improvement, and actions in response to recommendations. Other findings in this report include:
Changes, progress, or milestones in the MHP’s approach to performance management emphasizing utilization of data, specific reports, and activities designed to manage and improve quality.
Ratings for key components associated with the following three domains: access, timeliness, and quality. Submitted documentation as well as interviews with a variety of key staff, contracted providers, advisory groups, beneficiaries, and other stakeholders serve to inform the evaluation of MHP’s performance within these domains. Detailed definitions for each of the review criteria can be found on the CalEQRO Website www.caleqro.com.
[bookmark: _Toc466357054]Prior Year Review Findings, FY15-16
In this section we discuss the status of last year’s (FY15-16) recommendations, as well as changes within the MHP’s environment since its last review.
[bookmark: _Toc466357055]Status of FY15-16 Review Recommendations
In the FY15-16 site review report, the CalEQRO made a number of recommendations for improvements in the MHP’s programmatic and/or operational areas. During the FY16-17 site visit, CalEQRO and MHP staff discussed the status of those FY15-16 recommendations, which are summarized below. 
[bookmark: _Toc266710084][bookmark: _Toc466357056]Assignment of Ratings
Fully addressed:
resolved the identified issue
Partially addressed means this rating reflects that the MHP has either:
made clear plans and is in the early stages of initiating activities to address the recommendation
addressed some but not all aspects of the recommendation or related issues
Not addressed means the MHP performed no meaningful activities to address the recommendation or associated issues.
[bookmark: _Toc266710085][bookmark: _Toc466357057]Key Recommendations from FY15-16
Recommendation #1:  Review the comments and recommendations made in the PIP Validation Tool to ensure that these and future PIPs follow the CMS EQRO protocols for performance improvement projects and incorporate appropriate consumer outcomes. 
☒ Fully addressed		☐ Partially addressed		☐ Not addressed
The MHP submitted both a clinical and non-clinical PIP for this review cycle. The MHP involved a broad representation in the PIP committees, used the PIP development tool, and consulted with CalEQRO staff for technical assistance on several potential PIPs including both current PIPs. The MHP attempted to incorporate consumer outcomes/satisfaction data with limited responses from consumers.
The MHP is encouraged to continue to seek technical assistance to refine the skills for implementing the PIP elements and expand the foundation it has laid for continuing this requirement.  Consideration for including quality improvement champions within the PIP committees potentially contributes to infusing the system with improved service delivery.

Recommendation #2: Establish a mechanism for ongoing training for clinical and walk-in clinic reception staff to create a welcoming environment and improve consumer experience at every step of treatment.  
☒ Fully addressed		☐ Partially addressed		☐ Not addressed
The MHP brought in an outside trainer to address crucial conversations for walk-in clinic reception staff.
The MHP sent walk-in clinic reception staff to outside training regarding creating a welcoming environment while maintaining high customer service standards.
The MHP addressed procedural changes to facilitate a more welcoming environment.
This was added as an issue to be addressed during regular unit meetings for walk-in clinic reception staff.
In addition, the MHP has permanently assigned a Community Services Coordinator to oversee walk-in clinic reception staff who will, in part, address these concerns as they arise in the future.
Through the MHSA Volunteer Program, Navigators are working in reception.  They are tasked with assisting in the creation of a welcoming environment for all.  They greet people, work to help people feel at ease, assist in the completion of paperwork, answer questions, and escort people within the building.  Some of the Navigators are peers, but not all.
Although the MHP has increased efforts to provide welcoming strategies, due to the complexity of the integrated department with other staff units on-site, some stakeholders stated staff outside of the MHP continue to be insensitive. Potentially, the MHP could provide a welcoming module for these units to incorporate as the same population is served.
Recommendation #3: Examine the reasons for high rates of deferred diagnosis and how it impacts beneficiary care.  
☐ Fully addressed		☒ Partially addressed		☐ Not addressed
The MHP discussed the deferred diagnosis rate at its Quality Improvement Committee meeting.  Discussions led to the identification that issue was likely caused by clerical staff opening an episode using a deferred diagnosis and then this episode is not later closed.  These episodes were reviewed and closed as appropriate.   
The MHP attributes the number of claims with the deferred diagnosis to the requirement that to open an episode a diagnosis must be assigned.
Although, the MHP has uncovered some reasons for the disproportionate use of the deferred diagnostics, it would benefit the MHP to review its business practices. Given that the deferred rate is high, coupled with the lack of follow-up closure of inactive charts, and given that the high use of deferred appears to account for lower diagnostic  categories compared to statewide averages, a QI activity may uncover a more clinically and fiscally conducive process to be considered. The impact on the clinical care would need to be reviewed. 
Recommendation #4: Prioritize the current efforts to improve psychiatry hours and capacity that translates to better timeliness of access to a psychiatrist.
☐ Fully addressed		☒ Partially addressed		☐ Not addressed
The MHP has contracted with a professional recruitment firm and continues to have an ongoing open recruitment for Senior Psychiatrist.
The MHP has expanded its telepsychiatry contract to include psychiatry services for its Adult System of Care.  
Children’s services continue to recruit for a Nurse Practitioner for increased medication support appointments.  The MHP hired a new registered nurse to continue partnering with its telemedicine psychiatrist.  Triage work continues for increased efficiency among the psychiatrist, nurses, and Access staff for consumers discharged from hospitals. Additionally, priority appointments with the psychiatrist following a crisis service has been initiated.  
It is to the credit of the MHP that telepsychiatry has expanded. The MHP has made recruitment efforts to establish a more stable medications support services staff, although limited results have been obtained in hiring permanent staff. The MHP attributes this to the nature of the professional competitive standards within the healthcare industry. Meanwhile, it will need to address its ability to provide timely medication refills for consumer care. Additional improvements could include tracking the timeliness for telepsychiatry separately as the MHP indicated this is not currently performed. 
In addition, although the service is fairly recent, it was noted by stakeholders on-site that the up-start of the telepsychiatry system is not reliable and often results in delayed or cancelled appointments.  Consumers noted that the appointments were abbreviated and impersonal. The MHP is encouraged to monitor both the technical and personnel aspects of service.
Recommendation #5: Consult with the organizational providers to determine the most efficient ways of managing this large segment of children’s services through a single point of contact or a contract monitor and offering the most appropriate treatment to the beneficiaries.  
☒ Fully addressed		☐ Partially addressed		☐ Not addressed
The MHP staff met with the organizational providers to determine needs and identified three primary contacts for each organization.  The points of contact include the Clinical Division Chiefs for concerns about clinical or a program specific question, a designated managed care staff for concerns regarding the Treatment Authorization Requests (TARs) or compliance questions, and a third contact in the business office for general contract or fiscal questions.
The MHP continues to meet with its organizational providers regularly every other month.  Additionally, the organizational providers are part of the Quality Improvement Committee which meets monthly.

[bookmark: _Toc266710086][bookmark: _Toc266791162][bookmark: _Toc466357058]Changes in the MHP Environment and Within the MHP—Impact and Implications
Changes since the last CalEQRO review, identified as having a significant effect on service provision or management of those services, are discussed below. This section emphasizes systemic changes that affect access, timeliness, and quality, including those changes that provide context to areas discussed later in this report. 
Access to Care
The MHP is applying for Whole Person Care Pilot funding to establish ongoing care for those at risk of homelessness with mental health or substance use disorders. 
A new 16 bed Transitional Residential Treatment Program (Ridgeview) opened in August 2015.
Laura’s Law was adopted by Board of Supervisors in October 2015.
As of February 2016, crisis staff has been co-located at Emergency Departments to address crisis conditions and provide assessments.
The Redding MHSA Permanent Supportive Housing project, The Woodlands, received the necessary final funding and construction has begun.
Timeliness of Services
The MHP has added telepsychiatry to its service delivery to enhance capacity to serve its consumers, beginning in January 2016. 
The MHP has deployed staff at two emergency room hospitals to address crisis response and improve timely access. 
Quality of Care
The MHP has provided three points of contact for its organizational providers adding to the quality of its partnership.
The MHP has effectively recruited and hired staff into its leadership positions of Director, Children’s Deputy Director, and its Business and Support Services Director as vacancies occurred. 
Consumer Outcomes
A contract was awarded to the Hill Country Clinic, a Federally Qualified Health Clinic (FQHC), to establish a wellness health center, adding to its outlying service delivery. 
[bookmark: _Toc242000454][bookmark: _Toc243312432]The start-up funding for a Crisis Stabilization Unit (CSU) was awarded to the MHP via SB 82 funding and the Redding City Council placed a sales tax ballot measure on the November ballot that will provide one million dollars per year for 10 years for a crisis stabilization unit if the measure passes.

PERFORMANCE MEASUREMENT

CalEQRO is required to validate the following performance measures as defined by DHCS:
Total Beneficiaries Served by each county MHP
Total Costs per Beneficiary Served by each county MHP
Penetration Rates in each county MHP
Count of TBS Beneficiaries Served Compared to the four percent Emily Q. Benchmark (not included in MHP reports; this information is included in the Annual Statewide Report submitted to DHCS)
Total Psychiatric Inpatient Hospital Episodes, Costs, and Average Length of Stay
Psychiatric Inpatient Hospital 7-Day and 30-Day Rehospitalization Rates
Post-Psychiatric Inpatient Hospital 7-Day and 30-Day SMHS Follow-Up Service Rates
High Cost Beneficiaries ($30,000 or higher)






[bookmark: _Toc266710093][bookmark: _Toc266791164][bookmark: _Toc466357059][bookmark: _Toc242000455][bookmark: _Toc243312433]Total Beneficiaries Served
Table 1 provides detail on beneficiaries served by race/ethnicity. 
	Table 1—Shasta MHP Medi-Cal Enrollees and Beneficiaries Served in CY15 by Race/Ethnicity

	Race/Ethnicity
	Average Monthly Unduplicated Medi-Cal Enrollees*
	Unduplicated Annual Count of Beneficiaries Served

	White
	35,915
	2,363

	Hispanic
	4,902
	189

	African-American
	898
	81

	Asian/Pacific Islander
	1,933
	78

	Native American
	1,603
	78

	Other
	5,523
	406

	Total
	50,772
	3,195

	*The total is not a direct sum of the averages above it. The averages are calculated separately. 












[bookmark: _Toc466357060][bookmark: _Toc242000456][bookmark: _Toc243312434][bookmark: _Toc266710094][bookmark: _Toc266791165]Penetration Rates and Approved Claim Dollars per Beneficiary
The penetration rate is calculated by dividing the number of unduplicated beneficiaries served by the monthly average enrollee count. The average approved claims per beneficiary served per year is calculated by dividing the total annual dollar amount of Medi-Cal approved claims by the unduplicated number of Medi-Cal beneficiaries served per year. 
Regarding calculation of penetration rates, the Shasta MHP:
☒ Uses the same method as used by the EQRO
☐ Uses a different method
☐ Does not calculate its’ penetration rate 
Figures 1A and 1B show 3-year trends of the MHP’s overall approved claims per beneficiary and penetration rates, compared to both the statewide average and the average for small MHPs. 



Figures 2A and 2B show 3-year trends of the MHP’s foster care (FC) approved claims per beneficiary and penetration rates, compared to both the statewide average and the average for small MHPs. 



Figures 3A and 3B show 3-year trends of the MHP’s Hispanic approved claims per beneficiary and penetration rates, compared to both the statewide average and the average for small MHPs. 




[bookmark: _Toc266710097][bookmark: _Toc266791168][bookmark: _Toc466357061]High-Cost Beneficiaries
Table 2 compares the statewide data for high-cost beneficiaries (HCB) for CY14 with the MHP’s data for CY14, as well as the prior two years. HCB in this table are identified as those with approved claims of more than $30,000 in a year.
	Table 2—High-Cost Beneficiaries

	MHP
	Year
	HCB Count
	Total Beneficiary Count
	HCB % by Count
	Average Approved Claims
per HCB
	HCB Total Claims
	HCB % by Approved Claims

	Statewide
	CY15
	13,851
	483,793
	2.86%
	$51,635 
	$715,196,184 
	26.96%

	Shasta
	CY15
	68
	3,195
	2.13%
	$51,604 
	$3,509,068 
	24.47%

	
	CY14
	65
	3,411
	1.91%
	$46,707 
	$3,035,978 
	21.18%

	
	CY13
	52
	3,311
	1.57%
	$46,607 
	$2,423,567 
	19.25%



Table C1 (Attachment C) shows the penetration rate and approved claims per beneficiary for the CY15 Medi-Cal Expansion (Affordable Care Act [ACS]) Penetration Rate and Approved Claims per Beneficiary.
Table C2 (Attachment C) show the distribution of the MHP CY15 Distribution of Beneficiaries by Approved Claims per Beneficiary (ACB) Range for the various categories; under $20,000; $20,000 to $30,000, and those above $30,000. 


[bookmark: _Toc466357062][bookmark: _Toc297721114][bookmark: _Toc266710098][bookmark: _Toc266791169]Timely Follow-up After psychiatric inpatient Discharge
Figures 4A and 4B show the statewide and MHP 7-day and 30-day outpatient follow-up and rehospitalization rates for CY13 and CY14.


[bookmark: _Toc466357063]Diagnostic Categories
Figures 5A and 5B compare the breakdown by diagnostic category of the statewide and MHP number of beneficiaries served and total approved claims amount, respectively, for CY14.
	11.33%


MHP self-reported percent of consumers served with co-occurring (substance abuse and mental health) diagnoses: 




[bookmark: _Toc466357064]Performance Measures Findings—Impact and Implications
· Access to Care
· The MHP’s overall penetration rate has declined each year from CY13 to CY15, but remains greater than both the small county and statewide averages.  Its CY15 penetration rate for the Affordable Care Act (ACA) expansion population was similar to its rate for the existing Medi-Cal beneficiaries.
· The MHP’s foster care penetration rate has remained stable from CY13 to CY15 and remains greater than the small county average and comparable to the statewide average. 
· The MHP’s Hispanic penetration rate has declined each year from CY13 to CY15 and is now slightly less than the small county average, but remains greater than the statewide average.
· Timeliness of Services
· The MHP’s 7-day and 30-day outpatient follow-up rates after discharge from psychiatric inpatient treatment rose from CY14 to CY15 and continues to exceed statewide rates.  
· Quality of Care
· While the MHP’s percentage of high cost beneficiaries and the percentage of approved claims for high cost beneficiaries have both trended upward each year from CY13 to CY15, both remain lower than the corresponding statewide averages.   
· The MHP’s overall average approved claims per beneficiary was stable from CY14 to CY15 and remains comparable to the small county average and less than the statewide average.
· The Foster Care average approved claims per foster care declined slightly from CY14 to CY15 and remains less than both the small county and statewide averages. 
· The Hispanic average approved claims per beneficiary has remained stable from CY13 to CY15 and while comparable to the small county average, it remains less than the statewide average.  
· The MHP continued to have a high percentage, approximately 20%, of beneficiaries with deferred diagnoses in CY15 compared to less than five percent statewide.  This influences the lower than statewide average percentages for most other major diagnostic categories. Specific reasons behind high percentage of deferred diagnosis continue to be examined by the MHP. 
· Total approved claims for deferred diagnosis category is not as significantly higher than statewide. Instead, the total approved claims for psychotic disorders category is the only category with significantly higher than the corresponding statewide average. This pattern continues from CY14.
· Consumer Outcomes
· 7-day and 30-day rehospitalization rates increased slightly from CY14 to CY15, but remain lower than statewide averages.

[bookmark: _Toc466357065]PERFORMANCE IMPROVEMENT PROJECT VALIDATION
A PIP is defined by CMS as “a project designed to assess and improve processes, and outcomes of care that is designed, conducted and reported in a methodologically sound manner.”  The Validating Performance Improvement Projects Protocol specifies that the EQRO validate two PIPs at each MHP that have been initiated, are underway, were completed during the reporting year, or some combination of these three stages.  DHCS elected to examine projects that were underway during the preceding calendar year 2015.
[bookmark: _Toc466357066]Shasta MHP PIPs Identified for Validation
Each MHP is required to conduct two PIPs during the 12 months preceding the review. CalEQRO reviewed and validated two submitted PIPs as shown below.
	Table 3A—PIPs Submitted

	PIPs for Validation
	# of PIPs
	PIP Titles

	Clinical PIP
	1
	Adult Mental Health Recovery Services

	Non-Clinical PIP
	1
	Crisis Response and Emergency Room



Table 3A lists the findings for each section of the evaluation of the PIPs, as required by the PIP Protocols: Validation of Performance Improvement Projects.[footnoteRef:4] [4:  2012 Department of Health and Human Services, Centers for Medicare and Medicaid Service Protocol 3 Version 2.0, September 2012. EQR Protocol 3: Validating Performance Improvement Projects.] 

	Table 3B—PIP Validation Review

	Step
	PIP Section
	Validation Item
	Item Rating*

	
	
	
	Clinical PIP
	Non-Clinical PIP

	1
	Selected Study Topics
	1.1
	Stakeholder input/multi-functional team
	M
	M

	
	
	1.2
	Analysis of comprehensive aspects of enrollee needs, care, and services
	M
	M

	
	
	1.3
	Broad spectrum of key aspects of enrollee care and services
	M
	M

	
	
	1.4
	All enrolled populations
	M
	M

	2
	Study Question
	2.1
	Clearly stated
	M
	PM

	3
	Study Population 
	3.1
	Clear definition of study population
	M
	M

	
	
	3.2
	Inclusion of the entire study population
	M
	M

	4
	Study Indicators
	4.1
	Objective, clearly defined, measurable indicators
	M
	PM

	
	
	4.2
	Changes in health status, functional status, enrollee satisfaction, or processes of care 
	M
	PM

	5
	Sampling Methods
	5.1
	Sampling technique specified true frequency, confidence interval, and margin of error
	NA
	NA

	
	
	5.2
	Valid sampling techniques that protected against bias were employed
	NA
	NA

	
	
	5.3
	Sample contained sufficient number of enrollees
	NA
	NA

	6
	Data Collection Procedures
	6.1
	Clear specification of data
	M
	PM

	
	
	6.2
	Clear specification of sources of data
	M
	PM

	
	
	6.3
	Systematic collection of reliable and valid data for the study population
	PM
	PM

	
	
	6.4
	Plan for consistent and accurate data collection
	M
	PM

	
	
	6.5
	Prospective data analysis plan including contingencies
	PM
	NM

	
	
	6.6
	Qualified data collection personnel
	M
	PM

	7
	Assess Improvement Strategies
	7.1
	Reasonable interventions were undertaken to address causes/barriers
	M
	PM

	8
	Review Data Analysis and Interpretation of Study Results
	8.1
	Analysis of findings performed according to data analysis plan
	PM
	NM

	
	
	8.2
	PIP results and findings presented clearly and accurately
	PM
	PM

	
	
	8.3
	Threats to comparability, internal and external validity
	PM
	PM

	
	
	8.4
	Interpretation of results indicating the success of the PIP and follow-up
	PM
	NA

	9
	Validity of Improvement
	9.1
	Consistent methodology throughout the study
	PM
	NA

	
	
	9.2
	Documented, quantitative improvement in processes or outcomes of care
	PM
	NA

	
	
	9.3
	Improvement in performance linked to the PIP
	PM
	NA

	
	
	9.4
	Statistical evidence of true improvement
	PM
	NA

	
	
	9.5
	Sustained improvement demonstrated through repeated measures.
	PM
	NA


*M = Met; PM = Partially Met; NM = Not Met; NA = Not Applicable; UTD = Unable to Determine

Table 3B gives the overall rating for each PIP, based on the ratings given to the validation items.

	Table 3C—PIP Validation Review Summary

	Summary Totals for PIP Validation
	Clinical PIP
	Non-Clinical PIP

	Number Met
	14
	6

	Number Partially Met
	11
	11

	Number Not Met
	0
	2

	Number Applicable (AP) 
(Maximum = 28 with Sampling; 25 without Sampling)
	25
	19

	Overall PIP Rating  ((#Met*2)+(#Partially Met))/(AP*2)
	78%
	60.5%



[bookmark: _Toc266710105][bookmark: _Toc266791172][bookmark: _Toc242000463][bookmark: _Toc242003040][bookmark: _Toc243312441][bookmark: _Toc466357067][bookmark: _Toc266710087][bookmark: _Toc266791163]Clinical PIP—Adult Mental Health Recovery services
The MHP presented its study question for the clinical PIP as follows:
· “Will the implementation and use of the strength-based model to include the use of strengths inventories, recovery questionnaires, Milestones of Recovery Scale (MORS) and Seeking Safety result in higher MORS, increased levels of self-reported hope and/or decreased length of stay in outpatient treatment?  ”
Date PIP began:  July, 2014
Status of PIP:
	☐ Active and ongoing
	☒ Completed
	☐ Inactive, developed in a prior year
	☐ Concept only, not yet active
	☐ Submission determined not to be a PIP
	☐ No PIP submitted
The purpose of this PIP is to continue the work begun the previous review cycle which is to implement the Recovery Model into treatment using specific treatment interventions to include the Strengths Inventory, strength-based group supervision, and Seeking Safety. The MHP refined its PIP question, its interventions, and the implementation of continued recovery strategies to address improved well-being with the intentional benefit of additionally decreasing length in treatment.
The target population included all adult mental health consumers regardless of age, race, gender, or language. The interventions were pilot tested with the STAR team (full service partnership) and are now used for all adult consumers. The MHP noted that many consumers have remained in outpatient services for many years (up 28 years).  The goal is to encourage self-reliance and reliance on natural supports with the implementation of the recovery model and to improve consumer well-being. 
Thus, the MHP determined strategies were needed to improve consumer lives and level of functioning.  In addition, the MORS and a Recovery Questionnaire were used to begin to measure level of functioning, level of hope, and emotional health.  The MHP intended to use the MORS to guide the collaboration between staff and the consumers in the development of treatment plans.  
Outcome data for consumer’s emotional health and hope are collected from a self-rated Recovery Questionnaire developed by the MHP aimed at measuring emotional health, physical health, and level of hope. 
The MORS was used to establish the consumer’s benchmark functioning level and to guide in the collaboration between consumer and staff in developing treatment plans and to measure functional status. The MHP reported its benchmarks are the number of years and/or months consumers are in treatment as well as MORS score and self-reported level of hope and health.
The MHP submitted detailed graphs and charts with the data collected. Data submitted for the PIP from 10/1/14 to 3/31/16 resulted in the following data which is detailed in the PIP Validation Tool and is summarized below. 
The MHP indicated that 1,790 MORS were completed during the reporting period (Quarter two of FY 2014-15to Quarter 3 of FY2015-16) on 926 unduplicated consumers. The MORS rating showed a statistically significant increase from the first quarter of the reporting period to the last from 4.59 to 5.04 (+0.28, p < 0.0001).
There was a statistically significant increase in overall MORS scores from the first quarter in the reporting period to the last, but the data does not support any trend over time for those consumers who received multiple MORS or multiple Recovery Questionnaires. In the latter case, however, the sample size was extremely small (n=28). There were increases in all three Recovery Questionnaire measures from the first quarter to the last in the study period, with the Hope rating showing the largest increase.
The study found a moderate, positive, statistically significant correlation between MORS and the Emotional Health rating. There were also weak, positive, statistically significant correlations between MORS and the Hope and the Physical Health ratings. 
As the number of Recovery Questionnaires that are completed continues to increase going forward, the trends in the data and the correlations between the measures should be easier to determine with higher levels of accuracy.
Prior to 2014 the average length of time in outpatient treatment was calculated at 7.6 years.  With ranges from two months to 25 years.  Most of those who left services were unplanned discharges.  A calculation of consumers who discharged after 2014 showed an average length of stay to be 5.5 years with more planned transitions to community care and primary care physicians.  The length of treatment since 2014 ranged from two months to 26 years. It appears that there has been an increase in consumers transitioning and decreased length of treatment.
The plan is to continue to try interventions to increase the use of the MORS.  Each program will discuss MORS scores as a team to identify patterns with consumers.  If consumers are maintaining a low MORS score this will aid clinical staff in identifying interventions to be done with the consumer to improve functioning, level of hope and, mental health ratings.   The MHP indicated future projects will compare outcomes from the consumer self-report on the recovery questionnaire with the MORS.  
Relevant details of these issues and recommendations are included within the comments found in the PIP validation tool. 
The technical assistance provided by CalEQRO consisted of encouraging the MHP to seek ongoing consultation in regard to establishing a new PIP as this PIP has been reviewed for two review cycles and the MHP intends to continue this business practice. CalEQRO staff recommended that the MHP submit its PIP question, outline the indicators and interventions, create a data collection timeline, and review its data on a regular basis.  The MHP was encouraged to invite and identify champions of quality to include in its team. Consideration of broadening the staff involved was recommended. As it identifies a new PIP, it is critical to consult to ensure meeting the PIP indicators for the next review cycle.  CalEQRO offered telephone consultation to the MHP.

[bookmark: _Toc466357068][bookmark: _Toc429758434]Non-Clinical PIP—Crisis Response and Emergency Room 
The MHP presented its study question for the non-clinical PIP as follows:
· “Will staffing the hospitals with a county mental health crisis nurse or clinician decrease the amount of time from admission to ER and crisis/5150 evaluation to less than 6 hours?”
Date PIP began:  July, 2015
Status of PIP:
	☒ Active and ongoing
	☐ Completed
	☐ Inactive, developed in a prior year
	☐ Concept only, not yet active
	☐ Submission determined not to be a PIP
	☐ No PIP submitted
The MHP has been aware of the extreme wait times at the local emergency room (ER) departments during a crisis encounter to access an assessment. Initially there was one crisis worker deployed to two Emergency Rooms as well as the county facility during the week.  Currently, the MHP has deployed several staff to the two local ERs and covers various shifts between 16-18 hours daily, seven days a week. The MHP has determined along with its community constituents that quality of care must be addressed to provide adequate and timely response to consumers accessing the crisis services at these venues. 
The average wait time from admittance into ER and 5150 evaluation was reported from 11 to 23 hours with the average of eight hours. This PIP is expected to improve consumer outcomes by increasing access to mental health services in the ER including the timeliness and types of services. By placing qualified staff directly in the ERs, consumers will have more timely access to crisis assessments and behavioral interventions such as safety planning with consumers, family members, and community supports. It is hoped that consumers who end up in the ER when in crisis will have less wait time between arrival at ER and crisis evaluation or 5150.  
Timely addressing of mental health symptoms in the ER setting and assuming early engagement in treatment leading to improved quality of care is implied in the decreased wait times. The data and the only indicator identified for data collection is the amount of time that occurs between the ER medical clearance and the crisis evaluation determination.   
The MHP is encouraged to consider additional methods to determine the effects of this change. For instance, use a survey to collect consumer feedback on the satisfaction of the service with the addition of the case manager on site at the ER and to obtain consumer satisfaction with wait times and comments for future consideration.
The MHP updated its results at the onsite review following a discussion suggesting the MHP calculate wait times using a percentage rate versus raw numbers.  Response times were calculated for the length of time between medical clearance and crisis evaluation. Any records which have discrepancies in the timeline and order in which events occurred are excluded from these calculations.
The clinical staff located at the local Emergency Rooms during regular business hours’ program started in February 2016. The MHP summarized the third quarter of FY1516 for January 2016 to March 2016 and indicated no significant change. In fact, it appears to have negatively increased wait times.  Data show that the time indicators calculated by the MHP, which include the six hour, eight hour, 10 hour, and 20 hour wait times, remained unchanged. The exception is the time between the medical clearance and the crisis evaluation which decreased 10.0% from January through February and continued to decrease through March 2016. However, the same indicator again increased in April 2016 by 16.7% over March. This reflects a median hour change of six hours in March to seven hours in April. There are continuing discussions about how to impact wait times.
Quarterly data collection timeframes were provided for Quarter One and Quarter Two for FY15-16 as follows:
First Quarter July 1, 2015 to September 30, 2015: Of the 451 records, 54 records were excluded due to discrepancies in the timeline. The MHP provided charts and tables focus on those 397 records that met the criteria. n=397; average wait time =8 hours.
Second Quarter October 2015 to December 2015: Of the 426 records, 42 records were excluded due to discrepancies in the timeline. The MHP provided charts and tables focus on those 384 records that met the criteria. n=384; average wait time = 10 hours.
The MHP has strategically co-located staff at the local ERs to reduce wait times and to address earlier and timely assessments for crisis encounters. The MHP presented some data, has not analyzed its data collection, and plans to continue its service delivery. Although the MHP has placed a staff on site at each ER, it will need to consider what affects the wait time and what it can do to impact this in a productive way. It will also need to consider what affects the wait times that benefit the consumer such as use of consistent outpatient care, recovery activities, and staffing strategies which direct self-reliance for consumers. The MHP will need to consider factors which positively influence the reduction of wait times and duplicate this throughout the system. 
 Again, the MHP could consider additional data such as level of satisfaction with service delivery, the number of repeat crisis encounters, decreased use of the ER, decreased inpatient hospitalization and/or outpatient engagement levels. The technical assistance provided to the MHP by CalEQRO consisted of advising the MHP to identify and include the consumer benefit of this PIP. The on-site discussions provided information which the MHP used to determine percentage rates to measure progress versus raw numbers. The MHP will need to evaluate the factors which may contribute to the outcomes of this metric. The MHP was encouraged to utilize a tool to measure its intended improvements. The MHP is encouraged to add champions of quality for input into the improvement strategies, consider inviting line staff to contribute. 
Relevant details of these issues and recommendations are included within the comments found in the PIP validation tool. 
The technical assistance provided to the MHP by CalEQRO consisted of an overview of the PIP process covering data collection to verify a problem, stakeholder input regarding the PIP, methods to identify a study question, the use of interventions, identifying baseline data and goals for improvements, designing a method to validate success, and determine indicators for outcomes to measure success.  

[bookmark: _Toc429758435][bookmark: _Toc466357069]Performance Improvement Project Findings—Impact and Implications
· Access to Care
· Barriers to accessing services are improved with timely response to calls. 
· Immediate response for crisis situations serves consumers. 
· Timeliness of Services
· Timely response to crisis situations potentially addresses acute symptoms earlier. 
· Quality of Care
· The MHP is clear of its intentions to structure and standardize the access point as the first point of contact. 
· Standardized business practices can be measured and more easily improved. 
· Consumer Outcomes
· Consumers can expect routine responses for all calls when structured effectively. 
· Timely access, especially with crisis situations, can potentially impact functionality and thwart the need for higher service levels. 

[bookmark: _Toc466357070]Performance & Quality Management Key Components
CalEQRO emphasizes the MHP’s use of data to promote quality and improve performance. Components widely recognized as critical to successful performance management include an organizational culture with focused leadership and strong stakeholder involvement, effective use of data to drive quality management, a comprehensive service delivery system, and workforce development strategies that support system needs. These are discussed below. 
[bookmark: _Toc466357071][bookmark: _Toc266710089]Access to Care
As shown in Table 4, CalEQRO identifies the following components as representative of a broad service delivery system that provides access to consumers and family members.  An examination of capacity, penetration rates, cultural competency, integration and collaboration of services with other providers forms the foundation of access to and delivery of quality services.

	Table 4—Access to Care

	Component
	Compliant
(FC/PC/NC)*
	Comments

	1A
	Service accessibility and availability are reflective of cultural competence principles and practices
	FC
	The MHP does not have a required threshold language. The MHP has an established Cultural Competency Committee which meets six times a year and has consumer and community participation.
The Committee is responsible to provide an annual cultural competency training to MHP staff.  The Committee provides an annual training each fiscal year which is mandatory for all MHP staff and is two hours in length. This year the annual cultural competency training was the Culture of Homelessness. The MHP conducts both pre and post test results for comparisons. 
As part of its ongoing commitment to cultural competency, the Breslauer Bulletin is published monthly.  This newsletter is produced monthly within the main MHP clinic site and contains two separate culturally informative articles per month.  The articles are written by MHP staff.  
The MHP participates in several outreach and engagement activities that support its commitment to cultural competency, including but not limited to formal and informal partnerships with several organizations with cultural ties, including LGBT, faith-based groups and homelessness coalitions. 
Its partnership with the Indian Health clinics is nominal as the majority of Native Americans receive care through the tribal health clinics. 

	1B
	Manages and adapts its capacity to meet beneficiary service needs
	PC
	The MHP has developed and expanded its service delivery for the foster care population and its Katie A. subclass members with these following strategies:       
· demonstrates stable relationships with its Child Welfare Services (CWS), family, and other stakeholders
· uses the Implementation Science model to outline ongoing program fidelity
· deployed a full-time MH coordinator for the Child and Family Focus Team (CFT) meetings
· conducts CFT meetings in the consumer’s preferred or natural settings.
· initiated Therapeutic Foster Care, two provider contracts
· starting third cohort of Trauma Informed care
The MHP applied for the Whole Person Grant and awaits final approval for which the MHP may hear in October 2016.  Its target group is the frequent users of the emergency room units who may be homeless and use it for crisis care; this will support 150-200 individuals who have either MH or SUD and at risk of homelessness.

The MHP implemented the use of telepsychiatry for its medications support services thus expanding availability, and they continue to seek permanent psychiatrists to increase staffing. While this addition is commendable, the MHP is encouraged to closely monitor the equipment for predictability as stakeholders reported inconsistent and unreliable start up.

Stakeholder line staff focus groups indicated caseloads increased without supportive strategies to effectively manage service delivery. This may inadvertently lead to decreased morale amongst staff. 

	1C
	Integration and/or collaboration with community based services to improve access
	FC
	The MHP awarded funds to Hill Country FQHC to establish a Mental Health Wellness Resource Center which will include establishing deliverables, performance standards, and outcome measurements to be tracked.

The Mentally Ill Offender Crime Reduction Program (MIOCR) grant was awarded to the MHP which provided an expansion of adult services between Probation and Mental Health. The MHP added a substance use disorder (SUD) counselor and a MH clinician and co-located an additional three Probation Officers at Mental Health.

The MHP has focused on providing timely response to crisis encounters with a goal to reduce wait time from medical clearance to the mental health evaluation. A PIP is underway to study this metric. The MHP co-located staff at the two local emergency room hospitals for 16-18 hours per day and on weekends. Provisions between Mental Health and the hospitals include interview rooms and assessments.

The MHP has engaged in a feasibility study which is underway to open a Crisis Stabilization Unit (CSU). The CSU will be contracted to operate via a community agency. Initial funding through an SB 82 Grant was awarded May 2016. To continue to provide a funding source, the Redding City Council placed a sales tax ballot measure on the November ballot that will provide $1 million per year for 10 years for a crisis stabilization unit if the measure passes.


[bookmark: _Toc266710090]*FC =Fully Compliant; PC = Partially Compliant; NC = Non-Compliant
[bookmark: _Toc466357072]Timeliness of Services
As shown in Table 5, CalEQRO identifies the following components as necessary to support a full service delivery system that provides timely access to mental health services.  The ability to provide timely services ensures successful engagement with consumers and family members and can improve overall outcomes while moving beneficiaries throughout the system of care to full recovery.
	Table 5—Timeliness of Services

	Component
	Compliant
(FC/PC/NC)*
	Comments

	2A
	Tracks and trends access data from initial contact to first appointment
	PC
	The MHP identified its “first appointment” as measured by the first assessment service received within 20 days of the Access Program episode which is identified as the initial contact.
Of the 94 requests for adult services, 55% met this standard. Of the 400 requests for children’s services, 59% met this standard. 
Interestingly, the contract provider line staff focus group which served children was not aware of any timeliness metrics.
With the lower percentage meeting this standard, the MHP would benefit from a QI activity to improve this metric. The MHP indicated its data retrieval procedures may require further improvements with the vendor to establish confidence in the fidelity of its data. 
Minimally, the MHP is encouraged to train, monitor, and provide reference guides for contract provider administrators to share with staff to become aware of this contractual metric. 

	2B
	Tracks and trends access data from initial contact to first psychiatric appointment
	PC
	The MHP identified its standard as the time from first request for service to first psychiatry appointment within 30 Days.
The MHP provided data for its adult services of the count of 53 requests, 32%met this standard.
With the low percentage meeting this standard, the MHP would benefit from a QI activity to improve this metric. Again, the MHP cannot state with confidence in the fidelity of its data collection. 
 It does not report data for its children’s services nor separately collect data for the telepsychiatry services. 

	2C
	Tracks and trends access data for timely appointments for urgent conditions
	PC
	The MHP does not track this metric although it engages in responding to crisis episodes. It would benefit consumers to be informed of the anticipated goal as well as inform the MHP of progress overall in this metric by establishing a standard. 
The MHP uses a walk-in method during normal business hours and the emergency room after hours. The MHP tracks the field based nursing activities surrounding crisis contacts. 
The MHP has initiated a PIP focused on improving response time to crisis services at the emergency room settings in local hospitals with staff co-located there starting in February 2016. Although the MHP has co-located a staffer at these sites to improve timeliness with a goal of less than 6 hours, to date, the goal has not been met. It would benefit the MHP to continue to monitor this as the community has vocalized the need for improvements as well. 
It would be prudent to establish and monitor a metric for urgent conditions system wide. This is especially true for youth who may not readily use the emergency room system. 
Consumer feedback indicated law enforcement demonstrates limited awareness of consumer issues when in crisis. Although the MHP indicated attempts to provide Crisis Intervention Training (CIT) to law enforcement (LE) personnel, little response was demonstrated from LE.

	2D
	Tracks and trends timely access to follow up appointments after hospitalization
	FC
	The MHP indicated it tracks appointments with the prescribing staff (i.e. psychiatrist, nurse practitioner, physician assistants, etc.). An appointment is made with a prescriber if the consumer is referred to the MHP for follow-up services.
The MHP reported its metric for adults is within 7 days, with 109 discharged referrals to the MHP and 47.7% met this standard.  
For children, it reported its metric is within 14 days with 51 discharged referrals to MHP and 76.5% met this standard. 
Consideration to having a consistent metric for both adults and children’s follow-up after hospitalization based on the HEDIS measure of 7 days is encouraged. 

	2E
	Tracks and trends data on re-hospitalizations
	FC
	The MHP reported its readmission goal is set for adults at less than 13% and for children’s services at less than 15%. For adults it reported 12.4% readmission rate and for children it reported a 10.7% readmission rate. 

	2F
	Tracks and trends no-shows
	PC
	The MHP did not establish a standard and only reported its no-show rate for psychiatrists. For psychiatry no-show rates in adult services, it was reported as 6.6% and for children’s services it was reported as 1.6%.
It would benefit the MHP to establish a goal and to identify its no-show rate for clinicians as well. This may provide additional information which could contribute to enhanced capacity strategies. 
To its credit, the MHP is utilizing an informal triage methodology of filling those cancelled appointments with its walk-in consumers or contacting those consumers with future appointments to back fill when possible. Also, this could be tracked for data to inform it of its service flow and the factors which affect the show rate. 


*FC = Fully Compliant; PC = Partially Compliant; NC = Non-Compliant

[bookmark: _Toc466357073]Quality of Care
As shown in Table 6, CalEQRO identifies the following components of an organization that is dedicated to the overall quality of care.  Effective quality improvement activities and data-driven decision making require strong collaboration among staff (including consumer/family member staff), working in information systems, data analysis, clinical care, executive management, and program leadership. Technology infrastructure, effective business processes, and staff skills in extracting and utilizing data for analysis must be present in order to demonstrate that analytic findings are used to ensure overall quality of the service delivery system and organizational operations.
	Table 6—Quality of Care

	Component
	Compliant (FC/PC/NC)*
	Comments

	3A
	Quality management and performance improvement are organizational priorities
	FC
	The Quality Improvement (QI) committee and its staffing appears to have been fully operational in the past year. It continues to meet monthly, produces detailed minutes and provided an evaluation of the past year and a FY16-17 work plan. Its goals focus on capacity, timeliness, consumer satisfaction, and medication and clinical practice with action steps, monitoring, and responsibilities for each objective. It includes a yearly calendar and identifies reporting activities due for each quarter. 
Interestingly, the MHP does not appear to assign a Quality Improvement Coordinator as a full-time position or title staff with this name. Although tasks involve a licensed mental health staffer, the structure and title are not isolated or referenced as quality improvement.  Instead the QI tasks are structured under the Managed Care/Compliance unit, potentially overloading staff with the multiplicity of QI tasks.
This unit leads ad-hoc trainings addressing specific modules as needed, for example, this year focused on group note documentation. Staff are trained ongoing over the first 90 days of employment.
Anecdotally, both QI and the Data teams appear stable as separate solid units and it appears that a more balanced approach would call for increased coordination regarding the dynamics of the clinical information necessary to analyze its data collection. In other words, how does the data influence the clinical functions? Does the data proscribe consideration of clinical changes or service delivery structures? Discussions of the data would naturally call upon clinical decisions if analyzed for improvements.

	3B
	Data are used to inform management and guide decisions 
	PC
	The MHP conducts a monthly QI Data Committee. Data dashboards are produced for items such as inpatient admissions, outpatient service counts, and requests for service.  
All of the data reports are distributed to the entire QI Committee, including family member/consumers, clinical staff and other stakeholders.  The Data Committee reviews the reports prior to the QI Committee meeting to identify any clinical trends, issues or anomalies that may need to be addressed.  This allows the QI Committee to receive the benefit of this prior analysis and discuss what actions may need to be taken in response to the data presented.
The MHP could move towards analysis of the data and its clinical impact. This could especially benefit the MHP to order to inform it of staffing capacity needs and the continuum of care for treatment. 
By reviewing and distributing these reports widely, such as with the staff and consumers, the MHP would broaden its audience and increase its data driven system. 

	3C
	Evidence of effective communication from MHP administration 
	PC
	The MHP strengths appear to be with its internal staffing in which weekly supervision, monthly all-staff meetings, and annual trainings occur. Executive team members appear to have developed a business platform which instills team work. 
To its credit, the current technology used internally includes instant messaging via smart phones which especially assists those field-based workers.
Stakeholder staff indicated an open door policy is instituted; however, staff noted mixed responses from supervisors who responded consistently when staff are on-site yet are often not on-site to consult with when needed.  
New staff indicated confusion regarding policy and training for the expected business protocols for routine workflows, chain of command and with whom to leave messages; some staff indicated vague job descriptions and multiple job assignments which leave staff less confident.
Consumer groups indicated little knowledge of the activities available and lack updates from the MHP.

	3D
	Evidence of stakeholder input and involvement in system planning and implementation 
	PC
	Peer consumers and family partners are utilized and provide feedback regarding their assignments. 
Line staff indicated other than communicating with the immediate supervisor, input is lacking. 
Clinical line staff indicated laptops would be useful and could provide more effective time management to maintain documentation. 
Line staff were not aware of participating in committee work, most attribute this to fulltime caseloads. Otherwise, little encouragement was promoted for them outside routine business. 
Consumers were not aware of options for input other than to talk to the individual provider.

	3E
	Evidence of strong collaborative partnerships with other agencies and community based services
	FC
	As mentioned, strong ties are held with service delivery with CWS for foster youth, contract providers for youth and the school services, probation who has co-located officers, FQHC for transition care, and recently increased homeless initiatives with community partners. 
The MHP has developed a protocol to address the Commercial Sexual Exploitation of Children (CSEC) with Indian Children Welfare, law enforcement, CWS, and private providers for training to recognize and work with those vulnerable youths. Foster parents are educated and peer youth survivors train youth to recognize signs and avoid the risks involved and how to seek help.

	3F
	Evidence of a systematic clinical Continuum of Care
	PC
	The MHP has not develop a strategic plan for use in regard to treatment management. It does use the wellness philosophy of hope and recovery principles for determining consumer progress. 
It uses some, although nominally, evidence-based practices (EBPs) to provide treatment. Evidence of group work has increased, adding to the repertoire of its service menu.
The MHP does use the MORS and the CANS to indicate level of need and to determine progress. This is not a structured usage or a standardized care model. 
Consumers flow through the system based on overall need, which appears to be determined by individual providers. This may contribute to ineffective treatment if not monitored with structure. 
The MHP could consider the application of a standardized treatment modality such as an EBP or a modified treatment package along a care continuum such as a brief strategic treatment of numbered sessions with a reassessment timeline earlier than the annual treatment update. This could impact its current overload of case assignments for some staff members. 

	3G
	Evidence of individualized, consumer-driven treatment and recovery
	PC
	The MHP considers individual needs when approaching treatment and is attempting the open door model. However, its use of consumer driven recovery is seen with its outcome tools. 
Limited awareness by consumer or staff indicates it is unclear how a consumer may step down from care or how to participate in care by more in-depth treatment. A limited number of consumers were aware of treatment goals. 
Consumer feedback from stakeholders on-site regarding the use of community wide activities and consumer involved treatment planning appeared to be limited. 

	3H
	Evidence of consumer and family member employment in key roles throughout the system
	PC
	The MHP has integrated peer and family partners throughout its system. The MHP addresses peer employee participation as a component of its QI work plan. 
The wellness center employs peer consumers and MHP staff utilize peer consumers to co-facilitate groups such as the medications education groups and the pending Motivational Interviewing module. 
A career ladder is not evident for consumers and none appear to hold a supervisory or higher position.
The executive committees such as the Behavioral Health Board, QI, PIP, and Cultural Competency note consumer representation. 

	3I
	Consumer run and/or consumer driven programs exist to enhance wellness and recovery
	FC
	The MHP contracts its central wellness center in Redding with Northern Valley Catholic Social Services (NVCSS). It includes consumer driven activities, three paid part-time peer program assistant employees, and operates five days a week for five hours a day. A calendar of activities is produced and a consumer newsletter is distributed.
The MHP has also recently awarded a contract to Hill Country FQHC, located in its outlying areas, to operate a new wellness health center. It will open in the near future. 
The MHP has increased its use of consumer participation with the welcoming strategies in the central offices lobby. Consideration of a welcoming packet which highlights consumer activities and programs at intake with referral information would be beneficial.
As indicated by consumer stakeholder focus groups, the wellness and recovery center was unknown to them. Consumers indicated increased wellness activities are needed for pro-socialization skills. 

	3J
	Measures clinical and/or functional outcomes of consumers served
	FC
	The MHP continues to use the CANS for children’s services at the initial intake, annually, and again at discharge time. Organizational providers as well as the Katie A. subclass are included for this tool. The MHP has an activity underway to incorporate the CANS into its electronic health record (EHR). 
The MHP continues to use the MORS for the adult system of care which has been incorporated into the EHR system. The MHP recently concluded a PIP which focused on the adult recovery principles for treatment and used both the MORS and its Recovery Questionnaire to determine consumer health and hope. 
The MHP is primarily using these as treatment planning tools and in the early stages of using these tools as outcome tools and fully integrated ways to inform it of its service delivery.

	3K
	Utilizes information from Consumer Satisfaction Surveys
	PC
	The MHP engaged in the bi-annual statewide consumer Performance Outcomes and Quality Improvement (POQI) survey. The MHP incorporates a QI goal to increase response rates and a QI goal for satisfaction metrics for both youth and adult.
Results are presented at the Behavioral Health Advisory Board Meetings, posted on-line and shared at the all staff meetings.
Improvements based on the surveys were not conducted.


*FC = Fully Compliant; PC = Partially Compliant; NC = Non-Compliant

[bookmark: _Toc466357074]Key Components Findings—Impact and Implications
Access to Care
The MHP could benefit from a routine and timely utilization review process following the opening of a new consumer record to offset the use of the deferred diagnostic category. 
The MHP has increased or adapted its services with the use of telepsychiatry, increased homeless initiatives, expanded coordination of the foster care population, and developing provisions for crisis stabilization needs. 
The MHP initiated the National Institute of Health’s practice of Implementation Science.  This is the study of methods to promote the integration of research findings and evidence into healthcare policy and practice. It seeks to understand the behavior of healthcare professionals and other stakeholders as a key variable in the sustainable uptake, adoption, and implementation of evidence-based interventions.
Timeliness of Services
The MHP incorporates its timeliness goals into the QI work plan, produces a data dashboard of these indicators, and reports on these quarterly. 
The MHP is encouraged to conduct due diligence to decipher the quality of its data in relation to the timeliness metrics. As reported on-site some concerns remain with the fidelity of data retrieval. 
The MHP could enhance its efforts to consult with its EHR vendor to apply the necessary data indicators to collect its necessary metrics.
The MHP would benefit from establishing a system-wide uniform standard for crisis response and no-show rates. Also, its overall standards are worth consideration of applying a similar standard for both adult and children’s services. Many of the children’s services are provided by contract organizational providers. 
Quality of Care
The MHP has increasingly become more stable within the QI unit, secondary to a more consistent team composition, potentially lending increased quality and effective care for consumers.
Although the QI team has become more stable within the department with its consistent team, it appears the structure between the clinical requirements and the technical data collection aspects may be inadvertently affecting the intended results the MHP seeks such as with clinical requirements, data integrity, and PIPs.
Both the Managed Care/Compliance and IT units are structured under the Business and Support Services Branch which may not provide the clinical oversight necessary to best coordinate functions between the clinical QI initiatives and the data analyst needs. 
Telepsychiatry has enhanced service capacity and some technical and personnel aspects continue to impact quality. 
The MHP lacks a structured continuum of care which impacts the service capacity and creates overload of case assignments to a capped number of staff. 
Consumer Outcomes
An 80 hour Peer Leadership academy in conjunction with the community college continues to provide training with three paid peer positions who will be trained to co-facilitate the wraparound meetings.  
The MHP continues to use the Milestones of Recovery Scale (MORS) and the Child and Adolescent Needs and Strengths (CANS) with the MORS incorporated into the EHR system. 
[bookmark: _Toc266710099][bookmark: _Toc266791170][bookmark: _Toc242000461][bookmark: _Toc243312439]Continuing to spread the analysis of the use of these tools to treatment planning is most advantageous. Ongoing clinical discussions may impact the application of these for treatment decisions. 


[bookmark: _Toc466357075]CONSUMER AND FAMILY MEMBER FOCUS GROUPS
CalEQRO conducted two 90-minute focus groups with consumers and family members during the site review of the MHP. As part of the pre-site planning process, CalEQRO requested two focus groups with 8 to 10 participants each, the details of which can be found in each section below. 
The Consumer/Family Member Focus Group is an important component of the CalEQRO Site Review process. Obtaining feedback from those who are receiving services provides significant information regarding quality, access, timeliness, and outcomes. The focus group questions are specific to the MHP reviewed and emphasize the availability of timely access to care, recovery, peer support, cultural competence, improved outcomes, and consumer and family member involvement.  CalEQRO provides gift certificates to thank the consumers and family members for their participation.

[bookmark: _Toc297721116][bookmark: _Toc466357076][bookmark: _Toc266710101]Consumer/Family Member Focus Group 1
CalEQRO requested the focus group according to the following criteria:
A culturally diverse group of adult beneficiaries, including a mix of existing and new consumers who have initiated/utilized services within the past 12 months.  The focus group was held at the Public Health offices located at 2660 Breslauer Way, Redding.
Number of participants – 8
For the three participants who entered services within the past year, their experience was described as follows:
The initial assessment process was timely.
None of the participants were aware of the wellness and recovery activities. 
The group participants indicated each provider was responsive to their needs. 
General comments regarding service delivery that were mentioned included the following:
Each was involved to the extent desired in treatment planning.
Hope for recovery was indicated for some, especially those involved affected by co-occurring mental health and substance use disorders. 
Clinical line staff were increasingly responsive and considerate, often explaining their mental health conditions with details. 
Each expressed providers respected them and provided sensitivity towards their needs; additionally, a request to consider the needs of those who are hearing challenged was made. 
The group participants noted each would like to be increasingly involved in the community. Past activities, such as nearby tourist attraction visits and bowling, were decreased. 
Recommendations for improving care included the following:
Increase community activities or events for consumers aligned with recovery principles.   
Provide information regarding the MHP’s website, updates regarding service, and activities at the wellness center.
Consider a community forum, focus group, or survey to elicit feedback from consumers regarding activity ideas.

Interpreter used for focus group 1:	☐ No	☒ Yes, partially:	although not a certified American Sign Language (ASL) interpreter, a MHP staff member assisted, at the consumer request, for a hearing challenged participant.

[bookmark: _Toc466357077]Consumer/Family Member Focus Group 2
CalEQRO requested the focus group according to the following criteria:
A culturally diverse group of parents/caregivers of child/youth beneficiaries, including a mix of existing and new consumers who have initiated/utilized services within the past 12 months. The focus group was held at the MHP offices located at 2640 Breslauer Way, Redding. 
Number of participants – Three participants which were parents/caregivers to child beneficiaries. Due to the limited number of participants, it may not reflect the overall MHP service delivery.
For two participants who entered services within the past year, their experience was described as follows: 
The initial assessment process was timely.
The crisis response was varied, some staff were responsive when the consumer called, other times each was informed to go to the emergency room at the hospital, and sometimes consumers were accompanied by staff to the ER. All group participants indicated response from the front office staff at MHP during business hours could not be relied on for consistent replies. Therapists are helpful if called directly.
Some joined a parent support group which was useful.

General comments regarding service delivery that were mentioned included the following:
Those whose children receive the wraparound services expressed it was helpful and their child continues to make progress, yet a parent has to be proactive and advocate for services.  Those parents were also involved in the treatment planning with their child. 
The participants indicated telephone services for crisis response was ineffective. Examples include being placed on hold by telephone receptionists during business hours and messages left were not responded to if left. Although not directly MHP responsibility, it was additionally noted that law enforcement staff were not willing to respond to crisis calls. 
 Staff were responsive if called directly and some staff members did escort the consumer to the ER for a crisis situation.
The group participants noted a poor connection with the telepsychiatry equipment which has occurred in the past month. At times the telepsychiatrist visit is prevented because the equipment does not work. While there were only three participants, they had all experienced issues with telepsychiatry equipment and connectivity issues.
Recommendations for improving care included the following:
 Assign a parent partner to support parents with children in services as none knew there was a patient advocate. 
Consider increasing crisis response services on a 24-hour care basis, in place of the use of the emergency rooms and consider increased staffing during business hours and after-hours services. 
Correct the connectivity issues for telepsychiatry and perhaps use a survey to obtain consumer feedback.
Interpreter used for focus group 1:	☒ No	☐ Yes	 

[bookmark: _Toc456598334][bookmark: _Toc466357078]Consumer/Family Member Focus Group Findings—Implications
Access to Care
Telepsychiatry services appear to frustrate the recipients secondary to the technology delays or cancellations of appointments. Difficulty in understanding some of the telepsychiatry staff impacted communication secondary to speaking with a broad accent. 
Timeliness of Services
Overall, timely access appears to be available to consumers for the initial service request.
The MHP will need to consider establishing the timeliness indicator for its telepsychiatry services.
Quality of Care
The group participants overall felt providers considered recovery possible.
Crisis response to calls was unpredictable and appeared based on front desk replies.
Consumer Outcomes
The consumers would benefit from a broader method of informing about the MHP and its activities. 




[bookmark: _Toc266710107][bookmark: _Toc266791174]
[bookmark: _Toc466357079]INFORMATION SYSTEMS REVIEW
Knowledge of the capabilities of an MHP’s information system is essential to evaluate the MHP’s capacity to manage the health care of its beneficiaries. CalEQRO used the written response to standard questions posed in the California-specific ISCA, additional documents submitted by the MHP, and information gathered in interviews to complete the information systems evaluation.
[bookmark: _Toc466357080]Key ISCA Information Provided by the MHP
The following information is self-reported by the MHP in the ISCA and/or the site review.
Table 8 shows the percentage of services provided by type of service provider:
	Table 8—Distribution of Services by Type of Provider

	Type of Provider
	Distribution

	County-operated/staffed clinics
	68.6%

	Contract providers
	31.0%

	Network providers
	0.4%

	Total
	100%



Percentage of total annual MHP budget is dedicated to support information technology operations: (includes hardware, network, software license, IT staff) 
	2.14%



Consumers have online access to their health records either through a Personal Health Record (PHR) feature provided within EHR or a consumer portal or a third-party PHR:
☐ Yes			☐ In Test/Pilot Phase		☒ No

	The MHP has no plans to implement a personal health record.   



MHP currently provides services to consumers using an telepsychiatry application:
  	☒ Yes			☐ In Test/Pilot Phase		☐ No
· If yes, the number of remote sites currently operational:
	1



MHP self-reported technology staff changes since the previous CalEQRO review (FTE):
	Table 9 – Summary of Technology Staff Changes

	Number IS Staff
	Number of New Hires
	Number of Staff Retired, Transferred, Terminated
	Current Number of Unfilled Positions

	4
	0
	1
	0



MHP self-reported data analytical staff changes since the previous CalEQRO review (FTE):
	Table 10 – Summary of Data Analytical Staff Changes

	Number 
Data Analytical Staff
	Number of New Hires
	Number of Staff Retired, Transferred, Terminated
	Current Number of Unfilled Positions

	3
	1
	1
	0



The following should be noted with regard to the above information:
Technology staffing reduced from five to four over the past year with the transfer of an agency Staff Services Analyst to Asset Management.
Data Analytics staffing has been unchanged in the past year.  A Staff Services Analyst vacated a position in November 2015 and the position was filled in March 2016.    
[bookmark: _Toc466357081]Current Operations
The MHP continues to use Cerner Community Behavioral Health (CCBH) system to support electronic health record functionality, billing and state-mandated reporting requirements. Software promotion 222 has been installed; Cerner’s most recent promotion available is 223. 
There are no unfilled technology or data analytic positions.
The MHP expanded its telepsychiatry contract to include psychiatry services for Adult System of Care clients.
The MHP continues to utilize and refine its Managed Care Quarterly Dashboards. The MHP also creates a quarterly Dashboard Highlight sheet to summarize the quarterly data. Performance Indicators currently track and reported on include:
11 adult inpatient admission indicators
9 Child and Youth inpatient admission indicators
8 Adult outpatient indicators
12 Children and Youth outpatient indicators
3 Quality and Appropriateness of Service indicators
6 Fiscal indicators
4 High Utilizers indicators.
Table 11 lists the primary systems and applications the MHP uses to conduct business and manage operations. These systems support data collection and storage, provide electronic health record (EHR) functionality, produce Short-Doyle/Medi-Cal (SD/MC) and other third party claims, track revenue, perform managed care activities, and provide information for analyses and reporting.
	Table 11— Primary EHR Systems/Applications

	System/Application
	Function
	Vendor/Supplier
	Years Used
	Operated By

	Client Database
	Practice Management(PM), Clinician Homepage, Scheduler
	CCBH
	4
	MHP

	Client Database
	Doctor’s Homepage/Scheduler
	CCBH
	4
	MHP

	FileBound
	Document Imaging
	Upland Software
	9
	MHP



[bookmark: _Toc466357082]Plans for Information Systems Change
The MHP has no plans to replace the Cerner Community Behavioral Health system.


[bookmark: _Toc466357083]Electronic Health Record Status
Table 12 summarizes the ratings given to the MHP for Electronic Health Record (EHR) functionality.
	Table 12—Current EHR Functionality

	Function
	System/Application
	Rating

	
	
	Present
	Partially Present
	Not Present
	Not Rated

	Alerts
	CCBH
	x
	
	
	

	Assessments
	CCBH
	x
	
	
	

	Document imaging/storage
	FileBound
	x
	
	
	

	Electronic signature—consumer
	CCBH
	x
	
	
	

	Laboratory results (eLab)
	
	
	
	x
	

	Level of Care/Level of Service
	CCBH - MORS
	
	x
	
	

	Outcomes
	CCBH-MORS 
	
	x
	
	

	Prescriptions (eRx)
	CCBH
	x
	
	
	

	Progress notes
	CCBH
	x
	
	
	

	Treatment plans
	CCBH
	x
	
	
	

	Summary Totals for EHR Functionality
	7
	2
	1
	


Progress and issues associated with implementing an electronic health record over the past year are discussed below:
The MHP continues to explore options to include Laboratory results in their EHR.
The Milestones of Recovery Scale, MORS, has been integrated into the EHR. 
 While the MHP continues to utilize the Child and Adolescent Needs and Strengths, CANS, this tool is not integrated into the EHR nor are there any current plans to move forward with the integration of this tool. 
Consumer’s Chart of Record for county-operated programs (self-reported by MHP):
☐ Paper		☒ Electronic		☐ Combination

[bookmark: _Toc466357084]Major Changes Since Last Year
Provided laptops to three field based children’s clinicians and three co-located emergency room crisis staff.
Medicare Part B billing was begun effective October 2015.
Automated appointment reminder calls to all clients with an individual service began in January 2016.  
Client photo uploads into CCBH began in April 2016. 
Changed from the use of tele-conferencing technology to webcam use for telepsychiatry in January 2016.
AOD and Perinatal services went live on CCBH.

[bookmark: _Toc466357085]Priorities for the Coming Year
Provide laptops to field based nursing staff.
Update CCBH system with promotion 223 which will include a major progress note enhancement. 
Implement Electronic Prescribing of Controlled Substances, Ultrasensitive Exchange.
Create a medication monitoring database.
Complete the RFP for a Dashboard product.  
Windows 10 upgrade will occur in November 2016. 
Upgrade FileBound from version 4 to 7, which will be Windows 10 compliant. 
Update SQL Server from 2008 to 2012.   
[bookmark: _Toc466357086]Other Significant Issues
Contract Providers do not have access to the Cerner Community Behavioral Health system and continue to transport paper documents to the MHP for data entry into CCBH system.
Stakeholder groups noted inconsistent availability of telepsychiatry equipment and variable quality of transmission. 
The MHP continued to have a high percentage, approximately 20%, of beneficiaries with deferred diagnoses in CY15 compared to less than five percent statewide.  Specific reasons behind high percentage of deferred diagnosis continue to be examined by the MHP.
[bookmark: _Toc466357087]medi-cal Claims processing 
Normal cycle for submitting current fiscal year Medi-Cal claim files:
	☐	Monthly
	☒	More than 1x month
	☐	Weekly
	☐	More than 1x weekly


MHP performs end-to-end (837/835) claim transaction reconciliations:
	☒	Yes
	☐	No


If yes, product or application:
	Local Access database.



Method used to submit Medicare Part B claims:
☐ Clearinghouse		☒ Electronic		☐ Paper
[image: ]


[bookmark: _Toc466357088]Information Systems Review Findings—Implications
Access to Care
 The MHP expanded its telepsychiatry contract to include psychiatry services for Adult System of Care clients.
Timeliness of Services
Timeliness reports are generated and reviewed by leadership.
Quality of Care
The MHP continues to utilize and refine its Managed Care Quarterly Dashboards.
Stakeholder groups noted inconsistent availability and variable quality of transmission with regard to telepsychiatry services. 
The MHP continued to have a high percentage, approximately 20%, of beneficiaries with deferred diagnoses in CY15 compared to less than five percent statewide.  
Consumer Outcomes
The Milestones of Recovery Scale has been incorporated into the electronic health record. 
While the MHP continues to utilize the Child and Adolescent Needs and Strengths, this tool is not integrated into the electronic health record. 

[bookmark: _Toc466357089][bookmark: _Toc266710116][bookmark: _Toc266791176][bookmark: _Toc242000467][bookmark: _Toc243312445]Site review Process Barriers
The following conditions significantly affected CalEQRO’s ability to prepare for and/or conduct a comprehensive review:
· The consumer/family member focus group for parents of children receiving services had three attendees which may not adequately reflect information regarding service delivery.  
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[bookmark: _Toc466357090]CONCLUSIONS
During the FY16-17 annual review, CalEQRO found strengths in the MHP’s programs, practices, or information systems that have a significant impact on the overall delivery system and its supporting structure. In those same areas, CalEQRO also noted opportunities for quality improvement. The findings presented below relate to the operation of an effective managed care organization, reflecting the MHP’s processes for ensuring access to and timeliness of services and improving the quality of care.
[bookmark: _Toc466357091]Strengths and Opportunities
[bookmark: _Toc466357092]Access to Care
Strengths:
The MHP does due diligence with its target populations, including the foster care youth, substance use and probation, and those at risk of homelessness.
The MHP expanded its telepsychiatry contract to include psychiatry services for Adult System of Care clients.
Opportunities: 
Telepsychiatry services appear to experience delays in start-up due to technology and consumers often experience brief or cancelled sessions. 
Limitations exist which come from law enforcement officer participation in Crisis Intervention Team training; certification of CIT training for law enforcement may assist. 
[bookmark: _Toc466357093]Timeliness of Services
Strengths: 
Data dashboards are produced and reviewed by management teams.
The MHP has initiated a PIP focused on reducing wait times at the emergency room for crisis evaluations. 
Opportunities: 
Timeliness indicators are not standardized across the adult and children’s services and the MHP lacks standards for response to urgent conditions and no-show rates.
Increased consistency to crisis calls is warranted.
The MHP questions the data integrity of the timeliness elements it does collect, inferring the electronic record system has limited capabilities. 
[bookmark: _Toc466357094]Quality of Care
Strengths: 
The QI team appears to have increasingly become more stable with staffing and responsive to stakeholder needs. 
The MHP conducts and documents efforts with a QI Data Committee for which it attempts to coordinate data informed care. 
The MHP has increased its efforts and successfully filled management positions when vacated as feasible. 
Efforts to create welcoming strategies were implemented and continue to be assessed.
Opportunities: 
Both the Managed Care/Compliance and IT units are structured under the Business and Support Services Branch which may not provide the clinical oversight necessary to best coordinate functions between the clinical QI initiatives and the data analyst needs.
The organizational chart does not include a dedicated/titled Quality Improvement unit or staff member as a component of its infrastructure.
Although joint meetings occur, there appears to be limits between understanding clinical application to data reporting as evidenced with timeliness indicators, diagnostics, and the PIP analysis.
The hiring climate of competitive salaries in healthcare has affected the MHP’s ability to retain a full complement of on-site psychiatric staff. 
Stakeholder groups noted inconsistent availability and variable quality of transmission with regard to telepsychiatry services. 
Contract Providers continue to transport paper documents to the MHP for data entry into CCBH system. The use of batch data entry processing to support your EHR environment is no longer practical or viable.
Stakeholder line staff focus groups indicated caseloads increase without supportive strategies to effectively manage service delivery.
[bookmark: _Toc466357095]Consumer Outcomes
Strengths:  
The Milestones of Recovery Scale has been incorporated into the electronic health record.
The MHP has increasingly used the Child and Adolescent Needs and Strengths scale for its children’s services.
Opportunities: 
Overall, consumer responses for the bi-annual consumer perception survey is limited. 
The Child and Adolescent Needs and Strengths data is not analyzed at a system-wide level. This tool is not integrated into the electronic health record. 

[bookmark: _Toc466357096]Recommendations
Determine whether the current structure of the QI assignment is effective. Consider the limitations, if any, of the clinical applications to service delivery. 
Conduct a joint meeting between the clinical members of the Quality Improvement Committee and the data analysts to determine the needed data elements for data integrity and clinical application of the data reports.
Consult with vendor as needed for data retrieval. (Examples: timeliness indicators, diagnoses, staffing capacity, and caseload reports). 
Monitor up-time of the telepsychiatry equipment and track issues to resolve re-occurring issues and increase system availability.  Investigate internet connectivity and quality issues in order to increase the quality of telepsychiatry services and client satisfaction.     
Investigate the feasibility of replacing batch processing for contract providers with direct data entry by providers to further improve both data quality and timely access to relevant clinical EHR data. 
Initiate system-wide standards for response to urgent conditions and no-show rates. Produce data reports, review, and analyze, at a minimum, quarterly for progress towards goals.



[bookmark: _Toc466357097]ATTACHMENTS
Attachment A: Review Agenda

Attachment B: Review Participants

Attachment C: Approved Claims Source Data

Attachment D: CalEQRO PIP Validation Tools 




[bookmark: _Toc243312450][bookmark: _Toc266710120][bookmark: _Toc266791180]
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[bookmark: _Toc466357098]Attachment A—Review Agenda
Double click on the icon below to open the MHP On-Site Review Agenda:






[bookmark: _Toc466357099]Attachment B—Review Participants
[bookmark: _Toc266710122]
CalEQRO Reviewers
 Jovonne Price, LMFT, CPHQ, Quality Reviewer Consultant
 Lisa Farrell, Information Systems Reviewer
Gloria Marrin, Consumer/Family Member Consultant
Additional CalEQRO staff members were involved in the review process, assessments, and recommendations. They provided significant contributions to the overall review by participating in both the pre-site and the post-site meetings and, ultimately, in the recommendations within this report.
[bookmark: _Toc266710123]Sites of MHP Review
MHP SITES
Behavioral Health Services
2640 Breslauer Way
Redding, CA

Behavioral Health Services
2660 Breslauer Way
Redding, CA
CONTRACT PROVIDER SITES
Olberg Wellness Center
2757 Churn Creek Road, Suite D
Redding, CA


[bookmark: _Toc266710124]Participants Representing the MHP
	Name
	Position
	Agency

	

	Allison Scroggins
	Clinical Division Chief 
	HHSA Adult

	Tracy Tedder
	Branch Director
	HHSA Business and Support Services

	Lynn Hill
	Analyst
	HHSA Business and Support Services

	Stephanie Taylor
	Supervising Epidemiologist
	HHSA Office of Director

	Bethany Bilyeu
	Executive Director
	Victor Treatment Center

	Jill Ward
	Patient’s Rights Advocate
	HHSA Adult Services

	Cyndie Milazzo
	Foster Parent
	

	Dean True
	Branch Director 
	HHSA Adult Services

	Shepard Greene
	Chief of Psychiatry
	HHSA

	Micki Mills
	Program Manager
	HHSA Business and Support Services

	Josette McKrda
	Agency Staff Services Analyst
	HHSA OPE

	Jeff Van Ausdall 
	Senior Staff Analyst
	HHSA OPE

	Elizabeth Leslie
	Program Manager 
	HHSA Adult Services

	Nancy Bolen
	Deputy Branch Director
	HHSA Children’s Services

	Lori Steele
	Clinical Division Chief
	HHSA Children’s Services

	Connie Webber
	Clinical Division Chief
	HHSA Adult Services

	Lisa Sol
	Deputy Branch Director
	HHSA Adult Services

	Doug Shelton
	Division Chief
	HHSA Children’s Services

	Genell Restin
	Executive Director
	Victor Community Social Services

	Justina Larson
	Quality Improvement Coordinator
	HHSA Managed Care

	Michael Conti
	Program Manager
	HHSA Information Technology

	Beverly Sherer
	Senior Analyst
	HHSA Information Technology

	Jamie Hannigan 
	Program Manager
	HHSA Adult Services

	Marilyn Hanigan 
	Program Manager
	Remi Vista, Inc.

	Matt Ramsey
	Managed Care
	HHSA

	Anthony Eyestone
	Managed Care
	HHSA

	Monteca Zumalt
	Managed Care
	HHSA

	Robin Mair
	ASW
	Shasta County Mental Health

	Emily Mills 
	Social Service Aide
	Children’s Services

	Teri Zarriello
	Registered Nurse
	Adult Services

	Jeremiah Nye
	Social Worker
	Shasta County Mental Health

	Eva Urena
	Community Health Advocate
	Children’s Services

	Jennifer Collins
	Registered Nurse
	Adult Services

	Toni Wieland
	Community Health Advocate
	Adult Services

	Angelina Gray
	Katie A. Coordinator, Clinician
	HHSA Children’s Services

	Amber Condrey
	Community Development Coordinator
	HHSA Children’s Services

	Casey Berry
	Staff Analyst
	HHSA Children’s Services

	Amber Middleton
	Program Manager II
	HHSA Children’s Services

	Susan M. Brooks
	Senior Staff Analyst
	HHSA Fiscal

	Dawn Haskins
	Clinician
	Victor Community Support Services

	Jill Boland
	Clinician
	Northern Valley Catholic Social Services

	Allison Pinkerton
	Clinician
	Remi Vista, Inc.

	Marie Hawkley
	Mental Health Rehabilitation Specialist
	Remi Vista, Inc.



[bookmark: _Toc466357100]Attachment C—Approved Claims Source Data

Approved Claims Summaries are separately provided to the MHP in a HIPAA-compliant manner. 
Two additional tables are provided below on Medi-Cal ACA Expansion beneficiaries and Medi-Cal beneficiaries served by cost bands.
Table C1 shows the penetration rate and approved claims per beneficiary for the CY15 Medi-Cal ACA Expansion Penetration Rate and Approved Claims per Beneficiary.
[image: ]

Table C2 shows the distribution of the MHP beneficiaries served by approved claims per beneficiary (ACB) range for three cost categories: under $20,000; $20,000 to $30,000, and those above $30,000.
[image: ]






[bookmark: _Toc466357101]Attachment D—PIP Validation Tool

Double click on the icons below to open the PIP Validation Tools:

Clinical PIP:


Non-Clinical PIP:



Figure 1A. Overall Average Approved Claims per Beneficiary

Shasta	CY13	CY14	CY15	3803	4381	4491	Small	CY13	CY14	CY15	4133	4396	4460	State	CY13	CY14	CY15	5350	5463	5522	



Figure 1B. Overall Penetration Rates

Shasta	CY13	CY14	CY15	7.6100000000000001E-2	7.0099999999999996E-2	6.2899999999999998E-2	Small	CY13	CY14	CY15	6.4600000000000005E-2	5.6500000000000002E-2	5.3400000000000003E-2	State	CY13	CY14	CY15	5.6399999999999999E-2	5.1799999999999999E-2	4.82E-2	



Figure 2A. FC Average Approved Claims per Beneficiary

Shasta	CY13	CY14	CY15	5902	6511	6201	Small	CY13	CY14	CY15	6909	6862	6431	State	CY13	CY14	CY15	8694	8353	8127	



Figure 2B. FC Penetration Rates

Shasta	CY13	CY14	CY15	0.51190000000000002	0.4834	0.48099999999999998	Small	CY13	CY14	CY15	0.43169999999999997	0.42580000000000001	0.39710000000000001	State	CY13	CY14	CY15	0.51890000000000003	0.48949999999999999	0.47189999999999999	



 

Shasta	CY13	CY14	CY15	3753	3851	3868	Small	CY13	CY14	CY15	3631	3757	3893	State	CY13	CY14	CY15	5155	5097	5045	



Figure 3B. Hispanic Penetration Rates

Shasta	CY13	CY14	CY15	4.5600000000000002E-2	4.2500000000000003E-2	3.8600000000000002E-2	Small	CY13	CY14	CY15	4.0300000000000002E-2	3.95E-2	3.9699999999999999E-2	State	CY13	CY14	CY15	3.9199999999999999E-2	3.6400000000000002E-2	3.49E-2	



Figure 4A. 7-Day Outpatient Follow-up and Rehospitalization Rates, Shasta MHP and State

CY14	Oupatient MHP	Outpatient State	Rehospitalization MHP	Rehospitalization State	0.60509999999999997	0.40679999999999999	3.0800000000000001E-2	7.6100000000000001E-2	CY15	Oupatient MHP	Outpatient State	Rehospitalization MHP	Rehospitalization State	0.67620000000000002	0.3901	4.7599999999999996E-2	7.0000000000000007E-2	



Figure 4B. 30-Day Outpatient Follow-up and Rehospitalization Rates, Shasta MHP and State

CY14	Oupatient MHP	Outpatient State	Rehospitalization MHP	Rehospitalization State	0.70260000000000011	0.60109999999999997	0.1026	0.16589999999999999	CY15	Oupatient MHP	Outpatient State	Rehospitalization MHP	Rehospitalization State	0.78569999999999995	0.57990000000000008	0.11900000000000001	0.15710000000000002	



Figure 5A. Diagnostic Categories, Beneficiaries Served

Shasta CY15	Depression	Psychosis	Disruptive	Bipolar	Anxiety	Adjustment	Other	Deferred	0.16742389822807816	0.13902771467514766	0.11494775102226261	0.10109041344843253	0.13652885052248978	8.5415720127214906E-2	5.2703316674238984E-2	0.2028623353021354	State CY15	Depression	Psychosis	Disruptive	Bipolar	Anxiety	Adjustment	Other	Deferred	0.24639058879448636	0.15164424718224254	0.13513031776949547	0.12115995741448775	0.12472480798783454	9.1086749514650414E-2	8.5604587416719793E-2	4.4258743920083117E-2	



Figure 5B. Diagnostic Categories, Total Approved

Shasta CY15	Depression	Psychosis	Disruptive	Bipolar	Anxiety	Adjustment	Other	Deferred	0.14296990263283019	0.30345416761874133	0.14083016635583187	0.11474716673382614	0.13963070914473513	6.5337645949823747E-2	5.9886467839771425E-2	3.3143773724440148E-2	State CY15	Depression	Psychosis	Disruptive	Bipolar	Anxiety	Adjustment	Other	Deferred	0.22051179338846386	0.22596640400699639	0.16280954771049008	0.11881150918992497	0.12479988070655491	6.4298734899262827E-2	7.1554196076721963E-2	1.1247934021585016E-2	
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Number 

Submitted

Gross Dollars 

Billed Dollars Denied Percent Denied Number Denied

Gross Dollars 

Adjudicated

Claim 

Adjustments

Gross Dollars 

Approved

60,696                 $13,234,521 $528,782 4.00% 777                        $12,705,739 $44,055 $12,661,684

Table 13 - Shasta MHP Summary of CY15 Processed SDMC Claims

Note: Includes services provided during CY15 with the most recent DHCS processing date of May 19,2016
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       Behavioral Health Concepts, Inc. - California EQRO  www.caleqro.com 
      


        5901 Christie Avenue, Suite 502, Emeryville, CA 94608    (855) 385-3776   
 


Shasta County MHP CalEQRO Agenda 
 


Day 1    Tuesday, July 26, 2016 
 


Time Activity 


8 : 3 0  a m  –  9 : 0 0  a m 
 
 
 
 
 


Opening Session 
• Introduction to BHC 
• MHP Team Introductions 
 
Participants: MHP Leadership, Quality Management Staff, Key Stakeholders 
Location: MH Admin Conference Room (2640 Breslauer Way) 
All BHC Staff 


9 : 0 0  a m -  9 : 3 0 a m Review of Past Year 
• Significant Changes and Key Initiatives 
• Response to Previous Year’s Recommendations 
• Use of Data in the Past Year 
• Consumer Perception/Satisfaction survey 
 
Participants: MHP Leadership, Quality Management Staff, Key Stakeholders  
Location: MH Admin Conference Room 
All BHC Staff 


9 : 4 5  a m -  1 1 : 0 0 a m  
 
 
 
 


Quality Management Activities 
•       Quality, Access, Timeliness, Outcomes 
•       Timeliness Self-Assessment Document 
•       MHP Timeliness Metrics and Procedures 
Participants: MHP Leadership, Quality Management Staff, Key Stakeholders 
Location: MH Admin Conference Room 


11:00 am – 12:00 pm  Cultural Competency/Disparities Performance Measures 
 


• Access  
• Medi-Cal Penetration Rates  
• MHP Cultural Competence Metrics and Procedures 
 
Participants: Quality Management Staff, Cultural Competency staff, Key 
Stakeholders/other relevant members 
Location: MH Admin Conference Room 


 
  



http://www.caleqro.com/
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       Behavioral Health Concepts, Inc. - California EQRO 
      


        400 Oyster Point Blvd, Suite 124, South San Francisco, CA 94080         (855) 385-3776 
                             www.caleqro.com 


Day 1    Tuesday, July 26, 2016 
 


Time Activity 


12:00 pm – 12:45 pm  BHC Working Lunch Meeting 


S e e  S e s s i o n  T i m e s 1:00 pm – 2:00 pm 
Wellness Center Site Visit 


Site visit and informal discussion with 
peer advocates, specialists, volunteer 
consumers 
 
 
 
Location: Olberg Wellness Center 
2757 Churn Creek Rd, Suite D, Redding 
(530) 247-3321 
 


1:00 pm – 2:30 pm 
ISCA 
 
• FY15-16 Recommendations 
• EHR implementation 
• Contract providers 
• Claim processing - denied & replaced 


transactions 
• Tele-psychiatry 
• Primary care collaboration 
• Meaningful use 
Participants: IS and Claims Manager Staff 
Location: MH Admin Conference Room 
 


See Session Times  2:15pm – 3:45 pm 
Consumer/Family Member Focus 
Group 
 
•8-10 culturally diverse adult 
beneficiaries representing both high 
and low utilizers of service. 
 
Location: Public Health – Community 
Conference Room, 2660 Breslauer 
Way 
 
 


2:30 pm –4:00 pm 
Billing/Fiscal 
 
• Claims processing  
• Contract provider billing 
• Denied Claims 
Participants: Fiscal  and Claims Manager Staff 
Location: MH Admin Conference Room 


4 : 0 0  p m  –  5 : 0 0  p m Performance Improvement Projects 
• Clinical PIP 
• Non-Clinical PIP 
• Technical Assistance 
 
Participants: MHP Leadership, Quality Management Staff, Key PIP  
Location: MH Admin Conference Room 
 


  



http://www.caleqro.com/
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       Behavioral Health Concepts, Inc. - California EQRO 
      


        400 Oyster Point Blvd, Suite 124, South San Francisco, CA 94080         (855) 385-3776 
                             www.caleqro.com 


Day 2   Wednesday, July 27, 2016  


Time Activity 


9 : 0 0  a m -  1 0 : 3 0 a m Katie A 
• Overview of current Katie A services, 


coordination, and future strategies 
Participants:  Key Partner staff involved in 
Katie A Service Delivery 
Location: MH Admin Conference Room 
 


Consumer/Family Member Focus Group 
 
 
• 8-10 culturally diverse parents/caregivers of 


child/youth beneficiaries representing both 
high and low utilizers of service. 


 
Location: Stego Room (2640 Breslauer Way) 
 


10:45 am – 12:00 pm   
MHP Clinical Line Staff 
 
6-8 Clinical line staff, representing various 
geographical regions of the county, with 
no supervisory level staff included. 
Location: Hope Room (2640 Breslauer 
Way) 
 


 
Contract Provider Session 
 
6-8 contract providers, representing various 
geographical regions of the county, with no 
supervisory level staff included. 
Location: MH Admin Conference Room 
 


  12:00 p m      BHC Staff Meeting 


12:30 pm – 1 :00 pm  Exit Interview 
• Summary of Findings 
• Collection of Requested Documentation 
• Next Steps 
 
Location: MH Admin Conference Room 
 


 
 
 


 
     CalEQRO Review Team: 


Jovonne Price – Lead Quality Reviewer  
Lisa Farrell – Information Systems Reviewer  


Gloria Marrin – Consumer/Family Member Consultant 
www.CalEQRO.com 



http://www.caleqro.com/



		Day 1    Tuesday, July 26, 2016

		Day 1    Tuesday, July 26, 2016

		Day 2   Wednesday, July 27, 2016
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Entity

Average Monthly 

ACA Enrollees

Number of 

Beneficiaries Served Penetration Rate

Total Approved 

Claims

Approved Claims 

per Beneficiary

Statwide 2,001,900                   131,350                       6.56% $533,318,886 $4,060

Small 93,417                          6,478                             6.93% $21,306,066 $3,289

Shasta 10,546                          642                                 6.09% $1,943,282 $3,027

Table C1 - CY15 Medi-Cal Expansion (ACA) Penetration Rate and Approved Claims per Beneficiary


image5.emf
Range of ACB

MHP Count of 

Beneficiaries 

Served

MHP 

Percentage of 

Beneficiaries

Statewide 

Percentage of 

Beneficiaries

 MHP Total 

Approved 

Claims

MHP Approved 

Claims per 

Beneficiary

Statewide 

Approved 

Claims per 

Beneficiary

MHP 

Percentage of 

Total Approved 

Claims

Statewide 

Percentage of 

Total Approved 

Claims

$0K - $20K 3,063                    95.87% 94.46% $9,309,818 $3,039 $3,553 64.92% 61.20%

>$20K - $30K 64                           2.00% 2.67% $1,522,602 $23,791 $24,306 10.62% 11.85%

>$30K 68                           2.13% 2.86% $3,509,068 $51,604 $51,635 24.47% 26.96%

Table C2 - Shasta MHP CY15 Distribution of Beneficiaries by ACB Range


image6.emf
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PERFORMANCE IMPROVEMENT PROJECT (PIP) VALIDATION WORKSHEET FY16-17 
 
 


GENERAL INFORMATION 


MHP:  Shasta ☒ Clinical PIP ☐ Non-Clinical PIP 
PIP Title:  Adult Mental Health Recovery Services 


Start Date: 07/01/2014  


Completion Date: 07/01/2016  


Projected Study Period (#of Months): 24 


Completed:  Yes ☒           No ☐ 


Date(s) of On-Site Review: 07/26-27/2016  


Name of Reviewer: Jovonne Price 


 


Status of PIP (Only Active and ongoing, and completed PIPs are rated): 


Rated 


☐   Active and ongoing (baseline established and interventions started) 


☒   Completed since the prior External Quality Review (EQR) 


Not rated. Comments provided in the PIP Validation Tool for technical assistance purposes only. 


☐   Concept only, not yet active (interventions not started) 


☐   Inactive, developed in a prior year 


☐   Submission determined not to be a PIP 


Brief Description  of PIP (including goal and what PIP is attempting to accomplish): 
Brief Description of PIP: 
The purpose of this PIP is to continue to implement the Recovery Model into treatment using specific treatment interventions to include the Strengths 


Inventory, strength-based group supervision and Seeking Safety. 
The target population is all adult mental health clients regardless of age, race, gender or language. The interventions were pilot tested with the STAR team 


(full service partnership) and are now used for all adult clients.  
The goal is to encourage self-reliance and reliance on natural supports with the implementation of the recovery model.  The goal is to improve client well-


being. Thus it was determined to begin to implement strategies that would improve client lives and level of functioning.  In addition to this also 
implemented at the same time were the Milestones of Recovery Scale(MORS) and a Recovery Questionnaire to begin to measure level of functioning, 
level of hope and emotional health.   
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ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY 


STEP 1:  Review the Selected Study Topic(s) 


Component/Standard  Score Comments 


1.1 Was the PIP topic selected using stakeholder input?  Did the 
MHP develop a multi-functional team compiled of stakeholders 
invested in this issue? 


 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The PIP committee consisted of several members, including consumer 
participation as follows:  


• Dean True, Adult Services Director  
• Lisa Sol, Deputy Director  
• Allison Scroggins, Clinical Division chief  
• Jeff VanAusdall, Senior Staff Analyst  
• Justina Larson Quality Management Clinical Program 


Coordinator  
• Alyson Kohl, Quality Management Clinician 
• Micki Mills,  Quality Management Program Manager  
• 2 Consumer participants  
• Several Line staff also have participated – Julie Farmer, Case 


Manager, Shay Seamore, Case Manager and Rosalie Ruiz 
Clinician 
a) Stakeholders were selected according to expertise and 


availability.  Volunteers were invited to participate.  
Consumers were invited based on case manager 
recommendations.   


1.2 Was the topic selected through data collection and analysis of 
comprehensive aspects of enrollee needs, care, and services? 


 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The MHP noted that many consumers have remained in outpatient 
services for many years (up 28 years).  The goal is to encourage self-
reliance and reliance on natural supports with the implementation of 
the recovery model.   
The goal is to improve client well-being. Thus, it was determined to 
begin to implement strategies that would improve client lives and 
level of functioning.   
In addition to this also implemented at the same time were the MORS 
and a Recovery Questionnaire to begin to measure level of 
functioning, level of hope and emotional health.   
The MHP intended to use the MORS to It is to be used to guide the 
collaboration between staff and the consumers in the development 
of treatment plans.   
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Select the category for each PIP: 
Clinical:  
☐  Prevention of an acute or chronic condition ☐  High volume services 
☒  Care for an acute or chronic condition ☐  High risk conditions 


Non-Clinical:  
☐  Process of accessing or delivering care 
 


1.3 Did the Plan’s PIP, over time, address a broad spectrum of key 
aspects of enrollee care and services?  


Project must be clearly focused on identifying and correcting 
deficiencies in care or services, rather than on utilization or 
cost alone. 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The MHP reported its benchmarks are the number of years/months 
clients are in treatment as well as MORS score and self-reported level 
of hope and health. 


1.4 Did the Plan’s PIPs, over time, include all enrolled populations 
(i.e., did not exclude certain enrollees such as those with 
special health care needs)?  


Demographics: All adults included. 
☐ Age Range ☐ Race/Ethnicity ☐ Gender ☐ Language  ☐ Other  


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The target population is all adult mental health consumers regardless 
of age, race, gender or language. The Interventions were pilot tested 
with the STAR team (full service partnership) and are now used for all 
adult consumers. 


 Totals 4 Met 0 Partially Met 0 Not Met 0 UTD 


STEP 2:  Review the Study Question(s) 


2.1 Was the study question(s) stated clearly in writing?  
Does the question have a measurable impact for the defined 
study population? 


Include study question as stated in narrative: 
Will the implementation and use of the strength-based model to include 
the use of strengths inventories, recovery questionnaires, Milestones of 
Recovery Scale and Seeking Safety result in higher MORS, increased levels 
of self-reported hope and/or decreased length of stay in outpatient 
treatment?   


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


 


 Totals 1 Met 0 Partially Met 0 Not Met 0 UTD 


STEP 3:  Review the Identified Study Population  


3.1 Did the Plan clearly define all Medi-Cal enrollees to whom the 
study question and indicators are relevant?  


Demographics: All adults are included.  
☐ Age Range ☐ Race/Ethnicity ☐ Gender ☐ Language  ☐ Other 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The target population is all adult mental health consumers regardless 
of age, race, gender or language. The Interventions were pilot tested 
with the STAR team (full service partnership) and are now used for all 
adult consumers. 
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3.2 If the study included the entire population, did its data 
collection approach capture all enrollees to whom the study 
question applied?  


Methods of identifying participants:  
 ☒ Utilization data  ☐ Referral ☐ Self-identification 


 ☐ Other:  


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The first four quarters of the PIP in 2014, the PIP was limited to a pilot 
group. At the time of the 2015 EQRO review, the MHP had started 
rolling out the PIP to the entire adult population and presented data 
for the first two quarters of 2015. For the 2016 PIP submission, the 
MHP included all adult consumers.  


 Totals 2 Met 0 Partially Met 0 Not Met 0 UTD 


STEP 4:  Review Selected Study Indicators  


4.1 Did the study use objective, clearly defined, measurable 
indicators?  


List indicators:  
• The # of consumers to receive MORS 
• The # of consumers who complete Recovery Questionnaires 
• The # of years/month in outpatient treatment 
• Emotional Health Rating on Recovery Questionnaire 
• Hope rating on Recovery Questionnaire 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


During 2014, the Strengths Inventory and Recovery Questionnaire 
were used with the STAR clients (FSP).  In July 2015 the Strength 
Inventory and Recovery Questionnaire was implemented for all adult 
staff to use with clients.  In 2016 all staff were trained in Seeking 
Safety and groups were recently started.   
 


4.2 Did the indicators measure changes in: health status, functional 
status, or enrollee satisfaction, or processes of care with strong 
associations with improved outcomes? All outcomes should be 
consumer focused.  


 ☒ Health Status  ☐ Functional Status  
 ☐ Member Satisfaction ☐ Provider Satisfaction 
 
Are long-term outcomes clearly stated?  ☒ Yes  ☐ No  
 
Are long-term outcomes implied?  ☒ Yes   ☐ No  


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Outcome data for consumer’s emotional health and hope are 
collected from a self-rated Recovery Questionnaire developed by the 
MHP aimed at measuring emotional health, physical health and level 
of hope.  
The MORS will be used to establish the consumer’s benchmark 
functioning level and to guide in the collaboration between consumer 
and staff in developing treatment plans and to measure functional 
status. 


 Totals 2 Met 0 Partially Met 0 Not Met 0 UTD 


STEP 5:  Review Sampling Methods  


5.1 Did the sampling technique consider and specify the: 
a) True (or estimated) frequency of occurrence of the event? 
b) Confidence interval to be used? 
c) Margin of error that will be acceptable? 


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


Sampling not done. The MHP included all adult consumers 
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5.2 Were valid sampling techniques that protected against bias 
employed? 


 
Specify the type of sampling or census used:  
 


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


 


5.3   Did the sample contain a sufficient number of enrollees? 
 
______N of enrollees in sampling frame 
______N of sample 
______N of participants (i.e. – return rate)     


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


 


 Totals 0  Met   0  Partially Met     3   Not Applicable    0 Not Met 0 UTD 


STEP 6:  Review Data Collection Procedures  


6.1 Did the study design clearly specify the data to be collected? 
 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


• Count of MORS conducted each month;  
• Count of unduplicated clients who received a MORS each month.  


• Client Recovery Questionnaires measuring level of hope and 
emotional health ratings compared to MORS score.   


• The length of stay in outpatient treatment.   


6.2 Did the study design clearly specify the sources of data? 
Sources of data:  
 ☒ Member ☐ Claims  ☒ Provider 


 ☒ Other: Recovery Questionnaire 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Initially, MORS were collected from pilot Case Managers, then MORS 
began to be collected system wide in EHR system.  The case managers 
and clinicians will be inputting the MORS into the EHR every quarter. 
An office clerk will be inputting the questionnaire information into a 
database in order to track the emotional health and hope levels.   
Outcomes and evaluation department will be reviewing lengths of 
stay in outpatient treatment. 
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6.3 Did the study design specify a systematic method of collecting 
valid and reliable data that represents the entire population to 
which the study’s indicators apply? 


 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The plan is to review length of outpatient treatment, MORS ratings 
and recovery questionnaire self-reported ratings for emotional health 
and hope. 
Data will be collected by determining who has a MORS in the 
electronic health record and comparing those MORS scores with prior 
MORS scores and the client self-report Recovery Questionnaire.  The 
recovery questionnaire information is placed in an access database.  
The MORS is in the EHR.  
 
The MHP reported it did not get as many MORS and Recovery 
Questionnaires completed as had wished.  The data was collected 
monthly and reviewed quarterly.  Secondary to this, the MHP will 
need to answer:  
 Who will compare, how will they compare, how often will they 


compare?  What is their plan for inner-rater reliability? How will 
they ensure everyone does it the same way? 


6.4 Did the instruments used for data collection provide for 
consistent, accurate data collection over the time periods 
studied? 


Instruments used:  
 ☒ Survey        ☒  Medical record abstraction tool  
 ☒ Outcomes tool          ☐  Level of Care tools  
           ☐  Other:  


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Data will be collected by determining who has a MORS in the 
electronic health record and comparing those MORS scores with prior 
MORS scores and the client self-report Recovery Questionnaire.  The 
recovery questionnaire information is placed in an access database.  
The MORS is in the EHR.  
The data analysis plan is to compare MORS scores and Recovery 
Questionnaire ratings.  Comparing the clients who completed the 
Recovery Questionnaire with their MORS score.   
As mentioned previously, the MHP did not obtain its desired number 
of surveys. 
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6.5 Did the study design prospectively specify a data analysis plan?  
Did the plan include contingencies for untoward results?  


See item 8.5. 
 
The MHP did not account for contingency plans in the event of untoward 
results. This would have perhaps contributed to a more desirable success 
rate. As the MHP did not get as many MORS and Recovery Questionnaires 
completed as planned.   


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The MHP plan is to review length of outpatient treatment, MORS 
ratings and recovery questionnaire self-reported ratings for 
emotional health and hope. 
10/1/14 to 9/30/15 Results Summary: There was a statistically 
significant increase in overall MORS scores from the first quarter in 
the reporting period to the last, but the data does not support any 
trend over time for those clients who received multiple MORS or 
multiple Recovery Questionnaires. In the latter case, however, the 
sample size was extremely small (n=13). There were slight increases 
in all three Recovery Questionnaire measures from the first quarter to 
the last in the study period, but only the Hope rating increase was 
statistically significant. 
The study found moderate, positive, statistically significant 
correlations between MORS and the Emotional Health rating, and 
between MORS and the Hope rating on the Recovery Questionnaire. 
The correlation between MORS and the Physical Health rating was 
very weak and positive, but was not statistically significant.  
10/1/14 to 3/31/16 Results Summary: There was a statistically 
significant increase in overall MORS scores from the first quarter in 
the reporting period to the last, but the data does not support any 
trend over time for those clients who received multiple MORS or 
multiple Recovery Questionnaires. In the latter case, however, the 
sample size was extremely small (n=28). There were increases in all 
three Recovery Questionnaire measures from the first quarter to the 
last in the study period, with the Hope rating showing the largest 
increase. 
The study found a moderate, positive, statistically significant 
correlation between MORS and the Emotional Health rating. There 
were also weak, positive, statistically significant correlations between 
MORS and the Hope and the Physical Health ratings.  
As the number of Recovery Questionnaires that are completed 
continues to increase going forward, the trends in the data and the 
correlations between the measures should be easier to determine 
with higher levels of accuracy. 
The data was collected monthly and reviewed quarterly.  The MHP 
reported in May 2016, of the 271 usable Recovery Questionnaires 100 
of those did not have MORS completed.   







          
 


Shasta Clinical PIP  Validataion Tool FY1617 JP 072016_Final_JP_072016                                  Page 8 of 15 


6.6 Were qualified staff and personnel used to collect the data?  
Project leader: 
Name: Alyson Kohl 
Title: QA Clinician 
Role: Coordinator 
Other team members: 
Names: See comments in item 6.6 . 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Other team members: 
Jeff VanAusdall, Analyst from Outcomes and Evaluations Unit will be 
analyzing the data.   
An office clerk will be entering the Recovery Questionnaire data into 
the database.   
The clinicians will be inputting the MORS scores monthly or quarterly. 


 Totals 4 Met 2 Partially Met 0 Not Met 0 UTD 


STEP 7:  Assess Improvement Strategies  


7.1   Were reasonable interventions undertaken to address 
causes/barriers identified through data analysis and QI 
processes undertaken? 


 
Describe Interventions:  
*All new staff are trained in MORS upon hire by approved MORS 


trainer.  
*Client MORS will be discussed during staff supervision. 
*Implement the use of the Strengths Inventory. 
*Implement client self-report measure (Recovery Questionnaire). 
*Staff Training on Recovery Model with Recovery Questionnaire and 


MORS. 
*Started Recovery Focused New client orientation. 
*To complete MORS and turn in questionnaires in supervision.   
*Implement Seeking Safety. 
*Meeting with Staff identify barriers and ideas for completing MORS 


and Recovery Questionnaires on a regular basis. 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The interventions aligned with the barriers identified by the MHP. The 
MHP introduced a consumer self-report Recovery Questionnaire as 
well as implementing Seeking Safety groups to promote consumer 
engagement and recovery. 
The data analysis plan is to compare MORS scores and Recovery 
Questionnaire ratings.  Also, the MHP will be comparing the clients 
who completed the Recovery Questionnaire with their MORS score.  
In addition, the average length of time in treatment will be included. 


 Totals  1  Met 0 Partially Met 0 Not Met 0 UTD 
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STEP 8:  Review Data Analysis and Interpretation of Study Results  


8.1 Was an analysis of the findings performed according to the 
data analysis plan?  


 
This element is “Not Met” if there is no indication of a data analysis plan 


(see Step 6.5)   


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


The data analysis plan is to compare MORS scores and Recovery 
Questionnaire ratings.  Comparing the clients who completed the 
Recovery Questionnaire with their MORS score.   
The MHP reported it did not get as many MORS and Recovery 
Questionnaires completed as expected.  The data was collected 
monthly and reviewed quarterly.   
This triggered modifications to the project or its interventions. The 
MHP realized that the MORS needed to be part of the supervision 
process as well as treatment planning process to encourage more 
staff to give a MORS to clients because the number dropped initially 
after implementing program-wide.  Also it decided not to use the 
separate MORS database and instead put the MORS into the 
Electronic record to improve staff likelihood of completing 
information.  The MHP intends to have a problem solving meeting 
with staff to identify barrier and solutions to barriers  
The MHP indicated future QI projects now will compare outcomes 
from the client self-report on the recovery questionnaire with the 
MORS.   See item 6.5 for detailed findings.  
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8.2 Were the PIP results and findings presented accurately and 
clearly? 


Are tables and figures labeled?                        ☒   Yes    ☐  No  
Are they labeled clearly and accurately?  ☒   Yes  ☐  No (Continued 


from 8.2 Comments section): 
The correlation between the MORS and the Hope rating was weak, and 


also positive and statistically significant (rs=.3736, p=.0001). The 
linear regression showed a 0.2718 point increase in Hope for every 1 
point increase in MORS (95% confidence interval 0.1227 to 0.4210).  


0.0231 to 0.2860). 
The Spearman’s correlation between MORS and Physical Health was also 


weak, positive and statistically significant (rs = .2066, p = .0327). The 
linear regression showed a 0.1315 point increase in Physical Health 
for every 1 point increase in MORS (95% confidence interval -0.0231 
to 0.2860). 


 
 
The MHP did not obtain the desired number of questionnaires, which 


impacted its results. 
 
Also see details in item 6.5.  
 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


The MHP submitted detailed graphs and charts with the data 
collected. Data submitted for the PIP from 10/1/14 to 3/31/16 
resulted in the following: 
1,790 MORS were completed during the reporting period (FY 2014-15 
Q2 to FY2015-16 Q3) on 926 unduplicated clients.  
The MORS rating showed a statistically significant increase from the 
first quarter of the reporting period to the last from 4.59 to 5.04 
(+0.28, p < 0.0001). 
403 clients received more than one MORS in the reporting period. 
863 follow-up MORS were completed on these clients, and the 
average change from the previous MORS was +0.11. Of the 863 
follow-up MORS, 14.3% were lower than the previous score, 64.0% 
were the same, and 21.8% were higher. The difference between the 
percent that went up to the percent that went down was not 
statistically significant (p=0.099). 
Of the 330 Recovery Questionnaires in the database, the final count 
of useable questionnaires is 271 completed by 237 unduplicated 
clients. 28 clients completed more than one questionnaire. 
There were no statistically significant changes from quarter to quarter 
on any of the three ratings. 
There were only 28 clients who completed more than one Recovery 
Questionnaire that included Emotional Health, Physical Health and 
Hope ratings. Primarily because of the low sample size, the 
differences between the percent that went up to the percent that 
went down for each rating were not statistically significant (Emotional 
Health p = 0.2783, Physical Health p = 0.7916, and Hope p = 1.0000). 
 
Comparison of MORS score with Recovery Questionnaire Emotional 
Health, Hope, and Physical Health scores resulted in the following 
findings:  
There was a positive, moderate, statistically significant correlation 
between MORS and the Emotional Health Rating (rs = .4391, p < 
.0001). The linear regression showed a 0.3573 point increase in 
Emotional Health for every 1 point increase in MORS (95% confidence 
interval 0.2091 to 0.5054). 
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8.3 Did the analysis identify: initial and repeat measurements, 
statistical significance, factors that influence comparability of 
initial and repeat measurements, and factors that threaten 
internal and external validity? 


 
Indicate the time periods of measurements:  
Quarterly data collections. 
10/1/14 to 9/30/15 Results Summary reported. 
10/1/14 to 3/31/16 Results Summary reported. 
 
 
Indicate the statistical analysis used:  
         The Spearman’s rank correlation coefficient (rs) describes the 


level of correlation between two ordinal variables (i.e. Likert 
scales).   


         Linear Regressions and Spearman's correlations were run 
separately to assess the relationship between MORS and the 
Emotional Health, Physical Health, and Hope Ratings. 


Indicate the statistical significance level or confidence level if 
available/known: 


         There was a moderate, statistically significant, positive 
correlation between MORS and the Emotional Health Rating (rs 
= .5531, p < .0001). The linear regression showed a 0.4091 
point increase in Emotional Health for every 1 point increase in 
MORS (95% confidence interval 0.2662 to 0.5520). 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


The numbers were higher during the testing phase and then dropped 
off when the testing ended and implementation started.  A higher 
number of clients now have MORS scores however they are not being 
completed on a quarterly basis. 
Linear Regressions and Spearman's correlations were run separately 
to assess the relationship between MORS and the Emotional Health, 
Physical Health, and Hope Ratings. The sample sizes were 64, 63, and 
63 clients respectively who completed Recovery Questionnaire that 
included the relevant score and who also has a MORS conducted 
within 30 days of the questionnaire date.  
Positive, moderate, statistically significant correlations were found 
between the MORS and Recovery Survey ratings for Emotional Health 
and Hope. A very weak, positive, but non-statistically significant 
correlation was also found between the MORS and the Physical 
Health rating. 
Factors that impact treatment outcomes were not presented and 
limited clinical analysis was considered.  
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8.4 Did the analysis of the study data include an interpretation of 
the extent to which this PIP was successful and recommend 
any follow-up activities? 


See Comments in 8.4. 
Limitations described: 
Conclusions regarding the success of the interpretation: 
Recommendations for follow-up: 
 
 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


It appears that there has been an increase in clients transitioning and 
decreased length of treatment.  
There was a statistically significant increase in overall MORS scores 
from the first quarter in the reporting period to the last, but the data 
does not support any trend over time for those clients who received 
multiple MORS or multiple Recovery Questionnaires. In the latter 
case, however, the sample size was extremely small (n=28). There 
were increases in all three Recovery Questionnaire measures from 
the first quarter to the last in the study period, with the Hope rating 
showing the largest increase. 
The study found a moderate, positive, statistically significant 
correlation between MORS and the Emotional Health rating. There 
were also weak, positive, statistically significant correlations between 
MORS and the Hope and the Physical Health ratings.  
As the number of Recovery Questionnaires that are completed 
continues to increase going forward, the trends in the data and the 
correlations between the measures should be easier to determine 
with higher levels of accuracy. 
Length of Time in Treatment: 
Prior to 2014 the average the average length of time in Outpatient 
treatment was calculated at 7.6 years.  With ranges from 2 months to 
25 years.  Most of those who left services were unplanned discharges.  
A calculation of clients who discharged after 2014 showed an average 
length of stay to be 5.5 with many more planned transitions to 
community care and primary care physicians.  The length of 
treatment since 2014 ranged from 2 months to 26 years. 
The plan is to continue to try interventions to increase the use of the 
MORS.  Each program will discuss MORS scores as a team to identify 
patterns with clients.  If clients are maintaining a low MORS this will 
aid clinical staff in identifying interventions to be done with the client 
to improve functioning, level of hope and mental health ratings.    
Because of the small numbers monitoring would not have been 
significant if completed more frequently.      
The MHP did not present its findings in terms of the clinical 
significance of the interventions, and did include the effect of the 
Seeking Safety module on treatment outcomes. It has considered 
minimal follow up activities.  


 Totals 0 Met      4  Partially Met   0  Not Met      0 NA            0 UTD       
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STEP 9: Assess Whether Improvement is “Real” Improvement 


9.1 Was the same methodology as the baseline measurement used 
when measurement was repeated? 


 Ask: At what interval(s) was the data measurement repeated? 
Were the same sources of data used? 


  Did they use the same method of data collection? 
  Were the same participants examined? 
  Did they utilize the same measurement tools? 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


The same methodology was used throughout the PIP. However, 
limited questionnaires were obtained and thus prevented a larger 
data collection.  
 


9.2 Was there any documented, quantitative improvement in 
processes or outcomes of care? 


Was there: ☒  Improvement ☐  Deterioration 
Statistical significance:  ☒  Yes ☐  No 
Clinical significance:  ☒  Yes ☐  No 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


There was a statistically significant increase in overall MORS scores 
from the first quarter in the reporting period to the last, but the data 
does not support any trend over time for those clients who received 
multiple MORS or multiple Recovery Questionnaires. In the latter 
case, however, the sample size was extremely small (n=28). There 
were increases in all three Recovery Questionnaire measures from 
the first quarter to the last in the study period, with the Hope rating 
showing the largest increase. 
The study found a moderate, positive, statistically significant 
correlation between MORS and the Emotional Health rating. There 
were also weak, positive, statistically significant correlations between 
MORS and the Hope and the Physical Health ratings.  
As the number of Recovery Questionnaires that are completed 
continues to increase going forward, the trends in the data and the 
correlations between the measures should be easier to determine 
with higher levels of accuracy. 


9.3 Does the reported improvement in performance have internal 
validity; i.e., does the improvement in performance appear to 
be the result of the planned quality improvement intervention? 


Degree to which the intervention was the reason for change: 
 ☐  No relevance  ☐  Small ☐  Fair ☒  High  


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


Prior to 2014 the average the average length of time in Outpatient 
treatment was calculated at 7.6 years.  With ranges from 2 months to 
25 years.  Most of those who left services were unplanned discharges.  
A calculation of clients who discharged after 2014 showed an average 
length of stay to be 5.5 with many more planned transitions to 
community care and primary care physicians.  The length of 
treatment since 2014 ranged from 2 months to 26 years. 


9.4 Is there any statistical evidence that any observed performance 
improvement is true improvement? 


 ☐  Weak  ☐  Moderate ☒  Strong 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


It does appear that there was an increase in client emotional health 
rating levels but there was no significant change in MORS scores.  
Average length of outpatient treatment prior to 2015 was 7.6 years 
and since the implementation of these interventions the average is 
5.5 years.  There has been an increase in clients transitioning to 
primary care physician for medication.   
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9.5 Was sustained improvement demonstrated through repeated 
measurements over comparable time periods? 


 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


This PIP is in its second year. It has collected limited results as analysis 
is limited to scores from the questionnaires obtained. There appears 
to be some change however more time is needed to see if changes 
are constant and if they continue.  The MHP has been encouraged to 
continue this work as a business practice and to closely monitor its 
data collection at regular interval. However, the MHP is encouraged 
to consider future PIPs for ratings.  


 Totals 0  Met            5 Partially Met 0 Not Met         0 NA     0    UTD       
 


 


 


 


 


 


 


 


 


ACTIVITY 2:  VERIFYING STUDY FINDINGS (OPTIONAL) 


Component/Standard  Score Comments 


Were the initial study findings verified (recalculated by CalEQRO) 
upon repeat measurement? 


  ☒  Yes 
  ☐  No 
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ACTIVITY 3:  OVERALL VALIDITY AND RELIABILITY OF STUDY RESULTS: SUMMARY OF AGGREGATE VALIDATION FINDINGS 


Conclusions: 
Consumers report an increase in hope, and emotional health. The average length of treatment decreased from 7.6 years prior to 2015 to 5.5 years since the PIP 
implementation.  
The MHP was encouraged to adopt this as a business practice, to continue its efforts at impacting consumer recovery. 
The MHP will need to consider a new PIP for submission for the next review cycle. 
 
 
 


Recommendations: 
Continue to monitor consumer self-report of health, hope and use the MORS to collaborate on treatment planning.  
 
 
 
 


Check one:  ☒  High confidence in reported Plan PIP results  ☐  Low confidence in reported Plan PIP results  


  ☐  Confidence in reported Plan PIP results  ☐  Reported Plan PIP results not credible 


                                                          ☐  Confidence in PIP results cannot be determined at this time 


 






image7.emf
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PERFORMANCE IMPROVEMENT PROJECT (PIP) VALIDATION WORKSHEET FY16-17 
 
 


GENERAL INFORMATION 


MHP:  Shasta ☐ Clinical PIP ☒ Non-Clinical PIP 
PIP Title:  Crisis Response and Emergency Room (ER) 


Start Date:  07/01/2015  


Completion Date: anticipated 07/01/17 


Projected Study Period (#of Months): 24 


Completed:  Yes ☐           No ☒ 


Date(s) of On-Site Review : 07/26-27/2016 


Name of Reviewer: Jovonne Price 


 


Status of PIP (Only Active and ongoing, and completed PIPs are rated): 


Rated 


☒   Active and ongoing (baseline established and interventions started) 


☐   Completed since the prior External Quality Review (EQR) 


Not rated. Comments provided in the PIP Validation Tool for technical assistance purposes only. 


☐   Concept only, not yet active (interventions not started) 


☐   Inactive, developed in a prior year 


☐   Submission determined not to be a PIP 


Brief Description  of PIP (including goal and what PIP is attempting to accomplish): 
         There is currently one crisis worker that works two Emergency Rooms (ER’s) as well as the county facility during the week. The average wait time from 


admittance into ER and 5150 evaluation being 11 to 23 hours. This PIP is expected to improve consumer outcomes by increasing access to mental health 
services in the ER including the timeliness and types of services. By placing qualified staff directly in the ER’s, consumers will have more timely access to 
crisis assessments and behavioral interventions such as safety planning with consumers, family members, and community supports. It is hoped that 
consumers who end up in the ER when in Crisis will have less wait time between arrival at ER and crisis evaluation or 5150.   
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ACTIVITY 1:  ASSESS THE STUDY METHODOLOGY 


STEP 1:  Review the Selected Study Topic(s) 


Component/Standard  Score Comments 


1.1 Was the PIP topic selected using stakeholder input?  Did the 
MHP develop a multi-functional team compiled of stakeholders 
invested in this issue? 


 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The stakeholders involved included representatives from the local 
ER’s and Shasta County Mental Health management.  Involved in 
meetings were both hospital CEO’s, Chief of Police and Sherriff, CEO 
of the County, HHSA Director, Adult Services Branch Director and 
Chief of County emergency response services and legislative 
assistants.  A family member recently joined the PIP and requests 
have gone out for more family member and consumer participation. 


1.2 Was the topic selected through data collection and analysis of 
comprehensive aspects of enrollee needs, care, and services? 


 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


There is currently one crisis worker that works two ER’s as well as the 
county facility during the week. The average wait time from 
admittance into ER and 5150 evaluation being 11 to 23 hours. 
The data reviewed included the current response times to crisis.  
Current data shows that the average wait time from admittance to ER 
and 5150 Evaluation is between 11 to 23 hours.   
 


Select the category for each PIP: 
Clinical:  
☐  Prevention of an acute or chronic condition ☐  High volume services 
☐  Care for an acute or chronic condition ☐  High risk conditions 


Non-Clinical:  
☒  Process of accessing or delivering care 
 


1.3 Did the Plan’s PIP, over time, address a broad spectrum of key 
aspects of enrollee care and services?  


Project must be clearly focused on identifying and correcting 
deficiencies in care or services, rather than on utilization or 
cost alone. 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Improve outcomes for consumers who present in crisis to the ER. 
This PIP is expected to improve consumer outcomes by increasing 
access to mental health services in the ER including the timeliness and 
types of services. By placing qualified staff directly in the ER’s, 
consumers will have more timely access to crisis assessments and 
behavioral interventions such as safety planning with consumers, 
family members, and community supports. 
It is hoped that consumers who end up in the ER when in Crisis will 
have less wait time between arrival at ER and crisis evaluation or 
5150.   
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1.4 Did the Plan’s PIPs, over time, include all enrolled populations 
(i.e., did not exclude certain enrollees such as those with 
special health care needs)?  


Demographics: All consumers included 
☐ Age Range ☐ Race/Ethnicity ☐ Gender ☐ Language  ☐ Other  


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


All adults and youth who present to the emergency room are 
included in the PIP study. 


 Totals 4 Met 0 Partially Met 0 Not Met 0 UTD 


STEP 2:  Review the Study Question(s) 


2.1 Was the study question(s) stated clearly in writing?  
Does the question have a measurable impact for the defined 
study population? 


Include study question as stated in narrative: 
Will staffing the hospitals with a county mental health crisis nurse or 
clinician decrease the amount of time from admission to ER and crisis/5150 
evaluation to less than 8 hours?   


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Discussion on-site at the time of the review revealed the actual metric 
the MHP intended to focus on was the “time of the medical clearance 
at the emergency rooms to the mental health evaluation”.  The study 
question is effective; however it will need to be edited to agree with 
the current focus of the PIP. The MHP will also need to update the 
details in the PIP to agree with this intended focus. 


 Totals 0 Met 1 Partially Met 0 Not Met  0        UTD 


STEP 3:  Review the Identified Study Population  


3.1 Did the Plan clearly define all Medi-Cal enrollees to whom the 
study question and indicators are relevant?  


Demographics: All consumers included 
☐ Age Range ☐ Race/Ethnicity ☐ Gender ☐ Language  ☐ Other 


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


All adults and youth who present to the emergency room are 
included in the PIP study. 


3.2 If the study included the entire population, did its data 
collection approach capture all enrollees to whom the study 
question applied?  


Methods of identifying participants:  
 ☒ Utilization data  ☐ Referral ☐ Self-identification 


 ☐ Other:  


☒  Met 
☐  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Outcome data is being evaluated is the amount of time that occurs 
between the ER medical clearance and the crisis evaluation 
determination.    


 Totals 2 Met       0  Partially Met   0 Not Met 0 UTD 
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STEP 4:  Review Selected Study Indicators  


4.1 Did the study use objective, clearly defined, measurable 
indicators?  


List indicators:  
Time from medical clearance to evaluation. 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


One indicator is stated in the submission of this PIP: 
      Time from medical clearance to evaluation. 
The MHP will need to provide more than one indicator. Again, on-site 
discussions encouraged the MHP to use the percentage of time to 
measure change, for example, what percentage of the time is 6 hours 
or less, what percentage is 8 hours or less? These are indicators of 
progress to their goal. Reporting these as rates will allow the MHP to 
target interventions which affect a rate increase.  
The MHP could measure the actual percentage of time from admit to 
the evaluation which may provide indicators of progress towards the 
goal to reduce wait time. Using the percentage will allow the MHP to 
target interventions which affect the timeliness metric.  
The MHP is also encouraged to use a survey to collect consumer 
feedback on the satisfaction of the service with the addition of the 
case manager on site at the ER and to obtain consumer satisfaction 
with wait times and comments for future consideration. 


4.2 Did the indicators measure changes in: health status, functional 
status, or enrollee satisfaction, or processes of care with strong 
associations with improved outcomes? All outcomes should be 
consumer focused.  


 ☐ Health Status  ☒ Functional Status  
 ☐ Member Satisfaction ☐ Provider Satisfaction 
 
Are long-term outcomes clearly stated?  ☒ Yes  ☐ No  
 
Are long-term outcomes implied?  ☒ Yes   ☐ No  
 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Addressing mental health symptoms timely in the ER setting and 
assuming early engagement in treatment leading to improved quality 
of care is implied in the decreased wait times. 
  
 


 Totals 0 Met 2 Partially Met 0 Not Met 0 UTD 


STEP 5:  Review Sampling Methods  


5.1 Did the sampling technique consider and specify the: 
a) True (or estimated) frequency of occurrence of the event? 
b) Confidence interval to be used? 
c) Margin of error that will be acceptable? 


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


Sampling methods were not used.  
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5.2 Were valid sampling techniques that protected against bias 
employed? 


 
Specify the type of sampling or census used:  
 


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


 


5.3   Did the sample contain a sufficient number of enrollees? 
 
______N of enrollees in sampling frame 
______N of sample 
______N of participants (i.e. – return rate)     


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


 


 Totals 0   Met      0   Partially Met    3   Not Applicable      0  Not Met   0   UTD 


STEP 6:  Review Data Collection Procedures  


6.1 Did the study design clearly specify the data to be collected? 
 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The MHP will need to provide information regarding the staff who 
enter the information in the database, how it ensures the data is 
uniformly collected and what are the specific data collection 
timelines.  
The MHP indicated one data element: 
Time from medical clearance to evaluation.  
Also see comments in item 4.1.  
Other interventions listed include providing crisis services to youth at 
the ERs yet the data was not provided for this intervention. The data 
did not indicated the numbers prior to or after the intervention.  
The data to be collected are the wait times in the ER from the time of 
admission into the ER to the time of evaluation.   
Again, the MHP could consider additional data such as measuring the 
percentage of time to evaluations, consumer level of satisfaction with 
service delivery, the number of repeat crisis encounters, decreased 
use of the ER, decreased inpatient hospitalization and/or outpatient 
engagement levels.  


6.2 Did the study design clearly specify the sources of data? 
Sources of data:  
 ☐ Member ☒ Claims  ☐ Provider 


 ☒ Other: medical record data 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


This information is stored in an urgent care database.  This database 
does provide accurate information about crisis episodes. 
The MHP has not provided information which addresses how the data 
will be entered and interrater reliability.  
In addition, it is not clear where the MHP obtained its baseline data 
prior to the initiation of the PIP. For example, the MHP included 
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baseline data for the time from medical clearance to evaluation   for 0 
to 22 hours with an average of 8 hours. The MHP will need to include 
the data and its method of collection to provide increased 
information which references the baseline data collection. The MHP 
can reference the PIP Implementation and Submission Tool for the 
details. 


6.3 Did the study design specify a systematic method of collecting 
valid and reliable data that represents the entire population to 
which the study’s indicators apply? 


 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Quarterly data collection timeframes were presented and quarterly 
data was provided for Q 1 and Q 2 for FY15-16.Data was also 
presented for July 1, 2015 to April 30, 2016 at the time of the review 
on-site. The data is presented in a cumulative method. 
 
 
 


6.4 Did the instruments used for data collection provide for 
consistent, accurate data collection over the time periods 
studied? 


Instruments used:  
 ☐ Survey        ☒  Medical record abstraction tool  
 ☐ Outcomes tool          ☐  Level of Care tools  
           ☐  Other:  


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


Quarterly data was presented for FY15/16 for Quarter 1 and  
Quarter 2. Data was also presented for July 1, 2015 to April 30, 2016 
at the time of the review on-site. The data is presented in a 
cumulative method. 


6.5 Did the study design prospectively specify a data analysis plan?  
Did the plan include contingencies for untoward results?  


 


☐  Met 
☐  Partially Met 
☒  Not Met 
☐  Unable to Determine 


The MHP did not provide the data analysis plan. 


6.6 Were qualified staff and personnel used to collect the data?  
Project leader: 
Name: Dean True  
Title: Director 
Role: Director of Adult Services 
Other team members: Lynn Hill   


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


It appears qualified staff have been used to collect data. The MHP did 
not specify which staff fulfilled this role. The MHP submitted graphs 
of the number of records and the average wait times. 
It is implied that the Analyst from Outcomes and Evaluations Unit will 
be analyzing the data.   


 Totals 0 Met 5    Partially Met    1 Not Met 0   UTD 
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STEP 7:  Assess Improvement Strategies  


7.1   Were reasonable interventions undertaken to address 
causes/barriers identified through data analysis and QI 
processes undertaken? 


 
Describe Interventions:  
 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Unable to Determine 


The MHP has strategically co-located staff at the local ERs to reduce 
wait times and to address earlier and timely assessments for crisis 
encounters. The MHP presented some data, has not analyzed its data 
collection and the interventions used to affect the focus of the PIP 
and the MHP intends to continue its service delivery at the ERs with 
the co-location of staff to improve timeliness to the evaluation. 
 
The MHP will need to consider what factors might influence the use 
of staff to reduce the timeliness to an evaluation. For instance, what 
do the staff provide, being on-site is a direct factor, however do they 
provide other strategies that impact service delivery?  


 Totals 0 Met    1    Partially Met 0  Not Met    0   NA      0   UTD       


STEP 8:  Review Data Analysis and Interpretation of Study Results  


8.1 Was an analysis of the findings performed according to the 
data analysis plan?  


 
This element is “Not Met” if there is no indication of a data analysis plan 


(see Step 6.5)   


☐  Met 
☐  Partially Met 
☒  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


There is no submission of an analysis plan. See item 6.1. Also it will 
need to interpret its results and analyze the effect of the 
interventions.  
Since the staff were recently placed at the ERs beginning in February 
2016, it will need to continue to monitor the metrics to measure 
progress. 
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8.2 Were the PIP results and findings presented accurately and 
clearly? 


Are tables and figures labeled?                        ☒   Yes    ☐  No  
Are they labeled clearly and accurately?  ☒   Yes  ☐  No  


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


The MHP updated its results using a percentage at the onsite review 
following a discussion. Response Times were calculated for the 
following time periods for the length of time between medical 
clearance and client disposition determination by Evaluating Facility. 
Any records which have discrepancies in the timeline and order in 
which events occurred are excluded from these calculations. 
 
The MHP will need to evaluate its data table to determine the 
accuracy of its percentage calculations for the 3rd quarter of FY1516 
for January 2016 to March 2016 since these exceed 100% total. 
 
To date it has reported a cumulative report  for all ERs with the 
following for the 3rd quarter of FY1516:  
The Clinical Staff located at the local Emergency Rooms during regular 
business hours program started in February 2016. Looking at the ERs 
as a group most indicators remained unchanged. However, the time 
between the receipt of medical clearance and when the disposition 
was determined decreased 10.0% from January to February and 
continued to decrease through March 2016. However, the same 
indicator again increased in April 2016 by 16.7% over March. This 
reflects a median hour change of 6 hours in March to 7 hours in April. 
Again, the MHP is encouraged to consider additional indicators and 
methods of measuring the results and to use percentages of rates.  
See comments in item 4.1. 
 
The MHP will need to continue to collect its data and analyze it. 
Increasing the number of indicators it intends to measure will 
additionally require this. 
Prior to the onsite discussion, the MHP indicated the results as 
follows:  
1st Quarter July 1, 2015 to September 30, 2015: Of the 451 records, 
54 records were excluded due to discrepancies in the timeline. The 
MHP provided charts/tables focus on those 397 records that met the 
criteria. n=397; average wait time =8 hours. 
2nd Quarter October 2015 to December 2015 : 
Of the 426 records, 42 records were excluded due to discrepancies in 
the timeline. The MHP provided charts/tables focus on those 384 
records that met the criteria. n=384; average wait time = 10 hours. 
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8.3 Did the analysis identify: initial and repeat measurements, 
statistical significance, factors that influence comparability of 
initial and repeat measurements, and factors that threaten 
internal and external validity? 


 
Indicate the time periods of measurements:___________________ 
Indicate the statistical analysis used:_________________________ 
Indicate the statistical significance level or confidence level if 


available/known:_______%    ______Unable to determine 


☐  Met 
☒  Partially Met 
☐  Not Met 
☐  Not Applicable 
☐  Unable to Determine 


The MHP indicated the following results:  
1st Quarter July 1, 2015 to September 30, 2015: 
n=397; average wait time =8 hours. 
 
2nd Quarter October 2015 to December 2015:  
n=384; average wait time = 10 hours. 


8.4 Did the analysis of the study data include an interpretation of 
the extent to which this PIP was successful and recommend 
any follow-up activities? 


Limitations described: 
Conclusions regarding the success of the interpretation: 
Recommendations for follow-up: 
 


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


Limited interpretation of the data has been provided. The PIP has not 
reached this point in the implementation. See item 8.2.  
 
The MHP indicated the following results:  
The time between the receipt of medical clearance and when the 
disposition was determined decreased 10.0% from January to 
February and continued to decrease through March 2016. However, 
the same indicator again increased in April 2016 by 16.7% over 
March. This reflects a median hour change of 6 hours in March to 7 
hours in April. 
1st Quarter July 1, 2015 to September 30, 2015: 
n=397; average wait time =8 hours. 
 
2nd Quarter October 2015 to December 2015:  
n=384; average wait time = 10 hours. 


 Totals 0 Met    2  Partially Met 1   Not Met        1  NA     0 UTD       


STEP 9: Assess Whether Improvement is “Real” Improvement 


9.1 Was the same methodology as the baseline measurement used 
when measurement was repeated? 


 Ask: At what interval(s) was the data measurement repeated? 
Were the same sources of data used? 


  Did they use the same method of data collection? 
  Were the same participants examined? 
  Did they utilize the same measurement tools? 


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


Since the MHP has not advanced far enough with this PIP, the ratings 
from this point will be “Not Applicable”. 
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9.2 Was there any documented, quantitative improvement in 
processes or outcomes of care? 


Was there: ☐  Improvement ☐  Deterioration 
Statistical significance:  ☐  Yes ☒  No 
Clinical significance:  ☐  Yes ☒  No 


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


 


9.3 Does the reported improvement in performance have internal 
validity; i.e., does the improvement in performance appear to 
be the result of the planned quality improvement intervention? 


Degree to which the intervention was the reason for change: 
 ☐  No relevance  ☐  Small ☐  Fair ☐  High  


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


 


9.4 Is there any statistical evidence that any observed performance 
improvement is true improvement? 


 ☐  Weak  ☐  Moderate ☐  Strong 


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


 


9.5 Was sustained improvement demonstrated through repeated 
measurements over comparable time periods? 


 


☐  Met 
☐  Partially Met 
☐  Not Met 
☒  Not Applicable 
☐  Unable to Determine 


 


 Totals 0 Met        0 Partially Met      0 Not Met          5  NA            0 UTD       
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ACTIVITY 2:  VERIFYING STUDY FINDINGS (OPTIONAL) 


Component/Standard  Score Comments 


Were the initial study findings verified (recalculated by CalEQRO) 
upon repeat measurement? 


  ☐  Yes 
  ☐  No 


 


 
 
 


ACTIVITY 3:  OVERALL VALIDITY AND RELIABILITY OF STUDY RESULTS: SUMMARY OF AGGREGATE VALIDATION FINDINGS 


Conclusions: 
The MHP has strategically co-located staff at the local ERs to reduce wait times and to address earlier and timely assessments for crisis encounters. The MHP presented 
some data, has not analyzed its data collection and plans to continue its service delivery. Again, the MHP could consider additional data such as level of satisfaction with 
service delivery, the number of repeat crisis encounters, decreased use of the ER, decreased inpatient hospitalization and/or outpatient engagement levels. The technical 
assistance provided to the MHP by CalEQRO consisted of advising the MHP to identify and include the consumer benefit of this PIP. The MHP was encouraged to utilize a 
tool to measure its intended improvements. 
 


Recommendations: 
The technical assistance provided to the MHP by CalEQRO consisted of an overview of the PIP process covering data collection to verify a problem, stakeholder input 
regarding the PIP, methods to identify a study question, the use of interventions, identifying baseline data and goals for improvements, designing a method to validate 
success and determine indicators for outcomes to measure success.   
 


Check one:  ☐  High confidence in reported Plan PIP results  ☐  Low confidence in reported Plan PIP results  


  ☐  Confidence in reported Plan PIP results  ☐  Reported Plan PIP results not credible 


                                                          ☒  Confidence in PIP results cannot be determined at this time 
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