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Executive Summary 

 
California’s Medicaid program – Medi-Cal – is administered by the California Department 
of Health Services (DHS). The Medi-Cal mental health managed care program is carved 
out of the medical benefits and administered by the Department of Mental Health (DMH) 
via an Interagency Agreement with DHS and waivers approved by the Centers for 
Medicare & Medicaid Services (CMS) under Section 1915(b) of the Social Security Act. 
Through the 1915(b) waiver, California may operate a statewide system of individual 
mental health plans (MHPs) in each county – i.e., the mental health managed care 
program. County mental health departments operate the MHP for Medi-Cal recipients 
and also serve as the safety net for uninsured consumers.  
 
California External Quality Review Organization (CAEQRO), a division of APS 
Healthcare, was engaged by DMH to conduct a series of data analytic and systems 
reviews as part of the CMS-mandated external quality review (EQR) of Medicaid 
managed care programs. Beginning with the first year of our contract, CAEQRO 
established core work processes that we have continued to enhance each year – 
building on the experience that we gained during the previous year’s review. Consistent 
with last year’s objectives, our Fiscal Year (FY) 2007 EQR activities focused on four 
overarching objectives: 
 

1. Continue to support data-driven decision making to help MHPs improve 
business processes, clinical operations and programmatic initiatives  

 
2. Follow up on the status of our year two recommendations 

 
3. Conduct individualized MHP site reviews that draw upon three years of 

quantitative findings 
 

4. Explore each MHP’s success in developing consumer-focused programs that 
support wellness, recovery and resiliency. 

 
The following narrative summarizes how we met these objectives within a public mental 
health environment that continues to present both unique challenges and opportunities. 
Attachment 1 includes a glossary for the many acronyms that appear throughout this 
statewide report. Attachment 2 explains the MHP size categorizes that we used in 
aggregating our findings.  
 
Introduction and Work Process 
 
A discussion of the public mental health environment in California provides an important 
context for understanding the challenges faced by an EQRO and, significantly, by the 
MHPs that have many conflicting priorities. Immediately following this brief 
environmental overview, we highlight our FY07 work process. 
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California’s public mental health environment 
 
Over the last 50 years, California’s public mental health system has evolved into a 
comprehensive array of programs and services supported by a variety of complex local, 
state and federal funding streams. While Section 1 provides a detailed overview of the 
history of California’s public mental health system, the following two events are largely 
responsible for creating the environment in which CAEQRO operates today: 
 

• Realignment in the 1990’s. California’s public mental health system 
experienced one of the most significant changes in the past several decades 
when in 1991 the Legislature enacted the Bronzan-McCorquodale Act, referred 
to as realignment. This legislation shifted program and funding responsibilities 
from the state to counties, adjusted cost-sharing ratios, and provided counties 
with a dedicated revenue stream to pay for the changes in mental health, social 
and health services. This dramatic change to a decentralized system had both 
financial and organizational implications. 

 
o Because of the funding mechanism, counties acquired increased 

management and service delivery responsibility without commensurate 
revenue. Realignment did create a number of fiscal advantages, including the 
ability to roll over funds year-to-year and the elimination of competition with 
entitlement programs for state general funds.  

 
o While California’s diverse population necessitated the creation of a 

decentralized system, this change created an environment in which counties 
became siloed – viewing themselves as separate and distinct entities. 
Decentralization also precipitated the creation of several strong, highly 
organized professional alliances to support collaboration in this environment 
– including the California Mental Health Director’s Association (CMHDA) and 
the California Institute of Mental Health (CiMH). 

 
• Mental Health Services Act (MHSA).  Passed in 2004, MHSA has as its 

overarching objective to transform the public mental health system into one that 
focuses on consumer wellness, recovery and resilience. The funding mechanism 
is a one percent tax on annual incomes over one million dollars. The most 
current state budget projects several billion dollars in MHSA funds for three fiscal 
years. The legislation focuses on developing a broad spectrum of prevention, 
early intervention and other programs, as well as infrastructure support, to 
engage underserved populations and promote the recovery of individuals with 
mental illness.  

 
While MHSA provides tremendous opportunities for creative programming, it also 
has rendered an already complex regulatory environment even more daunting. 
Three leadership entities have come together to address often over-lapping 
statutory responsibilities for driving statewide quality and outcomes accountability 
for MHSA-funded programs: 

 
o DMH – which provides leadership of California’s mental health system and 

ensures through partnerships the availability of effective, efficient, culturally 
competent services 
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o California Mental Health Planning Council – which through federal and state 
statute, provides oversight of the public mental health system 

 
o Mental Health Services Oversight and Accountability Commission – which 

oversees the implementation of MHSA 
 
Consequently, when APS Healthcare initiated the EQRO contract in 2004, the state’s 
public mental health system was seriously under-funded, experiencing increased 
stakeholder pressure, struggling with already complex compliance requirements, and 
poised for a promised system transformation through MHSA. Because of these 
challenges, many MHPs are ambivalent about the EQR process and view CAEQRO as 
“yet another compliance audit” with neither financial incentives nor consequences. 
 
Work process enhancements in FY07  
 
During year three, CAEQRO conducted a large-scale programmatic, clinical and 
systems review of 56 MHPs throughout California. The overarching principle driving our 
EQR process has remained consistent over the past three years – use data to guide 
decisions regarding quality and performance improvement. However, with each 
successive year, we have been able to bring increased value to the review process by 
standardizing core evaluation measures, while focusing on the access to, as well as 
timeliness and quality of, the services that each MHP provides to its beneficiaries.  
 
Our year one and year two statewide reports, which contain detailed discussions on our 
core site review process, are available on our Web site at www.caeqro.com. Highlighted 
below are the key process improvements specific to FY07: 
 

• Expanded data analytic capacity. Our data analytic capacity expanded greatly 
during year three. We were not only able to present Calendar Year (CY) 2005 
Medi-Cal approved claims data to all MHPs as part of the pre-site process, but 
also to compare that data against system-wide averages (i.e., region, state and 
two specifically identified MHPs). This information shaped the targeted focus of 
the site review process – from the notification packet through to the final report. 
We generated a variety of worksheets that provided data to the review team and 
MHP, including: 

 
o Penetration rates and approved claims per beneficiary – by age, gender, 

ethnicity, eligibility category and service type 
o Retention rates – overall and for foster care youth 
o Approved claims per beneficiary by provider/legal entity 
o High-cost beneficiaries 
o Denied claims 
o Penetration rates and approved claims for two underserved populations – 

women and Latinos  
 

• Extensive database improvements. To increase our ability to perform 
quantitative analyses, we enhanced our database capabilities in two key areas:  

 
o Improved our ability to capture findings from the Information System 

Capabilities Assessment (ISCA) surveys (as described in Section 2.3) 
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o Built a sophisticated database that allowed us to capture major findings from 
our site review reports, including Performance Improvement Project (PIP) 
scores, and MHP strengths, opportunities for improvement and 
recommendations 

 
• Increased the scope, specificity and duration of site interviews. Our year 

one and year two findings and recommendations, combined with our increased 
data analytic capabilities, enabled us to identify staff who could best address key 
programmatic or clinical areas. This information also enabled us to increase the 
number of stakeholder interviews, particularly contract providers and 
underserved populations. To accommodate these interviews, we increased the 
number of calendar and person days per site visit for many MHPs. 

 
Organizational Assessment and Structure Performance 
 
In year three, mental health plans (MHPs) continued to face the challenges that we 
observed during the previous two years – with the additional demands of implementing 
programs funded by the Mental Health Services Act (MHSA). These demands continued 
to have a considerable on influence on MHP priorities during FY07 and how they 
allocated resources for this year’s site review process. This section begins with a 
discussion on the environment in which MHPs continue to operate, since it provides an 
important context for all of our site review findings. We then structure our organization 
assessment based on major priorities for FY07: 
 

• Section 2.2 – Site Review Findings 
 

o Follow-up to the recommendations in our year two MHP reports. Overall, we 
found that most MHPs initiated at least some activity to address our 
recommendations. Even many MHPs without active quality improvement (QI) 
programs reported that the issues we identified in our reports were valid and 
warranted attention. For example, 80 percent of the priority recommendations 
from FY06 were rated either “fully” or “partially addressed” in FY07. 

 
o Consumer involvement in service delivery and recovery-oriented 

programming. We observed a gradual improvement in this area from FY06 to 
FY07 – largely related to programmatic improvements associated with MHSA 
initiatives.  

 
o FY07 focus performance management. As in previous years, we highlighted 

strengths, opportunities for improvement and recommendations that address 
the need for data-driven decision-making. Lack of access – especially to 
reliable psychiatric services – continues to be a significant problem that 
affects the overall quality of the delivery system.  

 
• Section 2.3 Health information systems review 

 
o Information Systems Capabilities Assessment (ISCA) V6.1. The ISCA 

findings that follow in this section were produced from information contained 
in the improved ISCA database, which now stores three full years of MHP IS 
information. As we discuss in “Trends in Key Areas,” the most striking change 
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from FY06 to FY07 is the record number of new system implementations – 
particularly among small-rural and small counties. 

 
Also included in this section is a summary of our findings related to Performance 
Improvement Projects (PIPs), which continue to be the most challenging aspect of the 
review process for nearly every MHP and which are significantly affected by lack of 
resources and experience. 
 
Technical Assistance and Training 
 
Unlike a traditional external quality review organization (EQRO), CAEQRO has 
consistently sought opportunities to provide each mental health plan (MHP) with 
technical assistance that promote performance improvement. We learned that technical 
assistance during the site visit has limitations: only those staff members who participate 
in the process benefit from such assistance; and the subject matter is limited to the site 
visit agenda. In addition, the site review process is not conducive to developing skills 
that require repetition over time.  
 
In Section 3, we discuss how we have addressed these limitations through providing a 
broad spectrum of technical assistance to four specific audiences: 
 

• Individual MHPs – integrated with all three phases of the site review process 
 

• Outreach, training and education – provided to MHPs, public mental health 
system stakeholders, and key leaders and organizations 

 
• Group training – targeted to all MHPs and in collaboration with leaders in the 

public mental health system 
 

• Small counties – focused on issues unique to MHPs in specific geographies 
 
In our simultaneous roles as both quality reviewers and providers of technical 
assistance, we have been careful to avoid a perceived conflict of interest. Instead, we 
have conducted our review in a consultative manner, and we applied this perspective 
throughout the review year. By sharing MHPs’ successes, promoting quality 
management skill building and proposing alternative solutions to issues, we have been 
able to balance providing technical assistance with conducting thorough and objective 
external quality reviews.  
 
Performance Measurement Analysis 
 
In year two, California External Quality Review Organization (CAEQRO) and California 
Department of Mental Health (DMH) considered several options for the performance 
measure (PM) analysis and, after an extensive analytic process, selected “cost per 
unduplicated beneficiary served.”  For year three, we built on our base analysis of cost 
per unduplicated beneficiary served to identify any changes from previous year’s 
findings. We also added a number of specific penetration rates (as highlighted in Section 
5) as additional informative elements. To increase our understanding and evaluation of 
the service delivery system, CAEQRO focused our analysis to: 
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1. Determine if key variables such as gender, ethnicity and age contribute to 
understanding service delivery patterns 

 
2. Identify the most striking differences among various groups 

 
3. Highlight consistencies and changes from prior year studies 

 
4. Stimulate discussions by stakeholders about whether these patterns necessitate 

further review and study 
 
As in our year two report, we included a simple ratio to illustrate how penetration rates 
and average cost per beneficiary compare among different populations: 
 

• “Penetration rate ratio” is a ratio of the penetration rate of one demographic or 
ethnic group to another. A ratio of 1.0 reflects an equitable penetration rate 
based upon the beneficiary population. The further the value is from 1.0, the 
greater is the disparity. 

 
• “Average payment ratio” is a ratio of the average payment for one demographic 

or ethnic group to another. Again, a value of 1.0 reflects parity. The further the 
value is from 1.0, the greater is the disparity. 

 
In Attachment 3 we include a graphic display of Med-Cal penetration rates and approved 
claim amount per beneficiary served based on standard methodologies.  
 
However, this picture of services provided to individuals reflects only those beneficiaries 
who have entered the mental health system of care. Understanding barriers to initial 
access to the service system is also extremely important. Although the data we have 
available can only provide a partial picture of the delivery system, our findings are still 
valuable in providing stakeholders with useful information on areas that call for review 
and potential intervention by individual MHPs.  
 
Our analysis indicated notable disparities in access, cost and the types of services 
received by different groups of beneficiaries. Summarized below are our key 
performance measurement findings for FY07 based on our analysis of CY06 approved 
claims – which we compared to CY05 approved claims: 
 

• Female beneficiaries were still less likely to be served than male beneficiaries 
 

• Hispanic beneficiaries were still less likely to be served than white beneficiaries 
 

• Fewer resource dollars were spent on female beneficiaries than on male 
beneficiaries 

 
• Fewer resource dollars were spent on Hispanic beneficiaries than on White 

beneficiaries (although the gap in spending narrowed from CY05 to CY06) 
 

• Fewer resource dollars were spent on older adults than on beneficiaries in other 
age groups 
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In addition, we noted that an increase in Therapeutic Behavioral Services appears to 
have influenced the cost per unduplicated beneficiary served for 6 to 17 year-old 
beneficiaries. 
 
Other Statewide Data Findings 
 
Our objective in Section 5 was to provide a detailed analysis of California’s public mental 
health system by:  
 

• Employing a methodology for analyzing penetration rates different from one 
commonly used to determine how effectively a health plan is serving its 
respective community: 

 
o The demographic and ethnic landscape of communities in California is quite 

varied – perhaps the most diverse in the nation. In Attachment 3 we include 
map that suggest this diversity by simply displaying population distributions 
throughout the state. The adjustments for demographic and ethnic variations 
within each MHP have a significant effect on penetration rates. For example, 
San Benito MHP has an unadjusted overall penetration rate of 7.79 percent 
and a penetration rate adjusted by ethnicity of 10.04 percent.  

 
o We also adjusted penetration rates by eliminating those beneficiaries with a 

limited number of services – a methodology that reflects current research on 
service utilization in the public sector. For example, Monterey MHP shows a 
3.59 percent overall penetration rate after excluding consumers with three or 
fewer services. However, the adjusted penetration rate by ethnicity increases 
to 5.06 percent. 

 
• Presenting new data from a technical assistance project conducted by CAEQRO 

and the California Institute of Mental Health (CiMH) in cooperation with the 
County Mental Health Directors’ Association (CMHDA) for the Small Counties 
Emergency Resource Pool (SCERP). This project applied the core principles of 
disease management: 

 
o Unplanned services, such as hospital-based emergency services or inpatient 

admissions are disruptive to the beneficiary’s life, as well as costly to the 
MHP. 

 
o Unplanned services are generally not a desired modality for effectively 

managing chronic illness. 
 

o Beneficiaries with an individual treatment plan and who receive a set of 
effective planned services should be less likely to need unplanned services. 

 
• Addressing retention rates for foster care beneficiaries – since stakeholders in 

the public mental health system have grave concerns about the service delivery 
system for this population. Of note, the high retention rate for this beneficiary 
population (over 50 percent with 15 or more services) remained stable over a 
two-year period. In addition, the data suggest a slight decrease in the beneficiary 
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population and an apparently greater decrease in the number of beneficiaries 
served. 

 
 
A detailed understanding of these findings, as well as performance measure analyses, 
can only be gained by each MHP’s evaluation of its own data. This information can then 
be useful for local planning and evaluation of service delivery – especially regarding 
efforts to improve services to specific sub-populations. 
 
Exemplary Practices 
 
In compiling the exemplary practices highlighted in Section 6, we were struck by the 
ability of MHPs in varying geographic regions, with diverse demographics and often with 
limited resources, to develop innovative consumer-focused programs or to improve 
administrative processes – sometimes dramatically – by working collaboratively and 
cross functionally.  
 
Listed below are highlights of the programmatic and administrative areas featured in 
Section 6: 
 

• Web site technologies – Alameda MHP 
 

• Cultural competence in service delivery – Orange MHP 
 

• Outreach to/analysis of underserved populations – MHPs in Mono and  
San Benito counties, and San Mateo MHP 

 
• Primary and mental health care integration – MHPs in Marin and Fresno 

counties 
 

• Information system implementations – MHPs in Los Angeles and Solano 
counties 

 
• Claims payment processes –  Placer/Sierra MHP 

 
• Delivery system model (open access) – San Bernardino MHP 

 
In addition to the exemplary practice summaries presented in Section 6, we would also 
like to acknowledge several MHPs that are engaged in noteworthy practices or in 
activities specific to their operations: Kern MHP’s implementation of its Anasazi 
information technology platform; San Diego MHP’s Community Services and Support 
matrix; and Santa Clara MHP’s physician spreadsheet to support medication 
management. 
 
Trends in Key Areas 
 
As discussed in Section 7, we have systematically observed what we believe to be 
dominant themes within California’s public mental health system – for the past three 
years. In previous years’ statewide reports, we chose to discuss themes versus trends – 
pending a minimum of three years’ observations and quantitative data on a specific area. 
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Having aggregated a substantial body of such information over three years, we can now 
identify trends within key areas. For each positive trend we also note in our discussions 
corresponding issues to identify possible areas of intervention for both MHPs and the 
California Department of Mental Health. We expect that FY08 will continue and hopefully 
accelerate these positive trends and where appropriate implement system changes to 
address service disparities for specific populations: 
 

• Trend #1: New delivery system models are beginning to increase access. 
Some MHPs are developing new models to facilitate ease of access to mental 
health services. However, access to psychiatric services remains limited. 

 
• Trend #2: Female and Hispanic beneficiaries appear to be underserved by 

the public mental health system. When compared to White male beneficiaries, 
female and Hispanic beneficiaries access the system less frequently.  

 
• Trend #3: MHPs are beginning to access and use data to drive performance 

management. We saw a strong positive trend in the system’s overall access to 
and use of data as reflected in CAEQRO reviewers’ observations and 
recommendations. 

 
• Trend #4:  MHPs are searching for or implementing new information 

systems in record numbers. This trend suggests an unprecedented level of 
change within the core information system infrastructure for California’s public 
mental health system. 

 
• Trend #5:  MHPs are beginning to implement consumer-focused programs. 

This trend appears to be largely tied to the implementation of programs funded 
by the Mental Health Services Act and not always integrated with other initiatives. 

 
• Trend #6:  Strong leadership can manage through environmental 

challenges. However, the performance of a number MHPs suffered because of 
poor management and leadership skills. 
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Section 1.1: Overview 
 
California’s Medicaid program – Medi-Cal – is administered by the California Department 
of Health Services (DHS). The Medi-Cal mental health managed care program is carved 
out of the medical benefits and administered by the Department of Mental Health (DMH) 
via an Interagency Agreement with DHS and waivers approved by the Centers for 
Medicare & Medicaid Services (CMS) under Section 1915(b) of the Social Security Act. 
California External Quality Review Organization (CAEQRO), a division of APS 
Healthcare, was engaged by DMH to conduct a series of data analytic and systems 
reviews as part of the CMS-mandated external quality review (EQR) of Medicaid 
managed care programs. 
 
Through the 1915(b) waiver, California may operate a statewide system of individual 
mental health plans (MHPs) in each county – i.e., the mental health managed care 
program. County mental health departments operate the MHP for Medi-Cal recipients 
and also serve as the safety net for non-Medi-Cal indigent consumers. Different from 
models operated by states across the country, California’s public mental health system 
presented and still presents a unique set of challenges for an EQRO. The system’s 
evolution into 56 MHPs1 that serve a highly diverse consumer population, the funding 
that supports this decentralized community-based model, and its myriad and highly 
varied infrastructure are all important in providing a context not only for this section but 
also for our full report. 
 
In this section, we provide a brief history of California’s public mental health system and 
the current landscape. We then describe the EQRO process, which has evolved from 
years one and two – both in response to our increased understanding of this unique and 
complex system, as well as to an ever-changing political, financial and legislative 
environment. 
 
Section 1.2: Background 
 
According to the California Mental Health Director’s Association (CMHDA), California 
lapsed from the nation’s leader in community mental health development and civil rights 
for persons with mental illness into “decades of funding instability and program 
confusion” until the 1990’s when the state “regained its preeminence in public mental 
health.” Other stakeholders might argue that California has had varying degrees of 
success in implementing a number of changes to regain that preeminent position. Below 
we highlight the unique evolutionary path of the California public mental health system 
and the implicit challenges for an EQRO operating in this environment. 
 
The Evolution of a Unique System 
 
Over the past 50 years, several significant events, as described below, have created 
California’s complex and unique community mental health environment – characterized 
until very recently by successive budget cuts for human services and education coupled 
with increased demands on county-managed systems:  
 
                                                 
1 California has 58 counties; however, Placer and Sierra Counties and Sutter and Yuba Counties have merged to form 
two MHPs (i.e., Placer/Sierra MHP and Sutter/Yuba MHP). 
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• The late 1950’s and the 1960’s. These two decades marked the beginnings of 
California’s community mental health system, financed primarily through state 
funding and the implementation of the state’s Medicaid program, which initially 
primarily focused on physical health care: 

 
o Short Doyle Act. In 1957, the passage of the Short-Doyle Act replaced large, 

state institutions with county-operated, local mental health programs. Under 
Short-Doyle, the state provided matching funds to counties and cities for the 
delivery of mental health services to their residents. 

 
o Medi-Cal – California’s Medicaid. In 1966 California passed legislation 

establishing the California Medical Assistance Program (known as Medi-Cal), 
which primarily covered physical health care and some fee-for-service (FFS) 
mental health treatment. 

 
o Community Mental Health Act. In 1969, the California Community Mental 

Health Act increased the Short-Doyle funding ratio to 90 percent state/10 
percent county funds when counties with populations over 100,000 were 
required to provide mental health services. 

 
• The 1970’s and the 1980’s. In Fiscal Year (FY) 1973-1974, the state legislature 

required that all counties have a mental health program. However, during the 
1970’s and well into the1980’s, state allocations to counties for human services 
were severely diminished due to tax cuts and inflation, while federal “entitlement” 
programs – or so-called unfunded or inadequately funded mandates – created an 
additional fiscal burden: 

 
o Proposition 13. In 1978, the passage of “Prop 13” capped property taxes, 

reducing them by an average of 57 percent. Federal funding of Short-Doyle 
mental health programs – Short-Doyle/Medi-Cal (SD/MC) – did not begin until 
the early 1970’s and did not offset the reduction in state monies. In 1987, for 
example, 68 percent of county Short-Doyle mental health expenditures were 
covered by the State General Fund (SGF), 12 percent by the federal 
government, 10 percent by the counties, and 10 percent by fees and 
insurance. 

 
o AB 3632. In 1984, the Legislature enacted AB 3632, which included mental 

health treatment for all children less than 22 years of age. These services are 
a federal entitlement resulting from the 1975 Individuals with Disabilities 
Education Act – which was to be financed by the state’s categorical funds. 

 
• The 1990’s and realignment. In 1991, California faced a $14.3 billion deficit. 

Mental health funding, which was subject to annual legislative appropriation, was 
jeopardized by this statewide fiscal crisis. The Legislature responded by enacting 
the Bronzan-McCorquodale Act, referred to as realignment. It shifted program 
and funding responsibilities to counties, adjusted cost-sharing ratios, and 
provided counties with a dedicated revenue stream to pay for these changes in 
mental health, social and health services. Dedicated revenues from a half-cent 
increase in the state sales tax and the vehicle license fee were to cover the shifts 
in program costs. State oversight was to focus increasingly on outcomes and 
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performance-based measures. Other significant events during the decade 
include the following: 

 
o Rehabilitation Option. In 1993, a Medicaid State Amendment added services 

under the Rehabilitation Option to SD/MC benefits and greatly increased 
counties’ ability to increase their reimbursement for services through Medi-
Cal funds. 

 
o Federal funding consolidation and managed mental health care. From 1995 

to 1998, the state consolidated the two Medi-Cal mental health funding 
streams – SD/MC and FFS/MC – and carved out specialty mental health 
services from the rest of Medi-Cal managed care. County mental health 
departments were given the “first right of refusal” to be the MHP for the 
county. At that time, only two counties declined (although both today are the 
MHPs for their beneficiaries). The carve-out program operates under a 
Federal Freedom of Choice Waiver. Specialty mental health care (i.e., 
requiring a specialist) is provided by MHPs, while general mental health 
services are under the direct purview of DHS either through its managed care 
plans or through the FFS/MC system. 

 
o Early and Periodic Screening, Diagnosis and Treatment. A lawsuit against the 

state in 1995 resulted in the expansion of Medi-Cal services to Medi-Cal 
beneficiaries less than 21 years of age who need specialty mental health 
services, whether or not such services are covered under the Medicaid State 
Plan. As a result of the settlement, the state agreed to provide state general 
funds to counties as the match for these expanded specialty mental health 
services, commonly referred to as Early and Periodic Screening, Diagnosis 
and Treatment (EPSDT) services. 

 
o Therapeutic Behavioral Services. Another lawsuit against the state, filed in 

1998, resulted in the approval of a new EPSDT supplemental specialty 
mental health service for the Medi-Cal program. This new benefit is called 
Therapeutic Behavioral Services (TBS). Since these services were not 
included in the original realigned services, new state general funds were 
allocated to provide MHPs a match for these services as well. 

 
• 2000’s and budget cuts. Until very recently – with the passage of Proposition 

63, which became known the Mental Health Service Act (MHSA) – counties 
continued to experience increased budget cuts, cost shifting and unfunded or 
under-funded federal mandates: 

 
o AB 34/2034. In 1999 a pilot program provided outreach and comprehensive 

services to homeless adults with severe mental illness. The Integrated 
Services for Homeless Adults, expanded to the majority of counties, is a 
categorical program that was funded through the SGF. After successive 
budget cuts, the program was eliminated in the most recent draft state budget 
(FY2007-2008). 

o EPSDT services. In FY2002-03, a 10 percent county share of cost was 
imposed by the administration for EPSDT services above a baseline 



CA External Quality Review Organization   Section 1 – Introduction and Work Process 

August 31, 2007  Page 24 
Statewide Report Year Three 

expenditure level. These funds, together with realignment funds, may be 
used as the state Medicaid match for claiming federal matching funds. 

o AB 3632. By FY 2001-02, the annual categorical allocation to counties for  
AB 3632 services had grown to $12 million: 

 
− Because the costs to provide these services – at least $100 million 

statewide – far exceeded the categorical allocation, counties were 
reimbursed for their additional costs through the SB 90 state mandate 
reimbursement process. Passed in 1972, SB 90 required the state to 
reimburse local governments for the costs of new programs or increased 
levels of service mandated by the state.  

 
− In the FY2002-03 budget, all categorical funding for AB 3632 services 

was eliminated, and counties were told that they could receive all of their 
funding through the reimbursement process for unfunded mandates. 
However, the budget also suspended mandate reimbursements for local 
governments. In subsequent budgets, the Legislature ultimately approved 
funding but not enough to finance these mandated services. 

An EQRO in Today’s Mental Health System 
 
California’s public mental health system has evolved from a simple one with state-local 
matching funds to one that includes state general funds, dozens of categorical funds, 
and federal matching funds to support a myriad of services. With realignment in the 
1990’s, California’s public mental health system experienced one of the most significant 
changes in the past several decades. Counties acquired increased management and 
service delivery responsibility without commensurate funding support. 
 
MHSA, which was passed in 2004, has as its overarching objective to transform the 
public mental health system into one that focuses on consumer wellness, recovery and 
resilience. The funding mechanism is a one percent tax on incomes over one million 
dollars. The most current state budget projects several billion dollars in MHSA funds for 
three fiscal years. The program focuses a broad spectrum of prevention, early 
intervention and other services, as well as infrastructure support for engagement of 
underserved populations and programs that promote recovery of individuals with mental 
illness. 
 
Consequently, when APS Healthcare initiated the EQRO contract in 2004, the state’s 
public mental health system was seriously under-funded, experiencing increased 
stakeholder pressure, struggling with already complex compliance requirements, and 
poised for a promised system transformation through MHSA. Summarized below are 
some of the high-level challenges that the system continues to face and the implications 
for CAEQRO, which many MHPs still view as “yet another compliance audit” with neither 
financial incentives nor consequences: 
 

• System-wide organizational culture. The diversity of California’s population, in 
terms of population density, ethnic make-up and socio-economic conditions, 
necessitated the creation of the decentralized system that was created by 
realignment and exists today. The creation of several strong, highly organized 
professional alliances emerged to support collaboration in a decentralized 
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environment, including the CMHDA and the nationally regarded California 
Institute of Mental Health (CiMH). However, decentralization also created an 
environment in which each county system had become siloed and viewed itself 
as different and separate from other counties in the state. This entrenched 
perception created barriers to cross-county collaboration in addressing many of 
the system’s shared challenges, particularly among small counties. In Section 3, 
we discuss how this year, CAEQRO has begun to overcome some of these 
barriers by promoting collaboration among counties. 

 
• Financing. The mental health system’s funding sources today are primarily a mix 

of realignment funds, Medi-Cal Federal Financial Participation (FFP), categorical 
funds and most recently MHSA: 

 
o Realignment has certainly provided counties with a number of fiscal 

advantages, including the ability to roll-over funds year-to-year and the 
elimination of competition with entitlement programs for state general funds. 
Passed as a legislative initiative, Realignment made available dedicated state 
funding based on sales tax and license fees according to population. 
However, this funding mechanism has an inherent flaw. When the economy 
is weak, a host of issues create the need for increased mental health 
services, while the primary funding for these services – license and sales tax 
revenues – decreases. The reduction of the vehicle license fees by the 
governor in 2004 created additional short falls. 

 
o Medi-Cal, a jointly funded state/local and federal program, represents the 

second largest revenue source for county mental health programs and has 
had a “mixed” impact on mental health services financing since realignment. 
FFP has fluctuated over time and many counties have had to use an 
increasing proportion of their realignment funds to draw the federal Medi-Cal 
match for mandated or entitlement programs. Various cuts in the most recent 
draft state budget follow the elimination of previous years’ Cost of Living 
Adjustment increases. 

 
o For budget shortfalls in categorical funds, counties have eliminated programs 

or for mandates they must dip into county general funds or reserves. Funding 
for AB 2034 appears to have been eliminated, leaving an entire population 
without a program that had proven effective in reducing hospitalization, the 
number of days spent in jail, and the number of days spent homeless. The 
state still owes counties over $243 million in mandated reimbursement for 
EPSDT, although this funding is proposed in the most current version of the 
budget, and other cost settlements from previous years. AB 3632 shortfalls 
persist, as the current budget proposes funding levels equal to that included 
in the FY2005-2006 budget. 

 
o Funding from MHSA is projected to bring several billion dollars of revenue 

over three fiscal years. Many counties have started to implement what is 
know as Full Service Partnerships (FSPs), which will provide a range of 
services and supports that are not reimbursed under Medi-Cal. However, 
MHSA funding will still only reflect 17 percent of the overall budget. In 
addition, 50 percent of MHSA funding must be spent on FSPs within the next 
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two years, and these funds can not be diverted to pay for other unbudgeted 
or under-budgeted programs/services. 

 
Despite the anticipated influx of MHSA revenues, most MHPs are still grappling with 
serious budget shortfalls, are dedicating resources to those compliance activities 
that have financial implications and, most recently, are focused on implementing 
MHSA programs. With already complex and partially redundant compliance audits 
and quality reviews of MHPs and other county programs, the addition of MHSA-
related oversight initiatives may result in counties’ undergoing up to 12 site visits 
each year. In this environment, many MHPs still view the EQRO process as another 
compliance exercise that diverts resources and neither produces nor preserves 
revenue. In Section 2.2, we address these and other findings in greater detail. 

 
Department of Mental Health Quality Initiatives  
 
DMH “views accountability and quality improvement as critical components in achieving 
its mission (Mayberg S, 2004-05).” The following entities all play an important role in 
conducting fiscal, administrative and service oversight of California’s public mental 
health system: 
 

• DMH Performance Outcomes and Quality Improvement (POQI), Medi-Cal 
Oversight, and County Policy and Operations Units 

• Fiscal auditors 
• Performance Measurement Advisory Committee 
• State Quality Improvement Council (SQIC) 
• California Mental Health Planning Council (CMHPC) 
• Local (county) Mental Health Boards and Commissions 

 
A number of these entities have regulatory/statutory oversight of MHPs and other county 
mental health services. Following the implementation of MHSA, county mental health 
departments are facing potentially duplicative reporting and paperwork requirements – 
which is a key factor in preventing MHPs from addressing the quality improvement (QI) 
requirements mandated by CMS and implementing CAEQRO’s QI-related 
recommendations. 
 
Partnerships for quality 
 
California’s statewide QI systems involve multiple stakeholders and dozens of major 
entities. The organization chart below lists the Partnerships for Quality that are detailed 
in a 2005 white paper developed by CMHPC. 
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Within the statewide QI system, DMH has primary responsibility for oversight of quality 
and outcomes for MHPs – a role that was defined during realignment in the 1990’s. 
Chapter 93, Statutes of 2000, recognized SQIC into law and directed it “to establish and 
measure indicators of access and to provide the information needed to improve the care 
provided in California’s public mental health system.” Established in 1999, SQIC 
historically has met four to six times per year. 
 
After a lengthy process of evaluating various performance measures, SQIC adopted 
various indicators within four domains – Structure, Access, Process and Outcomes. 
Subsequently, DMH has proposed and implemented a variety of special studies within 
the public mental health system that supports each of these performance measures. 
These same domains are also consistent with the overarching objectives of the 
performance measurements that the DMH directs CAEQRO to apply as part of the 
annual review process. 
 
The impact of the Mental Health Services Act 
 
A recent issues memo (June 5, 2007) recapped how three entities have emerged with 
often over-lapping statutory responsibilities for driving statewide quality and outcomes 

Figure 1 
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accountability for MHSA-funded programs. These three entities, listed below, also are 
potentially generating duplication in reporting and paperwork requirements imposed on 
county mental health departments – both in operating MHPs and in delivering services 
for indigent populations: 
 

• DMH, which provides leadership of California’s mental health system and 
ensures through partnerships the availability of effective, efficient, culturally 
competent services. 

 
• CMHPC, which through federal and state statute, provides oversight of the public 

mental health system. 
 

• Mental Health Services Oversight and Accountability Commission (MHSOAC), 
which oversees the implementation of MHSA, includes “redirecting the state’s 
mental health system towards transformation such that all mental health activities 
and programs stress prevention, early intervention, wellness, recovery and 
resilience.” 

 
To increase coordination and decrease the likelihood of duplication of requirements, 
representatives from these three government partners, along with county mental health 
departments and community-based agencies, have proposed an Evaluation Group to 
achieve five goals: 
 

1. To use MHSA funding to transform the entire mental health system 
 

2. To achieve integration of performance measurement for the MHSA with 
performance measurement for the entire public mental health system 

 
3. To measure outcomes, to promote QI, and to communicate the results to the 

multiple audiences to which the public mental health system is accountable 
 

4. To decrease duplication and overlap among the DMH, the CMHPC and the 
MHSOAC in performance measurement and accountability 

 
5. To simplify reporting requirements for county mental health departments and 

community-based agencies 
 
Section 1.3: External Quality Review Process 
 
During year three, CAEQRO conducted a large-scale programmatic, clinical and 
systems review of 56 MHPs throughout California. The overarching principle driving our 
EQR process has remained consistent over the past three years – use data to guide 
decisions regarding quality and performance improvement. However, with each 
successive year, we have been able to bring increased value to the EQR process by 
standardizing core evaluation measures across the public mental health system, while 
focusing on the access, timeliness and quality of services that each MHP provides to its 
beneficiaries. 
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As in previous years, the review team included CAEQRO staff and senior consultants 
with clinical and information systems (IS) expertise. Also remaining unchanged since our 
first year was the overall site review structure, which consisted of three phases: pre-site, 
site and post-site. However, as we highlight below, our review strategies and areas of 
emphasis were even more targeted and in-depth than in years one and two: 
 

• Expanded data analytic capacity. Our data analytic capacity expanded greatly 
during year three. We were not only able to present Calendar Year (CY) 2005 
approved claims data to all MHPs as part of the pre-site process, but also to 
compare that data against system-wide averages (i.e., region, state and two 
specifically identified MHPs). This information shaped the targeted focus of the 
site review process – from the notification packet through to the final report. We 
generated a variety of worksheets that provided data to the review team and 
MHP, including: 

 
o Penetration rates and approved claims per beneficiary – by age, gender, 

ethnicity, eligibility category and service type 
o Retention rates – overall and for foster care youth 
o Approved claims per beneficiary by provider/legal entity 
o High-cost beneficiaries 
o Denied claims 
o Penetration rates and approved claims per beneficiary for two underserved 

populations – women and Latinos  
 

• Extensive database improvements. To increase our ability to perform 
quantitative analyses, we enhanced our database capabilities in two key areas:  

 
o Improved our ability to capture findings from the Information System 

Capabilities Assessment (ISCA) surveys (as described in Section 2.3) 
 

o Built a sophisticated database that allowed us to capture major findings from 
our site review reports, including Performance Improvement Project (PIP) 
scores, and MHP strengths, challenges and recommendations 

 
• Increased the scope, specificity and duration of site interviews. Our year 

one and year two findings and recommendations, combined with our increased 
data analytic capabilities, enabled us to identify staff who could best address key 
programmatic or clinical areas. This information also enabled us to increase the 
number of stakeholder interviews, particularly with contract providers and 
underserved populations. To accommodate these interviews, we increased the 
number of calendar and person days per site visit for many MHPs. 

 
Rather than describing each of the three phases of our site review process, we 
emphasize in this section how our processes evolved and improved in FY07. Our year 
one and year two statewide reports, which contain detailed discussions on our general 
site review process, are available on our Web site at www.caeqro.com. 
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Pre-Site Review Process 
 
The pre-site review process for FY07 evolved from and improved upon the process 
established in year two. We initiated year three processes in the spring of year two to 
develop with each MHP a proposed schedule well in advance of the site visit. Our goal 
was to review each MHP approximately 12 months from its prior review date – and we 
successfully met that goal within no more than two month’s variance. 
 
Pre-site activities included notifying the MHP of the upcoming review, assisting the MHP 
in its preparation for the review, and reviewing MHP approved claims data and 
documents to prepare for the site visit. Below we offer a brief description of the 
notification process, emphasizing those activities that we added or improved in year 
three: 
 
Notification packet overview 
 
As in year two, the lead reviewer sent each MHP director and QI coordinator an 
electronic copy of a notification letter and instructive materials to assist the MHP in its 
preparation. The notification packet, a sample of which is included in Attachment 4, 
consisted of the following documents: 
 

• Notification Letter 
• Consumer/Family Member Focus Group Guidelines 
• Road Map to a PIP 
• PIP Outline via Road Map 
• PIP Validation Tool 
• ISCA V6.1 
• Approved Claims for CY05 
• Demographics charts  

 
As has become our practice, we requested in the notification letter that the MHP provide 
– prior to the site visit – certain documents that were updated from the previous year 
(i.e., strategic initiatives, organizational chart[s]), current QIC and cultural competence 
committee meeting minutes, QI work plan and evaluation, surveys and PIPs. This 
strategy has enabled us to prioritize site visit discussions based on progress – or lack 
thereof – in specific areas.  
 
All notification letters included two areas for review: 
 

• General areas that we addressed in all FY07 reviews, including: 
 

o MHP’s strategic initiatives 
o Progress on addressing CAEQRO FY06 recommendations or other 

improvements 
o Examples of data or reports used to guide performance management 
o Changes or milestones in QI processes 
o ISCA V6.1 
o Wellness/recovery and cultural competence 
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• MHP-specific areas of review based on our FY06 findings and recommendations. 
The notification letter identified MHP-specific issues to be addressed through 
targeted staff/contractor interviews, as well as consumer/family member focus 
groups. 

 
Notification packet materials/request for materials  
 
We highlight below those documents in the notification packet that we updated and 
improved for our FY07 annual review: 
 

• Performance Improvement Projects. PIPs continued to be the most 
challenging aspect of the review process for nearly every MHP. We continued to 
assess our own strategies for facilitating PIP development. We had received 
positive feedback regarding the ease of use of the “Road Map to a PIP” that we 
developed in year two. We therefore used this document as a foundation for 
revising both the validation tool and the PIP submission document. We sent the 
PIP validation tool with the notification materials, so that MHPs could become 
familiar with the scoring criteria as they examined their PIPs. In Section 3 of this 
report, we discuss how we used these documents as training materials. 

 
• CY05 Medi-Cal approved claims data. Our data analytic capacity expanded 

greatly during year three, allowing us to analyze and present Medi-Cal data using 
comparative analytical techniques. As in year two, the notification packet 
included statewide MHP claims and demographic data to provide a context for 
discussion. This information is included in Attachment 5. We used CY05 
approved claims data as part of the pre-site and site review processes. We 
revised the worksheet format to include more detailed breakdowns by service 
type and ethnicity. A sample of this worksheet is included in Attachment 6. We 
also created foster care utilization worksheets for selected MHPs. An example of 
this worksheet is included in Attachment 7. We discuss our findings in Sections 4 
and 5 of this report. 

 
CAEQRO staff preparation 
 
Our pre-site meeting, held approximately one week prior to a site visit, continued in year  
three as a mechanism for coordinating the site review team, identifying review priorities, 
and obtaining input from the CAEQRO staff who would not be participating in the review. 
This meeting covered approved claims data, PIPs and other documents submitted by 
the MHP. 
 
In addition, CAEQRO developed consistent and detailed guidance as illustrated in the 
internal site review template and consumer/family focus group questions – both of which 
are included in Attachment 8. These documents, which are highlighted below, were 
designed to guide the review team rather than serve as a rigid protocol: 
 

• A site review template. CAEQRO highlighted those areas that we generally 
found needed improvement across all MHPs: 

 
o Strategic planning 
o Use of data from various sources to manage the MHP’s performance 
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o Collaboration between staffs in programs, management, QI, and IS to ensure 
that relevant and timely data are available 

 
• Consumer/family member focus groups questions. CAEQRO created 

questionnaires specific to each MHP and specific to each group (e.g., Latinos, 
self-help center participants, consumers with co-occurring disorders, etc.). 

 
Also included in Attachment 8 is a sample review agenda which offered guidance on key 
areas for discussion. 
 
Site Review Process 
 
Our approach in year three was to focus on areas in which the MHPs applied data-
driven decision-making and performance management. We also looked at changes in 
business or clinical practices that affected the experiences of beneficiaries in terms of 
timeliness, access, quality and outcomes since the previous review. Specific major 
changes to this year’s site review process are highlighted below: 
 

• Increased overall site visit and “person” days. In previous years’ site reviews, 
we gathered baseline data – primarily from central administrative staff and to 
some extent from program staff. During year three, we built on this foundation 
and added the analysis of Medi-Cal claims data to observe key performance 
indicators. As a consequence of this focused approach, we recognized the need 
to expand – rather than compress – the site visit process, as well as the number 
of people participating. Below we list the guidelines we applied in scheduling our 
site reviews: 

 
o Very small/rural MHPs – one day 
o Small MHPs – one-two day(s) 
o Medium MHPs – two days 
o Large MHPs – three days 
o Los Angeles – four days 

 
Overall, in comparing year two and year three, we increased our site visit days by 
18 percent and our person days by 7 percent. 

 
• Developed a sophisticated database to capture major findings, including: 

 
o PIP data – MHP’s PIP topics, results from the validation tool scores, and the 

comments included in the MHP reports on elements rated as “partially met” or 
“not met” 

 
o MHP report data – strengths, opportunities and recommendations identified in 

each report and classified by “access”, “timeliness”, “outcomes”, “quality”, “IS” 
or “other”
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Below is a screenshot of the database menu: 
 
 
 

 
• Used approved claims data to focus discussion. We began each review with 

an intensive performance management session to explore how the MHP 
measures success or areas requiring improvement. We specified that the entire 
management team, as well as other key staff and stakeholders, participate in this 
session. Included in this session was a detailed discussion of the MHP’s 
approved claims data. To support the approved claims worksheet, we created a 
three-page document that highlighted key indicators (e.g., penetration rates, 
approved claims per beneficiary served) and compared them to those for the 
region, state, comparable MHPs and similar-sized counties. 

 
We also continued to use each MHP’s approved claims data to identify important 
issues such as penetration rates by age and ethnicity. Attachment 6 provides a 
sample of such data for Contra Costa MHP. Since foster care is such a critical 
issue, we also provided MHP-specific foster care data, as illustrated by 
Attachment 7, which includes approved claims data for foster care beneficiaries 
in the San Francisco MHP. Data findings directed our requests for focus groups 
that reflected specific demographic and ethnic populations. We conducted focus 
groups aimed at foster care youth and/or parents, transition age youth, Latinos, 
Southeast Asians, older adults, and parents of youth in services. We also 

Figure 2 
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requested that the MHP schedule focus groups at locations that are familiar to 
and accessible for the participants. 

 
Data from our year two review also shaped common discussions for all or most 
MHPs. For example, statewide disparities in access and service delivery to both 
female and Latino beneficiaries precipitated programmatic discussions 
throughout the state.  

 
• Facilitated shared discussion of MHP reports. MHPs have begun to use the 

approved claims data that CAEQRO generates. We also encouraged discussion 
of those reports that the MHP either generates or can readily access. This 
discussion enabled MHP staff to educate each other about internal reports and, 
as appropriate, disseminate and use them throughout the organization. It also 
illustrated how MHPs could better use data from their own IS to support 
performance management. 

 
• Added participation by specific staff. In year one and to some extent in year  

two, we generally did not specify who needed to participate in a session –  with 
the exception of line staff and first-line supervisor interviews. Part of our “baseline 
development” approach included noting the MHP’s selection of those staff whom 
they viewed as relevant to the specific issues. We found that many key 
individuals – and consequently key areas – were absent from the review process. 
For example: 

 
o Often consumers were not included in projects directly affecting them. 
o Psychiatrists were not typically involved in projects regarding no-show rates 

to psychiatric appointments. 
o IS or data analytic staff was not always included in QI discussions. 

 
In year three, we specified that the performance management session required 
all members of the senior management team, key staff and other stakeholders 
such as consumers and family members. For PIP discussions, we specified 
inclusion of the MHP’s PIP committee and other staff involved in PIP 
interventions, as well as the senior management team. 

 
• Increased depth of discussions. By requesting that specific individuals 

participate in the review process, we were able to facilitate more in-depth 
conversations. As compared to last year, we met with an increased number of 
MHPs’ IS implementation teams to discuss their progress with new systems. 
These discussions were accompanied by a hands-on demonstration of core 
processes (consumer registration, service entry and claim production) by clinical 
and clerical users, which in turn facilitated a more intensive review of who uses 
the IS and for what activities. Approved claims data also served as the 
foundation for in-depth discussion of issues such as penetration rates, 
hospitalization rates and service inequities. These discussions focused on what 
MHP processes might contribute to problems and how the MHP is attempting to 
measure and ameliorate them.  
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• Added visits to MHP, contract agencies and other sites. In year three, we 
increased site visits to locations other than the MHP’s centralized administrative 
offices. Based upon our year two review, we specified certain programs and/or 
sites whose staff members had the most knowledge of and day-to-day 
experience with specific review areas. 

 
o Using approved claims we identified: 

 
− Particular programs that served high-risk or underserved populations 
− The largest contract providers in the service area, especially if we had not 

reviewed that provider in previous years 
 

o We identified Federally Qualified Health Centers (FQHCs), since one of our 
goals was to facilitate relationships between the MHP and primary care 
providers. Since FQHCs have the option to provide mental health and other 
services (including substance abuse treatment) onsite or through another 
provider, their relationships with MHPs were not necessarily contractual and 
therefore did not necessarily require coordination. 

 
o We specified particular sites for consumer/family focus groups or staff 

interviews, including consumer-friendly locations such as wellness centers, 
clubhouses, drop-in centers or other service delivery sites. Since outlying 
areas of counties often represent potential barriers to access, we traveled to 
those areas to have discussions with consumers, families and staff. We also 
emphasized holding focus groups at service sites in underserved 
communities, since their respective populations often experience barriers to 
access. 

 
• Increased numbers and specificity of consumer/family member focus 

groups. We continued to request consumer/family member focus groups that 
targeted issues previously identified as significant or problematic for the MHP. 
For example: 

 
o Access: One MHP had access barriers for beneficiaries living in an outlying 

rural area. The review team requested a focus group at that outlying location.  
 

o Timeliness: Another MHP had long wait times for intake assessments and 
psychiatry appointments. We requested a focus group of individuals who 
initiated services within the past year to better understand their experiences.  

 
Post-Site Review Process 
 
Established in the first two years of our contract, the post-site process continued to be 
effective in year three. Approximately one week after the site visit, the site visit team and 
other staff and consultants participated in a post-site meeting to discuss significant 
findings. This meeting continued to include the participation of our psychiatric consultant 
who is expert in reviewing PIPs. The entire team reviewed the application of the PIP 
validation tool, discussed reasons why elements were or were not met, and made 
recommendations for PIP improvement. Team discussions continued to be important in 
promoting inter-rater reliability. 
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We provided a draft report to the MHP and requested feedback on this draft within 15 
days. This process allowed MHPs to identify any areas warranting additional 
clarification. Sometimes this process required extensive follow-up – including discussion 
and written statements clarifying CAEQRO’s impressions – prior to distributing the final 
report. 
 
Site review report template 
 
The CAEQRO report in year three was designed to increase displays of quantitative data 
and specific rating scales. While narrative discussion is important, we continued our 
efforts to quantify issues in a meaningful way. The report template is included in 
Attachment 9. 
 
We found that the report template developed in year two served as a solid foundation for 
our year three report. Major changes to the template involved consolidating some of the 
narrative and expanding the displays of data. The improvements to the report from last 
year are listed below. 
 

• Delivery system performance management. This section reflects the themes 
underlying the reviews: 

 
o Strategic emphasis – including the MHP’s strategic initiatives and other 

priorities 
o Significant delivery system changes since the last review  
o Utilization of data for performance improvement 

 
• Medi-Cal claims data for managing services. This section includes the 

following data tables, all newly developed for this year’s report format: 
 

o CY05 approved claims data – comparing the MHP’s data against the region, 
MHPs of a similar size and statewide summary data: 

 
− Overall – penetration rate and average approved claims per beneficiary 

served 
− Foster care youth – penetration rate and average approved claims per 

beneficiary served 
− Hispanics – penetration rate and average approved claims per beneficiary 

served 
− Any other demographic issues warranting highlighting 

 
o CY05 Medi-Cal eligibility and approved claims from comparable counties – 

comparing key elements with two MHPs identified by the MHP as 
comparable. 

 
o Retention rates – identifying the number and percent of beneficiaries 

receiving a particular number of services, compared against statewide 
averages and range of MHPs. 

 
o Medi-Cal claims history – identification of beneficiaries served, penetration 

rates, and approved claims for the three prior fiscal years. 
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o Medi-Cal denied claims information – the percentage of denied claims for the 
MHP, compared with the range of all MHPs and the two comparable MHPs 

 
• Performance measurement results. The two elements identified as 

performance measures in last year’s statewide report compared: 
 

o The MHP’s relative penetration rates for Hispanics versus Whites and for 
Females versus Males 

 
o The MHP’s relative approved claims per beneficiary served for Hispanics 

versus Whites and for Females versus Males 
 

The table also included the data for the statewide average and the two MHPs 
that the MHP identified as comparable. 

 
• Performance Improvement Project validation. This section and the summary 

table within this section were revised to reflect the new validation tool. 
 

• Recommendations. We organized recommendations by domains: access, 
timeliness, quality, outcomes and IS. We also listed priority recommendations 
within each domain. 

 
• Attachments. We included a list of the participants, the review agenda, data 

provided to the MHP, detailed PIP validation tool and the PIPs that were 
submitted by the MHP. 
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Section 2.1: Overview 
 
California External Quality Review Organization (CAEQRO) observed that in year three, 
mental health plans (MHPs) continued to face the challenges that we observed during 
the previous two years – with the additional demands of implementing programs funded 
by the Mental Health Services Act (MHSA). These demands continued to have a 
considerable influence on MHP priorities and how they allocated resources for this 
year’s site review process. This section begins with a discussion on the environment in 
which MHPs continue to operate, since it provides an important context for all of our site 
review findings. We then structure our organizational assessment based on major 
priorities for Fiscal Year (FY) 2007: 
 

• Section 2.2 – Site Review Findings 
 

o Follow-up to the recommendations in our year two MHP reports. Overall, we 
found that most MHPs initiated at least some activity to address our 
recommendations. Even many MHPs without active quality improvement (QI) 
programs reported that the issues we identified in our reports were valid and 
warranted attention. 

 
o Consumer involvement in service delivery and recovery-oriented 

programming. We observed a gradual improvement in this area from FY06 to 
FY07 – largely related to programmatic improvements associated with MHSA 
initiatives. 

 
o Focus on performance management. As in previous years, we highlighted 

strengths, challenges and recommendations that address the need for data-
driven decision-making. 

 
• Section 2.3 Health information systems review 

 
o Information Systems Capabilities Assessment (ISCA) V6.1. The ISCA 

findings that follow in this section were produced from information contained 
in the improved ISCA database, which now stores three full years of MHP 
information systems (IS) data. 

 
Also included in this section is a summary of our findings related to Performance 
Improvement Projects (PIPs), which continued to be the most challenging aspect of the 
review process for nearly every MHP and significantly affected by conflicting demands.  
 
Section 2.2: Site Review Findings 
 
In year one, many MHPs were struggling with financial difficulties but most had plans for 
stabilization and were optimistic that MHSA funding would assist with their long-term 
goals. In year two, MHPs began to divert resources from almost all departments and 
staff because of MHSA’s comprehensive planning process. In year three, most MHPs 
were beginning to implement new MHSA-funded programs, which provided many 
opportunities for innovation. However, MHSA-related activities not only continued to be a 
priority for many MHPs (minimizing their focus on CAEQRO-related activities), but also 
began to create a new set of challenges within the public mental health system. These 
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challenges, among others highlighted below, provide an important context for our FY07 
site review findings. 
 
Environmental Considerations 
 
Statewide, we observed the following: 
 

• Financial paradox. Most MHPs were still enjoying the promise of increased 
funding and expanded services for some populations through MHSA, while 
simultaneously tackling budget problems affecting both Medi-Cal and indigent 
programs. In fact, many MHPs found that MHSA funding was inadequate to stem 
budgetary crises that had been building over time. As we discussed in Section 1, 
50 percent of MHSA funding must be spent on full service partnerships within the 
next two years, and these funds can not be diverted to pay for unbudgeted or 
under-budgeted programs/services. As a consequence: 

 
o Services to the indigent have been reduced or eliminated in many MHPs. 

 
o While MHPs were developing high-cost MHSA-funded programs for small 

numbers of consumers, they were simultaneously grappling with strategies to 
deal with much larger numbers of consumers whom they were already having 
difficulty serving. 

 
o As two separate funding streams, Medi-Cal and MHSA each carry a myriad 

of different compliance requirements. The demands of these different 
revenue sources have also created parallel delivery systems – often creating 
stress and confusion for MHP staff, consumers, families and communities. 

 
• Workforce development challenges. Despite approved MHSA plans and 

funding, many MHPs faced challenges in moving forward with program 
implementation, particularly in hiring new staff. Recruitment of bilingual and/or 
bicultural clinical staff was especially difficult since nearby MHPs and contract 
providers often had the same small pool of qualified applicants. Workforce issues 
affected MHPs’ priorities and many were unable to devote resources to QI 
activities – even those MHPs with long histories of strong QI programs. 

 
• Conflicting priorities. After three years of CAEQRO reviews, many MHPs 

understood the importance of determining whether outcomes were in line with 
resource allocation – despite their lack of staff to collect or analyze outcomes 
data. In addition, the MHSA planning process had primed most counties for 
recognizing the importance of incorporating stakeholder input and data for 
strategic management. However, for many MHPs, the CAEQRO review became 
a lower priority than in previous years because of conflicting priorities. As we 
highlight in Section 1, MHPs now undergo a substantial number of audits 
annually, which carry financial penalties – and are currently facing even more 
oversight and accountability because of MHSA compliance requirements. This 
reality drove MHPs to assign valuable staff resources to meeting mandates 
linked to funding, rather than to improving clinical outcomes and the overall 
delivery system. 
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MHP Response to Year Two Recommendations 
 
Follow-up to our year two recommendations was a major focus of our site review 
process. As we discuss in Section 1, we highlighted key areas in each MHP’s notification 
letter and devoted a significant portion of the site visit to addressing the MHP’s response 
to the recommendations in our FY06 report. In compiling these findings, we used two 
source documents:  
 

• Individual MHP reports. We devoted the first section of our reports to rating the 
MHP’s responses to the five to eight FY06 recommendations. To support each 
rating, the corresponding recommendation included a summary of the MHP’s 
responses – discussions, activities and plans or lack thereof. 

 
• MHP summaries. As in our year one and year two statewide reports, we include 

56 MHP summaries in Volume II – each of which is a consolidation of the 
individual MHP reports. Each MHP summary extracts the top three 
recommendations from the MHP FY06 report and the status rating for each 
recommendation. These findings are based on an aggregate analysis of the 
status of the 168 recommendations, three from each of the 56 MHP summaries. 

 
Definition of ratings 
 
Consistent with our process in year two, we were interested in assessing whether the 
MHP had addressed the issue and agreed on a response, regardless of whether staff 
had followed our specific recommendation. This approach guided our rating system, 
which we summarize below: 
 

• “Fully addressed.” We rated a recommendation as “fully addressed” if the MHP 
took action that appeared to resolve or achieve significant progress towards 
resolving an identified issue. Since we did not expect MHPs to resolve complex 
issues in one year, a rating of “fully addressed” indicated that the MHP had 
employed a number of meaningful activities directed at the issue. 

 
• “Not addressed.” If the MHP did not respond to problems or recommendations 

in any way, we assigned a rating of “not addressed.”  
 

• “Partially Addressed.” This rating reflects a number of considerations: 
 

o If the MHP initiated a very limited number of activities during the year toward 
the long-term solution of a complex issue 

 
o If the MHP implemented a partial solution to a concrete issue that could 

reasonably be resolved within a year 
 

o If the MHP discussed a problem and had developed a detailed action plan but 
had not actually implemented any changes (i.e., “awarded credit” for an 
attempt to initiate change) 
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Status of FY06 recommendations 
 
Figure 2.1 below displays the status of FY06 recommendations for all MHPs, as 
determined in our FY07 reviews. Overall, we found that most MHPs initiated at least 
some activity to address our recommendations. Even many MHPs without active QI 
programs reported that the issues we identified in our reports were valid and warranted 
attention. 
 
 
 
 

Status of 168 FY06 Key Recommendations
(Three per MHP)

86 (51%)

48 (29%)

34 (20%)

Fully Addressed Partially Addressed Not Addressed

 
 
MHPs addressed a greater number of recommendations this year than they did last 
year: 
 

• Eighty percent of the top three recommendations were rated either “fully” or 
“partially addressed.” 

 
• Only one MHP received a rating of “not addressed” for all three 

recommendations. 
 

• Most MHPs (84 percent) fully or partially addressed two or more 
recommendations. 

 
• Thirty-one MHPs (more than 50 percent) had at least one recommendation rated 

“fully addressed.” Similarly, more than 50 percent of all MHPs either fully or 
partially addressed all three recommendations. 

Figure 2.1 

Overall Status of FY06 Key 
Recommendations 

Total = 168 
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Figure 2.2 below illustrates the variable success among MHPs in different size 
categories in addressing CAEQRO’s year two recommendations.  
 
 
 
 
 

 
 
Though small-rural MHPs fully addressed a greater percentage of recommendations 
than did small and large MHPs, small-rural MHPs also had the greatest percentage of 
recommendations that were not addressed at all. Of the 34 recommendations statewide 
that were rated “not addressed,” 39 percent of them pertained to small-rural MHPs.  
Resource availability in the smaller MHPs clearly affected their ability to respond to 
recommendations. Medium-sized MHPs had the highest percentage (38 percent) of 
recommendations rated “fully addressed.” However, large MHPs partially addressed  
80 percent of their recommendations. Large MHPs appeared to have more difficulty 
implementing changes than MHPs in other size categories. One possible explanation is 
that large systems are more resistant and/or complex to change than are smaller 
systems. 
 
Categories of FY06 recommendations 
 
We organized our FY06 priority recommendations into six major categories, which are 
listed in the table below in descending order of frequency. The table also indicates the 
overall frequency of recommendations in MHP summaries, as well as the number that 
were rated “fully,”  “partially,” or “not addressed.” As indicated, MHPs addressed most 
categories of recommendations to varying degrees. We found, however, that the type of 

Status of FY06 Recommendations
by MHP Size 

0% 

20% 

40% 

60% 

80% 

100%

Large Medium Small Small-Rural

Size of MHP

Fully Addressed Partially Addressed Not Addressed 

Total = 168

Figure 2.2 
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recommendation and the MHP size were the key factors in an MHP’s success in 
responding to CAEQRO’s FY06 recommendations. 
 
Over 90 percent of the 168 top recommendations fell into one of the six categories 
shown in Figure 2.3. These 154 recommendations form the basis for Figures 2.3 and 2.4 
and related discussion. The remaining 14 recommendations revealed no discernible 
pattern and therefore are not included. 
 
 
 
 
 

Status of FY06 Recommendations by Category 

Recommendation Category Fully 
Addressed 

Partially 
Addressed 

Not 
Addressed 

Total of  
Category 

Quality improvement and the 
use of data 13 28 14 55 

Information system selection 
and implementation 17 11 6 34 

Access to services, including 
access to underserved 
populations 

5 8 7 20 

Wellness and recovery, 
including consumer 
employment 

5 13 2 20 

Communication and 
collaboration  3 9 3 15 

Documentation of business 
processes 2 8 0 10 

Figure 2.3 
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Figure 2.4 below presents another illustration of the status of last year’s 
recommendations in each category across all MHPs. For instance, recommendations in 
the category “access to services” had the highest percentage of “not addressed” ratings. 
“IS selection and implementation” had the highest percentage of recommendations that 
were rated “fully addressed.” 
 
 
 
 

Status of FY06 Recommendations by Category

0% 20% 40% 60% 80% 100%

Documentation of processes

Communication and collaboration

Wellness and Recovery

Access to various groups

IS selection and implementation

QI and use of data

C
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Percent

Fully Addressed Partially Addressed Not Addressed

 
 
The following discussion provides further analysis of each category of recommendations. 
 
Quality improvement and data-related issues 
 
One third of all recommendations were associated directly with QI and the use of data. 
More recommendations in this area were rated either “fully” or “partially addressed” than 
recommendations in the other five categories. 
 
Within the high-level category displayed in Figure 2.4, MHPs had variable success in 
addressing specific types of QI recommendations: 
 

• Use of data for quality improvement. Consistent with our approach since year 
one, our most common recommendation involved the use of data for QI – 
accessing data, improving analytic skills and developing objective goals. Forty 
percent of QI-related recommendations focused on enhancing data utilization 
within QI processes, and 75 percent of these recommendations were rated either 
“fully” or “partially addressed.” 

 
• Prioritizing activities and resource allocation. Recommendations associated 

with allocating resources to QI activities and work groups appeared in more than 

Figure 2.4 

Access to services
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50 percent of small and small-rural MHP reports. Yet very few of these MHPs 
addressed this recommendation. Establishing work groups appeared to be most 
difficult for small and small-rural MHPs given their limited resources. They also 
had particular difficulty in forming work groups to identify and implement PIPs. 
Other MHPs had many activities listed in their QI work plans, but the priorities for 
assigning resources were unclear, and only a few of the activities were truly QI-
focused. 

 
• Broadening stakeholder involvement. Recommendations focusing on the 

need to increase participation of MHP staff, consumers, family members and/or 
contract providers in QI activities appeared most often for large and medium-
sized MHPs, and all were at least rated “partially addressed.” 

 
Statewide, MHPs increased their efforts to engage consumers in Quality 
Improvement Committee (QIC) membership. Some were more successful than 
others at actually maintaining the continued involvement of consumers. While 
most MHPs attempted to recruit consumers, they failed to initiate strategies to 
educate and engage consumers in QI activities; consequently, consumer 
participation in this area was often minimal and sporadic. In many cases, this 
recommendation focused on increasing staff and contract provider inclusion in QI 
processes. Even in some MHPs with well-developed QI programs, staff reported 
a lack of awareness of key initiatives and contract providers were sometimes not 
involved at all. 

 
Information system selection and implementation  
 
The category with the second largest number of recommendations focused on IS 
replacement, with 82 percent of the recommendations rated “fully” and/or “partially 
addressed.” As discussed throughout this report, most MHPs are dealing with replacing 
aging IS platforms. Recommendations focused on the Request for Proposal (RFP) 
process, project management, implementation plans and data archiving strategies. 
Section 2.3 includes an in-depth discussion of our findings in this area.  
 
Access to services 
 
The category with the third largest number of recommendations focused on three areas: 
 

• Analysis of low or declining penetration rates 
• Outreach to and engagement of under-represented age and ethnic populations, 

particularly Latinos 
• Assessment of service volume and capacity 

 
Each of these areas covered a variety of access issues, including: 
 

• Timeliness of initiation of services 
• Psychiatrist accessibility  
• Penetration rates for specific sub-populations 
• Ease of access for underserved populations 
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Wellness and recovery 
 
Twenty recommendations for 19 MHPs addressed wellness/recovery and consumer 
employment. Our reports for small and small-rural MHPs contained 13 of the 20 
recommendations in this category – and 93 percent of these recommendations had at a 
rating of “partially” or “fully” addressed. Given MHSA’s emphasis on consumer-driven 
services, these issues were largely addressed in the context of MHSA program 
development and implementation. Only two large MHPs received this recommendation 
as a priority recommendation, suggesting that large MHPs were already promoting 
recovery principles and beginning to develop consumer-driven and consumer-run 
wellness programs.  
 
Communication and collaboration 
 
The majority of recommendations associated with communication (73 percent) were 
included in our reports to medium and large MHPs. Recommendations that emphasized 
the role of and relationship with contract providers appeared in more than 50 percent of 
the communication-related recommendations. MHPs generally tried to facilitate 
communication throughout staff, consumers, contract providers and communities, as 
well as to involve these same stakeholders in program planning. Follow up on this 
recommendation was often tied to MHSA-related activities. 
 
Documentation of business processes  
 
All ten recommendations associated with documenting business processes were 
addressed. The frequency of these recommendations was divided evenly between 
medium/large MHPs and small/small-rural MHPs. Two of the small-rural MHPs fully 
addressed these recommendations by documenting workflows and cross-training staff. 
This is particularly important in very small MHPs where knowledge can rest solely with a 
single staff person. 
 
MHP Progress with Wellness and Recovery-Focused Programs 
 
We devoted a significant portion of our site visit to discussing the MHP’s progress in 
developing and/or implementing programs that support wellness and recovery. These 
discussions not only explored service delivery, but also addressed the MHP’s success in 
engaging consumers in program activities and promoting them into leadership roles. In 
addition to interviewing MHP administration, staff and contract providers, we found that 
the following activities provided significant findings in this area: 
 

• Interviews with consumers and family members who participate in the delivery 
system 

• Site visits to wellness or self-help centers 
• Focus groups with consumers and family members 
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Each of these areas is discussed below. 
 
Consumer/family member volunteers and employees 
 
In most MHPs, we were able to conduct small or large group interviews with consumers 
and family members who are either employed by or volunteering within the MHP or a 
contract provider. Our findings were very similar in FY06 and in FY07 – although we 
significantly increased the number of interviews that we conducted this year: 
 

• Consumer and family member employees perceived mixed reactions from the 
clinical staff and had varying degrees of success in establishing relationships 
with them. 

 
• Consumers frequently lacked training or other support to do their jobs and in 

some cases were in positions where job descriptions were neither available in 
writing nor verbally clarified. They did anticipate receiving training and support 
through MHSA programs. 

 
• Consumers involved in MHSA planning and other committees throughout the 

system often felt that they were not truly respected as equal members. In 
contrast, consumers involved in wellness centers felt that they were leaders and 
decision-makers. 

 
• Most consumers felt that recovery concepts were progressing throughout the 

systems, but they did not have the same perception of success as did 
administrators and clinical staff. 

 
Wellness or self-help center site visits 
 
The proliferation of wellness, drop-in and/or self-help centers, generally supported by 
MHSA funding, was a positive change over the past year. The degree of development of 
these programs varied tremendously. Some had only very recently opened their doors 
and were in the process of developing services. In less developed programs, consumers 
seemed exclusively to work or craft projects and watch television. In those that were fully 
operational, consumers appeared to be participating in groups and meaningful activities. 
Many described their involvement in determining the kinds of services available at the 
centers, and they felt they were developing skills for employment within the MHP or 
within other areas of the community. Few centers were consumer-run, although that 
appeared to be the goal for most.  
 
Consumer and family member focus groups  
 
Individuals who receive the services continue to provide among the most valuable 
feedback during the site visit process. As in previous years, MHPs varied in their 
success in organizing consumer and family member focus groups. Some claimed that it 
was difficult or nearly impossible to convene groups of eight to 10 consumers who met 
the demographics that we specified in our notification letter. For most MHPs, this activity 
was highly successful, as we were able to conduct groups averaging eight participants. 
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We tried to obtain input from consumers who could speak to a variety of issues – 
including ease of access to services, outreach and engagement for under-represented 
groups, contract providers, psychiatric services and consumer/family member 
involvement. While some participants had dramatically positive or negative perceptions 
of the services, most participants were able to speak to both strengths and weaknesses 
within the service delivery systems. 
 
To obtain this broad input, CAEQRO conducted 86 focus groups that consisted of 663 
consumers and family members. The participants were 57 percent female and 43 
percent male. Listed below is an analysis of focus group locations – which illustrate both 
our emphasis on accessible service sites and the importance of contract providers: 
 

• The largest majority (59 percent) of groups were held at MHP facilities, although 
often not the central administrative offices. 

 
• 20 percent of the focus groups were held at contract provider sites. 

 
• An additional 14 percent of the focus groups were conducted at wellness or self-

help centers, which were often operated by contract providers. 
 
Seventy-two percent of the participants were consumers, with the balance family 
members. Just over half of the participants appeared Caucasian and over a quarter 
Hispanic. Interpreters, most frequently Spanish, assisted in 25 percent of the 
consumer/family member focus groups conducted. As detailed below in Figure 2.5, forty-
three of the groups (50 percent) emphasized a particular demographic and/or ethnic 
population. 
 
 
 
 

Demographic/Ethnic Distribution for Focus Groups 

Specified Emphasis Number Percent of 
groups 

Hispanic 17 20% 
Transition age youth 11 13% 
Co-occurring Substance Abuse and Mental Health 5 6% 
Foster care (youth or caregivers) 5 6% 
Older adults 2 2% 
Asian Americans 2 2% 
African Americans 1 1% 

 
Interpreters were provided for participants speaking Cambodian, Mandarin, Vietnamese 
and Spanish. 
 
The major concern of consumers and families interviewed focused on various aspects of 
access: 
 

• Psychiatry and medications. The most frequently identified concern for 
consumers and family members was long wait times for obtaining initial 

Figure 2.5 
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appointments with psychiatrists. Many reported waiting three to four months 
before an evaluation and the provision of medications. Related concerns 
included frequent turnover of psychiatry staff, which subsequently resulted in 
undesired medication changes. Telepsychiatry was well-received by consumers 
when it was available. 

 
• Job skills training, housing, and other non-traditional treatment. Adult 

consumers and parents of older youth often requested job skills training and 
reported either a scarcity of such programs or difficulty obtaining entry into them. 
Participants relayed many positives regarding drop-in centers, self-help centers 
and life skills classes, often requesting an additional number of groups and 
activities at these centers. More volunteer consumer-run or peer-support 
services, including “warm lines” and other networks for support, were also 
frequently noted. Safe and stable housing was a concern statewide. 

 
• Services after routine business hours. Employed consumers and family 

members or those who needed assistance with transportation frequently 
identified the need for weekend and evening services. A similar need was 
expressed by those participants who emphasized that their crises occurred “after 
business hours.” In particular, families felt that because crisis services were not 
responsive, they reluctantly relied upon local law enforcement rather than mental 
health staff.  

 
• Support for families. Many groups were unfamiliar with the National Alliance on 

Mental Illness or other resources for education and support. Family members, 
despite being a key support system, were often not a part of the services 
provided to their loved ones.  

 
FY07 MHP Strengths and Opportunities for Improvement 
 
At the end of each MHP report, we consolidated strengths and opportunities for 
improvement (opportunities) into the following key areas: “access,” “timeliness,” 
“outcomes,” “quality”, “information systems” or “other.” In Figure 2.6 below, we display 
how frequently we cited a strength or opportunity in each domain. 
 
 
 
 
 

Key Evaluation Domains 

Domain Strengths Opportunities 
Access 37 33 
Timeliness 2 5 
Outcomes 12 22 
Quality 79 57 
Information Systems 38 45 
Other 0 6 

Figure 2.6 
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In aggregating our findings for this report, we analyzed the specific strengths and 
opportunities in each of these domains to determine how they matched up with the more 
detailed categories for our FY06 strengths and opportunities. We were not surprised to 
find that although the frequency varied from FY06 to FY07, the categories were still quite 
valid. Our FY07 findings on strengths and opportunities are displayed in Figure 2.7 
below: 
 
 
 
 
 

FY07 Strengths and Opportunities 

Category Strengths Opportunities Total by 
Category 

1.  
Quality management and use of 
data 29 43 72 

2.  Access and disparities in access 33 34 67 

3.  
Information Systems – use, 
resources, implementations 26 31 57 

4.  
Leadership, including MHP 
communication and collaboration 39 10 49 

5.  Wellness & Recovery 25 17 42 
6.  Workforce 2 14 16 
7.  Business processes 2 12 14 
8.  Other (training, programs, EBPs) 12 7 19 
TOTAL 168 168 336 

 
Below we provide a discussion on the strengths and opportunities in the eight categories 
listed in Figure 2.7. 
 

• Quality management and use of data. As in FY06, QI and data utilization 
issues was the most frequently noted opportunity comprising 60 percent of the 
total for this category. This broad category encompasses the following issues 
associated with quality and performance management: 

 
o The ability to use available data. As the largest area within this category, a 

data analytic capacity was cited in 12 strengths and 12 opportunities. 
Approximately 66 percent of the opportunities were noted in reports for small 
or small-rural MHPs for which lack of skills development was the core issue. 

 
o Staff allocation and commitment to quality improvement. The next largest 

sub-category, this area was noted as an opportunity in all MHPs but was 
predominant in small and small-rural MHPs. A number of MHPs 
demonstrated an inability to conduct basic QI monitoring, generally because 
QI staff were focused on MHSA, chart reviews and other compliance 
activities. For six MHPs this issue was noted as a strength because staff 
were either added to the QI unit or demonstrated enhanced analytic skills. 

 

Figure 2.7 
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o Prioritizing quality improvement projects. The other major sub-category 
involved developing a clear QI work plan, as well as identifying a small 
number of key indicators to monitor and improve. This category included 
recommendations regarding incorporating organizational, programmatic, and 
cultural competence goals within the QI infrastructure. Only a few MHPs 
demonstrated the ability to routinely monitor outcomes to promote QI, 
whereas this activity was stated as an opportunity in over 30 percent of the 
MHPs.  

 
• Access to services. Both a strength and an opportunity, access to services – 

including disparities in penetration rates – is the second most frequently cited 
issue. More frequently identified as an issue in FY07 than in FY06, access to 
services was cited as a strength for only three large MHPs. 

 
Strengths in this area for all MHPs included: 

 
o High penetration rates, either overall or for various sub-groups (36 percent) 

 
o Timely access to appointments, including triage, intake or psychiatry  

(12 percent) 
 

o Services designed to enhance access for under-served groups, including 
Latinos, Southeast Asians, TAY, and foster care youth (12 percent) 

 
o Integration of services enabling ease of access for co-occurring mental health 

and substance use disorders (6 percent) 
 

Of significance, access was consistently noted as a strength for those MHPs that 
employed drop in or other open access models. 

 
Almost all opportunities in this area were associated with low penetration rates 
and other indicators of barriers to access. Low rates of penetration and retention 
for Latino beneficiaries was most commonly cited (21 percent), followed by 
complex admission processes (21 percent), and difficulty accessing services 
from outlying areas (10 percent). This last issue, although discussed frequently 
during reviews, was often too specific to be listed in the top three 
recommendations. As frequently noted in consumer and family member focus 
groups, access to psychiatric services and retention of psychiatric staff presented 
a widespread barrier. Despite acknowledged recruitment problems, many MHPs 
resisted considering tele-psychiatry to promote access to medications. 

 
• Information systems and information system resources. This area was the 

third most frequently noted, almost equally represented as a strength and an 
opportunity. In 15 MHPs, the IS staff skills, knowledge or collaborative approach 
with QI staff were identified as strengths – representing over 50 percent of the 
strengths in this area. The balance identified the MHP’s implementation of a new 
IS as a strength. 

 
For 77 percent of the opportunities, the issue centered on IS-related resources – 
either the lack of staff to support the IS or to access (or assist in accessing) data 
and reports. These issues were identified in MHPs of all sizes. 
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• Leadership, including communication and collaboration. This category 
emerged as significant and was identified as a strength in 80 percent of the 
citations. In 20 percent of the MHPs, the leadership style and strategies were 
cited as positively affecting staff morale. We noted a marked increase in MHP’s 
efforts and success in communicating within its own department and among 
other county and community agencies. Small and small-rural MHPs were noted 
as having strong collaboration with other entities. As a weakness, lack of 
collaboration was most common among large MHPs. The few MHPs for which 
this area was noted as a strength tended to maintain this orientation from year to 
year. 

 
When we noted the issue of leadership specifically, it was generally identified as 
a strength. The aspect of leadership that was frequently captured as a workforce 
issue was staff retention and morale. We found that it was more feasible to 
identify the areas that weak leadership were affecting and commenting on those 
specific areas rather than the leadership itself. 

 
• Wellness and recovery. This area was frequently cited by all CAEQRO 

reviewers and was noted as a strength in 60 percent of our citations. Topics 
included: wellness centers, consumer-driven or consumer-run programs, 
consumer and family member involvement in MHP processes, and consumer or 
family member employment. Wellness-related programs or activities were usually 
identified as a strength. This area was cited in a disproportionate number of 
medium-sized MHPs. 

 
• Workforce. Fourteen of the 16 items associated with workforce addressed 

workforce opportunities. Present as a priority problem area in 25 percent of 
MHPs, these issues included low staff morale and difficulties with recruitment 
and retention of staff. Recruitment and retention of bilingual, bicultural staff were 
dominant issues throughout the state. 

 
• Business processes. This category included denial rates, low reimbursement, 

business practice assessments, and policies and procedures. Of the 14 
references, 12 were “opportunities for improvement.” Issues associated with 
business process were prevalent in small and small-rural MHPs. 

 
FY07 Recommendations 
 
In response to the strengths and opportunities cited in Figure 2.6, we made a number of 
recommendations within each MHP report. Five key recommendations – a total of 280 
recommendations – were extracted from each report and included in the MHP 
summaries that comprise Volume II of this report. Figure 2.8 below displays the percent 
of recommendations in the domains of “access,” timeliness,” “outcomes,” “quality,” 
“information systems” and “other.” 
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Domains of Recommendations
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34%
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20%6%

24%

Access Timeliness Outcomes Quality Information Systems Other
 

 
Over 80 percent of MHPs had recommendations associated with quality and 
performance management processes. Sixty-three percent of MHPs had one or more 
priority recommendation regarding access to services. Ongoing issues associated with 
IS implementations warranted recommendations as well.  
 
As we did in analyzing specific strengths and opportunities, we organized our 
recommendations according to the more detailed categories in our FY06 report – which 
are displayed in Figure 2.3. Again, we were not surprised to find that although the 
frequency varied from FY06 to FY07, the categories were still quite valid. Our FY07 
recommendations are displayed below: 
 
 
 
 

FY07 Recommendations 

Category Number 
Quality management and use of data 74 
Timely access and disparities in access 60 
Information systems – use, resources, and implementations 45 
Wellness and recovery 33 
Business processes 19 
Leadership, including MHP communication and collaboration 18 
Workforce 13 
Other 13 
TOTAL  277 

Figure 2.8 

Figure 2.9 

 
FY07 Domains of Recommendations
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Section 2.2.1: Performance Improvement Projects 
 
Consistent with year two, each MHP was required to have two active and ongoing PIPs 
available for review, one clinical, the other non-clinical. While we enhanced the process 
for FY07, the overall review procedure was as it had been in each of the previous years.  
As we describe in Section 1.3 and in Section 3.2, we asked each MHP to submit PIPs on 
a form that we modeled after our “Road Map to a PIP” – the training tool we had 
developed in year two. In addition we revised the evaluation tool to provide more specific 
detail about the activities covered under each of the evaluation elements required by the 
Centers for Medicare & Medicaid Services. Our intent was to increase the concrete 
feedback we provided to the MHPs to assist them in developing their PIPs. The tool also 
identified the 13 “key elements” of a PIP – which in effect comprised the critical path to 
completing any successful PIP. 
 
On the following pages, we include the following categories in describing our findings: 
 

o Total PIP activity 
o PIP descriptive data: status, content area, specialty population, domain 
o PIP evaluation tool scoring: key variables 
o By MHP size as relevant 
o In comparison to last year when relevant 

 
As our findings suggest, PIPs remained the most difficult and confusing part of the 
review for most MHPs, just as they had been in years two and one. However, we did 
observe some significant positive changes during year three, as discussed below. 
 
Total Performance Improvement Project activity 
 
In year two the maximum number of PIPs for review was 110. Because Alpine and 
Solano MHPs were in their first year of review, each was required to complete only one 
PIP instead of one clinical and one non-clinical PIP. In year three, the total possible 
number of PIPs was 112. 
 
Although the number of evaluation categories increased in year three, a reasonable 
comparison is still possible. As Figure 2.10 illustrates, this year significantly more PIPs 
qualified as “active/ongoing” or “completed” with a corresponding increase in the 
percentage: in year two 43 percent of PIPs were active, increasing in year three to 
54 percent. 
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PIP Status – FY07 

FY07 FY06 

PIP Status Clinical Non-
Clinical Total PIP Status Count 

Completed 1 0 1
Active 31 28 59

60 Active 47

Concept/Design 7 7 14
Little/No Activity 6 8 14
None 11 13 24

42 Concept/ Little 
Activity/ None 63

Total 56 56 112  110
 
Even more positive than the increased number of active PIPs is the reduction in the 
number of MHPs who presented no PIPs for review. Figure 2.11 shows the distribution 
for FY07 of MHPs with two, one and no PIP(s). In FY06, 28 MHPs had no PIPs as 
compared to only six in FY07.  
 
 
 

 

Overall PIP Count – FY07 

Count of MHPs 
with: Count 

Two PIPs 38
One PIP 12
No PIP 6

Total 56
 
Not surprisingly, the number of active PIPs varied by county size. Small-rural and small 
MHPs have major challenges in managing the PIP process. Resources, data, 
technology limitations and limited numbers of consumers all contributed to their 
difficulties in considering, planning and executing the necessary tasks for a reasonable 
PIP. However, by year three most small and small-rural MHPs also understood that 
federal regulations require their participation regardless of their challenges. As described 
in Section 3, during year three SCERP members decided to collaborate in developing 
one or preferably two PIP(s). At the time of their reviews, a number of MHPs were 
involved in that planning process. Consequently, some who were waiting for the SCERP 
PIP had only one active PIP eligible for review.  
 
Figure 2.12 shows the differences in the status of PIPs between small-rural and small 
MHPs in comparison to medium and large MHPs. (For these tables, Los Angeles is 
included in “large” since its numbers do not overly influence the totals.) 
  

Figure 2.10 

Figure 2.11 
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Performance Improvement Project descriptions 
 
This year we assigned each active PIP available for review (N = 88) to one of a list of 
content areas derived from our analysis of last year’s PIP topics. We will continue to 
refine and modify our categories as a result of this year’s results. Figure 2.13 shows the 
content categories in descending order according to frequency and MHP size. 
 
 
 
 

 
 
As Figure 2.14 illustrates, the majority of PIP categories apply across all size groups. 
However, small-rural and small MHPs had no PIPs on co-occurring disorders and 
appeared to concentrate their efforts on acute and inpatient services more than did 
medium and large MHPs.  
 
In year three we also began identifying PIPs by their target population. Although we 
were not able to characterize all PIPs in this manner, some patterns emerged. We will 
continue to review and refine these categories. Figure 5 shows that MHPs targeted PIPs 
for adult populations to a much greater extent than for children or youth. 

Figure 2.12 

Figure 2.13 
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PIP Target Populations – FY07 

PIP Specialty Population Specialty Population 
Number 

Percent 

Adult/Older Adult 32 37%
All Populations 24 27%
Transitional Age Youth/Foster Care 10 11%
Other Age Group 2 2%
Latino/Hispanic 1 1%
Other 19 22%

Total 88 100%
 
Finally, we attempted to assign each PIP to its predominant domain of access, 
timeliness, quality or outcomes. These key areas of our review enable us to identify 
strengths, opportunities and recommendations. While access overlaps with timeliness 
and quality with outcomes, we attempted to identify the domain that best fits each PIP. 
Figure 2.15 shows the initial spread of domains for year three PIPs. We will continue to 
evaluate whether this rating is valid, reliable and useful. 
 
 
 
 

PIP Domain by MHP Size – FY07 

PIP Domain Small-Rural Small Medium Large Total Percent 
Access 10 4 7 7 28 32%
Quality of Care 5 4 7 11 27 31%
Outcomes 3 9 9 3 24 27%
Timeliness 1 3 1 4 9 10%

88 100%
Performance Improvement Project evaluation tool 
 
The new evaluation tool for year three consisted of 44 ratings – 13 of which are 
considered “key variables.” Meeting all13 key variables is essential for a PIP to be 
successful. We describe the use of this tool in Sections 1.3 and 3.2 and include a blank 
evaluation tool as Attachment 11. Attachment 12 shows the scores for each of the 44 
items for all 88 PIPs that were scored.  

Figure 2.15 

Figure 2.14 
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Our discussion in this section concentrates on the scores of the 13 key variables only. 
Figure 2.16, the Key Criteria Rating summary, displays these scores. 
 
 
 
 

 
 
The descending numbers under “met/partial” suggest a learning curve that involves the 
following: 
 

• Accurate identification of an important area of study has been a strength of the 
MHPs since year one. It requires experience and programmatic skills. It does not 
necessarily require a data base or baseline measures. 

 
• An adequate and well-defined study question does require a more precise 

definition and benefits from concrete data to assist in developing that definition 
as well as to define a concrete outcome that can be demonstrated. Developing a 
precise study question goes well beyond a more conceptual definition about 
“improvement.” Lack of data hinders this process. 

 
The ability to identify the study population also increased (as illustrated by the 
improvement in scores), since the ability to define characteristics of a consumer group 
need not depend on access to quantitative data. In addition, definitions of specific 
indicators have improved; however many MHPs’ skills at establishing defined 

Figure 2.16 
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connections among indicators, data elements and interventions need additional 
development. 
Lower scores on data analyses and results reflect that relatively few PIPs have 
continued long enough to reach that stage of activity. Many MHPs discarded their 
original PIPs and selected new projects once or even twice as their understanding of PIP 
requirements continues to increase. 
 
Section 2.3: Analysis of Health Information Systems 
 
CAEQRO is responsible for the independent review of the health IS at each MHP in the 
state. Although the ISCA survey is mandated by Centers for Medicare & Medicaid 
Services (CMS), the model federal protocol serves only to provide guidance on the 
intent, process and purpose of a health information systems review. 
 
CMS has determined that a complete evaluation of an MHP’s systems capabilities is an 
essential component in assessing how effectively and efficiently an MHP manages the 
health care of its beneficiaries. By posing standard questions the ISCA survey assists 
CAEQRO in assessing the extent to which an MHP is capable of producing valid 
encounter data2, performance measures and other data necessary to support quality 
assessment and improvement, as well as manage the care delivered to its beneficiaries. 
The ISCA survey is therefore the foundation of our IS review. 
 
Since year one, we have made a number of improvements to the survey that reflect both 
our increased experience with California’s complex public behavioral health system and 
our continued commitment to respond to stakeholder input. Over the past two years, the 
evolving public behavioral health environment was changed by advances in information 
technology (IT). For example, some MHPs: 
 

• Incorporated features of electronic health records into their behavioral health IS 
applications 

 
• Implemented at least a precursor to an electronic health record 

 
Access to consumer diagnostic history within the IS – for physical health and co-
occurring disorders (COD) – was recognized as important to effective care. CAEQRO 
adapted by adjusting our IS review process and refining the foundational tool, the ISCA 
survey – a process that began in year two and was completed at the beginning of year 
three. 
 
On the following pages, we summarize the evolution of the ISCA survey, recap the 
CAEQRO IS review process, and highlight our FY07 ISCA findings. 
 

                                                 
2 “For the purposes of this report, an encounter refers to the electronic record of a service provided to an managed care 
organization/pre-paid inpatient health plans – i.e., an MHP – enrollee by both institutional and practitioner providers 
(regardless of how the provider was paid) when the service would traditionally be a billable service under fee-for-service 
(FFS) reimbursement systems. Encounter data provides substantially the same type of information that is found on a 
claim form (e.g., UB-92 or CMS 1500), but not necessarily in the same format.” – Validating Encounter Data, CMS 
Protocol, p. 2, May 2002. 
 



CA External Quality Review Organization   Section 2 – Organizational Assessment 
 

August 31, 2007  Page 63 
Statewide Report Year Three 

CAEQRO Information Systems Review Process and Tools 
 
The CAEQRO IS review process, which has remained consistent since our year one 
statewide review, has included these four consecutive activities: 
 

• Step One involves the collection of standard information about each MHP’s IS by 
having the MHP complete an ISCA. The survey includes requests for information 
and documents from the MHP. A checklist at the end of the ISCA summarizes 
the required information. 

 
• Step Two involves a review of the completed ISCA and associated documents 

by CAEQRO reviewers in advance of the site visit. 
 

• Step Three consists of a series of in-person and telephone interviews and 
discussion with MHP staff members who completed the ISCA or are 
knowledgeable about administrative or delivery system processes. The purpose 
of the interviews is to gather additional information to assess the integrity of the 
MHP’s IS. 

 
• Step Four produces an analysis of the findings from both the ISCA and the 

follow-up discussions with MHP staff. CAEQRO includes a summary of the 
findings in the IS section of the site review report we provide to each MHP. In the 
report, we address the MHP’s ability to collect and use data to support business 
operations, conduct quality assessment initiatives and measure QI efforts. We 
also consider the ability of the MHP’s IS to support the overall goal of quality 
management in providing mental health services to beneficiaries. 

 
Evolution of the CAEQRO ISCA 
 
While the overall IS review process has remained constant, specific aspects evolved 
over time as we gained additional knowledge and experience – and responded to 
changes in the local and national landscape. For example, over the last few years, 
health care organizations nationwide are emphasizing electronic health records. In 
response, CAEQRO now includes queries about the MHP’s progress in adopting an 
electronic health record. Since the ISCA is the foundation of our information gathering 
activities, it too has changed. 
 

• Year one. CAEQRO used the federal protocol (Appendix Z Information Systems 
Capabilities Assessment for Managed Care Organizations and Pre-Paid Health 
Plans) as the basis for development of a California focused ISCA. During year 
one, we created several iterations of the ISCA as we refined the survey, although 
we collected the same basic set of information throughout the year. 

 
• Year two. We streamlined the ISCA process for those MHPs that had completed 

a full ISCA during the previous year. With the help of DMH and several 
stakeholders, we developed an abbreviated “Information Systems Review 
Supplemental Questionnaire.” MHPs that completed a full ISCA in year one were 
only required to complete the questionnaire in year two. Thus, during year two, 
39 MHPs completed ISCA V5.7, while 17 MHPs completed the supplemental 
questionnaire. Our goal at the end of year two was to create a new standard 
ISCA survey for all MHPs in year three. 
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Current ISCA V6.1 
 
Prior to the end of FY06, CAEQRO developed ISCA V6.1 with input from the California 
Mental Health Director’s Association (CMHDA) and its IT committee, representatives of 
many MHPs of various sizes and geographic locations, and experience gained from an 
Orange County pilot for the original supplemental questionnaire. This version 
incorporates the best and most useful portions of the original ISCA and the supplemental 
questionnaire, and was accepted by the California Department of Mental Health (DMH) 
as the official ISCA survey for FY07. Notification packets distributed during May 2006 for 
July reviews included the new ISCA V6.1. Thus, during year three every MHP completed 
a common ISCA survey. 
 
ISCA V6.1 is a 24-page document divided into six sections, with multiple questions in 
each section. The ISCA is designed to be completed by the MHP’s IS manager to 
answer questions within the document and returned as a completed survey to the 
CAEQRO. However, the ISCA is not confined to IS or IT issues. The document also 
delves into financial, business and clinical areas; thus, it commonly requires participation 
by staff members from these areas to fully respond to questions. Main section headers 
of ISCA V6.1 are shown below. The full document appears in Attachment 13. 
 

• Section A – General information 
In this section, we establish the status of the current IS, modules included in the 
IS, top priorities of the IS department, makeup of system users, relative 
percentage of Medi-Cal versus non-Medi-Cal services provided, percentage of 
county-operated programs versus contract agencies and network providers, and 
future system changes. 

 
• Section B – Data collection and processing 

This section includes questions concerning policies and procedures with regard 
to timeliness and accuracy of data entry, system table maintenance, training 
capacity, access to and analysis of data, communication with system users. 

 
• Section C – Medi-Cal claims processing information 

Policies and procedures surrounding the Medi-Cal claim process are the focus of 
this section, including eligibility discovery, payment processing and denials. 

 
• Section D – Incoming claims processing 

Here we collect information about the many MHPs who operate a managed care 
unit or otherwise assess eligibility, authorize care, manage a network of external 
providers, and process and pay claims. 

 
• Section E – Information systems security and controls 

Security issues relevant to any health information system are addressed here, 
including considerations around the requirements of the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA). 

 
• Section F – Additional documentation requirements 

This section specifically identifies documents for the MHP to submit to CAEQRO 
prior to the site review. 
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ISCA database improvements 
 
From our first contract year, CAEQRO recognized the importance of storing data 
gathered from the ISCA. However, when we defined the California-specific ISCA for our 
first-year review, we designed questions primarily for text-based answers. This design 
served our early intentions to gather baseline information about an MHP’s IS processes; 
however, we recognized the inherent difficulties in storing qualitative data and measuring 
it over time. Thus, as we refined and standardized the ISCA, we substituted quantitative 
questions as possible and appropriate. 
 
In year three, in addition to creating an improved, standardized ISCA, CAEQRO rewrote 
the corresponding ISCA database. The database stores MHP responses to many of the 
quantitative and qualitative elements from the ISCA survey. The new database not only 
stores new data elements collected using ISCA V6.1, but also enables us to more 
readily retrieve data for reporting purposes. For selected data elements, the ISCA 
database now stores three full years of MHP IS information. The ISCA findings that 
follow in the section below were produced from information contained in the improved 
ISCA database.  
 
Information Systems Findings 
 
CAEQRO currently has three full years of detailed information, as listed below, on all 56 
MHPs’ IS: 
 

• Types of IS that MHPs use 
• How long MHPS have used their respective IS 
• How MHPs use their IS to collect data 
• The quantity and quality of data collected by MHP staff 
• How MHPs report data to internal and external customers  
• What specific MHP staff uses the IS  
• Which MHPs are planning to move from a legacy system 
• Which MHPs are in various stages of implementing a new IS 

 
Because of this substantial database of historical information, we were able in year three 
not only to analyze our current findings, but also to identify the following: 
 

• Changes over time for items routinely collected over the last two to three years 
• Findings for new items collected for the first time with ISCA V6.1 

 
In the tables and charts that follow, we present our ISCA findings for year three. 
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Information systems vendors and products 
 
As illustrated by Figure 2.17 below, the number of vendors has not changed 

substantially since year two. However, there 
has been a slight change in the number of 
MHPs each vendor supports. This transition 
will escalate over the coming years, as more 
MHPs move to acquire and implement new 
systems. In addition, efforts by DMH to 
release a request for information (RFI) to 
support MHP acquisition of electronic health 
records may result in an increased number of 
vendors entering the California marketplace. 
However, building a public behavioral health 

IS that responds to unique California billing and reporting requirements is a daunting 
effort, as the FY07 exit of one player with two installations suggests. 
 
 
 
 
 

 
 
Most noteworthy in the figure above is the following: 
 

• Entry of Anasazi into the California marketplace with three MHPs using their 
system in FY07 – an increase from none in FY06 

 
• Exit of Qualifacts/CalCIS, declining from two to zero since FY06 – following the 

vendor’s decision to end development of the product 

 
The vendor slate remains stable – 
but the proportion of MHPs per 
vendor is changing. Movement 
toward electronic health records 
may draw more vendors to 
California. 
 

Figure 2.17 
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• Increased use of locally developed systems, especially by the large MHPs  

 
Selection and implementation of new information systems 
 
The number of MHPs actively searching for or transitioning to a new IS has increased 

substantially since year two. As expected, the 
number of MHPs with no plans or a vague 
interest in a new system is extremely low. 
These findings displayed in Figure 2.18 clearly 
suggest an unprecedented level of change 
with the core IS infrastructure for California’s 
public mental health system – which can have 
significant consequences. 
 
 
 

 
 
 
 

New Information System Status 

FY06 FY07 
 

Number Percent Number Percent 

No plans for new information system 9 16% 5 9%

Considering new information system 8 14% 4 7%
Actively searching for new information 
system 11 20% 17 30%

New IS selected, not implemented 19 34% 7 13%

Implementation in progress 3 5% 17 30%

Extended implementation 6 11% - -

New system in place - - 6 11%
Total 56 100% 56 100%

Note: “Extended implementation,” a separate category in FY06 was recorded as “new system 
in place” or “implementation in progress” in FY07. “No plans for new IS” last year included 
some newly installed systems that fit the new category “New system in place.” 

 
Major changes underway in IS search and selection activity are evident in the figure 
above comparing FY06 and FY07 activity.  
 
In FY07 we found that: 
 

• Fewer MHPs with “no plans” for IS change or “considering”. Many of the MHPs in 
this status last year have moved into an active status 

 

MHPs are searching for or 
implementing replacement IS in 
unprecedented numbers. 
Implementations skyrocketed from 
5 percent of MHPs in FY06 to 30 
percent in FY07, with small 
counties in the vanguard.  

Figure 2.18 
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• Many more MHPs in an active search effort, which may mean releasing an RFP 
or contract negotiations with a potential vendor 

 
• Fewer MHPs in a “selected, not implemented” status, reflecting the many small 

counties that moved to an implementation phase in FY07 
 

• An impressive increase in MHPs implementing a new IS, from 5 percent in FY06 
to 30 percent in FY07 

 
Both the selection and implementation of new systems are extremely demanding on 
MHP organizational resources. A core IS implementation draws on resources within 
every area of the MHP: administrative, financial, support and – for the first time – clinical. 
Most MHPs will be challenged to simultaneously maintain their legacy system at a high 
standard, while also giving full attention to the set-up and testing of their new system. In 
a similar fashion DMH will be challenged to provide support to MHPs bringing up their 
new systems, particularly as each MHP seeks to test their new systems. 
 
Small counties are in the vanguard of the movement – with 13 MHPs in an 
implementation phase during FY07. Medium counties moved from passive to active 
search efforts in the past year – with eight MHPs now actively searching versus only 
three last year. Figures for large counties may reflect the length of time from initial 
search efforts to implementation in large organizations, as numbers in each category 
have barely changed from FY06 to FY07. 
 
In this information–hungry environment, vendor-associated user groups continue to 
flourish. DMH information sharing meetings, CMHDA IT meetings, and MHSA technical 
work groups are all methods that MHPs are using to learn about features, challenges, 
successes and failures of new systems. 
 
Implementations in progress 
 

As noted above, FY07 saw an unprecedented 
number of new IS implementations. Sixteen 
MHPs were in some form of IS implementation 
as FY07 ended – an increase from only three 
in FY06. This number includes 
implementations in 13 small counties. The 
figure below shows implementations in 
progress by vendor in FY07. One medium 
county is implementing two new applications 
simultaneously, thus Figure 2.19 below shows 
17 total implementations for 16 MHPs.  

 
Anasazi and Netsmart Avatar systems have made substantial inroads in small counties 
this year, with 14 implementations between them. Two additional MHPs (not reflected in 
statistics below) were planning to begin implementation at the close of the fiscal year, 
both with Netsmart Avatar, which would increase their county total to 10. This large 
increase in the number of implementations per vendor in a short period of time has 
implications for vendor capacity to adequately staff and support implementations. 
The majority of MHPs in implementation are converting from Echo’s InSyst application. 
Thus, the display of MHP’s IS by vendor (Figure 2.17 above) will show significant 
change in the number of MHPs supported by each vendor. Long-standing user groups 

Almost 30 percent of MHPs are 
actively implementing a new IS, 
primarily in small counties. Two 
vendors account for 14 of the 17 
implementations, potentially 
straining vendor capacity to 
adequately staff and support the 
projects. 
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established under the prior vendor will continue to meet regularly for mutual support and 
assistance, but with a new vendor. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Selection of key software modules 
 
Figure 2.20 below represents modules identified by MHPs as features desired in new 

systems. These statistics were only collected 
for the 29 MHPs in Figure 2.18 designated as: 
 

• New IS selected, not implemented 
(seven) 

• Implementation in progress (16) 
• New system in place (six) 

 
In Figure 2.20, implementation activity in many 
small counties is evident by higher numbers, 

due partially to vendor coordinated installations. 
 
MHPs continue to demand standard modules such as billing and Client and Service 
Information (CSI) reporting in new systems, each selected by 24 MHPs, along with 
MHSA reporting noted by 22 MHPs. However, a move toward the acquisition of more 
clinically oriented products is also evident in these statistics – with 22 MHPs designating 
appointment scheduling and electronic health records as required modules. 
 

In contrast to previous years, an 
increased number of MHPs are 
moving towards the acquisition of 
clinically oriented products in 
addition to standard modules, such 
as billing and reporting. 

Figure 2.19 
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New System Modules 

Desired Module Small Medium Large Total 
Practice Management 18 2 3 23
Appointment Scheduling 17 2 3 22
Medication Tracking 9 2 3 14
Managed Care 13 3 3 19
Electronic Health Records 17 2 3 22
Billing 19 2 3 24
State CSI Reporting 19 2 3 24
MHSA Reporting 18 2 2 22
Staff Credentialing 9 2 2 13
Grievances Appeals 3 0 0 3
Master Patient Index 15 3 2 20
Data Warehouse 9 0 0 9
Other 1 2 0 3
 

 
Entity operating the information system 
 
MHPs are operating many more separate 
applications now than in prior years to address 
deficiencies in functionality in legacy systems. In 
some cases, MHPs are operating both the 
legacy and new IS simultaneously to bridge the 
gap until the new system is fully functional. 
 

As Figure 2.21 suggests, there is a shift away from vendor-operated systems to ones 
operated by the MHP, the Health Agency or the County IS staff. In the majority of cases, 
internal MHP staff operates the systems. In every case except “Vendor IS” and “Other,” 
the number of systems has grown substantially. “Vendor-operated” systems have 
remained at the same number since last year. 
 
 
 
 
 

 

 
Most MHPs have internal IS staff 
who operate their systems. While 
stable since FY06, the number of 
vendor-operated IS may decline in 
the future, as MHPs seek to control 
their IS and their data. 

Figure 2.20 

Figure 2.21 
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Data analysis capacity 
 

 
Figure 2.22 shows the number of data analysts 
by MHP size over three years. The need for 
timely and meaningful data to support decision-
making is long-standing, and remains largely 
unmet. One quarter of MHPs report that they do 
not have staff capable of generating ad hoc 
reports from the core IS. 
 
 
 

 
 
 
 

 
 
This lack of analytic capacity is very critical in small counties, evident in Figure 2.22 
which shows an increasing number of “No” responses over the years. Medium and large 
counties have routinely retained data analysts, though probably not as many as needed 
to support the MHPs’ need for optimal operational and business analysis. 
 
Perhaps this situation has contributed to greater activity toward purchasing new systems 
by small counties. A significant difference in newer IS (as opposed to legacy systems) is 
the introduction of improved, simpler tools for extracting and reporting data. This moves 
the data analytic capacity from technical staff to a broader group of users – a feature 
widely appreciated by users of new systems. 
 
 
Information systems component ratings – statewide 
 
During FY06 reviews, we began rating MHP IS based on ten key criteria – each of which 
had scores of “met,” “partially met,” “not met” and “not reviewed.” Figure 2.23 below 

displays information gathered from completed 
ISCA surveys and during site visits. Figure 
2.24 graphically illustrates that despite 
tremendous variation among MHPs in this 
area, they share a striking number of common 
challenges and strengths. 
 
 
 
 

The need for timely and meaningful 
data to support decision-making is 
long-standing and remains largely 
unmet – particularly in small 
counties which show a decline in 
this capacity over the past three 
years. 

Data analysis/reporting showed the 
greatest need for improvement – 
with two components scoring 
consistently low: demonstrated 
capacity to support business 
analysis and access to data via 
standard and ad hoc reports. 

Figure 2.22 
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Not surprisingly, Figure 2.23 shows that data analysis and reporting show the greatest 
need for improvement. The two lowest rated components within these two areas were: 
 

• Demonstrated capacity to support business analysis and data analytic activities – 
only 38 percent of MHPs were rated “met.” This component also ranked highest 
in percentage of “not met,” with14 percent of MHPs assessed this rating. This 
component was new in FY07. 

 
• Access to data via standard and ad hoc reports – only 54 percent of MHPs 

scored “met.” This component also scored low last year, with only 46 percent of 
MHPs achieving a score of “met.” 

Figure 2.23 
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As illustrated in Figure 2.24 below, MHPs – regardless of size – share many strengths 
and challenges in how effectively their respective IS meet organizational and users’ 
needs. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
As Figure 2.24 illustrates, only 33 MHPs (59 percent of all) fully met the most basic 
component of any practice management system: Accurate, consistent and timely data 
collection and entry. This area showed little improvement over last year’s results in 
which 61 percent of MHPs scored “met.”  
 
Common reasons for low scores in this area were: 
 

• Inconsistent data entry practices by various staff 
 

• Few on-screen edits to catch errors immediately 
 

• Data entry timelines that meet billing requirements but not the clinical need for 
real time information 

 
This area is particularly critical as MHPs move to electronic health records in which the 
data do not simply reflect a billing record, but a picture of care provided. One basic area 

Figure 2.24 
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that needs improvement is expedited data entry. Many MHPs require service information 
to be entered within 10-15 days following the month of service. This time frame means 
that a service encounter on April 2 may be entered anytime until May 15 to be 
considered timely. 
 
Other statistics of note in Figure 2.24 are: 
 

• Seventy three percent of MHPs fully met standards for integrity of Medi-Cal claim 
production process. However, 27 percent only “partially met” or did not meet 
standards for claiming, error correction and payment posting for the primary 
source of revenue. One factor in failing to meet this standard was a high Medi-
Cal claims denial rate. Attachment 14 includes a detailed report by MHP of Medi-
Cal Denied Claims Analysis.  

 
• As last year, MHPs excelled in documenting data security and back-up 

procedures – with 89 percent of MHPs achieving a rating of “met.”  
 

• Also similar to last year, claims processing and payment for network providers 
was the component most frequently “not reviewed” usually due to very low claim 
volume. 

 
Each MHP’s rating for all components is included in its respective annual site review 
report. The individual MHP ratings are also included in the MHP summaries that 
comprise Volume II of the statewide report. 
 
Top priorities of information systems departments 
 
As displayed in Figure 2.25 below, the main categories of priorities within MHP IS 
departments were consistent with last year’s findings: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 2.25 
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Each of the areas displayed in Figure 2.25 is described below: 
 

• Transition to new systems. As in FY06, many MHP’s are actively working to 
transition to new systems. Transition to a new IS includes activities such as RFP 
development, vendor selection and implementation. Interestingly, this category 
accounts for 38 percent of all top priorities in both FY06 and FY07. A more 
detailed analysis shows two interesting shifts:  

 
o Whereas FY05 to FY06 showed an increase in IS search and selection, 

active implementations increased dramatically from FY06 toFY07. 
 

o Movement toward acquiring or implementing an electronic health record 
accounted for about 40 percent of priorities in this category in FY07, whereas 
last year, few MHP’s specifically noted activities focusing on new clinical 
systems as top priorities. 

 
• Federal and state mandates. All MHPs face continuous change in federal and 

state reporting requirements. The number of priorities in this category declined 
slightly from FY06, when HIPAA claiming requirements dominated the IS 
landscape. This year, the focus is on NPI, MHSA, CSI, and preparing for “void 
and replace” functionality, which replaces the current Medi-Cal error correction 
process. 

 
• Upgrade and maintain current systems. The increased attention to upgrading 

and maintaining current systems accurately reflects the need for MHPs to 
continue to run legacy systems to perform core business activities, even if they 
are considering or planning to implement a new system. 

 
• Technology infrastructure. MHPs now recognize that technology upgrades are 

a continuous annual activity. The change from 6 percent of top priorities last year 
to 10 percent in FY07 reflects greater IT analysis concurrent with transition to a 
new system. 

 
Proportion of all services by county, contract and network providers 
 
Figures 2.26 through 2.28 below display the relative proportion of services provided by 
county-operated and contract providers in large, medium and small counties. These 
figures clearly illustrate the wide variation in service delivery among MHPs by county 
size. For example,   
 

• Contract providers are prevalent in larger and more urban counties.  
 

• Fewer contract provider opportunities exist in smaller and more rural counties. 
(except Alpine, Kings, and Tuolumne MHPs)  

 
• Network providers continue to perform a relatively small proportion of services, 

ranging from none in many counties to a high of 18 percent in San Diego County, 
15 percent in Contra Costa and 13 percent in Mendocino. 

 
One possible reason for the growth of contract providers in large counties (and to a 
lesser extent in medium counties) is the implementation of MHSA-funded programs 



CA External Quality Review Organization   Section 2 – Organizational Assessment 
 

August 31, 2007  Page 76 
Statewide Report Year Three 

which have expanded the type of services that counties could offer with Medi-Cal 
funding alone. 
 
 
 
 

Proportion of All Services by County and Contract 
Providers - Large Counties
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Consumers with co-occurring disorders 
 
To support the growing effort to appropriately address the needs of consumers with co-
occurring disorders (COD), we added questions in ISCA V6.1 related to the ability of 
MHPs to track these consumers through their information systems. In the ISCA, we ask: 
 

• Does your information system capture co-occurring mental health and substance 
abuse diagnoses for active consumers? Yes or No.  

 
• If “yes,” what is the percentage of active consumers with COD? 

 
Figure 2.29 provides a breakdown of responses. Forty-eight out of 56 MHPs responded 
“yes” to the question whether their IS captures COD. However, when asked the 
percentage, 17 MHPs left the item blank. Of the remaining MHPS that did provide a 
figure, the number ranged from three percent for Marin MHP and San Bernardino MHP 
to 80 percent in Trinity MHP and 76 percent in Santa Cruz MHP. This limited and 
questionable data reflects: 
 

• Misunderstanding of how to determine COD from the IS 
• Lack of analytic capacity to determine COD 
• A belief that MHPs are “prohibited” from analyzing COD data 
• The perception that COD information entered in an official database will lead to 

denial of services and/or billing 

Figure 2.28 
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Integrity of diagnosis information 
 
A new question in ISCA V6.1 relates to the integrity of diagnostic information in the core 
IS, especially as a diagnosis changes over time. In the ISCA we ask: 
 

• Does your information system maintain a history of diagnoses as they change 
over time during an episode of care? Yes or No. 

 
Not surprisingly, only 26 out of 56 MHPs responded yes, they maintain diagnostic 
history. Most legacy systems only capture diagnoses associated with a single episode. If 
the diagnosis changes within the episode, the historical diagnosis is erased. In the past, 
the physical medical record was viewed as the repository of all clinical information. 
Clinical information that was entered into the IS was limited to the data elements 
required for billing or state reporting. However, as the need for an automated clinical 
record has emerged, new systems are responding by maintaining a full history of 
diagnoses as they change over time. 
 

Figure 2.29 
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Section 3.1: Overview 
 
Unlike a traditional external quality review organization (EQRO), CAEQRO has 
consistently sought opportunities to provide each mental health plan (MHP) with 
technical assistance that promoted performance improvement. We learned that technical 
assistance during the site visit has limitations: only those staff members who participate 
in the process benefit from such assistance; and the subject matter is limited to the site 
visit agenda. In addition, the site review process is not conducive to developing skills 
that require repetition over time.  
 
In this section, we discuss how we have addressed these limitations through providing a 
broad spectrum of technical assistance to four specific audiences: 
 

• Individual MHPs – integrated with the site review process 
 

• Outreach, training and education – provided to MHPs, public mental health 
system stakeholders, and key leaders and organizations 

 
• Group training – targeted to all MHPs and in collaboration with leaders in the 

public mental health system  
 

• Small counties – focused on issues unique to MHPs in specific geographies 
 
For a calendar of our activities during year three of our contract, please refer to 
Attachment 15. 
 
Section 3.2: Individual Mental Health Plan Technical 
Assistance 
 
During year three and consistent with our first two contract years, CAEQRO offered all 
56 MHPs a wide variety of direct technical assistance, often beginning the day an MHP 
received the initial notification packet and frequently extending throughout all three 
phases of the review process. Across all three review years, staff members at some 
MHPs were highly receptive to using these services; others took little or no advantage of 
the technical assistance that CAEQRO offered. 
 
In our simultaneous roles as both quality reviewers and providers of technical 
assistance, we have been careful to avoid a perceived conflict of interest. Instead, we 
have conducted our review in a consultative manner, and we applied this perspective 
throughout the review year. By sharing MHPs’ successes, promoting quality 
management skill building and proposing alternative solutions to issues, we have been 
able to balance providing technical assistance with conducting thorough and objective 
external quality reviews. 
 
Highlighted below is the technical assistance that we provided during the three phases 
of our site review process. 
 
 
 



CA External Quality Review Organization   Section 3 – Technical Assistance 
 

August 31, 2007  Page 82 
Statewide Report Year Three 

Pre-site Visit Technical Assistance 
 
Each successive review year, CAEQRO has increased the technical assistance offered 
to MHPs in advance of the site visit. Our objective has consistently been to ensure that 
MHP staff participating in the site review process understood the requirements and had 
the proper tools to succeed. As in previous years, our pre-site visit technical assistance 
has involved both the dissemination of materials and consultative discussions. 
 
Training materials 
 
As described in Section 1.3, CAEQRO provided MHPs with several documents to assist 
them in planning for their reviews. This year the documents that CAEQRO developed for 
this purpose included: 
 

• Enhanced notification letter and packet. CAEQRO updated the notification 
letter and supporting documents to assist the MHP in better planning for the site 
visit. In addition to detailing the site visit focus, the notification letter listed specific 
documents that the MHP needed to complete and forward to us in advance of the 
site visit. For example, we asked that the MHP submit reports used to measure 
quality, outcomes, timeliness and access.  

 
• Performance Improvement Project outline via the “road map.” In previous 

years, we recommended a format for MHPs to use in submitting information 
about their Performance Improvement Project (PIP) study questions and/or 
design. This year, we required a specific format because, in the past, many 
MHPs submitted a narrative that often omitted key information – either because 
they did not have the information or they did not know to include it. By requiring 
that the MHP answer a number of questions about the PIP, we hoped to help 
them improve their study design(s). To maintain consistency, we used the “Road 
Map to a PIP” as the basis for the required format, since most MHPs responded 
favorably to this method of conceptualizing PIP development. 

 
• PIP validation tool. We revised and expanded the validation tool to include 44 

elements. The increased specificity in the tool was intended to guide MHPs in 
providing the level of detail associated with a well-developed PIP. Our reviewers 
were also able to use these same elements as scoring criteria and identify those 
areas in the study design and/or methodology that needed improvement.  

 
Consultative discussions 
 
Following the MHP’s receipt of notification materials (sent sixty days prior to the site 
visit), the lead reviewer initiated the technical assistance process by calling or e-mailing 
the contact person. Our intent at this phase was to clarify review priorities and develop 
an agenda that would enable the reviewers and the MHP to hold meaningful discussions 
regarding targeted issues. We provided the MHP staff with guidance on preparing for the 
various sessions of the review – sometimes holding conference calls with many 
representatives from the MHP staff. An MHP’s failure to participate in the pre-site review 
process generally resulted in poor MHP preparedness. 
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Despite CAEQRO’s attempts over the past three years, some MHPs continued to 
participate minimally or not at all in pre-site technical assistance. For some of those 
MHPs, the lack of up-front coordination affected the overall quality of the review – 
including difficulties in identifying and submitting the requested documentation, obtaining 
the participation of the appropriate staff and contractors, and organizing the requested 
consumer/family member focus groups. Even in the third year of the EQRO process, 
some MHPs had difficulty in organizing for the review, others did not submit the 
requested documents, and some still failed to develop even one PIP for review.  
 
When we received an MHP’s documents prior to the site visit, we had the time to consult 
with our complete team of staff and consultants – even those who were not involved in 
that particular site visit. Offering a wealth of experience, our staff and consultants have 
backgrounds in various aspects of service delivery and management in private and 
public mental health systems. Based on the issues that surfaced in the MHP’s 
documents, we were able to incorporate the appropriate perspectives to the site visit – 
including psychology, cultural competence, public health, psychiatry, public 
administration, consumer and family member experiences, pharmacy, nursing, social 
work, information systems (IS), and research. Several of our consultants are former 
MHP directors. Their familiarity with the demands on MHP staff and management 
continues to assist us in understanding an MHP’s challenges and opportunities. 
 
Performance Improvement Project assistance 
 
MHPs continue to benefit from the experience of our specialty consultants. With regard 
to PIPs, we have available an expert physician reviewer, who is credentialed by the 
National Committee for Quality Assurance. As in year two, he reviewed all PIPs and 
provided consultation and specific feedback to our staff. 
 
Some MHPs, as we requested, submitted PIPs early in the process, enabling CAEQRO 
staff to provide preliminary feedback prior to the site visit. These discussions enabled the 
lead reviewer to work individually with those MHP staff members who were coordinating 
the PIP processes. We also learned the status of the PIP(s) and potential barriers to 
discussing PIPs during the site visit. Common barriers to PIP development included the 
lack of management, staff and/or inter-departmental support, the lack of an important 
skill, gaps in knowledge, and/or inadequate resources. Such deficits are best addressed 
one-on-one with staff or within a private setting. Sometimes discussions enabled the 
MHP staff to “lay the issues on the table,” so that the review team could adjust its 
strategies. This type of advance planning paved the way for more productive PIP 
discussions during the site visit. 
 
Unfortunately, some MHPs submitted their PIPs very late in the pre-site review process, 
which prevented the review team from having any discussions with appropriate MHP 
staff in advance of the site visit. Sometimes PIPs were submitted as late as the day prior 
to the site visit, which significantly hampered our ability to provide meaningful feedback 
onsite. Often a late PIP was less than adequate and typically little more than a rehash of 
material submitted in previous years. As a result, some MHPs perceived the feedback in 
the written report as “surprising” and/or negative as it was more thorough than the 
discussion that occurred during the site visit.  
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Site Visit Technical Assistance 
 
A consultative approach has been the cornerstone of our review strategy. While 
conducting the review in compliance with regulatory guidelines, we used our questions 
and the subsequent discussion as vehicles for providing technical assistance in several 
key areas: 
 

• Assisting with information systems capabilities. Our IS site visit strategy 
included assisting MHPs with using approved claims data and information from 
their internal IS resources to compile data reports. In addition, many MHPs 
posed questions on how they could replicate reports similar to our approved 
claims reports from their own systems. While Section 2.3 details our health IS 
review process, we highlight below examples of IS technical assistance: 

 
o How to count (and how we counted) Medi-Cal eligibles or foster care 

eligibles, and reasons for discrepancies between our approved claims data 
and the MHP’s data  

 
o How to extract data to support PIPs and other important performance 

management activities 
 

o How to establish co-occurring disorders counts 
 

o Best sources for specific data elements (overall penetration rate, type of 
services, etc.) 

 
o Counting unique Medi-Cal beneficiaries served (by legal entity and/or service 

type) for cost report settlement negotiations  
 

o Strategies for cleaning up demographic data prior to system conversion – the 
clinical value of converting a full set of data 

 
o Data archival strategies 

 
o Health Insurance Portability and Accountability Act 837/835 claims  

 
o Request for Proposal planning/development 

 
o Tools for looking up Medi-Cal eligibility 

 
• Modeling data-driven inquiry to promote performance management. We 

used CY05 approved claims data (see Attachment 6 as an example) to identify 
potential areas for improvement in the MHP. We facilitated discussions on the 
MHP’s operations to surface potential causes for patterns present in the claims 
data. In many of these discussions – particularly for medium and small MHPs – 
MHP staff continued to learn how to use aggregate information to understand 
internal processes and consumer needs. Our informal impression is that these 
MHPs continued to view this discussion as an added value of the ERQO 
process. One indication is that MHP staff not only reviewed this year’s materials 
but also understood them 
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Examples of data-driven inquiries include: 
 

o Retention of beneficiaries for more than the first one or two sessions. This 
data supported discussions about the MHP’s intake processes, engagement 
at the point of assessment, and access to psychiatric medication services. In 
contrast, higher than average retention (i.e., more than 15 services) resulted 
in discussions about the MHP’s philosophy and methods to promote 
consumer-driven, recovery-oriented services. 

 
o Low penetration rates by ethnicity (often Latinos or Asians), age (youth, 

transition age youth, or older adults), or gender (usually females). This data 
supported discussions on system access, barriers to access, cultural 
competence, and demographic-specific outreach and engagement to reach 
underserved populations. 

 
o Potentially undesirable utilization patterns. Many MHPs demonstrated high 

penetration rates for African Americans yet low retention in services; some 
had higher than average inpatient utilization rates and lower than average 
outpatient services. These data led to discussions regarding admission 
practices, community resources available to support lower levels of care, as 
well as staff and community training on wellness principles. 

 
In Sections 4 and 5, we provide both statewide and MHP-specific data in 
these and other key areas that directed our discussions. 

 
• Assisting in Performance Improvement Project development. PIPs are an 

important although single indication of an MHP’s ability to develop and implement 
an analytic activity with quantifiable outcome measures. As in year one, most 
MHPs identified PIPs as the area of greatest need for technical assistance. This 
need increased in year two, when the California Department of Mental Health 
(DMH) required that every MHP develop both one clinical PIP and one non-
clinical PIP and that each be “active and ongoing.”  

 
The year one requirement was to have one PIP at least in the conceptual stage. 
During year two and continuing in year three, some MHPs still needed assistance 
just identifying an appropriate topic for a PIP. Others had identified topics but still 
had little data in their systems for performance measurement. For these MHPs, 
the site review team explored potential sources of additional data and strategies 
for design and analysis. In a small number of reviews, the MHPs had two well-
developed PIPs that did not require significant assistance. Our PIP findings are 
included in Section 2.2.1. 

 
While PIPs were in various stages of development statewide, CAEQRO review 
teams typically devoted significant time during the site visit to teaching the MHP 
to: 

 
o Examine existing data that could support a PIP 

 
o Develop a strong study question regarding an identified problem 
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o Identify baseline information and project meaningful numerical indicators to 
answer study questions 

 
o Consider potential interventions geared to improving an identified problem  

 
o Target concrete and measurable goals for realistic and meaningful 

improvement 
 

At the wrap-up session during each review, we invited all MHPs to contact us 
throughout the year regarding their planned PIP activities or any other areas in 
which they needed our input or assistance. After the conclusion of the year’s 
review activities, a number of MHPs have continued to maintain close contact 
with CAEQRO, particularly for ongoing assistance with PIP activities. In these 
situations, we held a conference call with MHP staff or PIP committee and 
covered many of the same issues that we review during the site visit. Many 
MHPs have also maintained contact with CAEQRO to discuss data and related 
issues about penetration and/or service utilization. 

 
Performance improvement through collaboration 
 
As summarized below, CAEQRO has consistently supported collaborative activities that 
involve sharing knowledge, experience and, when appropriate, resources to improve 
service activity: 
 

• Promoting collaboration with other MHPs. We also continued to promote 
collaboration by sharing approved claims data among MHPs. We began this 
process in year two by asking MHPs to identify two MHPs that they view as 
comparable. Our intent was to encourage discussions on what the differences in 
data might suggest, particularly regarding similarities and differences in delivery 
systems. Following these discussions, we hoped that the MHP would then 
contact the comparable MHPs to inquire about their approved claims data and/or 
service patterns and the possible causes for such similarities and differences – 
especially when the other MHP’s data reflected more desirable patterns. The 
similarities in data were particularly meaningful for small counties, as they often 
perceive themselves as having unique challenges. 

 
• Promoting collaboration with contract providers. During past reviews, we 

noted that many county-contracted providers possess a wealth of experience, 
knowledge and skills that would benefit the MHP. For instance, many contract 
providers have long histories of grant funding to support rehabilitative services to 
promote wellness and recovery. Other contract providers utilize electronic health 
records that monitor consumer outcomes. Based on past experience, we 
requested that specific providers participate in the site visit and/or we visited their 
offices. We encouraged both the MHP and contract providers to share resources. 
Unfortunately many contract providers continued to report exclusion from 
processes and the lack of a real partnership with MHPs. 
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Post-site visit technical assistance 
 
Within a week of each site visit, CAEQRO convened a post-site visit meeting to discuss 
review findings and recommend verbal and written feedback to the MHP. Participants 
included the site visit team, other CAEQRO staff and consultants. The lead reviewer 
conveyed to the MHP salient aspects of these meetings through phone calls and e-mail 
correspondence, or in the site visit report. 
 
A regular task for this meeting was to review and reach agreement on scoring the PIPs 
submitted by the MHPs. Team discussions throughout the scoring process included 
alternative approaches for the PIP, such as suggestions for improved study questions, 
clearer indicators and additional interventions. Ideas on how to improve PIPs – whether 
provided during the site visit or generated during the post-site visit conference – were 
communicated to the MHP through follow up phone conversations, e-mail 
correspondence, and/or as part of the written site review report.  
 
Section 3.3: Outreach, Training and Education 
 
Since year one, CAEQRO has sought opportunities to work in group forums that enabled 
MHPs to share ideas and gain a perspective on the statewide public mental health 
system. Critical to our ability to provide such opportunities is an ongoing involvement in 
key professional organizations and with key opinion leaders who have a significant 
impact on the public mental health system. We summarize both areas of collaboration 
and consultation below. 
 
Organization Collaboration  
 
CAEQRO has continued to prioritize participation in a variety of organizations throughout 
the year to be available for group oriented technical assistance and to continue building 
collaborative relationships with key leaders and organizations. We either attended or 
collaborated on one or more presentations at the following events: 
 

• CAEQRO year two report presentations in both northern and southern California 
• Annual California Institute for Mental Health (CiMH) information technologies 

conference 
• State Quality Improvement Committee (SQIC) meeting 
• California Mental Health Director’s Association (CMHDA) IS committee meetings 
• Medi-Cal Policy committee meetings (a sub-committee of CMHDA) 
• CIMH’s California Mental Health Care Management Program (CalMEND) project 
• Mental Health Services Act training and informational meetings 
• California Quality Improvement Committee (CalQIC) 
• California Primary Care Association notices and activities 

 
Web Site Resources 

Recognizing that many MHPs would benefit from the same information, CAEQRO 
developed the Web site, www.caeqro.com, in year one as a forum for broadly 
disseminating information and continued to enhance it in year two as a venue for shared 
information. By year three, there were 808 registered users (June 30, 2007). Monthly hits 
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to the site ranged from a low of 807 to a high of 2,235 – not including CAEQRO staff and 
consultants. Links within the CAEQRO Web site that visitors most frequently accessed 
included: EQRO Calendars, Performance Improvement Projects and Review 
Preparation. 

With MHP permission, CAEQRO posted a range of MHP-produced documents to 
provide examples to assist other MHPs, such as PIPs, ISCA surveys, and cultural 
competence and quality improvement (QI) work plans. CAEQRO is committed to 
encouraging MHPs to share resources, knowledge and skills, and this Web site is one 
venue for doing so. Examples of other information available on the Web site include: 
 

• Links to other useful Web sites 
 

• Tools for statistical analysis 
 

• Interesting publications related to data analysis, research, practices, cultural 
competence, and other quality related issues 

 
• CAEQRO documents: 

 
o Sample notification packet 
o Site review report format 
o Year two statewide report and power point presentation 
o MHP site review schedule 
o Staff contact information 

 
Group Training Workshops 
 
CAEQRO provided or participated in training sessions aimed at addressing issues that 
would help all MHPs learn about or enhance common performance improvement 
initiatives. These training sessions included the following: 
 

• Consumer and family member CAEQRO peer reviewer quarterly meetings. 
We continued to conduct quarterly telephone conference calls to provide ongoing 
training to our consumer and family member consultants. Because these 
consultants receive the majority of their training during an orientation site review, 
this forum was important for sharing questions, ideas and recommendations 
among the nearly twenty consultants and lead reviewers.  

  
• CalMEND. CIMH’s CalMEND project is designed to affect changes in how 

psychiatric services are provided throughout the mental health system. A part of 
the CalMEND project has included inviting several counties to join the CalMEND 
project and develop a number of PIPs that are related to this area. These 
counties are: Alameda, El Dorado, Fresno, Marin, Orange, Stanislaus and 
Tehama. The Department of Health Services (DHS) has also invested staff 
resources into this project, since Medi-Cal funds psychiatric medications. 
CAEQRO has provided consultative support so that the collaborative could 
achieve its goals and develop PIPs that would meet the review criteria. We 
participated in two presentations for the CalMEND participants – one focused on 
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root cause analysis and other QI techniques, and another focused on our Road 
Map to a PIP.  

 
We participated in the review of the initial analysis of data regarding beneficiaries 
who were prescribed anti-psychotic medications. This area is currently the focus 
of the CalMEND project and PIP. The participating MHPs are beginning with the 
examination of polypharmacy prescribing practices and then will analyze other 
prescribing practices by examining DHS pharmacy data. Support of this project 
has required several meetings between CAEQRO, DHS, DMH and CiMH staff, 
as well as some individual MHPs.  

 
We also worked in collaboration with CiMH and CMHDA to plan and present a series of 
workshops on specific PIP areas. In the following section, we focus on our collaboration 
specific to small counties. 
 
Section 3.4: Technical Assistance: Small Counties 
 
The expectation to fulfill all of the federal requirements of a managed care plan 
continues present challenges for the small counties. In this section, we summarize the 
consequences of these challenges and then highlight how we have encouraged 
collaboration among small counties – given their limitations in staff and financial 
resources. 
 
Performance Improvement Barriers 
 
The difficulties that MHPs have with their PIPs symbolize their struggles on many levels. 
Listed below are examples of small MHPs’ barriers to conducting meaningful 
performance improvement activities: 
 

• Concentration on quality assurance and compliance activities, often excluding a 
performance improvement focus 

 
• Isolation and lack of awareness of how other MHPs address similar issues 

 
• Inadequate technological systems to support data collection, compilation and 

analysis  
 

• History of thinking that a small organization does not require data to understand 
the system 

 
• Lack of skill base to design an on-going system of measuring improvement or a 

structured PIP 
 

• Few staff resources to form multi-functional committees or to work with 
community stakeholders and other county departments to bring various 
disciplines together, broadening knowledge, skills and perspectives 

 
• A single staff person devoted, sometimes only part-time, to QI activities 
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A number of small MHPs voiced concerns about how PIPs and other performance 
improvement activities drain the system of staff resources. Small MHPs often viewed as 
unnecessary those activities that are an important part of managed care system 
oversight and formal performance review. These included: evaluating service patterns 
for high-cost consumers; analyzing outcomes compared to service utilization; and 
monitoring patterns of entry, length of stay, and exit from services. The small MHPs that 
did view these analyses as valuable often reported lacking the skills or technology to 
manage their systems effectively – and had not developed alternate ways to collect 
and/or retrieve necessary data for such activities. 
 
A Launching Pad for Collaboration: Small County Emergency Risk 
Pool 
 
While many small MHPs acknowledged that collaboration could help them to achieve 
some system-intensive objectives, most still reported that demands on their time 
restricted them from engaging in collaborative activities. A notable exception is the Small 
County Emergency Risk Pool (SCERP), which has been our most productive vehicle for 
supporting such MHP collaboration.  

The State of California set aside funds for a self-insurance risk pool for small counties as 
defined in the California Welfare and Institutions Code Section 5778(j)(1)(D). The self-
insurance risk pool reimburses small county mental health plans for the costs of acute 
inpatient psychiatric services as approved by participating counties. The self-insurance 
risk pool also provides funding for participating small counties' training and development 
needs. SCERP therefore was already organized and considered important by the small 
counties.  

Managing inpatient services effectively and efficiently is a particularly difficult activity for 
small counties, few of which have inpatient units within the county or even adjacent to it. 
The director and deputy director of CMHDA therefore identified this issue as a potential 
platform for small county collaboration. Both were aware of our data capabilities and 
interest in technical assistance and approached us to work with them in addressing this 
issue. 

In collaboration with CiMH and CMHDA, several of our staff led a full-day workshop 
using inpatient data analyses specifically developed for this purpose on the SCERP 
counties who wished to participate. We provided summary data by admission and 
readmission for each county as well as the overall group of counties. However to 
illustrate the reality that the data actually provided into lives of real people, we used a 
random sampling of hospitalizations in a particular month’s approved claims and 
displayed the services that were – or were not provided – to individual beneficiaries in 
the months prior to and after the hospitalization. Displaying these data provided a basis 
for MHPs to use available data to understand how the service system affected the 
outcomes of real, although de-identified, people. We hoped to demonstrate how the 
MHPs could and should use these kinds of analyses routinely, as well as how PIPs 
emerge from routine analysis. Additional information on this workshop and our data 
analyses are included in Section 5. 
 
As areas of significant clinical and fiscal concern, hospitalizations and rehospitalizations 
have brought these MHPs together to obtain data and address underlying issues. 
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CAEQRO’s role is to provide one type of data, offer training on how to use that data, and 
facilitate discussions about how other data and information could meet PIP 
requirements. Additionally, because small MHPs have a relatively small number of 
consumers for monitoring outcomes, we promoted collaborative activity by advising the 
MHPs to view the entirety of SCERP MHP populations as the study populations for their 
shared PIP.  
 
Investing our resources in support of this group’s PIP development achieved two 
objectives: 
 

• Enabled small MHPs to participate in and learn from a data-driven PIP process 
despite having very small numbers of beneficiaries involved 

 
• Required participating MHPs to identify similarities in their processes that enable 

them to work collaboratively and cooperatively 
 
Emerging from this collaborative are two potential projects that could be jointly 
developed and scaled to the needs of small counties: 
 

• PIP development – reducing hospitalizations and rehospitalizations. We 
provided relevant data to all of the participating MHPs and participated routinely 
in planning meetings with CiMH and CMHDA as well as conference calls with all 
of the participating entities. 

 
• Usage pattern analysis – planned and unplanned services. At the end of year 

three, we began working with MHPs to redefine how they classify services to 
better understand how well they are managing care to promote wellness, 
resiliency and recovery. This process includes: 

 
o Selecting specific data elements to capture services that in turn are 

reclassified as a disease management “package of services.” These new 
classifications consist of planned interventions and consumer activity. 

 
o Identifying data elements to capture unplanned services, which include high 

intensity services such as emergency, crisis or inpatient services and are not 
considered part of managing care successfully? 

 
o Defining consumers (including both Medi-Cal and non-Medical recipients) as 

connected or “active” in the system or not “active” in the system. 
 

We are currently providing data specific to these classifications to engage MHPs 
in working through assumptions that drive all data-based projects. At the time of 
this report, the MHPs are interested in identifying the issues that may be involved 
in higher than “ideal” rates of unplanned services to consumers already involved 
or “active” in the service system. 
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Section 4.1: Overview 
 
In year two, California External Quality Review Organization (CAEQRO) and California 
Department of Mental Health (DMH) considered several options for the performance 
measure (PM) analysis and, after an extensive analytic process, selected “cost per 
unduplicated beneficiary served.” For year three, we built on our base analysis of cost 
per unduplicated beneficiary served to identify any changes in previous years’ findings. 
We also included a number of specific penetration rates as additional informative 
elements. With the baseline analysis that we gained in year two we were also able to 
analyze and compare approved claims data for Calendar Year (CY) 2005 and CY06 
from the following sources:3  
 

• CY05 – Short-Doyle/Medi-Cal (SD/MC) approved claims as of February 2007; 
Inpatient Consolidation (IPC) approved claims as of March 2007; and Medi-Cal 
Eligibility Data System (MED) Monthly Extract File (MMEF) data as of April 2006 

 
• CY06 – SD/MC approved claims as of February 2007; IPC approved claims as of 

March 2007; and MMEF data as of April 2007  
 
The exceptions are the ratios for penetration rates and the cost per beneficiary served 
for male/female and Hispanic/White beneficiaries: 
 

• CY05 – SD/MC approved claims as of July 10, 2006; IPC approved claims as of 
July 13, 2006; and MMEF data as of April 2006 

 
Performance Measurement Analysis Goals 
 
As part of our year two PM analysis, DMH requested that CAEQRO review important 
non-clinical demographic variables to help analyze and understand cost and service 
patterns. To increase our understanding and evaluation of the service delivery system, 
CAEQRO focused our analysis to: 
 

5. Determine if key variables such as gender, ethnicity and age contribute to 
understanding service delivery patterns 

 
6. Identify the most striking differences among various groups 

 
7. Highlight consistencies and changes from prior year studies 

 
8. Stimulate discussions by stakeholders about whether these patterns necessitate 

further review and study 
 
As in our year two report, we included a simple ratio to illustrate how penetration rates 
and average cost per beneficiary compare among different populations: 
 

• “Penetration rate ratio” is a ratio of the penetration rate of one demographic or 
ethnic group to another. A ratio of 1.0 reflects an equitable penetration rate 

                                                 
3 All figures in Section 4 reflect these sets of data. 
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based upon the beneficiary population. The further the value is from 1.0, the 
greater is the disparity. 

• “Average payment ratio” is a ratio of the average payment per beneficiary served 
for one demographic or ethnic group to another. Again, a value of 1.0 reflects 
parity. The further the value is from 1.0, the greater is the disparity.4 

 
The picture of services provided to individuals reflects only those Medi-Cal beneficiaries 
who have entered the mental health system of care. Understanding barriers to initial 
access to the service system is extremely important in addressing these questions. For 
example, because of different funding levels, mental health plans (MHPs) have varying 
abilities to match the Federal Financial Participation portion of Medi-Cal reimbursement. 
The differences across MHPs in turn affect the funds available to support the array of 
services to the Medi-Cal eligible population within a particular county. 
 
Although the data we have available can therefore only provide a partial picture of the 
delivery system, our findings are still valuable in providing stakeholders with useful 
information on areas that call for review and potential intervention by individual MHPs. 
The patterns that we have identified suggest questions around the types and intensity of 
services received by specific groups of beneficiaries. Patterns of service and retention in 
the system will vary across groups of beneficiaries who enter the mental health system. 
 
In the remainder of this section, we discuss the impact of Los Angeles MHP data on our 
findings and then present PM analyses using the following variables:  gender, age, 
ethnicity and service delivery patterns. Variation in these patterns by demographics and 
ethnicity may warrant further investigation by individual MHPs. 
 
Section 4.2: Statewide Considerations  
 
Two high-level findings are important to consider in reviewing the data in this report: 
 

• Median versus the mean. The median (the cost in the mid-point of the 
distribution) and mean (average cost) are typically significantly different. This 
disparity indicates that the distribution of overall services is highly skewed toward 
the lower end of both cost and number of services per person. 

 
• Impact of Los Angeles MHP. Because the Los Angeles MHP represents  

30 percent of beneficiaries served, its data can skew certain findings. 
Consequently, we display some data both with and without Los Angeles – i.e., 
California No Los Angeles (CANOLA). 

 
Figure 4.1 and Figure 4.2 present two years of data for cost per beneficiary served – 
comparing statewide, CANOLA and Los Angeles MHP data. In comparing CY05 and 
CY06 data, we found that the relative influence of Los Angeles remained stable. 
However, each figure shows the importance of CANOLA in understanding some 
statewide measurements. Please note CY06 amounts have not been adjusted for 
inflation. 

                                                 
4 Throughout Section 4, the terms “average payment per beneficiary” and “average cost per beneficiary” 
are used interchangeably. Both refer to the calculation of total approved claims divided by the total number 
of beneficiaries served.  
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• Figures 4.1 and 4.2 indicate that the total number of eligible beneficiaries, as well 
as beneficiaries served, decreased in CY06. While the reduction in eligible 
beneficiaries statewide was only 27,337 or 0.4 percent, the number of those 
served in CY06 was 5.6 percent less than in CY05. CANOLA figures show a  
6 percent reduction.5  

 
• Figure 4.2 indicates the following: 

 
o In CY06 the average cost for unduplicated beneficiary served statewide is 

$4,112 (including Los Angeles).  
 

o In CY06 the average cost per unduplicated beneficiary for Los Angeles alone 
is $4,638 while the same cost for CANOLA is $3,882.  

 
Considering statewide figures without considering the influence of Los Angeles MHP 
data could lead to incorrect conclusions. As displayed in the figures below, when Los 
Angeles MHP data are included, the statewide mean is higher than that for CANOLA 
data. Therefore the mean with Los Angeles included in the data is not the most accurate 
yardstick for the vast majority of the MHPs. 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

                                                 
5 These percentages might change as additional claims are analyzed for CY06. 

Figure 4.1 

Figure 4.2 
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Section 4.3: Cost Per Unduplicated Beneficiary Served – 
Gender 
 

 
Figure 4.3 presents a statewide analysis of the 
count, average payments and penetration data 
by gender for CY05 and CY06. Statewide all 
data across these two years are extremely 
consistent: 
 
 

• The penetration rate for male beneficiaries is higher than for female beneficiaries. 
• The average payment for male beneficiaries continues to exceed that for female 

beneficiaries. 
 
The CY06 data indicates that overall female beneficiaries were less likely to be served 
than male beneficiaries. Fewer resource dollars were spent on women than on men. The 
data show that female beneficiaries had a penetration rate ratio of .83; in other words, 
for every 100 male beneficiaries served, 83 female beneficiaries were served. Similarly 
and noteworthy is the fact that Medi-Cal average payments for female beneficiaries was 
77 cents for each $1.00 for male beneficiaries. Each figure illustrates but does not 
explain the apparent consistent and considerable disparity based on gender across the 
state. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In Attachment 16, we display the ratio of penetration rates and cost per beneficiaries for 
female to male beneficiaries for CY05 and CY06 for all 56 MHPs. While statewide 
penetration rate ratios and average payment ratios remain constant for two years, some 
individual MHPs’ data show a different pattern. Since the variability occurs mainly with 
smaller MHPs, the general stability of these ratios across other MHPs is of note.  
 

If this pattern remains stable for a 
third year, do penetration rates 
and average payment for male 
and female beneficiaries deserve 
attention? If not, why not? 

Figure 4.3 
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Section 4.4: Cost Per Unduplicated Beneficiary Served – 
Age 

 
 
Figure 4.4 illustrates the changes from CY05 to 
CY06 for average payments by age groups. 
Increases for the two age groups – 0 to 5 years 
and 6 to 17 years – are offset by small 
decreases for adults (ages 18 to 59) and older 
adults (age 60+). A high-level analysis might 
suggest that a shift in costs is occurring – i.e., 

MHPs are beginning to spend more money on children and youth than on adults and 
older adults. In fact, increases in both the use of Therapeutic Behavioral Services (TBS) 
and the cost for TBS in the 6 to 17 year-old age group likely account for at least part of 
the overall increase in average payments for the two youngest age groups. 
 
TBS continued to be the most expensive service modality per person in CY06 ($14,934) 
as it was in CY05 ($13,951). Total payments increased in CY06 to $49,236,227 from 
$43,792,934 in CY05 although persons served increased by only 158 (3139 to 3297). 
The relative position of each age group, however, remains constant. Further, older 
adults continue to receive the lowest average payment per beneficiary, which is about 
half of that for the 6 to 17 years age group (which receives the highest average cost per 
beneficiary served). 
 
 
 
 

Statewide Comparison of  
Cost Per Beneficiary by Age   

Age 
Group 

Average 
Payment 

CY05 

Average 
Payment

CY06 
0-5 $3,099 $3,290
6-17 $5,209 $5,452
18-59 $3,581 $3,547
60+ $2,384 $2,336

 
 
Figures 4.5 and 4.6 display the relationship of 
age to cost per beneficiary by the size of 
counties. Since the mix of services is sometimes 
quite varied according to the size of the MHP 
and the population it serves, county size may 
have a significant impact on the cost per 
beneficiary served. However, the overall pattern 
revealed at the statewide level generally holds 
true irrespective of MHP size. For example, in 

the 6-17 years age group the average payment increased for MHPs of every size from 

 
While these data do not yet 
suggest a trend, the consistency 
across MHPs in the apparent 
reduction in services to older 
adults is worth exploring. 
 

 
Is the rise in costs in the 6 to 17 
year-old age group due to the 
increased use of Therapeutic 
Behavioral Services, the modality 
with the highest cost in the state? 

Figure 4.4 
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CY05 to CY06. With the exception of small-rural MHPs, cost per beneficiary ages 0-5 
years also increased. For older adults the average payment per beneficiary declined for 
every county size with the exception of medium and very large (Los Angeles MHP). 
 
 
 
 
 

A Comparison of Cost per Beneficiary  
Served by Age and Region  

Age 
Group 

MHP  
Size 

Average 
Payment  

CY05 

Average 
Payment 

CY06 
0-5 Small-Rural $2,915 $2,866 
  Small $2,005 $2,498 
  Medium $2,901 $3,286 
  Large $2,730 $2,827 
  Very Large (Los 

Angeles) $4,291 $4,420 
6-17 Small-Rural $5,767 $6,684 
  Small $3,948 $4,463 
  Medium $5,050 $5,320 
  Large $4,633 $4,796 
  Very Large (Los 

Angeles) $6,292 $6,508 
18-59 Small-Rural $3,076 $3,100 
  Small $2,885 $2,960 
  Medium $4,150 $4,307 
  Large $3,582 $3,370 
  Very Large (Los 

Angeles) $3,485 $3,621 
60+ Small-Rural $3,059 $2,937 
  Small $2,565 $2,526 
  Medium $3,251 $3,514 
  Large $2,444 $2,219 
  Very Large (Los 

Angeles) $1,901 $1,987 
 

Figure 4.5 
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Section 4.5: Cost Per Beneficiary Served – Ethnicity 
 

 
CAEQRO’s analysis included a review of data 
over a two-year period to evaluate the parity of 
payments and penetration rates between 
Hispanic and White beneficiaries. In Attachment 
16 we include a table displaying both statewide 
and detailed information at the MHP level: 
 

• Penetration rates. Statewide the 
            relative penetration ratios for Hispanic 

and White beneficiaries remained constant from CY05 to CY06: the low parity of 
a .26 penetration ratio in CY06 is essentially the same as the .25 penetration 
ratio for CY05. Individual MHP and statewide penetration rates are consistent for 
White and Hispanic beneficiaries and show very little difference from CY05 to 
CY06 data. 

 
• Average payment. Average payment per beneficiary for Hispanic and White 

beneficiaries show a slight increase for both groups when comparing data for 
CY05 and CY06 statewide. The ratio for average payments indicates that the 
average disparity in payment for Hispanic beneficiaries in relation to White 
beneficiaries has decreased somewhat from CY05 to CY06 – moving from .86 to 
.91 statewide. However, as Attachment 16 shows, individual MHP data are not 
always consistent with the statewide pattern. For example, in El Dorado, 

 
Will the reduction in the gap in 
the amount spent on Hispanic 
and White beneficiaries continue 
to close? 
 

Figure 4.6 

A Two-Year Comparison of Average Cost Per Beneficiary for 
Older Adults (60+)  

$0 $500 $1,000 $1,500 $2,000 $2,500 $3,000 $3,500 $4,000

Small-Rural

Small

Medium

Large

Very Large (Los
Angeles)

CY06
CY05



CA External Quality Review Organization   Section 4 – Performance Measure  

August 31, 2007  Page 102 
Statewide Report Year Three 

Humboldt, and Madera MHPs (in both CY05 and in CY06), the average 
payments for Hispanic beneficiaries exceeded those for White beneficiaries. As 
another illustration of the diversity of these data, San Bernardino MHP shows 
ratios for Hispanic and White beneficiaries that indicate nearly equal average 
payments for both groups. Although comparative data from two years does not 
yet indicate a trend, we will repeat these analyses in year four (adjusted for 
inflation). 

 
Section 4.6: Service Delivery Patterns 
 
CAEQRO examined service delivery patterns by gender and ethnicity by applying the 
following categories, which combine mental health service modes and service functions 
as defined by Medi-Cal: 
 

• 24-hour services – local hospital inpatient, hospital administrative days, 
psychiatric health facilities, adult crisis residential, adult residential and 
professional inpatient visits 

• 23-hour services and crisis stabilization 
• Day treatment 
• Linkage/brokerage 
• Outpatient services – mental health services and crisis intervention (often used 

for an unplanned outpatient contact) 
• TBS 
• Medication support 

 
Statewide Service Patterns: Gender 
 
Figures 4.7 and 4.8 show service patterns by gender for both statewide and CANOLA in 
CY06. Both analyses display the same results. Over each and every service category, 
average and median payments per beneficiary are greater for male than for female 
beneficiaries just as CY05 data indicated. These figures indicate male beneficiaries are 
receiving more services of each type. These findings provide a detailed view of the 
higher total cost per male beneficiary served discussed earlier in this section.  
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Figure 4.7 

Figure 4.8 
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Statewide Service Patterns: Ethnicity 
 
CAEQEO performed an analysis of each type of service by ethnicity over the past two 
years. Our objective was not only to compare ethnic groups by average cost per 
beneficiary, but also to begin to identify noteworthy changes over time. Since only two 
years are shown in these analyses, any statement of trend would be premature. As we 
conduct further analysis in FY08 and, in future years, we will be better able to determine 
if any trends emerge. 
 
The following series of figures displays these findings. 
 
 
 
 
 

 
 
Figure 4.9 above displays average payments for beneficiaries for 23-hour services. This 
graph illustrates that Hispanic beneficiaries received lower average cost for these 
services, while African American beneficiaries received services with the highest 
average costs per beneficiary. 

Figure 4.9 
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For 24-hour services, Figure 4.10 above indicates that virtually all ethnic categories 
exceed the average cost of Hispanic beneficiaries. Asian/Pacific Islander and African 
American beneficiaries receive the greatest average cost per beneficiary. The figure also 
indicates a noteworthy increase in service costs for Native American beneficiaries from 
CY05 to CY06. Other ethnic groups show little change. 
 
 
 
 
 

 

Figure 4.10 

Figure 4.11 
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Day treatment average cost of service for beneficiaries are displayed in Figure 4.11 
above. This graph shows an increase for each ethnic group with the exception of White 
and Asian/Pacific Islander beneficiaries. African American beneficiaries and individuals 
in the category “Other” have the highest average payment per beneficiary. 
 
 
 
 
 

 
 
In Figure 4.12 above, Linkage/Brokerage shows the greatest increases from CY05 to 
CY06 for Native American beneficiaries, while Hispanic beneficiaries received 
comparable amounts for both years, but remain the ethnic group with lowest average 
cost in this comparison. 

Figure 4.12 
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Figure 4.13 above illustrates that outpatient services approach or exceed $2,500 for 
virtually all ethnic groups with the exception of Asian/Pacific Islander beneficiaries. Here 
Hispanic beneficiaries display statistics comparable to other groups and slightly higher 
than White beneficiaries, a difference from CY05 data in which these data for Hispanic 
beneficiaries were lower than Whites. The dollar levels increased from CY05 to CY06 for 
every group with the exception of Asian/Pacific Islander beneficiaries. 
 
 
 
 
 

 

Figure 4.13 

Figure 4.14 
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Figure 4.14 above shows strong increases in TBS from CY05 to CY06 for Native 
American beneficiaries, as well as increases for African American and White 
beneficiaries. White beneficiaries reflect the greatest average cost per beneficiary. 
 
 
 
 

 
 
Average costs for medication support services (Figure 4.15 above) are highest for Native 
Americans with increases from CY05 to CY06 for virtually every ethnic group. The 
greatest increase per ethnic group is also shown for Native American beneficiaries. 
Asian/Pacific Islander beneficiaries show the lowest average cost for medication 
support. 
 
The figures throughout this section illustrate how MHPs can use claims data to evaluate 
how they are serving various demographic and ethnic groups and whether services are 
delivered in an equitable and appropriate manner. Our intent is that this information 
generates interest, discussion, and further study leading to service delivery improvement 
at individual MHPs. 
 

Figure 4.15 
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Section 5.1: Overview 
 
In Section 4, California External Quality Review Organization (CAEQRO) analyzed two 
important measures of the state’s public mental health system’s efficacy and equity in 
serving various demographic and ethnic populations:  penetration rate and cost per 
beneficiary, updating the analysis we reported in our year two annual report. These data 
revealed what appear to be significant disparities in the services that different 
populations receive throughout the state. 
 
As we suggested in Section 4, retention rates – or the number of visits a beneficiary 
receives – are an important measure of access in combination with penetration rates, 
which alone can present an incomplete picture of service utilization. In this section6 our 
objective was to provide a more detailed analysis of California’s public mental health 
system by: 
 

• Providing a methodology for analyzing penetration rates that is different from one 
commonly used to determine how effectively a health plan is serving its 
respective community 

 
• Highlighting new data from a technical assistance project conducted by 

CAEQRO and the California Institute of Mental Health (CiMH) in cooperation with 
the County Mental Health Directors’ Association (CMHDA) for the Small Counties 
Emergency Resource Pool (SCERP) 

 
• Addressing retention rates for foster care beneficiaries – since stakeholders in 

the public mental health system have grave concerns about the service delivery 
system for this population 

 
Section 5.2: Adjusted Penetration Rates 
 
MHPs throughout California have adopted penetration rates as a key indicator of access 
for various populations they serve. The commonly applied formula for determining 
penetration rate is displayed below: 
 

• (numerator/number of served beneficiaries) ÷ (denominator/number of eligible 
beneficiaries) = Penetration Rate 

 
We believe that this formula is problematic for two reasons: 
 

1. The methodology for calculating the numerator. In contrast to many 
purchasers of service, the California Department of Mental Health (DMH) 
calculates the numerator by including all beneficiaries with at least one service in 
a year rather than adjusting for the number of months of eligibility – or member 
months. A member month is a calculation that reflects the actual number of 
members eligible per month. 

 

                                                 
6 Source data in this section are Short-Doyle/Medi-Cal and Inpatient Consolidation approved claims 
extracted at different times up to March 2007. 
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2. The diversity of California’s beneficiaries. In certain circumstances, this 
formula may be overly simple. The demographic and ethnic landscape of 
communities and counties in California is quite varied – perhaps the most diverse 
in the nation. Therefore, the total size of a county, its ethnic make-up, and the 
age and gender distributions are all critical variables in developing a complete 
picture of this important measure of access to care.  

 
Over the past three years, CAEQRO has examined MHP penetration rates, drawing on 
the collective analytic experience of public sector and private sector managed care 
plans. In year three, we present findings that reflect a more detailed approach to 
calculating penetration rates and provide interesting comparisons across MHPs. This 
section provides only a few examples of such analyses. Following the release of the 
FY07 Statewide Report by DMH, access to Microsoft® Excel spreadsheet versions of 
the data will be available at www.caeqro.com. 
 
Adjusted Penetration Rates – Age, Gender and Ethnicity 
 
Figure 5.1 below displays two fictional examples – each of which illustrates how the 
traditional method for calculating penetration rates can be somewhat misleading by 
failing to disclose a more detailed picture.  
 

• In example 1, MHP X and MHP Y have the same overall penetration rate of six 
percent. However, the penetration rate for Hispanic beneficiaries is dramatically 
different; MHP X shows three percent and MHP Y shows only one percent. 

 
• In example 2, two MHPs with identical penetration rates for Hispanic 

beneficiaries of three percent have different overall penetration rates. In each 
example the different total and Hispanic beneficiary population sizes of each 
MHP influences the statistics.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Figure 5.1 
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These two examples display the limitations of calculating penetration rates using the 
most basic formula described above. One way to improve the simple formula is to use 
statistical procedures that adjust for key demographic variables within California’s Medi-
Cal beneficiary population. Attachment 17 further explains our rationale and methods for 
adjusting penetration rates and the formula we used to calculate the adjusted rate.  
 
Attachment 17 also presents penetration data for CY06 illustrating the impact of 
adjustments for gender, age and ethnicity for every MHP. The table includes ranking, 
where ‘one’ is the highest value and 56 is lowest. Our findings indicate that adjustments 
for gender and age have little impact. However, a comparison of overall penetration rate 
with the adjusted ethnic penetration often shows significant differences. For example, 
San Benito MHP has an unadjusted overall penetration rate of 7.79 percent and a 
penetration rate adjusted by ethnicity of 10.04 percent. Using the unadjusted penetration 
rate, San Benito MHP’s overall ranking is 24; however, its ranking based on an adjusted 
penetration rate for ethnicity is six. 
 
Adjusted Penetration Rates – Retention 
 
A continuing dialogue with MHP staff and a review of current research on service 
utilization in public sector settings suggest that penetration rates can also be adjusted by 
eliminating clients who receive few services. For most MHPs, except for beneficiaries in 
acute crisis, the screening and formal intake process may account for one to five of the 
initial billable services. In addition consumers may withdraw or discontinue services for 
many reasons. Therefore another view of the penetration rate is to eliminate clients with 
three or fewer services from the pool of beneficiaries served. Attachment 17 also 
displays adjusted penetration rates by MHP when clients with three or fewer services are 
removed from the numerator. 
 
For example, Monterey MHP shows a 3.59 percent overall penetration rate when 
eliminating consumers with three or fewer services. However, the adjusted ethnic 
penetration increases to 5.06 percent. These data are particularly interesting since the 
shifts in penetration rates are not consistent. For some MHPs, excluding consumers with 
three or fewer services results in increased penetration rates for the ethnic penetration 
rate; however, for other MHPs there is a dramatic decline in the ethnic penetration rate.  
 
A detailed understanding of these results can only be gained by each MHP’s evaluation 
of its own data. This information can then be useful for local planning and evaluation of 
service delivery, especially regarding efforts to gain insight into and improve services to 
specific sub-populations.  
 
Section 5.3: Small County Emergency Risk Pool Project 
 
In Section 3, we describe the technical assistance project for SCERP that was offered by 
CAEQRO in partnership with CMHDA and CiMH. CMHDA initially approached CAEQRO 
on behalf of SCERP counties to assist in data collection and analysis for inpatient 
admissions. Together with CMHDA and CiMH, CAEQRO offered the following specific 
technical assistance to help MHPs in SCERP counties gain a better understanding of 
how well they are managing care to promote wellness, resiliency and recovery. 
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Admission and Readmission Analysis 
 
Understanding inpatient admissions is key to an MHP’s ability to effectively manage 
resources. Most small MHPs not only have limited (if any) access to data analysts but 
also have too few consumers for formal quantitative projects. While inpatient admissions 
always present disruptions for beneficiaries, those beneficiaries served by small MHPs 
are usually hospitalized outside their county of residence causing even more distress. 
Because of the highly disruptive impact of hospitalizations on beneficiaries – particularly 
in small counties – as well as the high cost of these services, CAEQRO analyzed Medi-
Cal approved claims data to study key service patterns that precede and follow inpatient 
admissions. 
 
As part of the SCERP technical assistance process, with the assistance of CiMH and 
CMHDA, CAEQRO conducted a seminar for MHP clinical managers and administrators. 
To begin the dialogue, CAEQRO used a novel presentation of data to help participants 
better understand and use service pattern data contained within Medi-Cal approved 
claims files, as described below: 
 

1. The CAEQRO data analyst selected a random sample of 20 beneficiaries from 
among those who had received one or more inpatient hospital days during May 
2005 – which was chosen as the “index month” or original data point. Because 
May is almost mid-way through the calendar year, it is possible to display a 
significant amount of data both before and after it for that calendar year. 

 
2. Each of the beneficiaries in the sample was de-identified and given an alias to 

convey the point that the data reflected a “real person” who was in the service 
delivery system and to track the services that he or she did or did not receive. 

 
3. CAQERO then analyzed the services provided in each month of CY05 for these 

20 beneficiaries. Figure 5.2 offers three examples of beneficiaries who were 
followed in this manner and shows how this display allows anyone viewing the 
data to easily see “what happened” to each person and ask questions such as: 

 
o What types of services might help prevent admissions? 
o What types of services typically follow admissions? 
o What patterns are associated with readmissions? 
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For example, Figure 5.2 above shows that consumer “Fred” had one inpatient day in 
May 2005. His service pattern shows no linkage services and a subsequent re-
hospitalization for eight days in August. Consumer “Henry” had no services following his 
three-day hospital stay in May and was subsequently re-hospitalized for five days in 
July. Seminar participants found these sample data to be quite interesting. 
 
This display of data helps to illustrate a very practical use of data. Attachment 18 
presents the full sample of 20 cases used in the SCERP workshop. As a follow-up to the 
workshop, CAEQRO performed more extensive analysis for all MHPs as illustrated in 
Attachment 18. This follow-up analysis allows each MHP to see the costs and volume of 
services their clients received before and after the indexed inpatient admission. 
 
Planned/Unplanned Services Analysis 
 
CAEQRO applied the following core principles of disease management to approach the 
planned/unplanned services analysis – the next component of the SCERP technical 
assistance project: 
 

• Unplanned services such as hospital-based emergency services or inpatient 
admissions are disruptive to the beneficiary’s life and place in the community as 
well as costly to the MHP. 

 
• Unplanned services are generally not a desired modality for effectively managing 

chronic illness. 
 

Figure 5.2 
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• Beneficiaries who have an individual treatment plan and receive a set of effective 
planned services should be less likely to need unplanned services. 

 
The first round of data provided by CAEQRO applied the following assumptions about 
planned versus unplanned services and active versus inactive beneficiaries. 
 

• Planned vs. unplanned services. Planned services are less intense and 
typically associated with a treatment plan. Unplanned services are expensive, 
more intense, and more confining, and therefore more disruptive to daily living. 

 
• Active vs. inactive consumers: Active consumers have received a specific 

number of planned services within a specific time frame. This level of service 
activity suggests that they are receiving those services as part of a formal 
treatment plan. Inactive consumers have not received planned services in the 
same time frame and are likely not to be engaged with the delivery system.  

 
These sets of definitions are consistent with two common measures of successful 
disease management: reduced hospitalization and reduced use of emergency services. 
CAEQRO, CiMH and CMHDA staff initiated discussions with some of the SCERP 
counties to review these data. These discussions stimulated questions about the original 
data assumptions underlying our findings.  
 
Below we review the data that we originally presented to the SCERP counties. Our goal 
is to finalize data assumptions in early FY08, so that the collaborative group can move 
forward in studying/analyzing key service variables through a collaborative project. 
 
Initial data discussions 
 
To develop the initial set of data, CAEQRO used four designated index months as 
shown in Figure 5.3 below to identify those clients receiving unplanned services in that 
month. Each client was then classified according to whether he/she was active or 
inactive. An “active client” was defined as a client receiving four or more planned 
services during the previous 90 days. The mean percent of active clients statewide who 
received unplanned services is between 44 percent and 47 percent in each of the 
sample data sets. However, most of the samples show a very wide range from 0 percent 
to 100 percent for specific MHPs, thus presenting opportunities for intervention. 
 
 
 
 
 

 
 

Figure 5.3 
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As Attachment 19 illustrates, SCERP MHPs represent small counties with smaller, more 
variable numbers than MHPs in larger counties; however, the four samples in Figure 5.3 
illustrate that some MHPs are consistently above average in their percentages of 
hospitalized active beneficiaries. 
 
Although SCERP counties are those working on these concepts actively, these analyses 
are relevant as measures for all MHPs. Attachment 19 shows a very wide range of 
percentages of active clients who received any unplanned service in the index month of 
July 2005. Kings MHP and Madera MHP exhibit higher rates of 75 percent and 73 
percent, respectively. The statewide percentage is 45 percent. Consequently, reducing 
unplanned services for active clients should be a common goal for all MHPs. The data 
analysis illustrated for SCERP counties can help all counties measure and evaluate 
progress towards such a goal. 
 
Section 5.4: High-cost Beneficiaries 
 
All MHPs managing Medi-Cal resources for their communities are concerned with how 
they can best allocate limited resources. As discussed above, using planned services to 
avoid high-cost unplanned services can be a valuable strategy. Figures 5.4 (CY05) and 
5.5 (CY06) – both follow below – illustrate that the number and cost of “high-cost 
beneficiaries” over two years are consistent.  
 
For both years, the graphs illustrate how a small number of beneficiaries receive a very 
large percentage of the cost of service. For example, in Figure 5.5, a small 10 percent of 
clients received over $10,000 in services in CY06. In that same year, only two percent of 
beneficiaries received 23 percent of the total service costs. While the figures have not 
been adjusted for the annual cost of living, the consistency between the two years is 
likely to remain. 
 
These data represent a starting point for analysis and a useful platform for program 
planning and evaluation. It may be possible, for example, to work with consumers who 
are receiving lower cost and fewer unplanned services to avoid disruptive and costly 
unplanned services such as acute inpatient stays. Similarly, by analyzing which 
consumers are in the high-cost groups (shown in these figures), MHPs may be able to 
initiate more thoughtful planning. In future analyses, CAEQRO will pursue such 
questions and share our results with MHPs. 
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Statewide Distribution of Beneficiaries Served - CY05
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Statewide Distribution of Beneficiaries Served - CY06

41

18

10

6
4

3 3 2 2 1

6

2 2
4

6
5 5 4 4 4 3 3

20

12

23

6

41

59

69

75

79
83

85
87

89 90

96
98

22

26

31

35
39

42
45

65

77

16

4

11

100

0

5

10

15

20

25

30

35

40

45

Below
1,000

1,000-
1,999

2,000-
2,999

3,000-
3,999

4,000-
4,999

5,000-
5,999

6,000-
6,999

7,000-
7,999

8,000-
8,999

9,000-
9,999

10,000-
19,999

20,000-
29,999

30,000+

Cost Per Beneficiary Served ($)

Percent (%)

0

10

20

30

40

50

60

70

80

90

100 Cumulative 
Percent (%)

ClientPercent

CostPercent

ClientCumPct

CostCumPct

Total Beneficiaries Served=406,679, Total Approved Amount=$1.67 Billion, Mean=$4,112, Median=$1,411, Maximum=$289,393, Std.Dev.=$8,354 
 

Figure 5.4 

Figure 5.5 
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Section 5.5: Foster Care Analysis 
 
While foster care beneficiaries do not represent a significant percent of the eligible 
population (averaging only about 80,000 in recent years), they are one of the most high-
risk populations. Consequently, CAEQRO performed an analysis of foster care 
beneficiaries to help each MHP design services that can best reach and benefit this 
high-priority group.  
 
Building on year two, we performed a comparative analysis to identify any changes from 
CY05 to CY06. While we did not expect dramatic changes from our year two findings, 
we noted that most patterns remained unchanged. The statewide foster care beneficiary 
population did decline slightly: the total number of beneficiaries for CY05 was 81,472 
and for CY06 was 78,525 – a decrease of 2,947 beneficiaries or 3.6 percent. In addition, 
our analysis surfaced shifting in statewide patterns for foster care beneficiaries by 
ethnicity. 
 
In the remainder of this section, we analyze several measures of foster care beneficiary 
access – both statewide and within specific ethnic groups. 
 
Retention Analysis 
 
Figure 5.6 below shows that in each calendar year (CY05 and CY06), the percentage of 
foster care beneficiaries receiving high levels of service (over 15) remained over 50 
percent. The next largest group received 5-15 services. This analysis indicates an 
unchanged pattern of retention over a two-year period. 
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Figure 5.6 
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Penetration Rate 
 
Figure 5.7 illustrates the relative stability of statewide penetration for foster care 
beneficiaries for CY05 and CY06. However, the actual numbers underlying the 
percentages are important to consider. The number of foster care beneficiaries served 
for CY05 was 43,299 and for CY06 was 39,963 – a decrease of 3,336 beneficiaries or 
7.7 percent. This reduction is higher than the 3.6 percent decrease in the beneficiary 
population in CY06 compared to CY05. A slight decline cannot be considered a trend, 
but continued analysis will be important in future years to assess whether penetration 
levels remain high. 
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Cost per Beneficiary 
 
Cost per beneficiary on a statewide basis remains relatively stable with a slight upward 
movement in CY06, as illustrated by Figure 5.8 below. As with the cost data included in 
Section 4, these figures are not adjusted for inflation. 

Figure 5.7 
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Ethnicity  
 
Our findings on foster care beneficiaries by ethnicity showed relative stability in the 
number of eligible beneficiaries by ethnicity (Figure 5.9) but also indicated potentially 
significant reductions in the number of African-American and Asian/Pacific Islander 
beneficiaries served as displayed in Figure 5.10. 

Figure 5.8 
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Foster Care: Beneficiary's Served by Race/Ethnicity 
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Figure 5.9 

Figure 5.10 

Foster Care: Beneficiaries Served by Race/Ethnicity 
CY05 and CY06 
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Cost per beneficiary served by ethnicity largely replicated the slight increase statewide 
from CY05 to CY06, as shown in Figure 5.11. Asian/Pacific Islander beneficiaries 
experienced a large reduction in cost per beneficiary served. 
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Figure 5.11 
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Section 6.1: Overview 
 
In Section 2, we indicate that almost all mental health plans (MHPs) initiated at least 
some activity to address our recommendations from year two – and in some instances – 
from year one. These findings suggest that the CAEQRO process has helped raise 
awareness among all MHPs of the importance of working collaboratively within the MHP, 
within the community and across counties in developing creative solutions to delivery 
system challenges. We also believe that our emphasis on analyzing readily available 
approved claims data has helped to highlight quality improvement initiatives and 
illustrate the value of data. 
 
In compiling the exemplary practices highlighted in this section, we were struck by the 
ability of MHPs in varying geographic regions, with diverse demographics and often with 
limited resources, to develop innovative consumer-focused programs or to improve 
administrative processes – sometimes dramatically – by working collaboratively and 
cross functionally.  
 
Listed below are highlights of the programmatic and administrative areas featured in this 
section: 
 

• Web site technologies – Alameda MHP 
 

• Cultural competence in service delivery – Orange MHP 
 

• Outreach to/analysis of underserved populations – MHPs in Mono and  
San Benito counties, and San Mateo MHP 

 
• Primary and mental health care integration – MHPs in Marin and Fresno 

counties 
 

• Information system implementations – MHPs in Los Angeles and Solano 
counties 

 
• Claims payment processes –  Placer/Sierra MHP 

 
• Delivery system model (open access) – San Bernardino MHP 

 
In addition to the exemplary practice summaries that follow, we would also like to 
acknowledge several MHPs that are engaged in noteworthy practices or in activities 
specific to their operations: Kern MHP’s implementation of its Anasazi information 
technology platform; San Diego MHP’s Community Services and Support matrix; and 
Santa Clara MHP’s physician spreadsheet to support medication management. 
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Section 6.2: Exemplary Practices 
 

 
 
Overview 

Alameda MHP employs Internet technologies to 
improve communication between MHP staff and 
contract providers and provide useful 
information to all stakeholders. Today the MHP 
operates the following Web sites: 

• An Intranet for Alameda County Behavioral Health Care Services (BHCS) staff  
• A public Web site that offers a broad spectrum of information to consumers, 

family members and other stakeholders 
• A provider Web site that offers a centralized source of timely, accurate 

information to these important partners in care 

Alameda MHP also has a very effective help desk that supports all of these Web sites. 

In addition, Alameda County offers a Network of Care for Behavioral Health Web site 
that provides information to consumers and family members. (The county also offers a 
second Network of Care Web site for older adults.) The California Department of Mental 
Health has made this resource available to all counties through funding under the Mental 
Health Services Act. 

Benefits 

• Improved staff and contractor productivity, as well as improved contractor 
relations, through: 
o Easy-to-access policies, procedures, forms, resources and other materials 
o Fewer errors caused by staff use of using out-of-date information 
o Increased access to help desk resources 

 
• More informed consumers and family members, including 

o Access to advocacy tools  
o Information about available services 
o A provider resource search tool, which allows consumers to specify the kind 

of services they need by city, gender, age and type of service desired 

Background 

In 1998, the MHP’s information systems (IS) department launched an Intranet Web site 
for BHCS staff. Secure and intended for internal use only, the Intranet today provides 
access to most policies and procedures, as well as clinical and administrative forms, 
including an IS services request for the help desk. In August 2002, the MHP launched a 
public Web site that was built with commonly used and relatively inexpensive Internet 
technology. This first public Web site (www.acbhcs.org) was developed to inform the 
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public and providers about Health Insurance Portability and Accountability Act (HIPAA) 
rules and regulations. Today, in addition to its Intranet, the MHP offers access to three 
Web sites for its stakeholders: 

• A greatly improved public site (www.acbhcs.org). The MHP has greatly 
improved its original public site over the last five years, creating a comprehensive 
portal with information such as calendars of events, provider resource directories, 
training materials, announcements, external links, etc. It also offers a great deal 
of information about available services, patient rights, the Mental Health Board, 
contracting opportunities for providers, etc.  

 
• A provider-only Web site. Formerly accessed through the public Web site, this 

provider-only resource offers a variety of information and useful tools, including: 
quality assurance policies; procedures and forms; client data collection forms; IS 
service request forms; other downloadable forms, reports and screens for 
collecting data to meet reporting requirements for full service partnership 
programs funded through MHSA. This Web site is especially helpful to this MHP 
because of its large contract provider network, which delivers approximately  
85 percent of its direct services.  

 
• Network of Care for Behavioral Health –

http://alameda.networkofcare.org/mh/home/index.cfm. Alameda County offers a 
public Network of Care for Behavioral Health Web site, providing another useful 
option for consumers and family members, and for those seeking care. It 
provides information about mental health services, laws and related news, as 
well as communication tools and other features. DMH made this site available to 
all counties through funding under the MHSA. Alameda County staff works with 
Trilogy Integrated Resources LLC, creator of the Network of Care Web sites, to 
maintain up-to-date program listings. 

 
Except for the Network of Care for Behavioral Health Web site, the on-going operation 
and continued improvement of these Web sites are provided by the MHP’s IS staff, with 
guidance and participation from executive leadership. The MHP offers training and 
technical support through a centralized IS Support and Operations unit that has six FTEs 
(full-time equivalents) and includes a help desk comprised of an additional four FTEs. 
Overall, the unit supports up to 3,500 users and fields 700-800 calls per month for 
assistance on a variety of routine and complex problems. The help desk is a well-
regarded resource with its staff described by MHP staff and contractors as very friendly, 
knowledgeable and supportive – both for Web-site-related questions and all other critical 
IS applications.  
 



CA External Quality Review Organization   Section 6 – Exemplary Practices 

August 31, 2007  Page 131 
Statewide Report Year Three 

Overview 
 
Fresno MHP and Sequoia Community Health 
Center, a local Federally Qualified Health 
Center (FQHC) within the largest metropolitan 
area of the county, successfully collaborated to 
create a “warm hand off” of consumers who 
were “stable enough” to receive community-
based behavioral health services at the FQHC 

(or other primary care provider). The MHP Director attributes much of the success of this 
project to a commitment by each agency’s leadership to working in partnership, as well 
as a shared focus on quality of care – in other words, doing what best serves the 
consumer. Based on the success of this initial effort, the MHP is currently entering into 
an additional memorandum of understanding (MOU) with Valley Health Team, another 
FQHC that serves consumers in outlying rural communities in the county.  

Benefits 

• Facilitated the coordination of service planning for consumers with acute medical 
and psychiatric needs 

 
• Enabled the MHP and the FQHC to allocate resources appropriately and provide 

the appropriate level of care to consumers in their community 
 

• Actively engaged consumers in their service planning – providing choice and 
control regarding their participation in the new process 

Background 

During August 2006, Fresno MHP and Sequoia Community Health Center, an FQHC 
within the largest metropolitan area of the county began meeting to address the primary 
and mental health care needs of consumers in their community. The FQHC had 
obtained a state grant that funded a psychiatrist and clinical behavioral health staff to 
provide services to the homeless. Simultaneously, the MHP was examining its target 
population and scope of services. A key objective of these meetings was to define 
mechanisms for a “warm hand off” for those MHP consumers who were “stable enough” 
to receive community-based behavioral health services at the FQHC.  
 
The MHP’s administrative, medical and clinical staffs worked with the FQHC staff to 
develop MOU and formalized the following:  
 

1. The referral process for MHP clients into the FHQC for primary care consultation 
and management  

 
2. The referral process for FQHC clients into the MHP for consultation from 

behavioral health care specialists 
 

3. Criteria for “stepping down” those MHP consumers whose care could be 
managed at the FQHC level of services  

Exemplary Practice #2 
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This exemplary practice focuses on the third of these objectives. 
 
The “criteria” 
 
The MHP elected to rely on the medical judgment of its medical staff and provide 
guidelines for its clinical and medical staff, including identifying those consumers who: 
 

• Require medication-management only  
• Have not had any recent medication changes 
• Have not had recent acute episodes 

 
Significantly, consumers are empowered to have a choice in their treatment plan. Only 
consumers who agree to the transfer participate in these services. 
 
The process 
 
The “warm hand off” is coordinated by two project managers – one from the MHP and 
the other from the FQHC. Support staff arrange for appropriate releases, appointments 
and medical record copying. All potential consumers are tracked from referral through 
the first contact at the FQHC. Potentially eligible consumers who miss appointments are 
given referrals by phone and/or mail. Interpreter services are specifically coordinated on 
an “as needed” basis. 
 
Project leads meet weekly, or more often, if needed, and monthly with management and 
supervisory staffs from both agencies. The executive management staff from both 
agencies meets quarterly and both report that on-going communication has proven 
useful in ensuring the appropriate level/intensity of care for individual consumers, as well 
as in refining organizational processes. 
 
Results to date 
 
The initially targeted goal was the successful transition of a maximum of five consumers 
per month to allow both the MHP and the FQHC staff to review and modify the process. 
During the first five months of 2007, 21 consumers were transferred from the MHP to the 
FQHC, while another 116 consumers were also transitioned from the MHP to other 
primary care providers of their choosing.  
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Overview 
 
The Los Angeles County Department of Mental 
Health (LACDMH) developed a comprehensive 
work flow analysis and documentation process 
prior to issuing a Request for Proposal (RFP) 
for a replacement system – known as Integrated 
Behavioral Health Information System (IBHIS). 

This process provided LACDMH (the Los Angeles mental health plan) with up-to-date 
written documentation of the existing system’s major clinical and business functions and 
assisted with communications among the many interested stakeholder groups. It also 
provided baseline information from which to review and streamline many outmoded 
processes, an important activity planned to occur concurrently with system selection and 
implementation. Such work flow documents are critical to any successful information 
system (IS) vendor selection and implementation. LACDMH anticipates releasing the 
RFP in September or October 2007. 

Benefits 

• Having documented work flows prior to the start of the RFP development 
enabled LACDMH to understand the needs that exist within specific operations 
and create an RFP that is responsive to those needs. It will also assist in 
identifying the vendor/product that best satisfies clearly defined requirements.  

 
• Content area experts produced comprehensive and accurate work flow 

documentation – both as a resource for the RFP development process and as a 
reference point throughout all project phases. 

 
• The work flows assisted LACDMH staff in developing clear and concise technical 

requirement questions and scenarios, which will help vendors more accurately 
formulate technical responses. The work flows will also be an integral tool used 
by staff in evaluating RFPs.  

 
• The work flows assisted with communications to various interested stakeholder 

groups on a very complex topic. 

Background 

Most MHPs installed their current systems more than ten years ago and since then have 
made significant enhancements to software and work flow functionality. However, very 
few MHPs have taken the time and devoted staff resources to documenting current core 
business and clinical activities prior to developing an RFP’s technical requirements for a 
new information technology (IT) system and vendor. 
 
LACDMH recognized the need for a comprehensive mental health IS with robust clinical 
functionality. Internal department planning work for IBHIS began in July 2005. The goal 
of the IBHIS project is to obtain and implement a proven commercial off-the-shelf 
software solution that will integrate and automate numerous clinical and administrative 
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operations, as well as transition county-operated clinics from existing paper-based 
records to an electronic health record.  
 
The formal public kick-off occurred in June 2006; the finished work flows were presented 
to LACDMH stakeholders at a Workflow Playback Session on February 8, 2007; and on 
March 12, 2007, LACDMH presented an overview of the process at the Statewide 
Information Sharing on Technology Projects and Efforts, a conference sponsored by the 
California Department of Mental Health.  
 
Specification – a critical phase in the process 
 
The IBHIS project has three significant phases – specification, selection and 
implementation. This exemplary practice describes one of the work activities within the 
specification phase – documenting work flow functions prior to producing the RFP for a 
new IT system. It was essential to have the core activities of the current system and 
related business practices documented for future reference. To provide valuable 
information for the RFP development of technical requirements, LACDMH initiated a 
work flow documentation process, which allowed all stakeholders to better understand 
how programs operate and the needs that exist within these operations.  
 
The work flows provided logical representation of seven core business and two 
administrative functions and included the key steps, decisions and outputs involved in a 
particular function. Staff members with content area expertise were assigned to work 
groups to develop, review and revise the workflows relevant to that content area. The 
work groups were also responsible for identifying and providing the actual forms, 
documents, reports and tracking mechanisms that were a part of the related workflow.  
 
To obtain this snapshot of departmental operations, numerous work group sessions 
were conducted between August and November 2006, and the final work flows were 
released in February 2007. As a result of these efforts, a set of core operational 
categories was identified. Those operational categories include: referral in, screening, 
authorization, intake, service delivery, billing and closure. The work groups produced a 
total of sixty-nine work flows – each of which fits into one of the identified operational 
categories. LACDMH anticipates releasing the RFP in September or October 2007. 
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Overview 
 
Marin Community Clinic (MCC), a Federally 
Qualified Health Center (FQHC), and 
Community Mental Health System Clinic 
(CMHSC) recognized delivery systems 
problems affecting consumers who were at high 
risk for co-morbid mental health and medical 
illnesses. 

Located on the same campus, MCC and CMHSC created an innovative “Dual Clinic” to 
address both sets of health care needs in one location, during one visit and through an 
integrated treatment plan. This innovative and effective program currently serves 200-
300 active consumers and has been highly successful in mitigating many of the issues 
associated with providing care to this high-risk population. 

Benefits 

• Integrated service planning for consumers with co-morbid mental and medical 
health conditions – greatly reducing the likelihood of an adverse medication 
reaction  

 
• Early intervention for consumers who are at high-risk for co-morbid mental health 

and medical illness – potentially improving treatment outcomes 
 

• Increased identification and referral of MHP consumers from other community 
linkages, such as housing authority programs that serve those who are homeless 

 
• Increased consumer participation in achieving improved health and wellness 

objectives (e.g., diabetes management, smoking cessation, etc.)  
 
Background 
 
Located on the same campus, staff from both MCC and CMHSC – the Marin County 
mental health plan (MHP) – identified delivery systems problems that were affecting 
consumers – some of whom were clients at both facilities. MCC staff requested 
assistance from the MHP in dealing with consumers with behaviors that proved 
problematic for clinic staff and other clients in the waiting room. The MHP staff identified 
groups of consumers who were at high risk for co-morbid mental health and medical 
illnesses, many of whom had histories of homelessness and substance abuse. 
 
Many MCC clients were already assigned to MHP case managers; however, MHP staff 
did not consistently know which consumers needed medical care or were MCC clients 
who required follow up. Collaboration between one MHP nurse practitioner (NP) and one 
FQHC primary care physician (PCP) resulted in the formation of a Dual Clinic to address 
both sets of health care needs in one setting. After signing a memorandum of 
understanding, the MHP and MCC implemented a regularly scheduled clinic at the end 
of 2002. 

Exemplary Practice #4 
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Initially the FQHC provided a PCP and a medical assistant, and the MHP provided a NP 
– each of whom devoted two hours a week to a jointly conducted clinic in a medical 
examination room in the MHP medication clinic. Currently, one PCP spends a total of 12 
hours a week on site and is joined by one of five NPs assigned to mental health teams 
who identify MCC clients for referral into the Dual Clinic.  
 
Today, all consumers have an assigned MHP case manager, MHP clinical team and NP 
– all of whom meet regularly. In addition, case managers identify and refer consumers 
from other community linkages, such as a housing authority programs that serve those 
who are homeless. Goals and interventions are incorporated into one client plan so all 
involved are aware of consumer-driven health care objectives, which most commonly 
are related to smoking, weight, diabetes, or a host of post-hospital health care needs. In 
addition, since the consumer sees both his/her PCP and mental health provider on the 
same day, each provider reviews the chart for prescription drugs, thus minimizing 
adverse drug reactions due to medication interactions.  
 
As a further example of integration, while each provider separately bills his/her 
respective clinic payors, chart documentation – including progress notes – is accessible 
to both clinics. (Respective funding streams process claims in the usual manner.) 
 
Results 
 
The Dual Clinic currently serves 200-300 active consumers who generally return every 
three months unless more frequent monitoring is indicated. While consumers can 
schedule appointments, the Dual Clinic regularly accommodates consumers on a walk-in 
basis.
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Overview 
 
To increase utilization by the Latino community, 
Mono MHP recognized the need to develop a 
creative outreach program that could de-
stigmatize mental health services. After 
conducting consumer focus groups, the MHP, 
along with the county Department of Public 
Health (DPH) and county Office of Education 

(COE), developed an outreach program that involved offering English language classes 
at the community–based wellness center that is jointly operated by DPH and the MHP. 
 
Benefits 
 

• Enhanced outreach in a non-threatening environment to potential consumers of 
mental health services 

 
• Increased participation in wellness center activities by Latino community 

members, as well as bringing them English-language skills training 
 

• Reduced stigma and fear of clinical professionals – i.e., gained community’s trust 
of “government” staff (a key objective of the project) 

 
Background 
 
In 2006 Mono MHP recognized that to increase utilization of its services by the Latino 
community it would first need to devise creative outreach strategies that de-stigmatized 
mental health care. The initial step was to convene consumer focus groups to 
understand some of the barriers to access and to develop creative solutions to 
overcome them. Applying the feedback from these focus groups, the MHP developed a 
plan to increase the numbers of people referred for MHP services by offering community 
members English language skills. 
 
Staff from the MHP, DPH and COE worked collaboratively to develop an English as a 
Second Language (ESL) curriculum that could teach adults to read and speak English, 
while simultaneously learning about good health practices for themselves and their 
families. Materials supporting this program are included in Attachment 20. Since the 
target population was adults (the majority of whom work multiple jobs), the project team 
assumed that many would likely have child care needs, come to a class after business 
hours, and not have the opportunity to eat dinner. To address these needs, the project 
team scheduled classes from 6:00 p.m. – 8:00 p.m. and provided child care and light 
meals. In addition, children are welcome and have participated in the class. Participants 
are free to attend regularly or as their schedules or needs dictate. 
 
The COE instructor salary is paid by funds from a Mental Health Services Act grant. The 
COE and MHP staffs are paid their usual salaries since their work schedule is adjusted 
to provide coverage for the classes. Although classes were initially offered once a week, 
the MHP added a second night and now plans to accommodate increased demand by 
offering classes three times weekly. On a given night, approximately 10-15 people 
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participate, and recently, more than 25 people attended a farewell celebration for an 
instructor.  
 
Results to date 
 
Targeted to involve all Latinos in the community, currently active MHP consumers are 
welcome to participate. From March-June 2007, there were 135 unduplicated 
participants, and the MHP has data to support that 240 people registered and attended 
classes, thus reflecting that many people return for additional sessions. MHP staff feels 
very good about having direct involvement with so many people who can then pass 
along to family and community members their positive experiences with ESL instructors. 
Since these instructors are also mental and medical health care staff, the course 
provides an opportunity for the community to have a positive, non-threatening 
experience with providers who are employed by government agencies. 
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Overview 

Orange MHP wanted not only to meet 
continuing education requirements through its 
training program, but more importantly to 
determine the program’s actual effectiveness in 
improving cultural competence. In addition to a 
clinic-based consumer survey, the MHP 

recently administered an online Zoomerang survey to staff and contract providers. The 
findings of this survey revealed important areas for improvement in cultural competence 
trainings. 

Benefits 

• Formalized regularly scheduled opportunities to obtain consumers’ feedback 
 

• Provided an objective and anonymous method to assess staff’s knowledge and 
capabilities 

 
• Enabled program planning to address specifically identified consumer and staff 

needs  

Background 

The MHP employs a full-time training coordinator to organize and track all training 
activities. For many years, the MHP has administered pre- and post-training tests. 
Although this practice was sufficient to meet continuing education requirements, the 
MHP recognized that these tools did not necessarily measure the effectiveness of the 
instruction – particularly in the area of cultural competence.  
 
To help ensure that staff training resulted in improved outcomes, the MHP instituted two 
surveys. 
 

1. Consumer survey. Since 2002, the MHP has distributed this survey annually at 
each clinic site and referred to the findings in developing cultural competence 
trainings. The survey obtains information from consumers about ease of access, 
degree of comfort, level of respect, and availability of materials in consumers’ 
languages. Historically, individual clinics have utilized the findings for quality 
improvement and performance improvement projects. For example, the MHP 
now provides consumers with additional written materials in threshold languages. 
A copy of this survey is included in Attachment 21. 

 
2. Staff and provider survey. During June 2006, the MHP electronically distributed 

a new Cultural Competence Self-Assessment survey to 871 behavioral health 
staff and providers. The MHP used Zoomerang, an online survey company with 
cost-effective, easy-to-use, flexible products. To encourage participation (which 
was voluntary and anonymous), MHP administrative staff included a cover letter 
requesting input and sent periodic reminders throughout July 2006. Although the 
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survey took approximately 20 minutes to complete, the rate of return was an 
excellent 62.5 percent. The results from 544 staff who responded now comprise 
baseline data for future trainings. A copy of the Zoomerang survey is included in 
Attachment 21. 

 
Some findings were surprising and important to the MHP. For example: 

 
• Contract staff expressed less discomfort with diversity in comparison to county 

staff. 
 

• A small but significant percentage of staff believes that a direct relationship exists 
between someone’s ability to speak English and their educational level. 

 
• Almost three quarters of respondents utilized consumer family members when 

interpretation was needed – although the MHP promoted salary differentials and 
direct recruitment of interpreters. 

 
MHP management is reviewing these findings to determine appropriate training 
initiatives to respond to the findings and mitigate these issues. The MHP also plans 
to distribute the Zoomerang survey every six months to assess the effectiveness of 
trainings geared to address these and similar issues. 



CA External Quality Review Organization   Section 6 – Exemplary Practices 

August 31, 2007  Page 141 
Statewide Report Year Three 

 
Overview 

Over the past year, Placer/Sierra MHP greatly 
improved its turnaround time for processing and 
paying claims to its contract providers. The 
MHP first identified the problem following a very 
low rate of provider satisfaction in an annual 
survey by the Children’s System of Care and 

feedback from the provider association. To address this issue, the MHP initiated a 
process improvement initiative, which it soon formalized and monitored as a quality 
improvement (QI) project. As a result, the MHP reduced the claims receipt/payment 
cycle to less than 16 days, more than a 50 percent reduction from prior experience and 
greatly improved contract provider satisfaction. 

Benefits 

• Greatly improved turnaround time for processing and paying contract provider 
claims – from a high of 90-120 days (average of 30+) to less than 16 days 

 
• Increased provider satisfaction rates – from a low of 49 percent to the current 78 

percent  
 

• Improved contract provider relations – for an MHP that utilizes contract providers 
for 25 percent of its services. 

Background 

The MHP recognized the need to reduce claims payment after conducting its annual 
survey of providers in 2006. The survey found that 49 percent of the contracted 
providers expressed dissatisfaction with payment turnaround time on claims. Prompt 
payment is a key factor in the MHP’s ability to attract and maintain a network of qualified 
providers in what is already an inadequate system of funding for behavioral health 
services. The MHP relies on contracted providers as an invaluable part of a diversified 
service delivery system, so it was important to address the issue of payment timeliness. 
 
Work group findings 
 
In early 2006, a work group composed of MHP staff involved in claims processing began 
analyzing existing policies and procedures. Using available data from the claims 
processing system and logs, they learned that the average number of days between 
claim receipt and payment had been as high as 90-120 days and often over 30 days in 
recent years. This delay was surprising since Placer County had previously consolidated 
functions within several related health and human service agencies to achieve greater 
efficiencies.  
 
In mid-2006, after identifying obstacles in the current system, the MHP implemented a 
more streamlined process largely by automating what had been a manual process as 
summarized below: 
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• Claims files were previously created by duplicative entry of information into the 
MHP’s managed care database and the Placer Auditor-Controller’s accounts 
payable system.  

 
• Claim files are now automatically extracted from the managed care database by 

MHP staff and processed directly by the accounts payable system without 
redundant data entry and staff effort.  

 
• After adding the necessary accounting codes, staff can now automatically 

transmit the completed claims file to the Auditor-Controller’s check-writing 
system.  

 
A similar interface will be developed when the new managed care system 
implementation is completed. The current workflow reduces repetition and 
duplication of effort, centralizes the flow of documents, and standardizes processing 
steps. Another improvement was made in staff coverage through increased cross-
training in the various administrative and financial control tasks performed by claims 
processing and payment staff. 

 
Results 
 
To measure the effectiveness of its efforts, the MHP conducted follow-up surveys with its 
contracted providers. The most recent survey indicates that nearly 78 percent of the 
accounts payable unit’s customers rate performance as excellent or above average, 
demonstrating a much higher satisfaction with claims processing times. This example 
illustrates staff collaboration on a successful process improvement project, one which 
helps ensure providers are available and willing to serve the MHP’s consumers. 
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Overview 

San Benito Mental Health Plan (MHP) 
recognized that few older adults in the county – 
especially Latinos – were receiving mental 
health services. Utilizing a unique approach to 
reach Latino older adults, the MHP placed 
behavioral health clinicians in a popular local 
senior center. While the program is still in its 

early stages, MHP staff members are becoming more accepted and trusted by the older 
adults who visit the senior center. In fact, some are beginning to stop by the clinician’s 
office “for a chat.” This program is fully embraced by the senior center director, as well 
as center staff, who work collaboratively with on-site behavioral health staff. 
 
Benefits 
 

• Demonstrates that mental health outreach and education can be conducted in a 
non-threatening manner in a community setting 

 
• Addresses reluctance of Latino older adults to seek mental health services 

and/or information in a traditional clinic-based setting due to stigma  
 

• Provides senior center staff with valuable training to recognize signs and 
symptoms of mental health problems in older adults 

 
Background 
 
In early 2006 San Benito MHP reviewed demographic and service data to support 
anecdotal evidence that few older adults were receiving mental health care. The data 
also revealed specifically low penetration rates for Latino older adults. Analysis of Medi-
Cal data and census data combined with local MIS service statistics provided a 10-year 
picture of penetration rates for older adults. These statistics were compared with DMH 
prevalence estimates for older adults, clearly demonstrating the need for improving 
access to older adults, particularly Latinos. 
 
Based on these data, the MHP decided to outreach into the community and contacted 
an established, well-attended senior center located downtown. The shared objective was 
to determine strategies for providing access to mental health services to older adults 
who visited the senior center. All agreed on the importance of mental health staff slowly 
integrating into the center to gain trust. As a measure of success, older adults who use 
the center are starting to “come by the office for a chat.” 
 
Listed below are highlights of activities that are supporting this unique outreach program:  
 

• Developed a referral form for senior center staff to use in identifying signs of 
mental health issues 

 
• Scheduled office hours when the senior center is well-attended 
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• Have private office space, so behavioral health can see older adults onsite at the 
senior center 

 
• Co-facilitate with senior center staff two ongoing support groups for caregivers 

(one English, one Spanish speaking) 
 
In addition, MHP case managers accompany senior center staff on home visits and to 
deliver Meals on Wheels to older adults in need. These visits provide case managers 
with an opportunity to conduct assessments for mental health needs. In addition, MHP 
clinical staff is developing an on-site training on understanding signs and symptoms of 
depression (and other diagnoses) for senior center staff and older adults. 
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Overview 
 
San Bernardino MHP implemented a “walk-in” 
model – called Service First – to reduce 
average waiting time for a clinical screening 
appointment and address the concurrent 
problem of “no-shows.” When the initial walk-in 
model failed to produce satisfactory 
improvements, the MHP developed a non-

clinical Performance Improvement Project (PIP) to study the problem and implement a 
system redesign initiative – known as Service First. After the redesign, the MHP not only 
saw an increased number of consumers, but dramatically decreased wait time by 
implementing a number of key process changes including: utilizing a “duty officer” to 
coordinate variations in demand and capacity; providing immediate translation services; 
and modifying administrative work flows.  

Benefits 

• Within twelve to fifteen months: 
o The MHP served 1,017 persons – or 38 percent more consumers than 

through the old system.  
o Consumers experienced a mean internal wait time of less than two hours – a 

dramatic reduction from several visits over three weeks for a financial 
assessment, clinical assessment and psycho-social assessment. 

 
• Consumer satisfaction with the current system is an average of 84 percent 

 
• Staff morale improved (according to anecdotal information) 

Background 

Recognizing that distance and lack of transportation were creating access barriers for 
consumers and families, San Bernardino MHP implemented an unscheduled 
appointment or walk-in model to facilitate access to all major sites. When the initial 
implementation of this model began in early 2006, the average waiting time for a clinical 
screening appointment was three weeks; no-show rates ranged from16.7 percent to 55.8 
percent. While 737 consumers accessed services during the new system’s first month of 
operation, the processes in place could not accommodate the increased volume.  
 
Committed to facilitating access for consumers in need of services, the MHP continued 
to measure outcomes and provide opportunities for consumer feedback on the 
effectiveness of the walk-in model. Subsequent complaints about prolonged clinic wait 
times triggered further MHP research and additional investigation into models to facilitate 
improved flow and reduced internal delays.  
 
A model Performance Improvement Project 
 
In June 2006, the MHP initiated a non-clinical Performance Improvement Project (PIP) to 
study and improve the existing walk-in model. Victor Valley is a hub for rural health care 
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Improved access with Service 

First “walk-in” model 
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in a fast-growing, geographically broad, “high desert” region, which is approximately an 
hour from the main population areas of San Bernardino County. Several staff 
volunteered to learn rapid process improvement techniques and became Redesign 
Team Advocates (RTA) who analyzed new consumers’ experiences and developed 
baseline data about the “cycle time” of the initial visit. “Cycle time” begins when the 
consumer signs in for an initial visit and ends when the consumer leaves the clinic with 
either a referral for non-MHP services or an appointment for a follow-up MHP visit (i.e., 
measured from time-in to time-out).  
 
In the pre-redesign phase of the Service First initiative, RTAs – with clipboards and 
stopwatches in hand – followed and timed the steps and processes that consumers 
experienced during triage, intake, screening, assessment and referral. They also 
included the times to obtain and provide translation services. RTAs collected baseline 
data over a three-week period and learned that total cycle times averaged 237 minutes, 
including two trips to the site. In a little under three months, the MHP developed a series 
of incremental redesign measures and was ready for the implementation phase. 
 
The MHP implemented a series of incremental redesign measures to expedite 
administrative and clinical processes. Physical changes included: reformatting the 
waiting area for greater comfort and privacy; including play space for children; using 
walkie-talkies to facilitate communication among staff facilitating these processes with 
consumers; and moving business machines to reduce the steps for the fiscal intake 
processes. Clinical assessment was facilitated by adding back-up or “duty officer” 
staffing to assist with intake, referrals, and/or translation services. (Face-to-face visits 
with a psychiatrist, when clinically indicated, are now provided at the time of the visit, 
although they were not included in the initial baseline measurements.) 
 
Four post-redesign cycle times were measured since the official implementation date of 
October 2006. As of July 2007, the two-day cycle time average of 237 minutes has been 
reduced to two hours in one day, with the most recent average of 99 minutes. While 
recognizing the value of baseline satisfaction surveys, the MHP still viewed consumer 
feedback as critical. Based on post-implementation surveys, consumers reported mean 
Service First approval scores of 84 percent. 
 
Future improvements 
 
The MHP is currently considering the next phases of redesign development. Two 
additional geographic locations are under consideration and the expansion includes the 
utilization of the RTAs to “champion” the methodologies and to serve as mentors and 
direct support for the new locations. 
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Overview 
 
Using fiscal year data, San Mateo MHP created 
a Strategic Planning Data Book (Data Book) 
that provides in-depth information on which 
beneficiaries are served by the MHP, what type 
of service they are receiving, and how 
effectively these services are meeting the needs 
of targeted populations. The MHP widely 

distributes the Data Book within county departments, contract provider organizations and 
concerned consumer groups. Reports in the Data Book include LOCUS (Level of Care 
Utilization System) client and service characteristics, and special studies.  

Benefits 

• Provides initiation and engagement data that are complementary to penetration 
rates as defined by the California Department of Mental Health and allow for an 
examination of access to services in a more descriptive approach. 

 
• Offers another methodology for analyzing the parity of services to specific 

underserved ethnic populations 
 
Background 
 
In our year two statewide report, we acknowledged this MHP’s Strategic Planning Data 
Book and Extract (Data Book) process as an Exemplary Practice. Begun in 2003, the 
Data Book was instrumental in developing functionality specifications for the selection of 
a new information system and is now the overall repository for data elements pertaining 
to the whole system, including contracted providers.  
 
In the second year of publishing its Data Book, San Mateo MHP greatly expanded the 
section on initiation and engagement data which are complementary to penetration rate 
data. These data are more descriptive than penetration rates alone, because they 
consider different aspects of client retention within a service. As defined by the MHP, the 
“initiation standard” requires that the second visit occurs within 14 days from the first 
visit. The “engagement standard” is met if a client has a third or fourth visit within 30 
days, and if four visits occur within 44 days. 
 
The MHP uses initiation and engagement standards as one measure of how effectively 
different client populations are served. Client population characteristics include ethnicity, 
diagnosis, age, and LOCUS levels that indicate level of functioning. The analysis 
includes a three-year comparison of data – which is available on www.caeqro.com . 
 

Exemplary Practice #10 
 

San Mateo MHP 
 
Tracking engagement data for 

quality improvement 





CA External Quality Review Organization   Section 6 – Exemplary Practices 

August 31, 2007  Page 149 
Statewide Report Year Three 

 
Overview 

Solano County Health and Social Services 
Department (SCHSSD) successfully conducted 
a comprehensive analysis for defining the 
requirements for a new information system (IS). 
By forming stakeholder work groups, SCHSSD 
was able to determine the needs for its divisions 

of mental health and substance abuse – effectively using staff resources and gaining 
cross-functional consensus. 

Benefits 
 

• A process that is easily replicated by counties of all sizes – particularly small 
counties 

 
• A process is that cost-effective – utilizing work groups that were managed by one 

IS Analyst on a part-time basis 

Background 

During FY06 SCHSSD initiated a comprehensive process for determining the 
requirements for a new information system (IS). The county formed work groups 
representing mental health, substance abuse and managed care. The work groups 
represented clinical and business units and were structured as follows: 
 

• Included administrative, clinical (including a psychiatrist) and clerical staff 
 

• Had between 10 and 30 members 
 

• Comprised of members who were identified by administrators, supervisors and 
the IS project coordinator as problem solvers 

 
Where appropriate, sub-workgroups were formed. 
 
Each workgroup used the Request for Proposal (RFP) developed by the California 
Behavioral Services (CBS) Coalition as a guideline. The CBS coalition, a group of 21 
counties organized by the California Institute of Mental Health, has been working 
together since 2003 to evaluate, select and implement behavioral health information 
systems to meet the administrative, billing, clinical, managed care and reporting 
requirements of their counties. After reviewing and discussing the relevant sections of 
RFP, the work groups drafted requirements and workflow gap analysis documents.  
 
After meeting to review and edit the draft documents, the work groups created a final 
Requirements Analysis and Work Flow Gap Analysis. These documents were then 
reviewed and approved by a steering committee consisting of the county administrator, 
chief information officer, chief financial officer, and the directors of mental health and 

Exemplary Practice #11 
 

Solano MHP 
 
Information systems work flow 

and gap analysis 
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substance abuse services. The county later expanded the project to include public 
health services and added a public health addendum. 
 
The project has been referred to the Board of Supervisors for funding in the FY08 
budget. The county has hired a project manager who will produce a request for proposal 
or request for information based on the work groups’ findings and documentation. 
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Section 7.1: Overview 
 
Over the past three years, we have systematically observed what we believe to be 
dominant themes within California’s public mental health system. Below is a summary of 
the process we employed in identifying these themes:  
 

• Year one. We identified seven system-wide themes predominantly through 
extensive reviews of the narrative portions of 54 mental health plan (MHP) 
summaries.7 

 
• Year two. Using our year one findings as a knowledge base, we performed the 

following additional analyses to determine which themes were still applicable and 
which themes no longer had system-wide importance: 

 
o Analyzed three years of approved claims data from Short-Doyle/Medi-Cal 

(SD/MC) and Inpatient Consolidation Claims (IPC) files 
 

o Reviewed either Information Systems Capabilities Assessment (ISCA) V5.L 
or the Information Systems Review Supplemental Questionnaire for all 56 
MHPs 

 
o Gathered MHP-specific data based on highly targeted reviews 

 
o Conducted formal trainings to address specific needs that were shared 

among groups of MHPs 
 

• Year three. A distinguishing feature of our FY07 statewide report is our ability to 
perform sophisticated quantitative analyses through increased functionality in our 
databases. We provide numerous examples of these analyses throughout this 
report. We also had the significant advantage of the following activities: 

 
o Gathered three year’s MHP-specific data from highly targeted reviews 

 
o Collected information from an increased number of stakeholders in FY07, 

including remote MHP sites, contract providers and consumers and family 
members 

 
o Updated SD/MC and IPC data to include CY06 

 
o Reviewed a common ISCA V6.1 for all 56 MHPs  

 
o Conducted highly targeted trainings to address persistent challenges shared 

by specific groups of MHPs 
 
In previous years’ statewide reports, we chose to discuss themes versus trends – 
pending a minimum of three years’ observations and quantitative data on a specific 

                                                 
7 Solano County did not opt into the public mental health system until our second contract year. We also 
had limited information from Alpine MHP. 
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issue. Having aggregated a substantial body of such information over three years, we 
can now identify trends within key areas.  
 
Section 7.2: Trends in Key Areas 
 
We have identified four key areas in which we are beginning to observe the emergence 
of trends. 
 

• Access – most frequently cited by CAEQRO as needing improvement 
 

• Service delivery – disparities within specific populations  
 

• Quality management and use of data – significant advances across most 
MHPs 

 
• Information systems – significant activity in the area of implementations 

 
Three points are important to consider in reviewing our discussion on trends: 
 

1. As our report suggests, while MHPs share many strengths and opportunities, 
California’s public mental health system is highly diverse in demographics and 
ethnicity, as well as in resources. Consequently, the trends that we identify will 
not apply to all 56 MHPs – but rather suggest a pattern among a high number of 
MHPs or groupings of MHPs (e.g., small-rural).  

 
2. We recognize that MHPs face highly complex organizational and environmental 

challenges – as discussed in Section 1. Consequently, the issues underlying 
some of the trends we identify are not simple to resolve and will require a variety 
of activities over time. 

 
3. Throughout our FY07 report and consistent with previous years, we have made a 

number of observations we can not consider a trend until we have at least three 
years of information. For example, as noted in Section 5, we observed a slight 
reduction in penetration rates for Foster Care beneficiaries coupled with fewer 
individuals served – which might be cause for concern and as such warrants 
continued monitoring by the MHP.  

 
Access: continued barriers – some progress 
 
During year three, the broad concept of “access” ranked first in the number of 
observations and recommendations made by CAEQRO reviewers. Because access is a 
broad concept, we focused our review priorities on areas such as “timeliness” that MHPs 
can more easily address than other issues such as those we highlight in Section 1 (e.g., 
inadequate matching state general funds, unfunded mandates, etc.). 
 
With some exceptions, individuals and families must apply to an MHP or community 
provider for publicly funded mental health services. Many studies on the process for 
gaining access to health care show a direct correlation between the difficulty in 
accessing services and who enters and remains in the system. We address in the 
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following section the disparity in services to particular groups. For this discussion, we 
focus on the ease or difficulty with which an individual can obtain services. 
 
During year one, we noted a number of MHPs had long-standing difficulties in timely 
access as measured by a long wait from the initial request to the first appointment. 
Others had excessively long wait times for essential services, especially psychiatric 
evaluations and follow-up appointments. While many MHPs reported staff layoffs and 
work force reductions in both years one and two, it appeared to us that other important 
factors contributed to delays in access and consumers’ dropping out during the initial 
process. 
 
In our year two report we described some factors, including internal barriers – most of 
which we again observed during our year three site visits. As in year two, many staff 
regretted these difficulties and continued their traditional efforts to remedy them. In year 
three we did note some exceptions to “business as usual” as some MHPs developed 
different models of service delivery in an attempt (often successful) to reduce barriers to 
entry. 
 

 
New models to promote entry included the 
following: 
 

• Walk-in services. A number of MHPs 
established hours and sites in which no 
appointment was necessary to initiate 
services. Some MHPs implemented 
this model at one site; others provided 
only screening services on a walk-in 
basis. However, few MHPs offered 
psychiatric services through this model, 

although some MHPs did allow for flexibility in psychiatric schedules to 
accommodate walk-in clients. The most extensive multi-faceted effort to provide 
immediate services is illustrated by San Bernardino MHP whose “exemplary 
practice” we described in Section 6. 

 
• Co-location with other human services agencies. The initial flow of MHSA 

funds accelerated MHP efforts to provide access and coordinated services in 
new or non-traditional locations. Examples include Federally Qualified Health 
Centers (FQHCs), Native American health services and senior citizen centers. 
For Marin MHP  “co-locating” extended into the creation of a “dual clinic” that 
integrates planning for consumers with co-morbid mental and medical health 
issues – an exemplary practice that we highlight in Section 6. We also noted 
additional outreach to schools and other county departments such as social 
services. Some MHPs began to use newly formed wellness or drop-in centers to 
provide access to individuals they were unable to serve. We comment further on 
these activities in the discussion of wellness and recovery later in this section.  

Trend #1: New delivery system 
models are beginning to 
increase access. 
 
Some MHPs are developing new 
models to facilitate ease of access 
to mental health services. 
However, access to psychiatric 
services remains limited. 
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In addition, we only noted a few of the following activities that could improve access or 
timeliness: 
 

• Evening and weekend access by county-operated services. Contractors 
have historically offered off-hours for those MHPs in which they provide a 
significant percentage of services. Small-rural and small MHPs operate most 
services directly and tend to follow “normal business hours.” Merced MHP is a 
significant exception since it provides regular psychiatric services on Saturdays – 
a schedule that is particularly helpful to Southeast Asian beneficiaries many of 
whom have limited flexibility due to their work schedules.  

 
• Telemedicine or physician extenders with prescribing capability. Access to 

a psychiatric evaluation is measured by weeks and even months in some MHPs.  
An additional group of MHPs has an even longer wait time for rescheduling an 
appointment or scheduling a second appointment. Despite this chronic barrier to 
access and service, we saw no serious attention or attempts to modifying 
psychiatric service delivery. In fact, many MHPs appeared to have a negative 
bias about telemedicine.  

 
• Reduction in intake complexity. In our year two report we described a multi-

step time-consuming intake processes in many MHPs. These practices and the 
resulting delays continue in a notable number of MHPs, often despite continuing 
staff reductions that should prompt the need for streamlining intake processes. 

 
Disparities in service delivery 

 
During year one, we became aware of 
differences in the average dollars approved for 
Medi-Cal services to different groups of 
beneficiaries. In year two, we performed 
various detailed analyses of these differences 
as part of the performance measure process 
mandated by the Centers for Medicare & 
Medicaid Services. As first reported in year 
two, we found the following in year three: 
 

• Female and Hispanic beneficiaries 
showed lower penetration rates than for male and White beneficiaries.  

 
• In CY05 for every dollar spent on a White beneficiary, 86 cents was spent on a 

Hispanic beneficiary. For female beneficiaries the ratio was 77cents to every 
dollar for spent on male beneficiaries. 

 
• The disparity in cost for both Hispanic and female beneficiaries occurred in each 

of the seven service modalities in addition to the total. These data are discussed 
in Section 4. 

 
Repeating these analyses for year three performance measures, we found a decrease in 
the disparity in spending for Hispanic beneficiaries as compared to White beneficiaries. 
Spending for Hispanic beneficiaries increased to 91cents for each dollar spent on White 

Trend #2: Female and Hispanic 
beneficiaries appear to be 
underserved by the public 
mental health system. 
 
When compared to White male 
beneficiaries, female and Hispanic 
beneficiaries access the system 
less frequently. 
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beneficiaries. Although most modalities of service continued to show the same disparity 
as in previous years, CY06 outpatient cost per Hispanic beneficiary served was equal to 
or slightly higher than for White beneficiaries. 
 
Since these data represent only two years, we view this shift in spending as promising 
rather than an actual positive trend. Providing greater access to Hispanic beneficiaries 
and other underserved groups has been a statewide and MHP priority for a number of 
year. Next year’s data will include an increased number of programs partially funded by 
MHSA dollars and perhaps access for underserved populations will continue to improve. 
 
For female beneficiaries, however, the CY06 ratio remained at 77 cents for each dollar 
spent for male beneficiaries. Women comprise a higher percentage of the older adult 
age group which is also an MHSA priority. Whether additional older females served 
through MHSA will alter this disparity is questionable.  
 
A few MHPs have implemented creative outreach programs for underserved 
populations, including MHPs in Mono and San Benito Counties – as demonstrated by 
their respective exemplary practices in Section 6. 
 
Quality management and use of data: significant advances  
 

In contrast to years one and two, quality 
management and use of data was no longer 
the area most frequently cited by CAEQRO 
reviewers in their recommendations as 
needing improvement. We saw a strong 
positive trend in the system’s overall  
Access to and use of data as reflected in 
CAEQRO reviewers’ observations and 
recommendations. However, it still ranked 
second in these evaluation categories – 
indicating that it will remain an area of focus in 
the future. 

 
Increased use of data for performance management 
 
The use of data to drive performance management has been a major focus of our EQRO 
activities in each of our three review years.  
 

• In year one, we identified MHPs as “siloed organizations,” with limited internal 
communications among important groups such as quality improvement (QI), 
technology, program management and cultural competency as well as the staff 
involved in planning for programs funded through the Mental Health Services Act 
(MHSA). Access to data in many MHPs was nonexistent and quality activities 
were entirely devoted to compliance. 

 
• In year two, compliance continued to represent the major quality improvement 

(QI) activity. However, data became more accessible in an increased number of 
organizations and, as a result, collaboration between quality management and 
technology staff increased. MHSA planning activities accelerated interest in and 

Trend #3: MHPs are beginning to 
access and use data to drive 
performance management. 
 
We saw a strong positive trend in 
the system’s overall access to and 
use of data as reflected in 
CAEQRO reviewers’ observations 
and recommendations. 
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training about data, especially community population and prevalence data 
necessary to develop plans for new programs. 

 
• In years two and three, as we had recommended, cultural competence activities 

became integral components of an overall QI structure within many MHPs. An 
increased number of new QI work plans and updates to existing plans included 
timelines and other measurable objectives. 

 
• In year three, use of data moved to number two in the list of strengths identified 

in each report, even though it still ranked as the number one opportunity for 
improvement, especially for small-rural and small MHPs. 

 
“An emphasis on data driven decision-making…is slowly permeating the service delivery 
system.”  This quote from an individual MHP report actually characterizes many of the 
MHPs at the end of year three. Recommendations for a few MHPs actually suggested 
they simplify and prioritize the abundance of detailed data they produced and shared 
since staff and others felt overwhelmed by the detail. 
 
Continued challenges with data analytic skills 
 
Despite  increased availability of and intention to use data, many MHPs still struggled to 
understand what their data represented, how to formulate questions to investigate the 
data’s meaning, and how to identify data elements that may be relevant to key 
questions. The lack of data analytic skills was particularly evident in many MHPs’ 
ongoing inability to formulate and/or implement Performance Improvement Projects 
(PIPs). Some MHPs worked diligently on but had failed to consider data essential to the 
success of their projects. 
 
Lack of data and activities to measure beneficiary outcomes continued throughout the 
system. While a lack of staff resources contributed to this issue, the most significant 
factor was a lack of systems support. Outcomes measurement remains difficult and 
labor intensive since special chart reviews, data collection or survey administration 
would be necessary. 
 
In year three a number of clinical staff and contract providers commented that 
management did not respond to their request for available data and internal reports. 
Although officially categorized as an “opportunity for improvement,” the emergence of 
this complaint actually represents significant progress. We have not yet determined 
whether this is particularly associated with MHPs using newly installed clinical 
applications in which clinicians are able to enter more programmatic and client related 
data. 
 
As discussed in Section 2.3, year three data from Information Systems Capabilities 
Assessment (ISCA) surveys indicated that data analysis and reporting remain the 
weakest functional areas for IS in current use. Two new ISCA questions in year three 
indicated that less than 50 percent of the MHP’s current systems retain clinical diagnosis 
history. Systems also seem to vary in their reliability and accuracy in identifying co-
occurring disorders (COD). These two areas – clinical diagnoses and COD – represent 
basic and important clinical variables that are particularly important in monitoring and 
measuring outcomes. Although most key staff now understands the importance of such 
data, analysis of clinical and outcome data may lag until new IS are operational. 
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Information systems: sharp increase in implementations 
 
IS continues to be a key area of importance. In 
years one and two, we observed that MHPs 
were focused on maintaining legacy systems 
while considering new systems. However, in 
year three, we observed a significant increase 
in planning for and implementing new 
information systems (IS). 
 
We continued to see significant strengths for 
MHPs with experienced competent staff 
wresting maximum functionality from legacy 

systems while, in some cases, concurrently leading the implementation process for the 
new system. Some MHPs who had struggled with problematic long implementations of 
new systems showed improved processes and user-friendly functions in year three. 
Many MHPs still planning for new systems had expanded their planning or 
implementation processes to include clinical staff and less frequently, contract providers. 
 
More small-rural and small MHPs were actively implementing new IS than were any 
other group. These MHPs have historically had the least access to and experience with 
data- driven decision making. Consequently, while their new systems will increase their 
access to data, they will also require the development of staff support resources and 
analytic capabilities. 
 
New system planning still continued for a number of medium and large MHPs. Some 
issued RFPs, but budget constraints and lack of clarity about new requirements slowed 
their selection and implementation processes. Notable planning processes include both 
Los Angeles and Solano MHPs as illustrated by their respective exemplary practices in 
Section 6. 
 
Lack of appropriate resources for implementations and continued difficulties with 
business processes represented major challenges for a smaller group of MHPs than in 
years one and two. 
 
Wellness and recovery: notable improvements  
 

 
During year one, MHPs did little more than 
discuss wellness and recovery, and rarely 
mentioned resiliency for  youth/adolescent 
populations. In year two, many MHPs viewed 
these concepts as the exclusive domain of 
MHSA-related activities. We also observed 
some training and program plans that were 
part of an MHP’s existing programmatic 
initiatives. In addition, we noted some efforts 
to increase consumer/family participation in QI 
and other MHP processes/programs. 

 

Trend #4: MHPs are searching 
for or implementing new 
information systems in record 
numbers. 
 
This trend suggests an 
unprecedented level of change 
within the core information system 
infrastructure for California’s public 
mental health system. 

Trend #5: MHPs are beginning to 
implement consumer-focused 
programs. 
 
This trend appears to be largely 
tied to the implementation of 
programs funded by the Mental 
Health Services Act and not always 
integrated with other initiatives. 
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During our year three site visits, we continued to emphasize wellness and recovery 
efforts. Many MHPs discussed activities that they characterized as “consumer-focused” 
or “wellness – and recovery-focused.” However actual programming varied widely 
throughout the state, as noted below: 
 

• Vocational training and job opportunities. Often formal pre-vocational training 
and opportunities were still lacking despite their importance for consumers and 
families – including parents of adolescent and transition age youth. In fact, these 
areas ranked as one of the two most important priorities for consumers and 
families.  

 
• Wellness centers. A number of wellness centers had opened, many of which 

were thriving and very positively received by consumers. However, while 
wellness centers employed consumers or at least provided volunteer 
opportunities, they were not typically managed by consumers. In addition, 
despite a clear enthusiasm and support for wellness centers, some MHPs had 
started to use these programs as an alternative to clinical or other services for a 
variety of reasons including lack of capacity and reduction in funding. 
Consequently, wellness center staff in some MHPs were already feeling 
overwhelmed.  

 
• Consumer/family employment opportunities. Many MHPs had begun to 

employ more consumers/family members than in the past. We were able to 
conduct consumer/family employee focus groups or interviews in many more 
MHPs than in previous years. New employees were typically enthusiastic about 
their opportunities and eager to provide meaningful support in their new roles. 
Often, however, they were not clear about their roles, described themselves as 
“second class citizens” and felt enormously responsible to serve as “models” for 
other consumers. These sentiments were more prevalent among consumer staff 
employed by MHP programs. Consumers often felt that clinical staff in these 
programs were confused and/or ambivalent about how to engage them in the 
system. Consumers employed in separate official “consumer directed” programs 
or sites were less apt to express this set of concerns. 

 
Consumer employees who had been part of the system for a number of years 
generally retained their sense of responsibility and dedication and often reported 
good relationships with their supervisors. They were also more likely to express 
continued difficulties in being accepted by some staff and requested more 
opportunities for peer support and further training. 

 
• Consumer/family involvement in system transformation. Few MHPs involved 

consumers or families in management, QI programming or in meaningful 
advisory roles that have the potential to reshape the delivery system to support 
wellness, recovery and resiliency. Small-rural and small MHPs tended to be more 
successful in this area, while medium and large MHPs had a number of 
“opportunities for improvement.” 

 
Of greatest concern, however, few MHP managers described a process for integrating 
these concepts into their service system or articulated a detailed vision of what 
transformation means. At least ten MHPs were still simply discussing their plans to 
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introduce wellness, recovery and resiliency. And importantly, for a large number of 
MHPs, these concepts are equated with “an MHSA program.” 
 
Leadership and culture: organizational variables  
 

The importance of leadership and 
management skills emerged during our year 
two site visits. In every location with strong 
leadership, the MHP had made progress in 
key areas regardless of environmental 
challenges. Such directors and managers 
described environmental difficulties as part of 
their reality rather than as reasons for any lack 
of progress. These leaders were also 
concerned about the need to integrate MHSA-
funded programs across the entire service 
system and were concerned about the 

apparent separation between Medi-Cal and MHSA transformation principles. 
 
While strong leadership is a broad category, we found that open lines of communication 
and collaboration were differentiating characteristics in many MHPs that were able to 
overcome common environmental challenges. 
 

• Strong communication with stakeholders. Internal communication was 
important for line staff and supervisory morale. In some cases, new leadership 
had instituted communication vehicles which ranged from newsletters to intranet 
communications to staff advisory groups. Contractors also valued regular 
communication, especially about changes in processes and information system 
plans. Alameda MHP has been particularly successful in using Internet 
technology to facilitate communication, as illustrated by its exemplary practice in 
Section 6. 

 
• Collaboration with other entities. Collaboration appeared to increase as a 

strength but more commonly among small and small-rural MHPs than for large 
and medium MHPs. For example, conscious of their challenges in managing 
EQRO regulations, small counties combined forces to discuss and plan 
collaborative PIPs. Since this group is trending toward improved technology 
functionality, their collaboration is particularly encouraging. Other examples of 
collaboration included: 

 
o An increased number of MHPs established cooperative relationships with 

various health clinics – a marked increase from our year one and year two 
reviews.  

 
o Collaboration also extended to county departments as well as to contract 

providers. 
 
In our year two report we described FY06 as “A Year of Transition” – one in which MHPs 
were planning for major changes in programs, data and technology supports, and most 
importantly, in culture. In that same vein, we view FY07 as “The Year Changes Begin,” 
as reflected in the promising trends we have highlighted in this section. For each of 

Trend #6: Strong leadership can 
manage through environmental 
challenges. 
 
 
However, the performance of a 
number of MHPs suffered because 
of poor management and 
leadership skills.  
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these we also note corresponding issues to identify possible areas of intervention for 
both MHPs and the California Department of Mental Health. We expect that FY08 will 
continue and hopefully accelerate these positive trends. 
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GLOSSARY 

 
 

Definition 
 
 

Beneficiary Person covered by Medi-Cal insurance for medical/mental 
health and specific substance abuse services 

Consumer Person not covered by Medi-Cal insurance or the general 
term for those receiving services 

  
 
Acronym 

 
Meaning 

AOD Alcohol and Other Drugs 
ASOC Adult Systems of Care 
CalMEND California Mental Health Disease Management 
CBO Community based organization 
CIMH California Institute of Mental Health 
CMHDA California Mental Health Directors Association 
COD Co-Occurring Disorders 
CSI Client Service Information 
CSOC Children’s System of Care 
CWS  Child Welfare System 
DMH Department of Mental Health 
EBP Evidence Based Practice 
ECR Error Correction Report 
EOB Explanation Of Benefits 
EPSDT Early and Periodic Screening, Diagnosis and Treatment 
FSP Full Service Partnership 
FTE Full-time Equivalent 
HIPAA Health Insurance Portability and Accountability Act 
IDDT Integrated Dual Diagnosis Treatment 
IMD Institution for Mental Disease 
IS Information Systems 
IT  Information Technology 
LPS (Conservatorship) Lanterman, Petris and Short  
MH Mental Health 
MHP Mental Health Plan 
MHSA Mental Health Services Act 
MMEF Monthly Medi-Cal Eligibility Extract File 
OASOC Older Adult Systems Of Care 
PDSA Plan, Do, Study, Act 
PIP Performance Improvement Project 
QI Quality Improvement 
QIC Quality Improvement Committee 
SCERP Small County Emergency Risk Pool 
SMA Statewide Approved Maximum (rate amount) 
SD/MC Short-Doyle/Medi-Cal 
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GLOSSARY 

 
SOC Systems of Care 
TAY Transition Age Youth 
UMDAP Uniform Method of Determining Ability to Pay 
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MHP Size Categories for FY07 Data Analysis 
 
 
In performing data analysis for the FY07 Statewide Report, CAEQRO categorized 
mental health plans (MHPs) by two different sets of size categories: 
 

1. Five size categories – data on Medi-Cal beneficiaries, consumers or services. 
Most of the data analysis discussed in the annual report and displayed in the 
attachments reflects five size groupings: small-rural, small, medium, large, and 
very large. These categories are based on county population figures from the 
California, Department of Finance, E-1City/County Population Estimates, as of 
January 2006:  

 

Group Size County Population 
Small-Rural <54,999 
Small 55,000 to 199,999 
Medium 200,000 to 749,999 
Large 750,000 to 3,999,999 
Very Large >4,000,000 

 
With literally millions of records, five categories enable a substantial sample size 
in each category for meaningful analysis, such as revealing statistically 
significant trends.  When appropriate, we extracted Los Angeles from our data 
set and analyzed California Not Los Angeles (CANOLA) only.  

 
2.   Three size categories – health information systems survey data. In Section 2.3, 

FY07 Analysis of Health Information Systems, the figures are based on a 
relatively small number – 56 MHPs. In analyzing data collected from Information 
Systems Capabilities Assessment V6.1 we combined the categories "small" and 
"small-rural." In addition, Los Angeles results are contained in the "large" 
category. If we use five size categories, the results are diluted and the 
frequencies in each cell are very low. For example, the very large category (Los 
Angeles) would always have one. Therefore, five categories parse a relatively 
small data set into such a granular level that identifying themes or trends is not 
possible. 

 
 
On the following page, we include a table displaying a cross walk that lists each MHP 
and its associated size category. 
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Mental Health Plans and Size Categories 

Mental Health Plan Three Categories Five Categories 
Alameda Large Large 
Alpine Small Small-Rural 
Amador Small Small-Rural 
Butte Medium Medium 
Calaveras Small Small-Rural 
Colusa Small Small-Rural 
Contra Costa Large Large 
Del Norte Small Small-Rural 
El Dorado Small Small 
Fresno Large Large 
Glenn Small Small-Rural 
Humboldt Small Small 
Imperial Small Small 
Inyo Small Small-Rural 
Kern Large Large 
Kings Small Small 
Lake Small Small 
Lassen Small Small-Rural 
Los Angeles Large Very Large 
Madera Small Small 
Marin Medium Medium 
Mariposa Small Small-Rural 
Mendocino Small Small 
Merced Medium Medium 
Modoc Small Small-Rural 
Mono Small Small-Rural 
Monterey Medium Medium 
Napa Small Small 
Nevada Small Small 
Orange Large Large 
Placer/Sierra Medium Medium 
Plumas Small Small-Rural 
Riverside Large Large 
Sacramento Large Large 
San Benito Small Small 
San Bernardino Large Large 
San Diego Large Large 
San Francisco Large Large 



CA External Quality Review Organization   Attachment 2 – MHP Size Categories 
 

August 31, 2007  Page 171 
Statewide Report Year Three 

Mental Health Plans and Size Categories 

Mental Health Plan Three Categories Five Categories 
San Joaquin Medium Medium 
San Luis Obispo Medium Medium 
San Mateo Medium Medium 
Santa Barbara Medium Medium 
Santa Clara Large Large 
Santa Cruz Medium Medium 
Shasta Small Small 
Siskiyou Small Small-Rural 
Solano Medium Medium 
Sonoma Medium Medium 
Stanislaus Medium Medium 
Sutter/Yuba Small Small 
Tehama Small Small 
Trinity Small Small-Rural 
Tulare Medium Medium 
Tuolumne Small Small 
Ventura Large Large 
Yolo Small Small 
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Geographic Information Systems Maps 
• Med-Cal Penetration Rate 

• Approved Claim Amount Per Beneficiary Served 

• California Counties by Population 

• Average Monthly Unduplicated Eligible Persons 
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Attachment 4 
 
 
 

Sample Notification Packet 
• Notification Letter 

• Consumer/Family Member Focus Group Guidelines 

• Road Map to PIP 

• PIP Outline via Road Map 

• PIP Validation Tool (Refer to Attachment 11) 

• Information Systems Capabilities Assessment V6.1 
(Refer to Attachment 13) 

• Approved Claims Data (Refer to Attachment 6) 

• Demographic Charts (Refer to Attachment 5) 
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CCCaaalll iii fffooorrrnnniiiaaa   EEEQQQRRROOO      
560 J Street, Suite 390 
Sacramento, CA  95814 

 
 
 
Date 
 
 
 
Name 
Mental/Behavioral Health Director 
Name County Mental/Behavioral Health 
Address 
Address 
 
Dear < Mr. /Ms. /Dr.>: 
 
APS Healthcare is looking forward to the third year external quality review site meeting 
with the <Name> County Mental Health Plan (MHP) <on/from Date(s)>, from X a.m. – X 
p.m. 
 
The designated review team will include the following APS staff members: 
 

• Name, Lead Reviewer 
• Name, IS Reviewer 
• Name, Consumer/Family Member Consultant 
• An additional CAEQRO reviewer < if applicable, name(s) if known > 

 
The FY 06-07 reviews are customized according to the findings of the last CAEQRO 
review, and will include an evaluative process of the overall service delivery system as it 
relates to business practices and performance management. CAEQRO will review the 
following issues/recommendations based upon the < Name > MHP FY 05-06 CAEQRO 
review and report: 
(Include approximately five issues from last year’s report.) 

• A review of … 
•  

 
In addition to those specific issues outlined above, the review includes the following 
components: 
 

1. The new Information System Capabilities Assessment V6.1. CAEQRO revised 
the ISCA with stakeholder input and approval by DMH 

2. Two active and ongoing Performance Improvement Projects (PIPs) – one clinical 
and one non-clinical 
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3. The MHP’s utilization of data designed to support decision-making, including the 
use, if any, of the data provided by CAEQRO at the last review 

4. At least three MHP changes initiated or reinforced from the last CAEQRO review 
5. Any changes, progress, or milestones in quality improvement processes and 

activities since the last review – with emphasis on processes for measuring and 
improving timely access to care and consumer outcomes 

6. Wellness and recovery principles throughout the system 
7. Interviews with key staff from clinical services, administration, quality 

improvement, research and analysis, information systems, and clerical/data entry 
8. < One/two/three > 90-minute consumer/family member focus < group/groups > 

with a minimum of 8 and a maximum of 10 participants. Please refer to the 
attached Focus Group Guidelines and organize the focus group(s) according to 
the following criteria: 
• < Identify criteria here for each focus group. > 
•  

 
As part of the process, CAEQRO reviews Medi-Cal approved claims data for each MHP, 
which will be discussed on-site as it applies to the various review components described 
above. A copy of these data are attached.  
 
Please discuss with the Lead Reviewer the detailed list of planned participants for each 
scheduled session so that the appropriate individuals are included in each component of 
the review. This includes the various activities requiring the participation of the following 
individuals: 
 

• Executive Leadership 
• Information Systems 
• Finance, Billing, and Operations 
• Quality Improvement, Data Analysis, and Research 
• Key line staff and supervisors within direct clinical and psychiatric/medical 

services 
• Consumers and family members employed by the MHP 
• < approximate number of providers > organizational contract providers 

 
CAEQRO reviews a variety of documents in planning for the site review. If any of these 
documents are not available electronically, please discuss with the Lead Reviewer an 
alternate medium for submission.  
 
Please submit the following to the Lead Reviewer at (name@apshealthcare.com) by < 
Date in approx 30 days >: 
 

1. The completed ISCA V6.1 attached 
2. Two active and ongoing PIPs – one clinical and one non-clinical – submitted 

using the format “PIP Outline with Road Map” attached. CAEQRO created this 
document to assist the MHPs in submitting PIPs that describe all of the elements 
required by the CAEQRO PIP Validation Tool, also attached for your reference. 

3. The current Quality Improvement Work Plan and the most recent report 
evaluating the QI Work Plan 

4. Quality Improvement Committee (or equivalent) meeting minutes since the last 
review 
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5. Cultural Competence Committee (or equivalent) meeting minutes since the last 
review 

6. A copy of the Cultural Competence Plan and/or Latino Access Study if either of 
these documents have been revised since the last review 

7. A list of cultural competence and wellness/recovery training that occurred since 
the last review and any scheduled upcoming training 

8. A list of beneficiary and/or staff surveys conducted since the last review. For at 
least one survey, provide the survey tool, a summary of the results, and 
discussion of any activities resulting from these results. 

9. A detailed MHP organizational chart 
10. Two counties the MHP uses for comparison and the rationale for the selection 
11. The MHP’s current mission or vision statement 
12. A list of the current MHP strategic initiatives 
13. < Additional documents requested for this MHP, if applicable > 

 
The CAEQRO Lead Reviewer will develop a detailed agenda with the designated MHP 
contact so that involved participants can appropriately plan their time. This process will 
occur upon CAEQRO’s receipt and review of the requested documentation and 
confirmation of the date(s)/times(s) of the consumer/family member focus group(s). In 
addition, please confirm the availability of two meeting rooms that can accommodate the 
MHP and APS staffs conducting simultaneous review activities, as well as a room that 
can accommodate a consumer/family member focus group of up to twelve individuals. 
Please inform the Lead Reviewer if the consumer/family member focus group(s) will be 
held off-site and how much transportation time to allow. 
 
Please advise the staff person who will be coordinating this review to contact the Lead 
Reviewer directly at < number > or name@apshealthcare.com by <DATE> so that we 
may begin discussing and planning the review. 
 
Sincerely, 
 
Name 
CAEQRO Lead Reviewer 
  
< Delete Blue individuals not involved in the review: > 
 
cc: Sheila Baler, Executive Director, CAEQRO 

Rita McCabe, DMH Medi-Cal Policy and Support 
Anne Murray, DMH Medi-Cal Policy and Support 
Sophie Cabrera, DMH Medi-Cal Policy and Support 
Mike Reiter, Administrative Director, CAEQRO 
Sandra Sinz, Site Review Team Director, CAEQRO 
Saumitra SenGupta, Director of Information Systems, CAEQRO 
Carol Borden-Gomez, Senior Systems Analyst, CAEQRO 
Bill Ullom, Senior Systems Analyst, CAEQRO 
Jerry Marks, Senior Systems Analyst, CAEQRO 
Hui Zhang, Reporting Manager, CAEQRO 
Lisa Farrell, Data Analyst, CAEQRO 
Dennis Louis, Information Systems Consultant, CAEQRO 
Beverly McGuffin, Review Consultant 
Rudy Lopez, Review Consultant 
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Bob Martinez, Consultant in Cultural Competence 
Name, Consumer/Family Member Consultant 
Name, MHP QI Coordinator 
Name, MHP IT/IS Manager 

 
Attachments: 
 
 ISCA V6.1 
 PIP Outline with Road Map – for use to submit PIPs 
 Road Map to a PIP 

CAEQRO PIP Validation Tool 
Consumer/Family Member Focus Group Guidelines 

 Approved Claims Data 
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CCCaaallliiifffooorrrnnniiiaaa    EEEQQQRRROOO    

   
Consumer/Family Member Focus Group Guidelines 

 
The Consumer/Family Member Focus Group is an important component of the CAEQRO 
Site Review process. Obtaining feedback from those who are receiving services from the 
MHP provides significant information regarding quality of care. The focus group(s) will be led 
by a CAEQRO Consumer/Family Member Consultant with a CAEQRO Site Reviewer 
participating as a recorder. 
 
The Notification Letter identifies the demographic parameters of the focus group(s). In 
addition, the following guidelines apply to all focus groups. The MHP’s review coordinator 
should familiarize him or herself with all of the items below, taking full responsibility for all 
pre-planning logistics of the focus groups. Any contract provider who is sponsoring a group 
should have a full understanding of these logistical issues and should coordinate the 
specifics with the MHP prior to the site review. Direct any questions or suggested changes to 
the Lead Reviewer prior to the site review. 

 
1. The focus group participants should not include:  

• Consumer/family member employees, advocates, Mental Health Board 
members, or any participants who represent the MHP in an official capacity 

• Staff members or other stakeholders who want to observe 
• More than one individual from the same family within the same focus group 

(e.g., spouses, parent/child) 
• Participants who participated in previous CAEQRO consumer/family member 

focus groups 
 
2. Schedule the group(s) at a time and location that is convenient for consumers 

and family members. Discuss the time and location with the Lead Reviewer so 
that travel time is built into the agenda. Consider additional strategies that can 
improve focus group attendance by: 
• Offering snacks, lunch, and/or transportation to participants 
• Posting signs in the waiting areas inviting participants to sign up 
• Coordinating with the clinical staff and consumer self-help programs to enlist 

participants 
 

3. Inform potential participants of the purpose of the 90 minute focus group – 
specifically that APS is an external review organization and not affiliated with the 
county or DMH, and that the group is being conducted in order to solicit 
comments about their experiences with the mental health system. The distinction 
between the focus group and group therapy should be clear prior to the group. 

 
4. Invite enough individuals so that there are a minimum of 8, and no more than 10, 

participants in each focus group. (Many MHPs invite 14-16 people to assure 
attendance of 8-10.) CAEQRO will provide 10 gift cards for each focus group, but 
the MHP should be prepared with additional gift cards if there are more than 10 
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participants. Please do not advertise these gift cards as a mechanism for 
recruiting participants.  

 
5. Advise the Lead Reviewer if mono-lingual participants are expected in the group 

so that interpreter needs can be addressed. Limit each focus group so that no 
more than one language requires an interpreter within a single focus group. If the 
MHP would like to have an additional focus group to reach multiple threshold 
language groups, this can be explored with the Lead Reviewer prior to the site 
review. 
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6.  
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Attachment 5 
 
 
 
 

Claim/Demographic Data (CY05) 
• MHP Size Groups 

• MHP by DMH Regions 

• All MHPs 
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Attachment 6 
 
 
 
 

Contra Costa County MHP – Approved Claims 
Data CY05 

• Medi-Cal Approved Claims Data Report 

• Medi-Cal Eligibles vs. Beneficiaries Served Chart 
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Attachment 7 
 
 
 
 

San Francisco County MHP – Approved Claims 
Data for Foster Care Beneficiaries FY05 
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Attachment 8 
 
 
 

Site Visit Activities Guidelines 
• MHP Review Structure Template 

• Sample Consumer/Family Member Focus Group 
Questions 

• Sample Review Agenda 
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MHP Review Structure Template 
 
 
 
Total served:   
Total budget:   
# FTE in positions:  
% services at the County:   
 
 
Introductory Session 
 
 
• Introductions – sign-in sheets 
 
• EQRO federal regulations of managed care entities – annual quality review of each 

MHP 
- Special attention to issues of access, timeliness, outcomes, and quality 

 
• CAEQRO review priorities and strategies  

- Review of quality processes and use of data to support those processes 
- Review documentation and conduct interviews with key individuals – staff, 

c/fm, providers 
- Come back together at the end for a brief wrap-up, describe plan for 

report/etc 
 
• Year Three priorities include following up on previously identified issues and 

identifying growth in areas of data-driven performance management. 
 

- Revised documents to guide this process: 
1) Specify documents relevant to each MHP in the notification letter 
2) Updated ISCA V6.1 
3) To help MHPs with PIPs:  Road Map and Outline with Road Map 
4) Revised PIP Validation Tool to be more clear and specific 
5) Revised our approved claims format and will continue to do so 
 

- Focusing on more opportunities to do technical assistance/training in group 
environments 

 
- Increasing the ways in which we use the data available to us – more analysis by 

ethnic group, gender, foster care, retention – emphasizing comparisons where 
feasible 

 
• Issues identified in the MHP’s notification letter: 
 

<Specify the 5-6 items from the notification letter> 
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Strategic Initiatives & Changes in the MHP 
 
• How has MHSA supported your strategies? 

 
• How have changes in the MHP been for the positive or perhaps not? 
 
• Major initiatives identified from MHP documentation: 
 

< Specify the initiatives provided by the MHP. Identify for each the related goals, 
strategies, measurements, status > 

 
 
Last Year’s Report Recommendations 
 
• Our goal is to encourage improvement in problem areas, whether or not the chosen 

methods were the ones we recommended. Did any new processes or improvements 
occur that resulted from the review, the report, or the data we brought? 

 
• Was there anything about the report that was helpful? 

 
• Which recommendations were more meaningful versus didn’t seem important? 
 
• What was done to address areas needing improvement? 
 
• MHP’s specific recommendations for discussion and rating: 
 

< Specify the most important recommendations from the FY06 MHP Report > 
 

 
Follow-up issues from last year or from document review 
 
• Identify any other areas from last year’s report or this year’s document review that 

require clarification or discussion. 
 
 
Performance Management 

 
• What reports do you use to measure performance and daily operations? 
 
• Which reports let you know how you are doing in terms of your strategic initiatives or 

other goals? 
 
• What data do you provide to staff, contractors, consumers, etc? 
 
• How did any of your own data guide your MHSA process? Did this process assist 

you in determining other ways to use data to guide management and development in 
other programs? 
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Performance Improvement Projects 
 
• How are your QI processes set up to foster identification of potential PIPs? 
 
• Are your PIP topics significant enough to stimulate interest and receive the 

necessary attention and resources it requires to be successful? 
 
• Do the PIPs represent different aspects of the MHP? 
 
• Refer to PIP Validation Tool as appropriate. 
 
 
Issues from approved claims data 
 
• Identify any outliers or changes in approved claims data for the MHP 
 
• What are the MHP’s impressions or hypotheses regarding the approved claims data?  
 
• Specific emphasis on performance measures: 
 

 Latino penetration and approved claims 
 

 Gender penetration and approved claims 
 
 
Staff and Provider Interviews and Field Visits 
 
Identify questions based upon issues identified from last year’s report, this year’s 
document review, and/or this year’s review so far. 
 
 
Wrap-Up 
 
• Closure 

• Thank you for the preparation 

• Preliminary themes or observations from the review 

• Identify any outstanding documentation 

• Describe post-site and report process, including  from the MHP regarding the draft 

• Any valuable items to include in the report from MHP’s perspective 

• Available for technical assistance 

• Check out the website
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Sample Consumer/Family Member Focus Group 
Questions 

• Identify those questions relevant to this review 
• Adapt questions as appropriate for the MHP or participants & skip questions not 

relevant 
• Add questions based upon the last year’s report, document review, or findings so far  

Ask participants to introduce themselves – first name, programs they are involved in, 
how long they have received services in this County's system 

1. How did you get invited to this group? 

2. What services do you receive that are the most helpful to you?  

3. Do you receive services that help you with "real life" problems like dealing with 
your bills, living on your own, finishing school, or getting a job?   

4. What goals are most important for you, and how do your services help you get 
there? 

5. Do you have hope that you can "recover" from the problems that brought you here 
for services? How would you know if you achieved that? 

6. Do you participate in any groups? Are there other kinds of groups that you think 
would help you that aren't offered?  

7. Do you know about opportunities to help others as a peer volunteer or an 
employee?  

8. If you want your family involved, how does your provider include your family in 
ways that helps you?  

9. Often people are afraid to ask for help. When you first asked for help here, did the 
staff help make you feel comfortable?  

10. Is there more that they can do to encourage others to come in when they need 
help? 

11. How easy or difficult is to get an appointment with a psychiatrist? How satisfied are 
you with these services?  

12. Does your psychiatrist also work with your primary care doctor to make sure that 
the medications they both prescribe work together? 

13. If you need help for mental health and substance use problems, how are those 
services provided? 

14. What would you do if you felt that the staff person working with you wasn't a good 
fit? 

15. What do you recommend for improving services here?  
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Sample Review Agenda 
 
 

Day One  
 

Time CAEQRO Activities 
 
9:00 – 12:00 
 
break at 
approx 10:30 

 
Performance Management 

 
• Introductions of review participants 
• CAEQRO overview of review intent 
• MHP significant changes over the past year 
• MHP current strategic initiatives 
• CAEQRO report recommendations 
• MHP use of data to support decision-making, planning, and assessing the 

effectiveness of services and procedures – including data access, analysis, 
interpretation, and plans of action 

 
Include those in authority to identify relevant issues, conduct performance 
improvement activities, and implement solutions, including but not limited to: 

• MHP Director, Deputy Directors, Division Managers, and other relevant 
senior staff in: fiscal, clinical, IS, medical, QI, or research 

• Involved consumer and family member representatives 
 

12:00 – 1:00 APS Staff Lunch (On-Site) 
 
1:00 – 2:00 

 
Performance Management – continued 

 
• Performance improvement measurements used to support decision-making, 

planning, and assessing the effectiveness of services and procedures – 
including data access, analysis, interpretation, and plans of action 

• Discussion of CAEQRO claims data 
• Sharing of data with stakeholders 
 

 
2:15 – 3:45 
 

 
Information System Enhancements 

 
 
3:45 – 5:00 

  
Reports Committee 

 
 
7:00 – 8:30 

 
Consumer/Family Member  

Focus Group  
(Latino consumers & family members) 
 

 



CA External Quality Review Organization       Attachment 8 – Site Visit Activities Guidelines 
 

August 31, 2007                                                                              Page 
224 

Statewide Report Year Three 

Day Two 
 

 
Time CAEQRO Activities 
 
9:00 – 10:30 

 
Wellness & Recovery implementation 

 

 

 
Contract Provider Site Visit 

  
Operations/Support and Clinical staff 

 
 Travel 
 
11:00 – 
12:00 

 
MHP Clinical Line Staff 

 
8-10 participants 

representing various 
programs 

 

 
Consumer Employee 

Group Interview 
 

6-8 consumers who are 
employed within the MHP 
and/or contract providers 
  

 
ISCA Group Interview 

 

12:00 – 1:00 APS Staff Lunch (Off-Site)  
 Travel 
 
1:30 – 3:00 

 
MHP Providers Clinical 

Supervisors  
Group Interview 

 
8-10 mid-level managers 

representing various 
programs 

 

 
1:00 – 2:30 

 
Adult Consumer  

Focus Group  
 

 
SD/MC Claims Processing 

 
To include Auditor/Controller 

staff and other MHP staff 
involved in claims processing 
 
 

 
 Travel 
 
3:45– 5:00 

 
 

 
MHP Provider Visit 

 
 

 
6:00 – 7:30 
 

 
Family Member Focus Group  

 
(Family Members of  

Adult and Child Consumers) 
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Day Three 
 
 

 
11:00 – 12:30 

 
Performance Improvement Projects 

 
Discussion includes topic and study question 
selection, baseline data, barrier analysis, 
intervention selection, methodology, results, and 
plans 
 
Participants should be those involved in the 
development and implementation of PIPs, 
including, but not necessarily limited to:   
o PIP committee 
o Directors, Division Managers, or involved 

Supervisors 

 
Contract Provider Site Visit  

 
Operations/Support  

and Clinical Staff 
 
 
 

12:30 – 1:30 APS Staff Lunch (On-Site) 
 
1:30 – 2:30 

 
QI/IS/Research Analyst Group Interview  

 
Interface, collaborative projects, and strategies for data management 

 

Time CAEQRO Activities 
 
9:00 – 10:30 
 

 
Contract Provider Site Visit 

 
Administration, support, and clinical Staff 

 
 Travel 

2:30 – 2:45 APS Staff Meeting 
 
2:45 – 3:15 

 
Wrap-Up 

 
• Closing the review with discussion of some preliminary themes and issues 
• CAEQRO next steps after the review 
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CCCaaallliiifffooorrrnnniiiaaa    EEExxxttteeerrrnnnaaalll   QQQuuuaaallliiitttyyy   RRReeevvviiieeewww   OOOrrrgggaaannniiizzzaaatttiiiooonnn   
   
   

<<<   NNNaaammmeee   >>>   CCCooouuunnntttyyy   MMMHHHPPP   
<<<   DDDaaattteeesss   ooofff   RRReeevvviiieeewww   >>>   

 
 
Introduction and Scope 
 
The California Department of Mental Health (DMH) is charged with the responsibility of 
evaluating the quality of specialty mental health services provided to beneficiaries enrolled in 
the Medi-Cal managed mental health care program. 
 
This report presents the third year findings of an external quality review of the < Name > County 
mental health plan (MHP) by the California External Quality Review Organization (CAEQRO), a 
division of APS Healthcare, < from/on date to date >. CAEQRO customized this year’s review 
based upon last year’s review findings, emphasizing the MHP’s approach to strategic planning 
and performance management. 
 
Consistent with this approach, CAEQRO’s intent is to include findings on the following areas: 
 

• Any changes, progress, or milestones in the MHP’s approach to performance 
management – including the overall service delivery system, business practices, and 
quality improvement processes 

 
• Information Systems Capabilities Assessment V6.1 (ISCA) 

 
• Two current Performance Improvement Projects (PIPs) — one clinical and one non-

clinical 
 

• Implementation of wellness and recovery practices throughout the system 
 

• Interviews with key MHP clinical, administrative, information systems, and clerical/data 
entry staffs and, where appropriate, contract provider staffs 

 
• <#> 90-minute focus group(s) with beneficiaries and family members 

 
The review agenda and the list of participants follow the body of the report as Attachments A 
and B. A description of the source of data for Tables 1 through 7 follows as Attachment C. The 
Medi-Cal approved claims data summary and any other data CAEQRO provided to the MHP 
follow as Attachment D. The detailed results from applying the PIP validation tool and the 
MHP’s PIPs as submitted follow as Attachments E and F respectively. 
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Review Findings for Fiscal Year 2006-2007 
 
Status of Fiscal Year 2005-2006 Recommendations 
 
In the FY05-06 site review report, CAEQRO made a number of recommendations for 
improvements in the MHP’s programmatic and/or operational areas. During the FY06-07 site 
visit, CAEQRO and MHP staffs discussed the status of the FY05-06 recommendations 
summarized below: 
 

• < List issue followed by colon: > 
 Fully addressed   Partially addressed  Not addressed 

 
< Text here if no bullets > 
o < Text here if bullets > 

 
• < List issue followed by colon: > 

 Fully addressed   Partially addressed  Not addressed 
 

< Text here if no bullets > 
o < Text here if bullets > 

 
• < List issue followed by colon: > 

 Fully addressed   Partially addressed  Not addressed 
 

< Text here if no bullets > 
o < Text here if bullets > 

 
• < List issue followed by colon: > 

 Fully addressed   Partially addressed  Not addressed 
 

< Text here if no bullets > 
o < Text here if bullets > 

 
Changes in the MHP Environment 
 
CAEQRO views changes in the MHP environment as those external events having a significant 
effect on the quality of the overall service delivery system since the last review. These changes 
have the potential to affect an MHP’s business practices, strategic planning, and program 
development during the new fiscal year and over the long term. 
 
For the MHP, significant events include the following: 
 

• < Issue 1 > 
 

• < Issue 2 > 
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Delivery System Performance Management 
 
Strategic emphasis 

 

• < Issue > 
 

• < Issue > 
 

• < Issue > 
 

• < Issue > 
 
Significant delivery system changes since the last review 
 

• < change > 
 

• < change > 
 

• < change > 
 
Utilization of data for performance improvement 

 
CAEQRO emphasizes the analysis of data as a key tool for performance management, paying 
particular attention to data used to monitor and improve access and timeliness of services as 
well as quality of care. The MHP presented the data and/or reports it uses to manage 
performance. Discussion of these reports included the following issues: 

 
• < Issue > 

 
• < Issue > 

 
• < Issue > 

 

• < Issue > 
 

Medi-Cal Claims Data for Managing Services 
 
Source of data for Tables 1 – 7 

 
Information to support Tables 1 through 7 is derived from four source files containing statewide 
data. A description of the source of data follows in Attachment C. 
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Current Medi-Cal approved claims data 
 

CAEQRO provided the MHP with a summary report of Medi-Cal approved claims data that 
follows as Attachment D. Table 1 displays key elements from this report. In each ranked 
category, rank 1 is the highest value; rank 56 is the lowest value. < If applicable; if not, delete 
the next sentence: > CAEQRO provided additional data related to < foster care approved 
claims, contract provider utilization, retention, etc. – specify for the MHP any extra drill-downs 
that were provided >, which also follow in Attachment D. 

 
Table 1 – CY2006 Medi-Cal Approved Claims Data 

Element 
< insert 

MHP 
name > 

< insert 
region > 

MHPs of 
Similar 
Size - < 
insert 
size > 

Statewide 
Rank 

Out of 56 
MHPs 

Reviewed 

Penetration rate XX% XX% XX% XX% X 
Approved claims per 
beneficiary served per year $XX $XX $XX $XX X 

Approved claims per  
eligible per year $XX $XX $XX $XX X 

Penetration rate – Foster 
care XX% XX% XX% XX% N/A 

Approved claims per 
beneficiary served per year – 
Foster care 

$XX $XX $XX $XX N/A 

Delete if not used $XX $XX $XX $XX X 

Delete if not used $XX $XX $XX $XX X 
 

As part of the pre-site process, CAEQRO asked the MHP to identify two other counties that it 
deems to be useful for comparison purposes – identified for similarities in treatment philosophy, 
organizational structure, region, size, demographics, or other relevant characteristics. The table 
below includes elements from Medi-Cal approved claims data for the MHP and the two other 
identified MHPs. 

 
Table 2 – CY2006 Medi-Cal Eligibility and Claims Information from Comparable Counties 

Element < insert MHP 
name > 

< insert other 
MHP name > 

< insert other 
MHP name> 

Average number of eligibles  
per month X X X 

Number of beneficiaries served 
per year  X X X 

Penetration rate XX% XX% XX% 

Penetration rate – Rank  X X X 

Approved claims per year $XX $XX $XX 
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Element < insert MHP 
name > 

< insert other 
MHP name > 

< insert other 
MHP name> 

Approved claims  
per eligible per year $XX $XX $XX 

Approved claims per eligible  
per year – Rank X X X 

Approved claims per beneficiary 
served per year $XX $XX $XX 

Approved claims per beneficiary 
served per year – Rank X X X 

Penetration rate – Foster care XX% XX% XX% 
Approved claims per beneficiary 
served per year – Foster care $XX $XX $XX 

Delete if not used X X X 
 

Review of Medi-Cal approved claims data included the following issues that may reflect access 
to services and quality: 

 

• < Issue > 
 
• < Issue > 
 

• < Issue > 
 
• < Issue > 

 
The table below includes CY2005 Medi-Cal approved claims data showing number and the 
percentage of beneficiaries who received the number of services indicated in the first column. 
These data are compared with the statewide rates and the range of all MHPs. 
 
Table 3 – CY2005 Retention Rates 

< insert MHP name > Range  Number of  
Services 
Approved per 
Beneficiary 
Served  

# of  
beneficiaries % 

Cumu-
lative 

% 

 Statewide 
% Minimum 

% 
Maximum  

% 

1 service    8.66 2.05 25.00 

2 services    6.33 2.99 13.72 

3 services    5.39 1.84 11.76 

4 services    4.82 2.24 17.65 

5 - 15 services    31.87 20.07 41.49 

> 15 services    42.92 11.76 61.55 
 



CA External Quality Review Organization                  Attachment 9 – Sample Report Format 
 

August 31, 2007                                                                            Page 234 
Statewide Report Year Three 

Review of the retention data included the following issues: 

 
• < Insert relevant text > 

 
Medi-Cal claims history 
 
The table below provides trend line information from the MHP’s Medi-Cal eligibility and 
approved claims files since FY02-03. 
 

Table 4 – Medi-Cal Eligibility and Claims Trend Line Analysis 

Fiscal Year 
 

Average 
Number 
Eligibles 

per 
Month 

Number of 
Beneficiaries 
Served per 

Year 

Pene- 
tration 
Rate 

Approved 
Claims 

Approved 
Claims per 

Eligible 
per Year 

Approved 
Claims per 
Beneficiary 
Served per 

Year 
FY04-05 X X XX% $XX $XX $XX 

FY03-04 X X XX% $XX $XX $XX 

FY02-03 X X XX% $XX $XX $XX 
 
Discussion of trends in Medi-Cal approved claims data over time included these issues: 

 

• < Insert relevant text > 
 
• < Insert relevant text > 

 
Medi-Cal denied claims information appears in the following table. These are denials in Medi-
Cal claims processing, not the result of disallowances or chart audits. Denial rate rank 1 is the 
highest percentage of denied claims; rank 56 is the lowest percentage of denied claims. 
 
Table 5 – Medi-Cal Denied Claims Information 

Fiscal 
Year 

MHP 
Denial 
Rate 

Denial 
Rate 
Rank 

Statewide 
Median 

Statewide  
Range 

< other 
MHP 

name > 
Denial 
Rate 

< other 
MHP 

name > 
Denial 
Rate 

FY05-06 XX% X 6.32% 1.18% - 37.57% XX% XX% 

FY04-05 XX% X 3.24% 0% - 36.78% XX% XX% 

FY03-04 XX% X 3.82% 0% - 30.11% XX% XX% 
 
Discussion of Medi-Cal denied claims included: < Delete this if N/A > 
 

• < Any relevant text regarding the above table > 
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Performance Measurement Results 

 
As the Performance Measurement for Year Two, CAEQRO analyzed a number of demographic 
and service activity variables associated with the average dollar amount of Medi-Cal approved 
claims per beneficiary served during calendar year 2005. Statewide data showed that the 
average dollar amount discrepancy among various populations was especially noteworthy in 
two groups. 
 

• The dollar amount approved for female Medi-Cal beneficiaries was lower than for males. 
 
• The dollar amount approved for Hispanic/Latino Medi-Cal beneficiaries was lower than 

for Whites. 
 
The tables below show the results of these analyses for the MHP, comparing the MHP results 
with statewide and MHP identified comparison county/MHP averages and ratios. Table 6 
reflects approved claims data and a ratio of penetration rates between Hispanics and Whites. 
This ratio takes into consideration the overall percentage of the MHP’s Hispanic Medi-Cal 
eligibles as well as the percentage of Hispanic Medi-Cal beneficiaries that received services 
during the year. Similar calculations follow in Table 7 for Female to Male Medi-Cal beneficiaries. 
 
Table 6 – CY2005 Performance Measurement Results – Hispanic/Latino versus White 

Number of  
Beneficiaries 

Served per Year 

Approved Claims per 
Beneficiary Served 

per Year 
Ratio of  

Hispanic versus White for  
Hispanic White Hispanic White Penetration 

Rates  
Approved 

Claims  
< MHP >       

State 109,751 179,501 $3,601 $4,178 .25 .86 

< other MHP >       

< other MHP >       
 
Table 7 – CY2005 Performance Measurement Results – Female versus Male 

Number of  
Beneficiaries 

Served per Year 

Approved Claims per 
Beneficiary Served 

per Year 
Ratio of  

Female versus Male for  
Female Male Female Male Penetration 

Rates 
Approved 

Claims 
< MHP >       

State 223,630 203,348 $3,501 $4,563 .83 .77 

< other MHP >       

< other MHP >       
 
Discussion of the performance measurement data included: 
 

• < Any relevant text regarding the above table > 
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Consumer/Family Member Focus Group(s) 
 
CAEQRO conducted < one/two/three > 90-minute focus < group/groups > with consumers and 
family members during the site review of the MHP. < The focus group was held at – if more than 
one group, include this information below under the header. > The focus group questions 
emphasized the availability of timely access to services, recovery, peer support, cultural 
competence, improved outcomes, <and> consumer and family member involvement, < etc., 
based upon MHP >. CAEQRO provided gift certificates to thank the consumers and family 
members for their participation. 
 
Consumer/Family Member Focus Group 1 – < delete this header if only one focus group > 
 
< Describe significant focus group findings, including where the group was held >  
 
Table 8 – Consumer/Family Member Focus Group <1 > 
Number/Type of Participants  Estimated Ages of Participants 
Consumer Only   Under 18  
Consumer and Family Member   Young Adult (approx 18-24)  
Family Member of Adult   Adult (approx 25-59)  
Family Member of Child   Older Adult (approx 60 and older)  
Family Member of Adult & Child     
Total Participants     

 
Preferred Languages  Estimated Race/Ethnicity 
< List all that apply >   < List all that apply >  
     
     
< Delete unused rows >     

 
Gender 
Male  
Female  

 
Interpreter used for focus group 1:   No    Yes Language(s): >  
 
Consumer/Family Member Focus Group 2  
< Delete section if only one focus group and renumber all tables to follow > 
 
< Repeat above tables for additional focus groups > 
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Performance Improvement Project Validation 
 
Clinical PIP validation 
 
The MHP presented its study question for the clinical PIP as follows: 

 
“< Study Question > “ 

 
< Describe the current status of the PIP, including salient information regarding the PIP > 
 
Attachment F includes PIPs submitted by the MHP. < Followed by one of the following 
sentences, amended if necessary depending upon what/how the MHP submitted > Because the 
MHP submitted a clinical PIP in a different format, attachment F also includes the requested 
format. < OR > However, the MHP did not submit a clinical PIP. The requested format follows 
as Attachment F. 
 
CAEQRO’s discussions with the MHP staff included activities to date regarding the PIP, plans 
for the PIP, and technical assistance to improve this PIP. Relevant details of these issues and 
recommendations are included within the comments of the PIP validation tool that follows as 
Attachment E. CAEQRO applied the PIP validation tool to all PIPs, rating each of the 44 
individual elements as either “met,” “partial,” “not met,” or “not applicable.” These elements 
reflect ten categories with the results summarized in the table below. 
 
Table 9 – Clinical PIP Validation Review Results Summary 
Step Individual Criteria Key Criteria 

 Met Partial Not 
Met N/A Met Total 

Possible

1 Study topic      1 

2 Study question definition      2 

3 Clearly defined study indicators      4 

4 Correctly identified study population      1 

5 Use of valid sampling techniques     N/A 0 

6 Use of reliable data collection 
processes      1 

7 Appropriate intervention/improvement 
strategies      1 

8 Analysis of data and interpretation of 
study results      3 

9 Creation of a plan for real 
improvement     N/A 0 

10 Achievement of sustained 
improvement     N/A 0 

 Total of 44 criteria      13 
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CAEQRO offered further technical assistance as needed as the MHP continues to develop, 
implement, and improve its PIP. 
 
Non-clinical PIP validation 
 
The MHP presented its study question for the non-clinical PIP as follows: 

 
“< Study Question > “ 

 
< Describe the current status of the PIP, including salient information regarding the PIP > 
 
 
Attachment F includes PIPs submitted by the MHP. < Followed by one of the following 
sentences, amended if necessary depending upon what/how the MHP submitted > Because the 
MHP submitted a non-clinical PIP in a different format, attachment F also includes the 
requested format. < OR > However, the MHP did not submit a non-clinical PIP. The requested 
format follows as Attachment F. 
 
CAEQRO’s discussions with the MHP staff included activities to date regarding the PIP, plans 
for the PIP, and technical assistance to improve this PIP. Relevant details of these issues and 
recommendations are included within the comments of the PIP validation tool that follows as 
Attachment E. CAEQRO applied the PIP validation tool to all PIPs, rating each of the 44 
individual elements as either “met,” “partial,” “not met,” or “not applicable.” These elements 
reflect ten categories with the results summarized in the table below. 
 
Table 10 – Non-Clinical PIP Validation Review Results Summary 
Step Individual Criteria Key Criteria 

 Met Partial Not 
Met N/A Met Total 

Possible

1 Study topic      1 

2 Study question definition      2 

3 Clearly defined study indicators      4 

4 Correctly identified study population      1 

5 Use of valid sampling techniques     N/A 0 

6 Use of reliable data collection 
processes      1 

7 Appropriate intervention/improvement 
strategies      1 

8 Analysis of data and interpretation of 
study results      3 

9 Creation of a plan for real 
improvement     N/A 0 

10 Achievement of sustained 
improvement     N/A 0 

 Total of 44 criteria      13 
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CAEQRO offered further technical assistance as needed as the MHP continues to develop, 
implement, and improve its PIP. 
 
Additional PIPs completed or discontinued since the last review 
< Delete section if n/a or amend as needed to describe the status of other PIPs. > 
In addition to the two PIPs described above, the MHP also completed its PIP on < topic >. 
< Describe plan for monitoring sustained improvement and any recommendations in that 
regard.> 
 
In addition to the two PIPs described above, the MHP discontinued its PIP on < topic > because 
< describe general issues >. 
< Include any aspects that warrant continued attention even if not as a PIP. > 
 
Information Systems Review 
 
Knowledge of the capabilities of an MHP’s information system is essential to evaluate the 
MHP’s capacity to manage the health care of its beneficiaries. CAEQRO used the written 
response to standard questions posed in the California-specific ISCA Version 6.1, additional 
documents submitted by the MHP, and information gathered in interviews to complete the 
information systems evaluation. 
 
MHP information systems overview 
 
< Provide a brief summary – 1 page maximum – of MHP current IS operations and status. 
Discuss the MHP’s stated priorities in the ISCA and how they are responding.> 
 
The table below lists the primary systems and applications the MHP uses to conduct business 
and manage operations. These systems support data collection and storage, 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 – Current Systems/Applications 

System/Application Function Vendor/Supplier Years 
Used Operated By 

     

     

     
 
Plans for information systems change 
 
< Provide a brief summary of any MHP plans for system replacement, or significant changes 
they plan to make in current review period. Include discussion of plans outlined in last year’s 
CAEQRO review – what actions were taken, current status. > 
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Clinical and programmatic functionality 
 
< Describe the MHP’s progress toward adopting an electronic health record, especially in the 
area of treatment plans, outcomes, etc. > 
 
System component findings 
 
The following table displays a list of information system components assessed by CAEQRO 
during the FY06-07 review, along with a rating for each separate component and the rating from 
the FY05-06 review. 
 
Table 13 – Review of Information System Components 
Component Rating 
 Met Partially 

Met Not Met Not 
Reviewed 

FY  
05-06 
Rating 

Accurate, consistent and timely data 
collection and entry     Met 

Procedures to determine a 
beneficiary’s eligibility status      Not Met 

Integrity of Medi-Cal claim 
production process     Partial 

Complete, reliable authorization and 
claims adjudication processes for 
network providers, including timely 
and accurate payment 

    < etc. > 

Demonstrated capability to support 
business analysis and data analytic 
activities 

    New in 
FY06-07

Access to data via standard and ad 
hoc reports      

Information systems training 
program and “Help Desk” support       

Information systems/fiscal policies 
and procedures documented and 
distributed  

     

Collaboration between quality 
improvement and IS departments      

Documented data security and 
back-up procedures      

 
Specific information system component findings 
 
< In addition to describing this year’s rating, review how scoring compares to last year; include 
comment if improved, same, deteriorated. If there are no items to explain here (i.e., all are Met, 
none are exemplary, no status changes from last year) then remove this section and header. > 
 
< Items marked as Partially Met, Not Met, or Not Reviewed must be explained here. If you only 
provide explanations for these categories, use this sentence as the lead-in and delete the other 
below. > Components rated “Partially Met,” “Not Met,” or “Not Reviewed” are explained below. 
Ratings that have significantly changed from last year’s report are also explained. 
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< Optionally, you may provide narrative on any exemplary practices that you have categorized 
as Met. If you do, use this as your lead-in, and delete the other above. > Components rated 
“Partially Met,” “Not Met,” or “Not Reviewed” are explained below. In addition, some 
components rated as “Met” are included because they were exemplary practices observed 
during the course of the review. Ratings that have significantly changed from last year’s report 
are also explained. 
 
<List the component and the rating on a line (both underlined), followed by your explanation on 
the next line > 
 
 
Site Review Process Barriers 
 
CAEQRO considered the following issue(s) significant in affecting the ability to conduct a 
comprehensive review: 
 

• < Issue > 
 

• < Issue > 
 

 

Conclusions: Strengths and Opportunities for Improvement 
 
During the FY06-07 annual review, CAEQRO found strengths in the MHP’s programs, practices, 
and information systems that have a significant impact on the overall delivery system and its 
supporting structure. In those same areas, CAEQRO also noted opportunities for quality 
improvement. The findings presented below relate to the operation of an effective managed 
care organization, reflecting the MHP’s processes for ensuring access and timeliness of 
services and improving the quality of care. 
 
Strengths 
 

• < Strength > 
 

• < Strength > 
 

• < Strength > 
 
Opportunities for Improvement 
 

• < Opportunity > 
 

• < Opportunity > 
 

• < Opportunity > 
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Recommendations 
 
The following recommendations are in response to the opportunities for improvement identified 
during the review process: 
< In general, address all of the opportunities in the recommendations. Note where strengths can 
be leveraged to address the opportunities..> 
 

• < Recommendation > 
 

• < Recommendation > 
 

• < Recommendation > 
 

• < Recommendation > 
 

• < Recommendation > 
 

• < Recommendation > 
 
 
Attachments 
 
Attachment A: Review Agenda 
 
Attachment B: Review Participants 
 
Attachment C: Source Data: Tables 1 through 7 
 
Attachment D: Data Provided to MHP 
 
Attachment E: CAEQRO PIP Validation Tools  
 
Attachment F: MHP PIP Summaries Submitted 
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Attachment A 
 

Review Agenda 
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< Insert Review Agenda > 
 

• Remove MHP name from the top off the agenda. 
• If it was a one-day review, remove the date from the top of the agenda 
• Adjust bulleting that may have shifted during the cut and paste 
• In most cases, formatting with the session title in Bold and the supporting information in 

regular font, perhaps 10 point looks the clearest. 
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Attachment B 
 

Review Participants 
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The following participants represented the MHP – and where applicable, contract providers and 
other stakeholders – during the review: 
  

< List staff: First Name then Last Name, Job Title – no credentials/degrees > 
 

The following CAEQRO reviewers participated in this year’s site review process: 
 
< List staff > 
 

Additional CAEQRO staff members were involved in the review process, assessments, and 
recommendations. They provided significant contributions to the overall review by participating 
in both the pre-site and the post-site meetings and, ultimately, in the recommendations within 
this report. 
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Attachment C 
 

Source Data: Tables 1 – 7 
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Source of data for Tables 1 – 7 

 
• Source Files: Information to support Tables 1 through 7 is derived from four source files 

containing statewide data: 
o Short-Doyle/Medi-Cal approved claims (SD/MC) from the Department of Mental 

Health 
o Short-Doyle/Medi-Cal denied claims (SD/MC – D) from the Department of Mental 

Health 
o Inpatient Consolidation claims (IPC) from the Department of Health Services 

(originating from Electronic Data Systems, the California Fiscal Intermediary) 
o Monthly MEDS Extract Files (MMEF) from the Department of Health Services 

 

• Selection Criteria: 
o Claims for Medi-Cal beneficiaries for whom the MHP is the “County of Fiscal 

Responsibility” are included, even when the beneficiary was served by another MHP 
o Beneficiaries with aid codes eligible for SD/MC program funding are included 
o See “Medi-Cal Approved Claims Definitions” in Attachment D for more detailed 

criteria 
 

• DMH Process Date: The “DMH process date” is the date DMH provides claim files to 
CAEQRO. The files include claims for the service period indicated, calendar year (CY) or 
fiscal year (FY), processed through the preceding month. For example, the CY2005 file 
with a DMH process date of July 10, 2006 includes claims with service dates between 
January 1 and December 31, 2005 processed by DMH through June 30, 2006. 
o CY2005 includes SD/MC approved claims with process date July 10, 2006 and IPC 

process date July 13, 2006 
o FY04-05 includes SD/MC and IPC approved claims with process date April 14, 2006 
o FY03-04 includes SD/MC and IPC approved claims with process date October 7, 

2005 
o FY02-03 includes SD/MC and IPC approved claims as of final reconciliation 
o FY05-06 denied claims includes SD/MC claims with process date July 11, 2006 
o Most recent MMEF includes Medi-Cal eligibility for April 2006 and 15 prior months 
  

• Data Definitions: Selected elements displayed in Tables 1 through 7 are defined below. 
o Penetration rate – The number of Medi-Cal beneficiaries served per year divided by 

the average number of Medi-Cal eligibles per month. The denominator is the monthly 
average of the Medi-Cal eligibles over a 12-month period.  

o Approved claims per eligible per year – The annual dollar amount of approved claims 
divided by the average number of Medi-Cal eligibles per month 

o Approved claims per beneficiary served per year – The  annual dollar amount of 
approved claims divided by the unduplicated number of Medi-Cal beneficiaries 
served per year 
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Attachment D 
 

Data Provided to MHP
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< Insert data tables and demographics charts > 
 



CA External Quality Review Organization                  Attachment 9 – Sample Report Format 
 

August 31, 2007                                                                            Page 251 
Statewide Report Year Three 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Attachment E: 
 

CAEQRO PIP Validation Tools 
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Attachment F: 
 

MHP PIPs Submitted 
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The following pages include the PIPs as submitted by the MHP. When the MHP did not submit 
any PIPs, or did not submit its PIPs in the requested format, the requested format alone is 
included. 
 
Please click on the Adobe icon below: 
 
< Convert the MHP’s PIPs to PDF and insert. Also insert the PIP Format Sample if the MHP did 
not submit PIPs or did not use the requested format. > 
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CAEQRO Data Exchange and Security Protocols 
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CAEQRO Data Exchange and Security Protocols 
 
 

CAEQRO Source Data Files 
 
For our FY07 review, DMH has continued to provide CAEQRO access to eligibility and 
approved claims for source data through the following secure process that we jointly 
developed during FY05: 
 

• DMH placed source data files, which have been compressed and password 
protected, on one of its secure servers. 

 
• CAEQRO was granted access permission (username and password) by DMH to 

this secure server.  
 

• An authorized CAEQRO analyst was then able to log-on to the DMH secure 
server and download the source files to a CAEQRO secure server. 

 
• The source files were uncompressed by using the same password assigned by 

DMH when they compressed the file. Uncompressed source files were stored as 
“text format files.” 

 
Using this process, CAEQRO continues to have access to the following source data files 
for data analysis purposes: 
 

• Inpatient Consolidation Claims Files (IPC). These files are transferred from 
Electronic Data Systems (EDS), the California fiscal intermediary for Medicaid, to 
the DMH. These monthly files are created by EDS as part of its claims 
adjudication process, and are located at the Health and Human Services Data 
Center (HHSDC). The monthly files contain paid and denied claims processed 
during the respective month.  

 
CAEQRO has created an historical file of approved and denied IPC records 
processed since July 2003 to current file creation date. At present, CAEQRO 
receives refreshed IPC data at least twice a year. 

 
• Short-Doyle/Medi-Cal Approved Claims Files (SDMC). Located at HHSDC, 

these files are generated by DHS during the process of adjudicating the SDMC 
claims. The DMH IT unit downloads these files to its SAS server, after changing 
the COBOL high values to spaces. The files contain approved claims data, which 
are subject to year-end cost report settlement. 

 
The SDMC file contains adjudicated approved claims during a fiscal year. CAEQRO has 
successfully loaded historical SDMC data for prior fiscal years. For partial fiscal year 
data, DHS generates a cumulative fiscal year-to-date file. With this processing strategy 
SDMC files typically contain claims for more than one fiscal year. DHS processing 
ignores when the actual date the service was. 
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To date, CAEQRO has uploaded SDMC files for the following fiscal years: 
 

• FY01-FY02  
• FY02-FY03 
• FY03-FY04 
• FY04-FY05 
• FY05-FY06 
• FY06-FY07 (DMH process date March 31, 2007) 

 
• MEDS Monthly Extract File (MMEF). The MMEF files are produced by DHS 

using the Medi-Cal Eligibility Data System (MEDS). A DMH copy of these files 
resides in the HHSDC. The file is created on the last Friday of the month and the 
current data refers to the beneficiaries’ eligibility status on that date. At the end of 
each month, the file is prepared for the upcoming month. The file contains 16 
months of eligibility data for each eligible beneficiary—including the current 
upcoming month, plus the 15 most recent months. For example, the file created 
in May 2006 would contain the following months of eligibility data:  Current 
upcoming (June 2006), May 2006, April 2006, March 2006, February 2006, 
January 2006, December 2005, November 2005, October 2005, September 
2005, August 2005, July 2005, June 2005, May 2005, April 2005 and March 
2005. The MMEF that DMH provides to CAEQRO is refreshed about three times 
per year. 

 
• Short-Doyle/Medi-Cal Denied Claims File (SDMCD). Short-Doyle/Medi-Cal 

Denied Claims Files (SDMCD). Located at HHSDC, these files are generated by 
DHS during the process of adjudicating the SDMC claims. The DMH IT unit 
downloads these files to its SAS server, after changing the COBOL high values 
to spaces. Currently the SDMCD fiscal-year-to-date file is refreshed four times 
per year. 

 
• Provider File (PF). The PF file is produced by DMH using the statewide Provider 

and Legal Entity File that the department maintains. The PF file contains provider 
demographic and services information for all authorized SDMC providers. At 
present, CAEQRO receives refreshed PF data at least twice a year. 

 
CAEQRO Server Environment 
 
Below we review how we configured our information systems (IS) environment during 
our first contract year to support our ability to analyze data. Because this configuration 
provided us with regular and secure access to data—including maintaining the security 
of PHI—it was unchanged for our FY07 review: 
 

• Server file configuration. The CAEQRO server contains the following three 
main folders (also called directories) for storing the source data files. This 
strategy permits CAEQRO to maintain three copies of the same file to 
independently validate data at the file or field levels among the three different 
folders or directories:  
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o The import folder contains the original, unaltered version of the source data 
files that are down loaded from the DMH server. Import folder files are stored 
in “text” formats.  

 
o The SAS folder contains SAS-generated data and work files. SAS files are 

stored in SAS-readable formats. SAS is the software application used by 
DMH for data analysis.  

 
o The SQL folder contains Microsoft-SQL database tables. SQL tables are 

stored in SQL-readable data formats. 
 

• CAEQRO master files 
 

Since the source data files that DMH provides CAEQRO only contain field “values,” 
no descriptive labels are included. It was determined that it was necessary to 
produce master tables for certain key fields. These master tables contain all valid 
codes for the appropriate table and corresponding label. The source information for 
the tables was the data records layout and field definitions/descriptions produced by 
DHS and DMH: 

 

Name Source 
• Race • DMH recodes MEDS codes for    

    reporting purposes 
• Language • From MEDS 
• Gender • From MEDS and SDMC 
• County • From MEDS, SDMC and IPC 
• Service Mode • From SDMC and IPC 
• Service Function Code • From SDMC and IPC 
• Aid Code • From MEDS, SDMC and IPC 
• Cross Over Indicator • From SDMC and IPC 
• Claim Paid Status • From SDMC and IPC 
• Denial Reason • From SDMC and IPC 
• Override Code Indicator • From SDMC and IPC 
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• CAEQRO application software 
 

The following application software is used to process, manipulate and analyze data: 
 

Software Description 
• SAS • Statistical analysis software 
• SPSS • Statistical analysis software 
• Data Transformation 

            Services 
• Software that manages SQL 
     files 

• Transact-SQL • Programming language used to   
     extract data from SQL 

            database files 
• Excel • Software that reads SAS/SQL 

 
• CAEQRO data quality assurance processes: 

 
Quality assurance validation of the data occurs at two key intervals in the transfer 
and load processes. The transfer process moves files from the secure DMH 
server to CAEQRO server. CAEQRO has in place procedures to validate that the 
file transfer process was successfully completed. The load processes validates 
the loading of data files entirely within the CAEQRO Server environment. The 
validation process is done at the field level for the three primary data source files. 

 
• CAEQRO data security. Information in the CAEQRO server includes many data 

files that contain PHI. All data are stored on secure servers in Brookfield, 
Wisconsin and are maintained under strict HIPAA-compliant security. In addition, 
CAEQRO staff with access to the server environment is carefully limited to only 
those individuals with adequate expertise and a specific need to access this 
sensitive information. To further protect this information, no PHI is stored on local 
PCs. 
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PIP Protocol 
• Screenshots of Database 

 Fig. 1 Main Application Screen 
 Fig. 2 MHP Summary Report 

Production Screen 
 Fig. 3 External Data Import Screen 
 Fig. 4 ISCA Data Entry Screen 
 Fig. 5 Strengths, Opportunities and 

Recommendations Review Screen 
 

• PIP Validation Tool 
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Fig. 1 – Main Application Screen 
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Fig. 2- MHP Summary Report 
Production Screen 
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Fig. 3 – External Data Import Screen 
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Fig. 4 – ISCA Data Entry Screen 
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Fig. 5 – Strengths, Opportunities and 
Recommendations Review screen 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



CA External Quality Review Organization  Attachment 11 – PIP Protocol 

August 31, 2007  Page 272 
Statewide Report Year Three 

Fig. 6 – PIP Report Production Screen 
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This document was produced by the California EQRO in collaboration with the California 
Department of Mental Health and California MHP stakeholders. 
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Information Systems Capabilities Assessment (ISCA) 

FY2007 
 

California Mental Health Plans 
General Information 
 
This information systems capabilities assessment pertains to the collection and 
processing of data for Medi-Cal. In many situations, this may be no different from how a 
Mental Health Plan (MHP) collects and processes commercial insurance or Medicare 
data. However, if your MHP manages Medi-Cal data differently than commercial or other 
data, please answer the questions only as they relate to Medi-Cal beneficiaries and 
Medi-Cal data. 
 
• Please insert your responses after each of the following questions. If information is 

not available, please indicate that in your response. Do not create documents or 
results expressly for this review. Be as concise as possible in your responses. 

 
• If you provide any attachments or documents with protected health information 

(“PHI”), please redact or remove such information. 
 
• Return an electronic copy of the completed assessment, along with documents 

requested in section F, to CAEQRO for review by     (Desired Deadline Date Here)     
Contact Information 
 
Insert MHP identification information below. The contact name should be the person 
completing or coordinating the completion of this assessment. 
 
Note: This document is based on Appendix Z of the External Quality Review Activity Protocols developed by the 
Department of Heath and Human Services Centers for Medicare and Medicaid Services (Final Protocol, Version 1.0, May 
1, 2002). It was developed and refined by the California EQRO in collaboration with the California Department of Mental 
Health and California MHP stakeholders. 

MHP Name: APS fills in here 

 
ISCA contact name 
and title: 

           

Mailing address:           

Phone number:         
Fax number:         
E-mail address:       

Identify primary 
person who 
participated in 
completion of the 
ISCA (name, title):  

      

      

         

Date assessment 
completed:       
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ISCA OVERVIEW 
 
PURPOSE of the Information System Capabilities Assessment (ISCA) 
 
Knowledge of the capabilities of a Mental Health Plan (MHP) information system is 
essential to evaluate effectively and efficiently the MHP’s capacity to manage the health 
care of its beneficiaries. The purpose of this assessment is to specify the desired 
capabilities of the MHP’s Information System (IS) and to pose standard questions to be 
used to assess the strength of a MHP with respect to these capabilities. This will assist 
an External Quality Review Organization (EQRO) to assess the extent to which an 
MHP’s information system is capable of producing valid encounter data8, performance 
measures, and other data necessary to support quality assessment and improvement, 
as well as managing the care delivered to its beneficiaries. 
 
If a prior assessment has been completed by private sector accreditation or performance 
measures validation, and the information gathered is the same as or consistent with 
what is described in this assessment, it may not be necessary to repeat this assessment 
process. However, information from a previously conducted assessment must be 
accessible to EQRO reviewers. 
 
OVERVIEW of the Assessment Process 
 
Assessment of the MHP’s information system(s) is a process of four consecutive 
activities.  
 
Step one involves the collection of standard information about each MHP’s information 
system. This is accomplished by having the MHP complete an Information System 
Capabilities Assessment (ISCA) for California Mental Health Plans. The ISCA is an 
information collection tool provided to the MHP and developed by the EQRO in 
cooperation with California stakeholders and the California Department of Mental Health. 
The California Department of Mental Health defined the time frame in which it expects 
the MHP to complete and return the tool. Data will be recorded on the tool by the MHP. 
Documents from the MHP are also requested through the tool and are summarized on 
the checklist at the end of this assessment tool. These are to be attached to the tool and 
should be identified as applicable to the numbered item on the tool (e.g., 1.4, or 2.2.3). 
 
Step two involves a review of the completed ISCA by the EQRO reviewers. Materials 
submitted by the MHP will be reviewed in advance of a site visit. 
 
Step three involves a series of onsite and telephone interviews, and discussion with key 
MHP staff members who completed the ISCA as well as other knowledgeable MHP staff 
members. These discussions will focus on various elements of the ISCA. The purpose of 
the interviews is to gather additional information to assess the integrity of the MHP’s 
information system. 
 

                                                 
8 “For the purposes of this protocol, an encounter refers to the electronic record of a service 
provided to an MCO/PIHP [MHP] enrollee by both institutional and practitioner providers 
(regardless of how the provider was paid) when the service would traditionally be a billable 
service under fee-for-service (FFS) reimbursement systems. Encounter data provides 
substantially the same type of information that is found on a claim form (e.g., UB-92 or CMS 
1500), but not necessarily in the same format.” – Validating Encounter Data, CMS Protocol, P. 2, 
May 2002. 
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Step Four will produce an analysis of the findings from both the ISCA and the follow-up 
discussions with the MHP staff. A summary report of the interviews, as well as the 
completed ISCA document, will be included in an information systems section of the 
EQRO report. The report will discuss the ability of the MHP to use its information system 
and to analyze its data to conduct quality assessment and improvement initiatives. 
Further, the report will consider the ability of the MHP information system to support the 
management and delivery of mental health care to its beneficiaries. 
 
INSTRUCTIONS: 
 
Please complete the following ISCA questions. For any questions that you believe do not 
apply to your MHP, please mark the item as “N/A.” For any ISCA survey question, you 
may attach existing documents which provide an answer. For example, if you have 
current policy and procedure documents that address a particular item, you may attach 
and reference these materials.  
 
Please complete this survey using Microsoft Word. You may supply your answers 
in the areas indicated by tabbing through the fields. 
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Section A – General Information 
 
1. List the top priorities for your MHP’s IS department at the present time. 
 

 
2. How are mental health services delivered? 
 

Note: For clarification, Contract Providers are typically groups of providers and 
agencies, many with long-standing contractual relationships with counties that deliver 
services on behalf of an MHP and bill for their services through the MHP’s Short-
Doyle/Medi-Cal system. These are also known as organizational contract providers. 
They are required to submit cost reports to the MHP and are subject to audits. They 
are not staffed with county employees, as county-run programs typically are. 
Contract providers do not include the former Medi-Cal fee-for-service providers 
(often referred to as network providers) who receive authorizations to provide 
services and whose claims are paid or denied by the MHP’s managed care 
division/unit. 

  
Of the total number of services provided, approximately what percentage is provided 
by: 

 
 
 
 
 
 
 
 
 
 

 
 

Of the total number of services provided, approximately what percentage is claimed 

to Medi-Cal: 

       

      

      

      

      

 Distribution 
County-operated/staffed clinics      % 
Contract providers      % 
Network providers       % 
Total 100% 

 Medi-Cal Non-Medi-Cal Total 
County-operated/staffed clinics      %      % 100% 
Contract providers      %      % 100% 
Network providers       %      % 100% 
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3. Provide approximate annual revenues/budgets for the following: 
 

 
4. Please estimate the number of staff that use your current information system: 
 

Type of Staff Estimated 
Number of Staff 

MHP Support/Clerical       
MHP Administrative       
MHP Clinical       
MHP Quality Improvement       
Contract Provider Support/Clerical       
Contract Provider Administrative       
Contract Provider Clinical       
Contract Provider Quality Improvement       

 
5. Describe the primary information systems currently in use. 
 
The following several pages allow for a description of up to four of the most critical and 
commonly used information systems. For clarification, certain terms used in this part are 
defined below: 
 

Practice Management – Supports basic data collection and processing activities for common clinic/program 
operations such as new consumer registrations, consumer look-ups, admissions and discharges, diagnoses, 
services provided, and routine reporting for management needs such as caseload lists, productivity reports, and 
other day-to-day needs. 

 
Medication Tracking – Includes history of medications prescribed by the MHP and/or 
externally prescribed medications, including over-the-counter drugs. 
 
Managed Care – Supports the processes involved in authorizing services, receipt 
and adjudication of claims from network (formerly fee-for-service) providers, 
remittance advices, and related reporting and provider notifications. 
 
Electronic Health Records – Clinical records stored in electronic form as all or part of 
a consumer’s file/chart and referenced by providers and others involved in direct 
treatment or related activities. This may include documentation such as 
assessments, treatment plans, progress notes, allergy information, lab results, and 
prescribed medications. It may also include electronic signatures. 

 Medi-Cal Non-Medi-Cal Total 
County-operated/staffed 
clinics $      $      $      

Contract providers $      $      $      
Network providers $      $      $      
Total $      $      $      
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Master Patient Index – The function to search and locate patients using an index 
mechanism. The index synchronizes key patient demographic data including name, 
gender, social security number, date of birth and mother’s name. The 
synchronization of data is crucial to sharing information across systems.  
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 Current information system 1: 

 
 
Name of product:       

 
Name of vendor/supplier:       

 
When was it implemented? (An estimate is acceptable)      Month:        Year:       
 

 
What are its functions? (Check all that currently are used) 
 

Practice Management Appointment Scheduling Medication Tracking 
 

Managed Care Electronic Health Records Data Warehouse/Mart 
 

Billing State CSI Reporting MHSA Reporting 
 

Staff Credentialing Grievances & Appeals Master Patient Index 
      

Other (Describe)       
 

 
Who provides software application support? 
 

MHP IS Health 
Agency IS County IS Vendor IS  Contract Staff 

 
Other (Describe)       

 
 

Who is responsible for daily operations of the system? 
 

MHP IS Health 
Agency IS County IS Vendor IS  Contract Staff 

 
Other (Describe)       

 
 

What type of Short-Doyle/Medi-Cal claims does it currently produce? 
 

SDMC proprietary  HIPAA 837 No claims or N/A 
 

       
Does this system interface or exchange data with other systems? If so, please list them. 
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 Current information system 2: 
 

 
Name of product:       

 
Name of vendor/supplier:       

 
When was it implemented? (An estimate is acceptable)      Month:        Year:       
 

 
What are its functions? (Check all that currently are used) 
 

Practice Management Appointment Scheduling Medication Tracking 
 

Managed Care Electronic Health Records Data Warehouse/Mart 
 

Billing State CSI Reporting MHSA Reporting 
 

Staff Credentialing Grievances & Appeals Master Patient Index 
      

Other (Describe)       
 

 
Who provides software application support? 
 

MHP IS Health 
Agency IS County IS Vendor IS  Contract Staff 

 
Other (Describe)       

 
 

Who is responsible for daily operations of the system? 
 

MHP IS Health 
Agency IS County IS Vendor IS  Contract Staff 

 
Other (Describe)       

 
 

What type of Short-Doyle/Medi-Cal claims does it currently produce? 
 

SDMC proprietary  HIPAA 837 No claims or N/A 
 

 
Does this system interface or exchange data with other systems? If so, please list them. 
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 Current information system 3: 
 

 
Name of product:       

 
Name of vendor/supplier:       

 
When was it implemented? (An estimate is acceptable)      Month:        Year:       
 

 
What are its functions? (Check all that currently are used) 
 

Practice Management Appointment Scheduling Medication Tracking 
 

Managed Care Electronic Health Records Data Warehouse/Mart 
 

Billing State CSI Reporting MHSA Reporting 
 

Staff Credentialing Grievances & Appeals Master Patient Index 
      

Other (Describe)       
 

 
Who provides software application support? 
 

MHP IS Health 
Agency IS County IS Vendor IS  Contract Staff 

 
Other (Describe)       

 
 

Who is responsible for daily operations of the system? 
 

MHP IS Health 
Agency IS County IS Vendor IS  Contract Staff 

 
Other (Describe)       

 
 

What type of Short-Doyle/Medi-Cal claims does it currently produce? 
 

SDMC proprietary  HIPAA 837 No claims or N/A 
 

 
Does this system interface or exchange data with other systems? If so, please list them. 
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 Current information system 4: 
 

 
Name of product:       

 
Name of vendor/supplier:       

 
When was it implemented? (An estimate is acceptable)      Month:        Year:       
 

 
What are its functions? (Check all that currently are used) 
 

Practice Management Appointment Scheduling Medication Tracking 
 

Managed Care Electronic Health Records Data Warehouse/Mart 
 

Billing State CSI Reporting MHSA Reporting 
 

Staff Credentialing Grievances & Appeals Master Patient Index 
      

Other (Describe)       
 

 
Who provides software application support? 
 

MHP IS Health 
Agency IS County IS Vendor IS  Contract Staff 

 
Other (Describe)       

 
 

Who is responsible for daily operations of the system? 
 

MHP IS Health 
Agency IS County IS Vendor IS  Contract Staff 

 
Other (Describe)       

 
 

What type of Short-Doyle/Medi-Cal claims does it currently produce? 
 

SDMC proprietary  HIPAA 837 No claims or N/A 
 

 
Does this system interface or exchange data with other systems? If so, please list them. 
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6. Selection and Implementation of a new Information System: 
 

Mark the box that best describes your status today and respond to the associated 
questions. 
 

 A) No plans to replace current system 
 
 

 B) Considering a new system 

 What are the obstacles? 
       

 
 C) Actively searching for a new system 

 What steps have you taken? 
       
 When will you make a selection? 
       
 
 

 D) New system selected, not yet in implementation phase 

 What system/vendor was selected? 
       
 Projected start date       
 Go live date       
 Projected end date       
 Please attach your project plan. 
 
 

 E) Implementation in progress 

 What system/vendor was selected? 
       
 Implementation start date       
 Go live date       
 Projected end date       
 Please attach your project plan. 
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7. Implementation of a new Information System 
 

If you marked box D, or E in 6 above, complete the following questions. Otherwise, skip to Section B. 

 
7.1. Describe any strategies or safeguards you plan to use to ensure timely and 

accurate continuation of Medi-Cal claims and CSI reporting during the transition 
to a new system. 

 
            

 
7.2. If you are converting/transferring data from a legacy system, describe your 

conversion strategy, such as what general types of data will be transferred to the 
new system and what data will be left behind or archived. 

 
          

 
7.3. Will the new system support conversion of the existing consumer identifier as 

the primary consumer identifier? 
 

 Yes  No 
 

7.3.1. If No, describe how the new system will assign a unique identifier (you 
may identify the number as the consumer ID, patient ID, medical record 
number, unit record number) to new consumers. 

 
      

 
7.4. Describe what features exist in the new system to prevent two or more unique 

identifiers being assigned to the same consumer by mistake (“duplicate charts”). 
 

        
 

7.5. Specify key modules included in the system: 
 
What are its functions? (Check all that are currently planned) 
 

Practice Management Appointment Scheduling Medication Tracking 
 

Managed Care Electronic Health Records Data Warehouse/Mart 
 

Billing State CSI Reporting MHSA Reporting 
 

Staff Credentialing Grievances & Appeals Master Patient Index 
      

Other (Describe)       
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   7.6  What departments/agencies will use the system? (Check all that apply) 
 

 Mental Health 

 Mental Health Contract Providers 

 Alcohol and Drug 

 Public Health 

 Hospital   

Section B – Data Collection and Processing 
 
Policy and Procedures 
1. Do you have a policy and procedure that specifies the timeliness of data entered into 

the system? 
 

 Yes  No 
 

1.1. If Yes, describe your recent experience using any available data collected on 
timeliness. 

 
      

 
2. Do you have a policy and procedures specifying the degree of accuracy required for 

data entered into the IS? 
 

 Yes  No 
 

2.1. If Yes, describe your recent experience using any available data collected on   
data accuracy. 

 
       

 
3. Does your MHP perform periodic verification of data in the IS compared to the 

medical record, such as ethnicity, language, birth date, and gender? 
 

 Yes  No 
 

3.1. If Yes, please provide a description of your current policy and procedure or a 
report of a past data validity review. 

 
       

 
4. Do you have a policy and procedures for detection and reporting of fraud? 
 

 Yes  No 
 
 

4.1. If Yes, describe your procedures to monitor for fraud. 
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5. Describe any recent audit findings and recommendations. This may include EPSDT 

audits, Medi-Cal audits, independent county initiated IS or other audits, OIG audits, 
and others. 

 
       

 
System Table Maintenance 
6. On a periodic basis, key system tables that control data validations, enforce business 

rules, and control rates in your information system must be reviewed and updated. 
What is your process for management of these tables? 

 
       

 
6.1. Are these tables maintained by (check all that apply): 

 
 MHP Staff 
 Health Agency Staff (“Umbrella” health agency) 
 County IS Staff 
 Vendor Staff 

 
7. Who is responsible for authorizing and implementing the following system activities? 
 

Activity Who authorizes? 
(Staff name/title or 

committee/workgroup) 

Who implements? 
(Staff name/title or 

committee/workgroup) 
Establishes new 
providers/reporting 
units/cost centers 

            

Determines allowable 
services for a 
provider/RU/CC 

            

Establishes or decides 
changes to billing rates             

Determines information 
system UR rules             

Determines 
assignments of payer 
types to services 

            

Determines staff billing 
rights/restrictions             

Determines level of 
access to information 
system 

            

Terminates or expires 
access to information 
system 
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Staff Credentialing 
8. Who ensures proper staff/provider credentialing in your organization for the following 

groups of providers? 
 

County-operated/staffed clinics       

Contract providers       

Network (formerly fee-for-service) providers       
 
9. Are staff credentials entered into your information system and used to validate 

appropriate Medi-Cal billing by qualified/authorized staff? 
 

 Yes  No 
 
Staff Training and Work Experience 
10. Does your MHP have a training program for users of your information system? 
 

 Yes  No 
 

10.1.   If Yes, please check all that apply. 
 

 
Classroom On-the-Job One-On-

One Trainer 
New Hires 

Only 

Clerical/Support Staff     

Quality Improvement 
Staff     

Program Manager     

Billing/Fiscal Staff     

Administration Staff     

Managed Care Staff     

Clinical Staff     

Medical Staff     

 
 
11. Describe your training program for users of your information system. Indicate 

whether you have dedicated or assigned trainers and whether you maintain formal 
records of this training. If available, include a list of training offerings and frequency, 
or a sample of a recent calendar of classes. 

 
       

 



CA External Quality Review Organization                      Attachment 13 – ISCA V6.1 
 

August 31, 2007            Page 299 
Statewide Report Year Three 

 

12. What is your technology staff turnover rate since the last EQRO review? 
 

Number of IS Staff  Number - New Hires Number - Retired, 
Transferred, Terminated 

                  
 
Access to and analysis of data 
13. Who is the person(s) most responsible for analyzing data from your information 

system? Describe the working relationship between this person(s) and your QI unit. If 
there is no such person, please state “NONE.” 

 
Staff Name/Title Organization/Dept/Division Describe relationship to 

QI unit or “None” 
                  

                  

                  

 
14. Considering the reports and data available from your information system, list the 

major users of this information (such as billing department, program clerical staff, QI 
unit, management, program supervisors, etc). 

 
       
 
       
 
       
 

 
15. Does your information system capture co-occurring mental health and substance 

abuse diagnoses for active consumers? 
 

 Yes  No 
 

15.1. If Yes, what is the percent of active consumers with co-occurring diagnoses?  
 

     % 
 
16. Does your information system maintain a history of diagnoses, as they are changed 

over time during an episode of care? 
 

 Yes  No 
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Staff/Contract Provider Communications 
17. Does your MHP have User Groups or other forums for the staff to discuss 

information system issues and share knowledge, tips, and concerns? 
 

Please complete all 
that apply 

Meeting frequency 
(weekly, monthly, 
quarterly, as needed) 

Who chairs meetings? 
(name and title) 

Meeting 
minutes? 
(Yes/No) 

Clerical User Group                   
Clinical User Group                   
Financial User Group                   
Contract Providers                   
IS Vendor Group                    
Other                    

 
18. How does your organization know if changes are required for your information 

system in order to meet requirements of the State Medi-Cal Program? 
 

       
 
19. How are required State and local policy changes communicated to the staff or 

vendor responsible for implementing the policy change in the information system? 
 

       
 
20. Does your organization use a Web server, intranet server, shared network 

folders/files, content management software, or other technology to communicate 
policy, procedures, and information among MHP and contract provider staffs? 

 
 Yes  No 

 
 

20.1 If Yes, briefly describe how this is used and managed. Include examples of    
        information communicated. 
 

       
 
Other Processing Information 
21. Describe how new consumers are assigned a unique identifier (you may identify this 

number as the consumer ID, patient ID, medical record number, unit record number). 
 

       
 
22. Describe how you monitor missed appointments (“no-shows”) and provide a brief 

report or any available data regarding your rate of missed appointments. 
 

       
 
23. Does your MHP track grievances and appeals? 
 

 Yes  No 
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 23.1 If Yes, is it automated or manual? 
 

 Automated – Integrated into primary information system 
 Automated – Separate system 
 Manual 

 Please describe:       
 
24. How does your MHP plan to address MHSA reporting requirements for Full Service 

Partnerships? 
 

 Integrate into primary information system, by vendor or in-house staff 
 Use separate on-line system developed by DMH 
 Use separate system developed by in-house staff 
 Use separate system developed by vendor 
 Have not decided 

 

Section C - Medi-Cal Claims Processing  
 
1. Who in your organization is authorized to sign the MH1982A attestation statement for 

meeting the State Medi-Cal claiming regulatory requirements? 
(Identify all persons who have authority) 

 
Name:       Title:       
Name:       Title:       
Name:       Title:       
Name:       Title:       

 
2. Indicate normal cycle for submitting current fiscal year Medi-Cal claim files to DMH. 
 

Monthly More than 1x month Weekly Daily Other 
 
3. Provide a high-level diagram depicting your monthly operations activity to prepare a 

Medi-Cal claim. Note the steps your staff takes to produce the claim for submission 
to DMH.  

 
       

 
4. If your IS vendor controls some part of the claim cycle, describe the Medi-Cal claim 

activities performed by your information system vendor. 
 

       
 
5. Does your MHP use a standard review process for claims before submission? 
 

 Yes  No 
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5.1. If yes, please describe the claims review process.  What criteria are used to 
ensure that a claim is accurate before submission to DMH? 

 
       

 
6. Briefly describe your strategy to implement the National Provider Identifier (NPI), as 

required by HIPAA. 
 

       
 
7. Please describe how beneficiaries’ Medi-Cal eligibility is stored and updated within 

your system in order to trigger Medi-Cal claims. Include whether automated matches 
to the State’s MMEF file are performed for the purpose of mass updates to multiple 
consumers. 

 
       

 
8. What Medi-Cal eligibility sources does your MHP use to determine monthly 

eligibility?  Check all that apply 
 

 IS Inquiry/Retrieval from MEDS  POS devices 
 MEDS terminal (standalone)  AEVS 
 MEDS terminal (integrated with IS)  Web based search 
 MMEF  FAME 
 Eligibility verification using 270/271 

transactions 
 Other:       

 
9. When checking Medi-Cal eligibility, does your system permit storing of eligibility 

information – such as verification code (EVC), county of eligibility, aid code of 
eligibility, share of cost information? 

 
 Yes  No 

 
9.1. If Yes, identify which of these fields are stored and describe if a user needs to 

enter this information manually, or if the process is automated (system does it). 
 

       
 
10. Does your MHP use the information system to create ad hoc reports on Medi-Cal 

claims and eligibility data? 
 

 Yes  No 
 

10.1 If Yes, please indicate the software reporting tools used by your staff and 
include a brief description of a recent ad hoc report. 
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11. Describe your most critical reports for managing your Medi-Cal claims and eligibility 
data. 

 
       

 
12. Do you currently employ staff members to extract data and/or produce reports 

regarding Medi-Cal claims or eligibility information? 
 

 Yes  No 
 
13. Please describe your MHP’s policy and procedure and timeline for reviewing the 

Error Correction Report (ECR). 
 

       
 
14. Please describe your MHP’s policy and procedure for reviewing the Medi-Cal 

Explanation of Benefits (EOB or 835) that is returned to the MHP. 
 

       
 
15. What percent of Medi-Cal claims were denied during: 
 

 

 

Section D – Incoming Claims Processing 
 
Note: “Network providers” (commonly known as fee-for-service providers or managed 
care network providers) may submit claims to the MHP with the expectation of payment. 
Network providers do not submit a cost report to the MHP. 
 
1. Beginning with receipt of a Medi-Cal claim in-house, provide a diagram of the claim 

handling, logging, and processes to adjudicate and pay claims. 
 

       
 
2. How is Medi-Cal eligibility verified for incoming claims? 
 

       
 
3. How are claims paid to network providers billed to Short-Doyle/Medi-Cal? 
 

       
 
4. Have any recent system changes influenced, even temporarily, the quality and/or 

completeness of the Medi-Cal claims data that are collected?  If so, how and when? 
 

       

FY 2004      % FY 2005      % 
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5. What claim form does the MHP accept from network providers? 
 

 CMS 1500  
 UB-92 
 837I 
 837P 
 MHP specific form (describe):       

 
6. Please indicate which code sets are required by your MHP on claims received from 

network providers. 
 

Coding Scheme Inpatient 
Diagnosis 

Inpatient 
Procedure 

Outpatient 
Diagnosis 

Outpatient 
Procedure 

ICD-9-CM     

CPT-4     

HCPCS     

UB Revenue 
Code     

DSM-IV-TR     

MHP Internal 
Code     

Other     

 
7. Please indicate whether you require the following data elements on claims submitted 

by network providers.  
 

Data Elements Yes or No 
Patient Gender  Yes  No 
Patient DOB/Age  Yes   No 
Diagnosis  Yes   No 
Procedure  Yes   No 
First date of service  Yes   No 
Last date of service  Yes   No 
Financial Responsibility  Yes   No 
Provider Specialty  Yes   No 
MHP consumer identification number  Yes   No 
Place of service  Yes   No 

 
8. How does your MHP monitor the accuracy and productivity of individual staff 

members who have responsibility for adjudicating incoming Medi-Cal claims from 
network providers? 
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9. What is the average length of time between claim receipt and payment to network 
provider? (An estimate is acceptable.) 

 
       

 
10. Does your MHP maintain provider profiles in your information system? 
 

 Yes  No 
 

10.1. If Yes, please describe what provider information is maintained in the provider 
profile database (e.g., languages spoken, special accessibility for individuals 
with special health care needs). 

 
       

 
11. Please describe how network provider directories are updated, how frequently, and 

who has “update” authority. 
 

       
 
12. Does your MHP use a manual or an automated system to process incoming claims, 

and adjudicate and pay claims? 
 

 Manual  Automated  Combination of Both 
 

If you marked either “Automated” or “Combination of Both,” complete the 
following questions. Otherwise, skip to Section E. 

   
13. What percent of claims are received electronically?      % 
 
14. What percent of claims are auto adjudicated?      % 
 
15. How are the fee schedule and network provider compensation rules maintained in 

your IS to assure proper claims payment by your MHP? Who has “update” authority? 
 

       
 
16. Does the system generate a remittance advice (e.g., EOB)?  
 

Yes No
 

16.1. If Yes, does your system generate a HIPAA transaction for the remittance 
advice? 

 
 Yes  No 

 
17. Does the system generate an authorization advice (i.e., letter)?  
 

Yes No
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17.1. If Yes, does your system generate a HIPAA transaction for the authorization 
letter?  

 
 Yes  No 

 

Section E – Information Systems Security and Controls 
 
1. Please describe the frequency of back-ups that are required to protect your primary 

Medi-Cal information systems and data. Where is the back-up media stored? 
 

       
2. Describe the controls used to assure that all Medi-Cal direct services are entered 

into the system (e.g., control numbers, daily audits, and/or service activity logs). 
 

       
 
3. Please describe your policy and procedure for password control on your Medi-Cal 

system(s). For example, how often do you require passwords to be changed? 
 

       
 
4. Please describe the provisions in place for physical security of the computer 

system(s) and manual files. Highlight provisions that address current HIPAA security 
requirements. 

 
4.1. Premises 

       
 
4.2. Documents 

       
 
4.3. Computer room/server room 

       
 
4.4. Workstation access and levels of security 

      
 
5. Describe how your MHP manages access for users. Do you use templates to 

standardize user access? Is so, describe the levels of access for both MHP and 
contract provider staffs.  

 
      

 
6. Describe your procedures to remove/disable access for terminated users. Explain 

the process for both MHP and contract provider staffs. Include frequency it is done 
for both groups of users.   
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Section F – Additional Documentation 
 
1. Please provide the documentation listed in the table below. Documentation may be 

submitted electronically or by hardcopy. Label documents as shown under the 
“Requested Documents” column. 

Requested Documents Description 
A. Organizational chart The chart should make clear the relationship among key 

individuals/departments responsible for information 
management. 

B. County-operated programs and 
clinics 

A list of those who can bill Medi-Cal, including name, 
address, and type of program (i.e., outpatient, day 
treatment, residential, and inpatient). 

C. Contract providers A list of those who can bill Medi-Cal, including name, 
address, and type of program (i.e., outpatient, day 
treatment, residential, and inpatient). 

D. Procedures to monitor accuracy 
and timeliness of data collection 

Provide copies of the current policies and procedures, desk 
procedures, and/or other written instructions to the staff and 
providers that address standards for data collection 
accuracy and timeliness. 

E. Procedures to determine 
consumer/beneficiary eligibility 
status 

Provide copies of the current policies and procedures, desk 
procedures, and/or written instructions to the staff and 
providers that describe how to determine 
consumer/beneficiary eligibility status. 

F. Procedures to produce Medi-Cal 
claims and review error/denied 
claims  

Provide copies of the current policies and procedures, 
operations manual, flowchart, calendar, and/or written 
instructions that document production of the Medi-Cal claim 
and resolving error/denied claims. 

G. Procedures to monitor 
timeliness of claims processing 
and payments to network providers 

Provide copies of the current policies and procedures, desk 
procedures, and/or other written instructions to the staff and 
providers that describe standards for monitoring timely 
claims processing/payment. 

H.  Procedures for the following 
topics: new user authorization, 
disable user accounts, password 
standards, data security standards, 
unattended computers, electronic 
security audits.  

Provide a copy of the current policies and procedures, desk 
procedures, and/or other written instructions to the staff and 
providers for these activities.  

I.  Prior Internal Audits If you have recently done an internal audit of your Medi-Cal 
claims submissions or your Medi-Cal claims adjudication 
from network providers, please attach a copy for review. 

J. Ethnicity/race, language code 
translations 

Provide a cross-reference list or table showing what codes 
are used internally by the staff on source documents for 
data entry and how they are translated into valid codes for 
Medi-Cal claims and CSI reporting. 

K. Crosswalk from locally used 
service/procedure codes to 
CPT/HCPCS codes used in the 
Medi-Cal claim.  

Provide a crosswalk for mapping codes used to record 
services to codes used to bill Medi-Cal. Include those used 
by network providers.  

L. Index of your Reports Manual  If available, provide a list of all current vendor-supplied and 
internally developed reports and report titles. Do not include 
ad hoc reports developed to meet temporary or one-time 
needs. 
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Activities Calendars (July 2006 – June 2007) 
 

July 2006 
Mon Tue Wed Thu Fri 

3 4 5 6 7 
     
     
     

10 11 12 13 14 
CIMH Coordination Mtg. Colusa MHP Review Glenn MHP Review Lake MHP Review  
 Tehama MHP Review CMHDA Medi-Cal Policy   
     

17 18 19 20 21 
CSI/DIG Workshop  Consumer/Family CMHDA IT 

   Member Consultant  
     

24 25 26 27 28 
     
     
     

31     
     
     
     

 

August 2006 
Mon Tue Wed Thu Fri 

 1 2 3 4 
  Monterey MHP Review  
     
     

7 8 9 10 11 
 Rita McCabe and  Solano MHP Review  
 Mike Borunda – DMH    
     

14 15 16 17 18 
    CMHDA IT 
     
     

21 22 23 24 25 
  Humboldt MHP Review  
  Napa MHP Review  
     

28 29 30 31  
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Activities Calendars (July 2006 – June 2007) 
September 2006 

Mon Tue Wed Thu Fri 
    1 

     
     
     

4 5 6 7 8 
   SCERP  
     
     

11 12 13 14 15 
 Sonoma MHP Review  Staff Mtg. with APS 
    VP Cheryl Collins 
     

18 19 20 21 22 
Tulare MHP Review Kings MHP Review 

  Medi-Cal Policy  SF Foster Care 
     

25 26 27 28 29 
Butte MHP Review    

 Alameda MHP Review  
   Shasta MHP Review 

 

October 2006 
Mon Tue Wed Thu Fri 

2 3 4 5 6 
    Annual Report  
    Presentation – Riverside 
     

9 10 11 12 13 
 San Bernardino MHP Review  
  Santa Cruz MHP Review  
   Mendocino MHP Review  

16 17 18 19 20 
 Annual Report Stanislaus MHP Review  
 Presentation – Sac    
     

23 24 25 26 27 
  San Luis Obispo MHP Review  
     
     

30 31    
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Activities Calendars (July 2006 – June 2007) 
 

November 2006 
Mon Tue Wed Thu Fri 

  1 2 3 
  San Diego MHP Review 
    CMHDA IT 
     

6 7 8 9 10 
 Del Norte MHP Review    
     
     

13 14 15 16 17 
 Sacramento MHP Review  
  Santa Barbara MHP Review 
  Compliance Advisory   
  Committee   

20 21 22 23 24 
     
     
     

27 28 29 30  
     
     

 

December 2006 
Mon Tue Wed Thu Fri 

    1 
     
     
     

4 5 6 7 8 
 Calaveras MHP Review  Amador MHP Review  
   SCERP  
     

11 12 13 14 15 
  Fresno MHP Review 
   Marin MHP Review 
    CMHDA IT 

18 19 20 21 22 
     
     
     

25 26 27 28 29 
    CalMEND – Cecil Lynch MD 
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Activities Calendars (July 2006 – June 2007) 
 

January 2007 
Mon Tue Wed Thu Fri 

1 2 3 4 5 
   SQIC  
     
     

8 9 10 11 12 
 CalMEND Yolo MHP Review  
   San Benito MHP Review 
     

15 16 17 18 19 
 San Joaquin MHP Review   
 Contra Costa MHP Review  
     

22 23 24 25 26 
  Orange MHP Review 
     
     

29 30 31   
  Ventura MHP Review   
     
     

 

February 2007 
Mon Tue Wed Thu Fri 

   1 2 
   Ventura MHP Review  
     
     

5 6 7 8 9 
CalMEND  CalMEND Policy Madera MHP Review 

     
     

12 13 14 15 16 
 Riverside MHP Review  
  San Mateo MHP Review 
     

19 20 21 22 23 
  Kern MHP Review 
  Santa Clara MHP Review 
     

26 27 28   
SCERP     
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Activities Calendars (July 2006 – June 2007) 
 

March 2007 
Mon Tue Wed Thu Fri 

   1 2 
     
     
     

5 6 7 8 9 
    Nevada MHP Review 
     
     

12 13 14 15 16 
 Imperial MHP Review    
 Sutter/Yuba MHP Review   
  San Francisco MHP Review 

19 20 21 22 23 
  CALQIC 
     
     

26 27 28 29 30 
     
     
     

 

April 2007 
Mon Tue Wed Thu Fri 

2 3 4 5 6 
Los Angeles MHP Review  

  Placer/Sierra MHP Review  
     

9 10 11 12 13 
  CIMH Data Conference CalMEND 
    SCERP  
     

16 17 18 19 20 
 El Dorado MHP Review   
 DMH Recovery Charting    
     

23 24 25 26 27 
SCERP PIP  Mariposa MHP Review Rapid Process 

  Sophie Cabrera, DMH Ergonomic Training Improvement 
  Network for the Improvement of Addiction 

Treatment Summit 
 

30     
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Activities Calendars (July 2006 – June 2007) 
 

May 2007 
Mon Tue Wed Thu Fri 

 1 2 3 4 
 Lassen MHP Review  Plumas MHP Review Petris Conference 
 Modoc MHP Review  Siskiyou MHP Review  
     

7 8 9 10 11 
   MHSA Technology Tuolumne MHP Review 
     
     

14 15 16 17 18 
 Mono MHP Review Inyo MHP Review 
 National Council Alpine MHP Review  CMHDA IT 
 Teleconference    

21 22 23 24 25 
 Trinity MHP Review   
 Corporate Compliance    
 Training    

28 29 30 31  
     
     
     

 

June 2007 
Mon Tue Wed Thu Fri 

    1 
     
     
     

4 5 6 7 8 
 CAEQRO Retreat Merced MHP Review 
     
     

11 12 13 14 15 
    CalMEND 
    CMHDA IT 
     

18 19 20 21 22 
 SCERP Planned/    
 Unplanned    
 Health Disparities    

25 26 27 28 29 
  SCERP Webcast   
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Performance Measure Analysis 
• Penetration and Average Payment for Male vs. Female 

Beneficiaries Over Two Years - MHPs 
• Penetration and Average Payment for Hispanic vs. White 

Beneficiaries Over Two Years - MHPs 
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Adjusted Penetration Rates 
• Discussion on Adjusted Penetration Rates 
• MHP: Adjusted Service Penetration Rates and  

Ranking – CY06 
• MHP: Adjusted Service Penetration Rates and Ranking – 

CY06 Excluding Consumers with <=3 Services 
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Discussion on Adjusted Penetration Rates  
 
In analyzing our findings (see Section 5) based on approved claims data for CY06, 
CAEQRO adjusted penetration rates by factors such as age, gender, race/ethnicity and 
retention rate.  This attachment explains why this formula was critical to obtaining an 
accurate picture which beneficiaries are accessing the public mental health system and 
the amount of service they receive. 
 
Rationale for Adjusting Penetration Rates 
 
Different MHPs may have very different demographic distributions in their Medi-Cal 
eligible populations. As a result, the overall penetration rate can mask disparities in MHP 
penetration rates by race/ethnicity, gender and age. For example, MHP A and B might 
show an equal penetration rates for White and Hispanic beneficiaries; however, if MHP 
A has a higher proportion of eligible Hispanic beneficiaries than does MHP B, the 
penetration rates do not disclose a disparity in access for Hispanic beneficiaries served 
by MHP A. In other words, the overall penetration rates should reflect the differences in 
population race/ethnicity compositions between the two MHPs. Penetration rates can be 
adjusted or standardized by using a common standard population, in this study, by the 
California Medi-Cal population. A factor-adjusted penetration rate for each MHP helps 
eliminate the confounding effects caused by MHP demographic compositions. 

 
Penetration rates are also influenced by the number of services received by each 
beneficiary – which is a measure of the retention rate for each MHP.  Without adjusting 
for retention, MHPs with a higher proportion of clients with fewer services are likely to 
have higher penetration rates than those providing more services per client. Therefore, 
penetration rates can also be adjusted for retention rates by excluding clients with a low 
number of service encounters. In Section 5, we include tables that display penetration 
rates reflecting the following adjustments: excluding those beneficiaries receiving only 
one service from the MHP; excluding clients with three or less service encounters. 
 
Methodology for Calculating Adjusted Penetration Rates 
 
Let pi be the MHP penetration rate for a particular factor or demographic group, such as 
for Whites or Hispanics; Ni the statewide number of Medi-Cal eligibles for the same 
demographic group; and i the number of categories within that demographic group, (for 
race/ethnicity, i=6). 
 
Then the factor-adjusted or standardized overall MHP penetration rate P’ is: 
 

P’=∑Nip) / ∑Ni 

 

 
The retention and factor-adjusted factor penetration rates are obtained by first 
subtracting the number of clients with only one or less than four services from the factor 
number of beneficiaries served.  The next step is to calculate the retention-adjusted 
factor penetration rate. The final step is to apply the above formula to obtain the factor-
adjusted MHP overall penetration rate. 
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In charts that immediately follow this narrative, the 56 California MHPs are ranked by the 
unadjusted overall penetration rates, factor-adjusted overall penetration rates, and the 
retention and factor-adjusted overall penetrations rates. 
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SCERP Data Analyses 
• SCERP Select Data 
• Readmission Rates for SCERP Index Clients –  

May 2006 
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Exemplary Practice: Mono MHP 
• ESL Outreach 
• August 2007 Wellness Schedule 
• Easy English News 
• Sample English Unit 
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ESL Outreach at the Wellness Center: 
 
1) ESL Advisory Board has been established with community members, Mono County 
Office of Ed Certificated ESL instructor; representative from Wild Iris (Domestic 
Violence/Child Abuse Prevention non-profit); representative from Mono County Mental 
Health.  Public Health has been invited to participate. 
 
2) Effective September, 2007, we will be offering both Beginner’s, Intermediate, and 
Advanced classes in English.  The Wellness Center will only be offering Beginning 
English. The Wellness Center will be offering three “semesters” of 16 weeks of 
instruction. At the end of the 16 weeks, participants who have actively participated in 
50% or more of the scheduled classes will receive a Certificate of Participation. At the 
end of the 16 weeks, there will be three students chosen for the following awards: 

a) Most Improved Student 
b) Hardest Working Student 
c) Student with Best Attendance 

 
The Certificates and Awards ceremony will be followed by a potluck with students and 
instructors (opportunity to apply new skills). 
 
3) Curriculum: 
 

Curriculum is based on: 
a) Interchange (3rd Ed.) which can be purchased at esl.net 

 (See attached PFD sample of Unit 1 – Beginners) 
 

b) Easy English Times – monthly newspaper written for ESL classes (See 
attached Word sample). This can be purchased at 
www.easyenglishtimes.com 

 
c) Supplemental hand-outs from Ordonez, M. (2000). English for Progress: Ingles 

para progresa: Guia de ingles conas explicaciones en espanol para el 
hispanohablanter. (4th ed.). Montebello, CA: Casa Blanca Press. 

 
d) SKIDMORE, Charles & DeFillipo, J, Skill Sharpeners, Vol 3.   ISBN 

0131929941 
 

e) We are also collecting additional ideas and hand-outs from internet 
resources: 

 
http://www.eslmonkeys.com/teacher/teaching_materials.php 

 
http://www.edhelper.com/listening.htm 

 
http://www.eslsite.com/ 

 
http://esl.about.com/library/lessons/bl_guided_writing.htm 

 
Instruction for the classes provided at the Wellness Center is shared by Paula Alvarez, 
LCSW, MHP Clinical Supervisor and another bilingual/bicultural professional community 
member so as to cover concepts regarding meeting basic needs and health & wellness 
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in the curriculum material. Outside speakers will be integrated into the curriculum to 
introduce specific wellness concepts; for example, a bilingual/bicultural member of the 
AA recovery community will speak. 
 
Regarding, tracking our outreach efforts in numbers of individuals who have come into 
services after participating in ESL class(es): while we are establishing a frequency for 
tracking such data, we have known of at least one person who followed up after 
participating in an ESL class and requested MHP services.  Also, we know of at least 
one MHP consumer and two AOD consumers who have elected to participate in the ESL 
classes.  We hope to increase this cross over of participation and our ability to measure 
such outcomes.  Also, we hope to find a way to track referrals that may be coming in 
from those who attend ESL to their friends/family members that request service with us. 
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Exemplary Practice: Orange MHP 
• Orange MHP Zoomerang Project 
• Orange MHP Consumer Survey 
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Exemplary Practice: San Bernardino MHP 
• San Bernardino FY07 Non-Clinical PIP 
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