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INTRODUCTION 

The Ventura County Behavioral Health Department (VCBH) provides a system of coordinated 

services to meet the mental health and substance abuse treatment needs of Ventura County.  

The Department is committed to excellence through “best practices” and a consumer-driven and 

culturally competent approach to service delivery.  The staff of the Ventura County Behavioral 

Health Department are dedicated to relieving suffering and enhancing recovery from mental 

illness, alcohol, and other drug problems.  VCBH believes that real consumer and family member 

involvement is critical both to our commitment to excellence and for profound change in 

consumers lives, and is dedicated integrating consumers and family members throughout the 

Department’s organization and activities. The Behavioral Health Department Plan plays an 

important role as an integrated component of the Ventura County Health Care Agency System.   

The Ventura County Behavioral Health Quality Improvement Program is focused on the mission, 

goals and commitment of the Behavioral Health Department.  The Quality Improvement Program 

is responsible for the coordination, planning, oversight, and communication of quality 

improvement principles, projects, analyses, and findings Department-wide to achieve the 

Department’s mission.  The principles of wellness, recovery, resiliency, and cultural competency 

serve to direct all Quality Improvement activities and projects.   

As mandated by the State Department of Health Care Services (DHCS), county Mental Health 

Plans (MHP) are to complete an evaluation of its annual Quality Improvement Work Plans. A 

Quality Improvement Committee (QIC) comprised of the Department of Behavioral Health and 

its network of contract providers, community partners, clients, family members and stakeholders 

oversees the Ventura County MHP Work Plan Evaluation. The MHP is committed to quality 

improvement spanning throughout the system of care. The MHP QIC is directly accountable to 

the Ventura County Mental Health Director. Through the Department’s Quality Improvement 

Division, the Quality Improvement Committee oversees the Fiscal Year (FY) 2017-18 Quality 

Improvement Work Plan. 

The Quality Improvement Committee (QIC) is comprised of MHP staff and key stakeholders 

responsible for the planning, design and execution of the Quality Improvement (QI) Work Plan. 

The QI Work Plan provides a roadmap to outline how the MHP is to review the quality of specialty 

mental health services under its umbrella. The goals and objectives of this QI Work Plan are to 

guide the QIC and its subcommittees to meet its goals. The QI Work Plan will be reviewed 

annually and made available to Ventura County Behavioral Health (VCBH) staff, stakeholders and 

posted on the VCBH website. The QI Work Plan activities derive from a number of sources of 
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information about quality of care and service issues which include client and family feedback, 

Department, and State and Federal requirements and initiatives. 

QIC Membership includes:  
 

 Director 

 Medical Director(s) 

 Quality Assurance Manager 

 Division Managers 

 Behavioral Health Managers 

 Clinic and Program Administrators  

 Mental Health Board Appointees  

 Ethnic Services Manager 

 Adult Consumers 

 TAY Consumers 

 Family Members  

 Provider Representatives 

 Clinicians 
 

The Behavioral Health Advisory Board provides input to the administration of the Mental Health 

Plan and functions in an advisory capacity.  The Advisory Board is involved in the Quality 

Improvement Committee by appointing an Advisory Board member to the QIC. In addition, there 

is a direct reporting link to each of the Advisory Board Subcommittees. QI reports generated 

through the oversight of the Quality Improvement Committee (QIC) are presented to the 

Advisory Board on a quarterly basis for their review and feedback. The annual Advisory Board 

report to the Board of Supervisors includes summaries and recommendations based on their 

review of the QI Program.  

In August of 2017, the QIC identified new expectations for quality improvement programming. 

Whenever possible, quality improvement (QI) efforts and projects will incorporate the following 

QI process that stresses the need for formalized assessment processes in the design, 

implementation, and evaluation of services: 

 Measurement of performance using objective quality indicators. (Define, Measure, 
Analyze, Improve, Control) 

 Identify standard performance measures.  

 Implementation of interventions to achieve improvement in the access to and quality of 
care 

 Assessment of the quality and appropriateness of care furnished to enrollees with special 
health care needs 

 Mechanisms to detect under-and overutilization of services 
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 Evaluation of the effectiveness and planning and initiation of activities for increasing or 
sustaining improvement. 

 Report the status and results once per year 

 The MHP must develop a process to evaluate the impact and effectiveness of its own QAPI 
 
The scope of VCBH QI includes, but is not limited to, all the following elements of consumer 

services: 

 Timeliness:  How quickly and easily do consumers obtain necessary services? 

 Appropriateness of Care:  Do members receive services appropriate to their individual 
needs and at the appropriate frequency? 

 Effective Care:  Are services effective and outcomes positive?  Are there continuous 
initiatives to improve service effectiveness and clinical care outcomes? 

 Efficiency:  Are services being provided in a manner that best uses the available resources 
for consumers? 

 Coordination and Continuity of Care:  Is there coordination and continuity of care within 
the VCBH services and between the VCBH and community systems of care?  Is the 
transition between the Ventura County Medical Center and VCBH seamless and well 
documented? 

 Wellness / Recovery:  Are services designed to engender hope and to promote choice, 
independence, and the development of functional competencies?  Are consumers 
improving the quality of their physical, mental, and life circumstances? 

 Consumer Satisfaction:  Are consumers and family members satisfied with the quality of 
services they receive, the programs and providers that deliver them, and with their clinical 
outcomes? 

 Cultural Competency:  Are services provided in a manner that effectively meets the needs 
of county cultural and ethnic populations?  Are healthcare service disparities being 
reduced?  

 

RESULTS 

Goal: Timeliness of Access to Care 

Access to Services Project – STAR to Clinic 

 

PURPOSE 

The goals for this project is to support and guide the improvement of the VCBH client-access 
experience by streamlining and improving the accuracy of the process.  Specifically, to 
increase process efficiency and improve quality by: 

1) Creating a process whereby 100% of those that request mental health services are 
referred to an appropriate treatment provider (e.g., those in the mild to moderate 
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range of severity going to managed care and community-based providers, and the 
moderate to severe going to VCBH); 

2) Optimizing client throughput; 
3) Reducing cycle time (i.e., lessen the time from RFS to first appointment offered in 

STAR, to actual assessment, to first appointment at assigned clinic, and to the first 
appointment with a psychiatrist.  Goal is to improve cycle time by 30%.   

4) Ensure the accuracy of those referred out, decrease “drop-outs” of those remaining in 
VCBH, improve the accuracy of screening and assessing.” 

 

FOCUS GROUP RESULTS 

 

 Survey with 41 responses, mostly clinical staff  

 Challenges:  Screening criteria & process not standardized, client experience (client 
repeats story), high no-show rates, scheduling 

 Strengths:  Empathetic staff, attention to urgent cases, thorough assessment 

 Ideas for Improvement:  Better staff communication, streamline paperwork, client 
experience (seamless & timely), and scheduling 

 

STATUS/ ACCOMPLISHMENTS 

 Completed an Access Kaizen  

 Completed Written Assessment Pilot 

 Completed Conejo Clinic Access Pilot 

 Completed and analyze a time study among STAR staff 

 Set goal for all STAR assessments within 10 days 

ACCESS KAIZEN RECOMMENDATIONS 

Recommendations:  

 Intake Information & Forms:  Streamline client intake forms (readability, linguistic level).  
Determine whether some sections from the client intake forms should be eliminated or 
completed at clinic 

 Screening:  Survey, review and standardize screening criteria for all entities that can refer 
to VCBH services 

 Screening:  Create standard screening tool that collects client information and uses 
algorithm for self-triage for likelihood of meeting Medical Necessity (MN). Conduct pilot, 
gather feedback, train, then implement 

 Scheduling: Schedule assessment during live (phone, face-to-face) RFS/Triage. 

 Staff:  Develop method to identify staff availability to complete RFS. Expand Spanish-
speaker staff pool for RFS completion 

 Communication:  Define roles, responsibilities and interface protocol for initial screening 
personnel (RISE, CT, LB) 

 Process:  Develop standard operational definitions for the Access process (e.g., first 
available appointment, time frames) to improve communication and reduce rework 

 Process:  Eliminate paper chart and create digital chart to facilitate data entry and digital 
signatures 
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 Process/Communication:  Appropriate staff to receive notification as client moves 
through the process.  Incorporate automatic notification for appropriate staff (email 
notification, etc.). For example, to STAR OA during request for service, notice of 
appointments, notice of client information availability in Avatar 

 Collaboration:  Create community liaison group that will work with "referral in" entities 
(internal and external- schools, primary care physicians, RISE, LB)  to continuously 
improve the referral process and client information collected with respect to 
completeness, quality and appropriateness 

 Assessment:  Revisit and formalize purpose & goals for STAR assessment in collaboration 
with clinics.  Review & streamline STAR assessment form, building on what information 
has been collected (screening, triage) 

 Intra-County Communication:  Determine intra-county communication needs with 
respect to client information disclosure, legal consent requirements, and implement. 
Consider external county communication requirements 

 Collaboration:  To increase communication and improve processes, formalize 
collaboration between intake team (RISE, LB, STAR/Crisis Team) and clinics by creating a 
collaboration group of direct service staff (brown bag lunch discussions- with report 
feedback to executive for accountability). 

 Integration of Services: Investigate current referral processes for adjunct services. Clarify 
access process for services (ex. ADP) and embed within formal access process.  

 Integration of Services: Create a list of point of contacts for process functions and 
organizations.  
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LESSONS LEARNED 

 

 Structure/Framework:  Train team (including managers) on basics of Lean Six Sigma 
methodology, especially identification of waste and value-added activities. 

 Roles and Responsibilities:  Clarify and advise on roles and responsibilities for all 
participants (all levels) and their value to the process.  (Why they are selected and 
expectations.) 

 Data:  Ensure that those pulling data understand the objectives of project by including 
them up front.  Set priorities and communicate these.  Reconcile process definition 
with data. 

 Scope Creep:  Adding to project while in process in a more structured and planned 
manner (possibly adding phases). 

 Culture:  Process Improvement is everybody’s job.   
 

DATA OBSERVATIONS 

 
Metrics: No show rates, Timeliness to Services, Acuity Model 
Baseline Data FY 2015-16:  
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Data Summary 

 Over 90% clients offered an initial appointment. 

 Of those offered an appointment, approximately 50% were not assessed. 

 Of those assessed, approximately 30% fail to reach the clinic.  

 Client gets to clinic/clinic psychiatrist 30 days sooner when expedited (Youth and Adult). 

 Cycle Times (Days):  Adult Routine (68 Clinic, 95 Psych); Youth Routine (82 Clinic, 119 
Psych); Adult Expedite (36 Clinic, 63 Psych); Youth Expedite (50 Clinic, 86 Psych) 

 Nearly half the assessments were scheduled in an expedited manner (46%), but only 
resulted in a minimal increase in the assessments completed (3%) when compared to the 
routine.  

 Less than a quarter of all referrals evidenced high or moderate acuity (based on 
hospitalization hx); an additional 9% had a history of past enrollment; and an additional 
17% appeared to suffer from more serious dx. 

 Only 55% of those with completed assessments appeared to have histories consistent 
consistent with MediCal criteria.  
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ACTION STEPS 
 
 

 Review Kaizen Recommendations for additional action items 

 

Conejo Access Pilot 
PURPOSE 
The focus of VCBH efforts has been on improving both speed and accuracy of STAR process and 
thereby the overall efficiency.   
A four-month pilot aimed at reducing the wait time to determine both the impact on drop out and to 
assess the demand on resources (i.e., staff time) was launched in Conejo in February 2018.  The site 
was chosen because of its moderate size (i.e., ~70 referrals a month) and the fact that both Adult and 
Y&F are co-located in one setting.   

FOCUS GROUP RESULTS 
N/A 

 

STATUS/ ACCOMPLISHMENTS 
During the months of February and March, same day appointments were made available to clients 
with a history of previously VCBH enrollment/or inpatient admission.  Demand fell short of allotted 
resources.  Subsequently during April and May appointments within 10 days were made available to 
all scheduled assessments.   
LESSONS LEARNED 
Lessons learned from the Conejo pilot included determining the appropriate level of resource is 
critical (i.e., too few and the system is overwhelmed and too much and system is inefficient).  That 
resource, or staff time, needs to be dynamic and be able to flex in response to variable demand.  
Immediate or “on demand” appointments by themselves do not fully address drop out which 
appeared to also be driven by some combination of client ambivalence, issues with transportation, or 
other factors. 

DATA OBSERVATIONS 
 During the four-month, Conejo pilot the average, overall wait time from the request for service to 

the first available STAR appointment was observed to be 8.5 days (stddev=8.4 days indicating a 
high degree of variability).   

 The drop-out rate between the scheduled (or attempted) appointment and the actual assessment 
was 34.7%.  

ACTION STEPS 
 Complete a pilot in Santa Paula aimed to build on the lessons learned from Conejo by closely 

monitoring the level of staff time made available and building in the ability to adjust in 
response to variation in demand.  Secondarily, utilize Logrando Bienestar and RISE staffs to 
address risk of drop out not addressed by timely access. 
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Timeliness of Post Hospitalization Follow Up Service  

PURPOSE 

VCBH has procedures to ensure post inpatient psychiatric hospitalization clients are offered a 
follow up appointment within 7 calendar days of discharge. 
 
Currently, only STAR is able to measure first appointment date offered for post IPU clients.  
This project will extend that ability to the regional clinics.  Also, there is an information gap 
related to who requires a post IPU follow up appointment for clients who are hospitalized 
outside of VCMC IPU. This project will attempt to close that gap. 
 
The project scope is within both Adult and YF Divisions, QI  
 
The goal is to offer Post IPU clients a follow up clinical appointment within 7 days of 
discharge across VCBH. 
 

FOCUS GROUP RESULTS 

 
N/A  
 

STATUS/ ACCOMPLISHMENTS 

 
• Initial baseline adult clinic data obtained (presented to EQRO) 
• Productive Workgroups held to outline procedures for Enrolled and Non- Enrolled Clients 
• Current and Future State Flow Chart/ Map developed 
• Avatar Form/ Tracking Tool developed and tested.  (Determined that it does not meet the 

needs of non-enrolled clients.) 
• Workgroups held with STAR Leads to outline needs for effective tracking Tool for Non-

Enrolled Clients  
• Administrative meetings held to identify tracking needs of the department 
 
Future State Flow Chart/Maps:  
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LESSONS LEARNED 

 
• Many non-HPC cases will not be discovered in time to offer the 7 day standard. 
• Different tools needed to track enrolled & non-enrolled data 
 
Challenges:  
 
• Follow up time with psychiatrists is limited 
• Many non-HPC hospitalizations will not be addressed since the clients are already 

discharged by the time we are notified 
• Lack of efficient collaboration and information sharing with out of county hospitals 
• Avatar Test discovered different tools are needed to track data for Enrolled and Non-

Enrolled Clients and larger departmental needs identified for tracking entire 
hospitalization process 

 

DATA OBSERVATIONS 

 
Metric #1: Percentage of time STAR offers post IPU unenrolled clients a follow up 
appointment within 7 calendar days. 
Metric #2:  Percentage of time Adult programs offer post IPU enrolled clients a follow up 
appointment within 7 calendar days. 
Metric #3:  Percentage of time YF programs offer post IPU enrolled clients a follow up 
appointment within 7 calendar days. 
 
Baseline: STAR meets the 7 day standard 100% of the time, when notified.  
 

ACTION STEPS 

• Review current baseline data at the regional clinics and begin Avatar form for additional 
data collection. 

• Finalize the Avatar Form/ Tool to obtain baseline at the clinics. 
• Develop Avatar Form/Tool for Non Enrolled Clients (follow up workgroup with STAR 

needed)  
• Additional workgroups to finalize interventions to ensure adherence to 7 day standard. 
• Finalize All Protocols 
• Draft New Policy 
• Train Staff 
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Goal: Effective Care 

Cognitive- Based Therapy Implementation 

PURPOSE 

The purpose of this project is the implementation of Cognitive-Behavior Therapy as the 
primary evidenced based treatment of individual, family and group therapy in VCBH Y &F and 
the establishment of a system by which outcome measures are used to report client 
outcomes associated with receiving CBT to established fidelity. 
 
Prior to 2013, there has not been a standardized treatment for county consumers and staff 
have not been asked to demonstrate competence to a measurable level of skill.   
Goal: decrease symptoms, increase functioning, decrease length of stay, maintain or improve 
client satisfaction.  
 
 

FOCUS GROUP RESULTS 

Includes fourteen CTRS CBT trained clinicians.  
 
Discussion areas:  
CBT client progress outcomes  
Administration and use 
Future training 
Preferred method for displaying results 
GAD-7/PHQ-9 
 
Findings:  
Can use scoring as part of treatment planning- to inform time for discharge. 
Very helpful “micro tracking”  
Helps client calm down and focus.   
Useful to help client see a new angle on the situation/ insight to see symptoms for what they 
are, or impairment level.   
Gives a place to start work especially well with kids who don’t like to talk too much, or are 
highly anxious. A neutral way to respond. 
Anything client does (with the measures) is data (e.g., client declines, its own form of 
functional analysis).  
I find it helpful with adults, if I can get it, I see improvements in almost every area during 
treatment. 
I forward results to physician/psych when red flags come up.  
 
Notes for Future Trainings- Focus Areas 
Score ranges/categories 
Use with presence of depression and anxiety 
Guidelines/method for reading to client  
How to consider physical/medical symptoms 
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How to connect to the ISSP 
Administration guidance  
Documentation guidance 
Use of PHQ/GAD to fit the scope of those program objectives such school based 
programming and welfare to work programming 
Process note- mention clicking “CTRS” can be forgotten to click “CTRS” before filing. And 
once it is filed you have to fill out another form to request a change in one that was already 
filed.  
 
Process Notes 

 Documenting “CTRS CBT” used for a session in Avatar: location of field follows the 
button to file the note- may be missed and may require further training 

 Requesting to make a change to a filed note requires another form 
 

STATUS/ ACCOMPLISHMENTS 

 All Y & F & Adult Clinical staff trained in Basic CBT 

 Collected data on clinician’s experience with the process  

 Trained managers, Clinic Administrators, and staff on CBT protocol (including CTRS, PhQ9, 
and GAD7)  

 Training in VCOS 

 PHQ9, GAD 7 & CTRS in progress note 

 CBOs trained in basic CBT starting 2016   

 Advanced CBT training offered annually 

 23 Certified Academy Diplomats/Coaches 

 4 Academy Certified Trainers (10 scheduled for 2017-2018) to ensure sustainability 

 Fidelity:  CTRS, audio recording and monthly supervision groups at all programs since 
March 2015 

 Piloted with coaches and focus group held with participating coaches to inform future 
roll-out 

 Determined frequency of administration of PhQ9 and GAD7 Outcome Measures (at leatst 
monthly)  

LESSONS LEARNED 

 Need data entry system in place prior to training  

 Utilize Staff Satisfaction / Buy-In Scale before training, after training, and annually 
 
Challenges:  

 Not having structure to collect data from the start 

 On-going audio-taping (vulnerability issues for staff) 
 

DATA OBSERVATIONS 

Baseline:  Currently VCOS data was only available in aggregate data by program.  Training 
occurred November and December 2016: VCBH Use of Outcomes in Treatment Planning PHQ 



17 | P a g e  
 

9 & GAD 7 pilot data is now available and preliminary analysis will be complete by month’s 
end 
 
Preliminary Data Observations: Number of clients being given a progress measure decreases 
after first administration.  
 
Metric #1:  CBT Fidelity utilizing the Cognitive Therapy Rating Scale 
Metric #2:  Decrease in Symptoms, utilizing the VCOS for all (annually) and PhQ9/GAD7 for 
clients 13 and older with depression / anxiety 
Metric #3:  Decrease in Functional impairment, utilizing the VCOS for all (annually) and 
PhQ9/GAD7 for clients 13 and older with depression/anxiety, Client satisfaction as measured 
by VCOS 
 

ACTION STEPS 

 Develop Outcome Results Report for Clinicians (request submitted to QM) 

 Address Avatar training needs for accurate CTRS data entry 

 

Discharge Planning Process Improvement 

 

PURPOSE 

This project will review treatment planning, stages of treatment and discharge planning in 
order to decrease length of stay, improve outcomes and maximize limited resources.  
 
There was not a standardized metric for evaluating treatment progress and discharge 
planning.  There were concerns regarding availability of effective treatment services in the 
community. Furthermore, with the implementation of ACA, there continues to been a 
significant increase in eligible consumers. 
 

Goal: To integrate treatment & discharge planning at clinic engagement and throughout the 

treatment process.  

FOCUS GROUP RESULTS 

N/A 

STATUS/ ACCOMPLISHMENTS 

 Updated Discharge Planning Policy 

 Defined department treatment & discharge planning objectives  

 Created written process to evaluate treatment progress that includes existing 

measurement tools 

 Integrated outcome measure data into treatment planning & discharge planning 
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 Assured treatment planning & discharge planning is informed by data from VCOS & ISSP  

(outcome measures & treatment plan review process) 

Completed Get-To-Excellence Plan: 

 Submit AD-01 to request policy revision.  

 Highlight ISSP coming due in new notice report 90 days ahead to signal outcomes 

completion needed.  

 Complete protocol to be added to policy. 

 Establish treatment team case review meeting standard within new protocol.  

 Establish standard of documentation of discharge planning within 

assessment/assessment update within new protocol.   

 Establish assessment update outcomes completion standard within new protocol. 

 Complete CA checklist to be implemented with new protocol.  

 P& P office completed changes to applicable policies (Assessment Update) 

 Developed & implemented treatment review training 
 
Policy Objective: To ensure that each client will receive a comprehensive clinical review by a 
treatment team for reviewing progress, establishing appropriate treatment goals and related 
services and anticipated duration of services. 
 
Created new Discharge Planning Protocol:  
 
Treatment Team Reviews will occur as follows: 
At least 30 days prior to the client’s annual review date  
 
1.1 The Clinic Administrator establishes a Treatment Review schedule which is distributed to 
relevant staff at least two weeks prior to the annual review meeting.    
 
1.2 In addition to the client file, the attending practitioner provides all relevant 
documentation to support the discussion.  
 
1.2.1. Results of required outcome measurements (see VCBH policy CA45-Quality of Care 
Data Collection)  
 
1.2.2. Client ListPAT  
 
1.2.3. Assessment Update and all other recent clinical assessments / measurements as 
available. 
 
When triaging is warranted due to concern about client progress  
 
2.1 The attending practitioner requests a case presentation from the Clinic Administrator  
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2.2 The review will be schedule within 30 days or sooner as clinically indicated 
 
The Treatment Team Review Meeting and Documentation 

 The presenting practitioner follows the guidelines on the Treatment Team Review 
Protocol 

 Reviews are scheduled so as include the treating psychiatrist 

 At the conclusion of the review, recommendations are made by the team which are 
documented in the Treatment Team Recommendation form and the client file using the 
Progress Note. 

 

LESSONS LEARNED 

Challenges:  

 Changing the operational culture and treatment paradigm 

 Logistical challenge of implementing treatment team meetings 

 Outcome measure data not currently utilized by clinicians 

 Pending implementation of new Outcome Measures (CANS) 
 

DATA OBSERVATIONS 

 

ACTION STEPS 

 
Add indicator checkbox to “Assessment Update” to document discussion of discharge plan 

 
Metrics to collect and report on: 

 Cycle time between ISSP development and first review.  

 # of Assessment Update forms that follow P&P (check-box) 

 Compare # of discharges against the same time period for the previous year 

 The team incorporated feedback from May QIC 2016 committee meeting. 

 Access to VCOS 

 Outcome measures tied to treatment planning process 

 Type of treatment / services integrated into treatment planning process 
 

Next Steps: 

 Data/metrics review after 1 quarter of implementation  
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Goal: Cultural Competency 

Health Equity Development 

 

PURPOSE 

Develop and implement strategic actions that lead to the use of evidence based practices, 
including community defined practices, emerging or promising practices to achieve a 
culturally responsive and equitable quality of care services and outcomes. 
 
Mission: 

1. Enhanced mindset of the importance of the cultural and linguistic competence 
activities in support of the goals and objects of Ventura County Behavioral Health 
Strategic Plan 

2. Partner with department staff, contract service providers, community organizations, 
and communities in pursuit of cultural and linguistic proficiencies across all services 
and programs 

3. Implement and foster support and collaboration for continuous quality improvement 
processes across departmental efforts for the use of data collection and ongoing 
review leading to the reduction in disparities for identified ethnic/racial populations 
and other cultural groups 

4. Ensure equality is maintained in access and service delivery 
5. Culture Competency Plan – to be imbedded into daily operations 

 
 

FOCUS GROUP RESULTS 

 

STATUS/ ACCOMPLISHMENTS 

CC Work Group – Implementation of groups addressing existing challenges:  
1. Trauma to families of deported family members 

Development of a white paper on the topic, including reference to transgenerational trauma, 
generational impact and internal and external effects with trauma.  
 

2. Child care in Adult clinics 

Survey of VCBH staff developed in regards to the needs of child care in the clinics. Findings 

show that 85% of clients canceled their appointment because of lack of child care and 

confirm the need.  

3. Older Adults 
Developing data notebook regarding older adults needs in the community.  

 
4. Signage 
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Santa Paula site visit completed. Exploring environmental changes. Art posting. 
Standardization of signage. Suggestion of art contest/rotating galleries at clinics. Integrate 
community members into submissions.  
 

5. Document Readability 
Identified review for insufficiency of material, literacy level, staff training and CLAS standards. 
Creation of a white paper. Development of a translation review committee. Revision to 
related policy.  

 
6. LGBTQ 

Identify need for proper pronouns. Set up for trainings this year (see below).   
 
Cultural Competence Training – New format using subject matter experts, providing CEUs 
and fulfilling the CC requirement 
 
Fall courses 

 The Use of Multifamily groups to Improve Outcomes in Latinos with Serious Mental 
Illness – Alejandro Kopelowicz, MD 

 Implementing Evidence- Base, Culturally Responsive Strategies for Engaging Latino/a 
Families in Youth Mental Health Services– Jonathan I. Martinez, Ph.D.  

 LGBTQ+ Issues in The Latino/a/x Community – Marta A. Alquijay, Ph.D.  

 LGBTQ Adults – Richard Zaldivar 
Spring Courses 

 Trauma on families of deported family members – Sergio Gaxiola, MD, Ph.D.  

 Suicide Prevention for Latino Adolescents – Luis Garcia, Ph.D.  

 Understanding Cultural Competence – Rachel Guerrero 
 

LESSONS LEARNED 

 

DATA OBSERVATIONS 

 
An analysis of the population of Ventura County identified the threshold language as Spanish. 
The Ventura County Behavioral Health’s (VCBH) commitment to providing culturally 
competent services is embedded through a wide range of policies and procedures, 
operational practices including telephone access, human resources training and recruitment, 
bilingual allowances, cultural competence training, interpretation, signage and other areas 
documented in the plan. 
 
A key strategy to advance the Ventura County Behavioral Health’s (VCBH) commitment to 
providing culturally competent services are a series of trainings that will focus on ethnically 
and culturally diverse communities, including, but not limited to: Mixtecos/Indigenous 
Mexicans, Native American, LGBTQ, African American, Filipino, Latino, older adult population, 
and other diverse populations.  
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Another major strategy for hiring and maintaining a diverse workforce is the requirement 
that the Ventura County Behavioral Health (VCBH) and contractors provide sufficient 
Spanish-speaking bilingual/bicultural staff to meet the needs to the clients, which may vary 
by county region. 

ACTION STEPS 

 
Continued analysis of impact of the new training protocol and workgroup activities.  

 

Goal: Quality Assurance 

Reducing Disallowances Due to Documentation Errors 

PURPOSE 

This project focuses on the primary source of lost revenue due to documentation issues and 
develop training / procedural protocols to address them. 
 
The opportunity is to review clinical documentation issues, as identified by monthly VCBH UR 
audits and triennial DHCS audits, is costing tens of thousands of dollars in lost revenue for the 
Mental Health Department. 
  
The goal(s) are to identify leading causes of documentation disallowances; develop a 
Division-wide practice standard to address the identified issues; reduce disallowances and 
allow for revenue recovery. 
 

FOCUS GROUP RESULTS 

 

STATUS/ ACCOMPLISHMENTS 

• Mandatory Staff Documentation Trainings (including CBOs) 
• ISSP Lockout PIP (all CAs trained) 
• Collaborative Documentation Training with UR Team 
• Simplified Recoupment Process 
• Provided Manager/ CA Documentation Trainings 
• Operationalized Manager / CA / UR Collaborative Monthly Meeting 
• Launched Online Mandatory Annual Documentation Trainings 
• Review of Site-specific efforts to address issues and results 

 

LESSONS LEARNED 

Challenges: 
• Data integrity 
• Difficult to quantify fiscal impact related to disallowances 
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DATA OBSERVATIONS 

Baseline:  
• For  CY 16 “cost” disallowances due to total documentation deficiencies averaged 

over $100,000 /month 
• 18% (24% Adult / 5% YF) of all charts reviewed indicate out-of-date Client Plans – the 

single largest cause of disallowances. 
Metrics:.   

• Metric #1:  Proportion of disallowances by Division / Category / Program / Staff 
• Metric #2:  Revenue impact of current state of disallowances 
• Metric #3:  Revenue impact following employment of training / procedures  

 

 

ACTION STEPS 

• Develop comprehensive analysis of UR reports by Dept, Division, Program 
• Analysis of fiscal reports re: lost revenue by program 
• Identify formula for unit of service and cost for programmatic review 
• Develop data reports to reflect disallowance trends and fiscal implications 
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Goal: Consumer Satisfaction 

Beneficiary Grievances and Appeals Process 

PURPOSE 

2016-2017 Annual Beneficiary Grievance/Appeal Report to identify trends, gaps and needs 
 

FOCUS GROUP RESULTS 

N/A 

STATUS/ ACCOMPLISHMENTS 

 Developed Grievance Data Report 

 Developed Grievance Dashboard Report for managers 

 Created tracking spreadsheet to monitor timeliness protocols  

 Updated Avatar Grievance Form to reflect new Final Rule grievance protocols 

 Updated CA 39 Notice of Adverse Benefit policy and training 

 Developed new Grievance Policy, trained all staff and updated website 

 Developed Grievance Reports for CAs / Staff 

LESSONS LEARNED 

N/A 

DATA OBSERVATIONS 

 Grievances received in the past fiscal year:  33  

 Appeals: 1 

 1 request for a State Fair Hearing  
 
State Fair Hearing Request 

o Administrative law judge upheld VCBH decision that client was not receiving Medi-
Cal services that were being denied and client did not prevail at the hearing. 

 

ACTION STEPS 

 

 Summarize and complete analysis of findings of Annual Beneficiary Grievance/Appeal 
Report for FY 17-18.   

 Create system within Avatar ERH to automatically generate NOABD letters based 
upon State recommendations 
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Goal: Performance Improvement Projects 

Smoking Cessation PIP 

 

PURPOSE 

This is a clinical performance improvement project focused on integrating smoking cessation 
programs into the behavioral health system. 
 
Smoking related illness is the #1 cause of death in people with mental or substance use d/o’s.  
While the overall rate of smoking in the general population has declined, this has not been 
the case for the population we serve. 
 
The population included in the project is all adult smokers seen at VCBH. 
 
The project goal is that by integrating smoking cessation groups in our behavioral health 
clinics, 25%, 15% and 10% of participants completing groups will remain quit after 3, 6 and 12 
mos. respectively. 
 

FOCUS GROUP RESULTS 

 
N/A  
 

STATUS/ ACCOMPLISHMENTS 

 
See data observations below.  
 

LESSONS LEARNED 

 
This project requires a departmental campaign and the support of other partners if 
significant impact is to be made. 
 
Increase involvement of all clinical staff in making referrals to the Call It Quits Program. 

DATA OBSERVATIONS 

Metric #1:  %of VCBH adult consumers screened annually for tobacco use. 
Metric #2:  % of tobacco referred to Call It Quits Program 
Metric #3: % of tobacco users registered for the Call It Quits Program 
Metric #4: % of tobacco users registered who attended at least 1 Call It Quits program 
Metric #5:  % of tobacco users who remain quit for 3 mos. after completing a Call it Quits 
program. 
Metric #6: % of tobacco users who remain quit for 9 mos. after completing a Call it Quits 
program. 
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Metric #7: % of tobacco users who remain quit for 12 mos. after completing a Call it Quits 
program. 
 
As of 1/1/18 

• 3168/4480=71% of adult consumers were screened annually for tobacco use. 
• 217 of 11158  adult tobacco users were referred to a Call It Quits Class. 
• 79 of 217 referred consumers registered for the class 
• 55 of 79 registered consumers attended at least 1 class session. 
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ACTION STEPS  

 
Beginning 1/1/18, all class attendees completed a wellness outcome survey at the end of 
each class session. 

 

Acuity Project Pilot (Non-Clinical PIP)                                             

PURPOSE 

To use client acuity as a guide in determining the extent of services for enrolled clients.  
Acuity to be determined by; frequency of past psychiatric hospitalizations, time since last 
hospital admission and lengths of stays. 
 
The opportunity for this project is to provide staff with clinically minded structure based on 
need for services by clients’ clinical history and acuity with reference to caseload coverage. 
 
The project goal is to develop a method and algorithm to categorize clients by acuity given 
information available in the electronic health record in order to implement methodical 
approach to client services in reference to clinical need, increase caseload coverage, develop 
balanced caseloads and provide structure to staff serving a high rate of consumers. 
 

FOCUS GROUP RESULTS 

N/A 

STATUS/ ACCOMPLISHMENTS 

The pilot began on 2/1/18 and ran through 2/28/18.  Met with the 12 staff that participated 
in the pilot in early March to complete a post-survey and discuss challenges, barriers, and 
insights and provide more data regarding the application of the prescribed frequencies for 
their caseload.  A data pull and analysis also occurred at that time.   

LESSONS LEARNED 

See data observations.  

DATA OBSERVATIONS 

 
Metrics:  Frequency of contacts/services for clients categorized as High, Moderate and Low 
by staff in pilot project (as defined and categorized by application of the algorithm) and 
overall caseload coverage with application of the prescribed treatment. 
 
Frequency of contacts/services by staff in pilot will be pulled from electronic health record 
and reviewed to determine if prescription based on acuity ranking was met and overall 
contact with entire caseload. 
 
Baseline:  
Measure 1 Data:  Pre/Post Survey of Staff (attached) 
Measure 2 Data:  Units of Service provided to High/Moderate/Low Clients for clients of staff 
in pilot project before intervention (Nov 2017) 
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Measure 3 Data: Units of Service provided to High/Moderate/Low Clients for staff in pilot 
(Feb 2018) 
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ACTION STEPS 

Facilitate post-pilot meeting with involved staff to review barriers, challenges, insights, and 
factors to consider in refining algorithm (post-survey questionnaire) 

 

OVERALL FINDINGS AND RECOMMENDATIONS 

QIC Study Recommendations 

Throughout the Quality Improvement Committee review process, QIC identifies trends, gaps and 

areas of process improvement for further research and to for addition to the annual Quality 

Assurance Performance Improvement Plan.  These recommendations are provided to the VCBH 

Executive team for approval.  The QIC Committee prioritized the following three 

recommendations for VCBH in 2017-2018: 

 Analyze caseload capacity and develop an ongoing monitoring tool and protocol.  

 Study options to improve the no/show rate, including the development of enhanced 

communication between providers and consumers through use of mental health phone 

app/text/mental health portal.  

 Identify additional methods for further integration/ collaboration of Alcohol and Drug 

Programs with Behavioral Health.  

The following QIC study areas were also identified for future review and action: 

1. Study further use of tele-psychiatry to meet the linguistic needs of Spanish speakers 
and future applications. 

2. Study methods for better use of natural support systems.  

3. Study outcomes and options to decrease recidivism and hospitalization in Juvenile 
Justice.  

4. Further examination of discharge flows through the system of care to ensure proper 
levels of care.  
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5. Examine the processes in the Intensive, Social, Emotional, Services provided for 
school districts for opportunities for further efficiency. 

6. Study further integration of Cognitive Behavioral Therapy and mindfulness into our 
services. 

7. Evaluate high cost beneficiary (HCB) population and strategize clinical treatments.  

8. Study means for culturally driven treatment modalities.  

9. Study Equitable Access for Latinos.  

10. Study options to improve attendance in orientation process to mental health services. 

11. Develop a warm hand off when children are no longer dependents (300 status). 

 

Process Improvement of Quality Assurance Department Methods 

At the end of the 2017-2018 Fiscal year, the Quality Assurance Department analyzed the QIC 

process and determined that changes needed to be made to the QIC structure and overview 

process in order to keep QIC recommendations active within the VCBH system. Key 

recommendations included the development of a new Quality Management oversight and 

communication process now titled the Quality Management Action Committee (QMAC) in lieu of 

QIC. The QMAC oversight process includes quarterly monitoring and review processes with 

Executive and Lead Teams in concert with stakeholder feedback and ongoing review of activity 

metrics, outcomes, and trends.  

The structure change includes the identification of twelve (12) department-wide priorities that 

address four levels for outcome measurement: individual, provider, system and community. It 

was determined that DHCS Focus Areas shall be reviewed by each QMAC committee over a five 

(5) year cycle. The Executive Team will annually identify 1-3 study areas per year for a deeper 

review process. Performance Improvement Projects will be identified for designated focus areas. 

The Quality Assurance Performance Improvement Plan (QAPI) is to serve as a living document 

that tracks the actions and recommendations of the QMAC process.  It will be organized into 

sections which relate to structure, implementation and quantitatively measurable outcomes 

used to assess performance and to identify and prioritize areas for improvement. The QAPI shall 

identify goals, objectives and outcomes for key areas identified in the Mental Health Plan, and 

include clear identification of responsible partners, evaluation tools and results associated with 

quality improvement activities. 
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