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Welcome and 

Thank You for your outstanding commitment 

to client care!



THE LITTLE THINGS FIRST . . . 

 All attendees are muted upon entry.

 In the interest of time, the Q&A sessions will occur between topic breaks
and after the slideshow presentation.

 Please use the Q&A box to ask your questions. In the event that your
question needs further clarification, we may unmute you. If you need to
ask a question verbally, please say “unmute me” on the Q&A box.

 Please direct all questions on the Q&A box to all panelists (select “All 
Panelists’ on recipient drop down of the Q&A box). Failure to do so may
mean your question(s) is overlooked.

 We may need to take back some of your questions if further
consideration is necessary. A Q&A after the forum will be completed and
sent out as well.

 After the Forum is over, feel free to reach out to
QIMatters.HHSA@sdcounty.ca.gov if you have any lingering
questions/concerns that need to be addressed.
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QUALITY MANAGEMENT SUPPORT 
TEAM

Christian Soriano
Office Support Specialist

Tesra Widmayer
QM Analyst



BHS QI LEADERSHIP TEAM 

 Tabatha Lang, Quality Improvement Unit Administrator

 Heather Parson, Interim Behavioral Health Program Coordinator, MHP QM MH

 Casie Johnson-Taylor & Danielle Rhinesmith– QM Supervisors MHP QM MH

 Steve Jones, Behavioral Program Coordinator, MHP QM SUD 

 Michael Blanchard & Terri Kang – QM Supervisors MHP QM SUD

 Liz Miles, Principal Administrative Analyst, Performance Improvement Team 

(PIT)

 Derek Kemble, Senior MIS Manager

 AnnLouise Conlow, MIS Program Coordinator

 Christopher Guevara, Principle Administrative Analyst



STATE OF THE STATE 
OVERVIEW 

Tabatha Lang, 

Quality Improvement Unit Administrator  



COVID-19 
FLEXIBILITIES 

• All the flexibilities can be found on 

the DHCS or BHS websites.

• DHCS will review these PHE 

flexibilities to determine which 

ones should be permanent 

provisions, and whether federal 

approvals are necessary.

https://www.dhcs.ca.gov/

https://www.sandiegocou

nty.gov/hhsa/programs/bh

s/



DHCS MEDI-NURSE LINE 

 Medi-Nurse Line: 

 Accessed by calling 1 (877) 409-9052 

 Available in multiple languages, through Language Line (Spanish +17 

additional languages).

 Offers 24/7 advice for people without health insurance or who have fee 

for service Medi-Cal but don’t have a regular doctor to oversee their care.

 General questions about COVID-19 symptoms answered.



DHCS MEDI-NURSE LINE 
(CONTINUED)

 Information referrals to helpful COVID-19 resources.

 All callers who present with COVID-19 symptoms will also have access 

to trained and knowledgeable nurses for clinical consultation and triaging.

 Directions to get tested and/or seek treatment, inclusive of referrals to 

COVID-19 resources.

 Uninsured callers will also be referred to a qualified provider in the county 

of the caller who can perform presumptive eligibility (PE) determinations 

to provide temporary coverage to minimally obtain COVID-19 testing, 

testing related, and treatment services.



MEDI-CAL 2020 
SECTION 1115 WAIVER UPDATE

The current 1115 waiver (Medi-Cal 2020) is set to expire on December 

31, 2020.  

Prior to the COVID-19 public health emergency, DHCS planned to implement CalAIM in 
conjunction with the end of the waiver period.

 COVID-19 has greatly impacted all aspects of California’s health care delivery system, due 
to focus on surge planning, infection control, transition to telehealth/telework, and 
reprioritization of resources. 

 Health care systems, plans, providers, and counties requested a delay in CalAIM, due to 
the need to address the pandemic. 

 While the state is still committed to CalAIM, an extension of the Medi-Cal 2020 waiver is 
crucial to maintaining the current delivery system and services for beneficiaries.

 The final FY 2020-2021 state budget reflected a delay in funding for CalAIM



MEDI-CAL 2020 
SECTION 1115 WAIVER UPDATE 
CONTINUED

 DHCS must request a waiver extension from CMS in order to keep Medi-Cal 2020 
from expiring on December 31. 

 12-month extension will provide the necessary federal authority and Medicaid 
matching funds. –Support the financial viability of the delivery system in the context 
of COVID-19.

Goal to submit 1115 Extension request to CMS by September 15.



MEDI-CAL 2020 
SECTION 1115 WAIVER UPDATE 
CONTINUED

 Medi-Cal Managed Care 

 Whole Person Care 

 Global Payment Program 

 Drug Medi-Cal Organized Delivery 

System 

 Low-Income Pregnant Women 

 Former Foster Care Youth 

 Community-Based Adult Services 

 Coordinated Care Initiative 

 Dental Transformation Initiative & 

Designated State Health Programs 

(DSHP) 

 Tribal Uncompensated Care

 Rady’s CCS Pilot 



MEDI-CAL 2020 
SECTION 1115 WAIVER UPDATE 
CONTINUED

Extension requests and local impact - Whole Person Care (WPC)

Continue WPC Pilot Program as currently structured:

 Additional year of funding at FY 2019-2020 (PY 4) expenditure levels. 

 New target population for individuals impacted by COVID-19. 

 Allow WPC pilots to modify their budgets in response to COVID-19.



MEDI-CAL 2020 
SECTION 1115 WAIVER UPDATE 
CONTINUED

Extension requests and local impact:  DMC-ODS

12-month extension of authority for county-based pilots including expenditure authority 

for residential SUD services in IMDs; Medi-Cal funding. 

 Technical Changes: 

 Remove limitation on the number of residential treatment episodes that can be

reimbursed in a one-year period.

 Clarify that reimbursement is available for SUD assessment and appropriate

treatment even before a definitive diagnosis is determined .

 Clarify the recovery services benefit.

 Expand access to MAT.

 Increase access to SUD treatment for American Indians and Alaska Natives.



1915(B) SPECIALTY MENTAL 
HEALTH SERVICES WAIVER 
EXTENSION

On May 8, 2020, DHCS formally requested an extension of the state’s current Medi-

Cal SMHS Waiver, authorized under Section 1915(b) of the Social Security Act. 

 As originally approved by CMS, this 1915(b) waiver was set to expire on June 

30, 2020.

 DHCS requested CMS’ approval to extend the term of the waiver through 

December 31, 2021.



1915(B) SPECIALTY MENTAL 
HEALTH SERVICES WAIVER 
EXTENSION

On June 2, 2020, DHCS received a response from CMS approving a six-month 

extension to December 31, 2020, acknowledging the need for an additional extension 

request due to the delay of CalAIM.

 DHCS is now seeking a second extension to the 1915(b) waiver to December 

31, 2021, to coincide with DHCS’ extension request for the 1115 waiver.



METRICS FOR ACCESS (NETWORK 
ADEQUACY)

– Time & Distance 

– Timeliness of Appointments and 

Services

– Provider Ratios 

– Penetration Rates 

– Grievance & Appeals 

– CMS Core Set and other Quality 

Measures

Holding counties and managed care plans accountable to  the following 
standards for access and quality through multiple metrics: 

• Current development of a public dashboards for Mental Health and SUD.



SPECIFIC ACTIVITIES RELATED TO 
MEETING THE NEEDS OF YOUTH IN 
FOSTER CARE SYSTEM

AB 2083: Better coordinate between county and state agencies, 

focused on trauma-informed practices. 

 Therapeutic Foster Care: 

 Implement and scale model

 Pathways to Well-Being (Katie A.): 

 Ensure children/youth have access to coordinated and intensive home-

based treatment services. 



SPECIFIC ACTIVITIES RELATED TO 
MEETING THE NEEDS OF YOUTH IN 
FOSTER CARE SYSTEM CONTINUED 

 Family Urgent Response System: 

 Implement statewide hotline and county mobile response to allow prompt  

intervention and issue resolution for children/youth in foster care and their 

families. 

 CalAIM Foster Care Model of Care Workgroup: 

 Evaluate options for better and more reliable health care for children/youth in 

child welfare. 



QUESTIONS?



Medical Record Review Results

Presented by

Heather Parson, LMFT, QM Interim BH Program Coordinator



MRR RESULTS FY19/20
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1
Demographic form is completed and previous information is 
reviewed/updated within 30 days of program assignment.

90% 90% 95% 86%

2
Demographic form is updated if there was a change in client information 
after admission and at a minimum annually.

68% 81% 83% 79%

3
Initial BHA was completed in its entirety and final approved within 30 
calendar days of program assignment (date of assignment counts as day 
one).

N/A 92% 92% 92%

4
In the BHA covering the review period, the BHA was updated as indicated 
or at a minimum of annually from previous BHA final approval date.

70% 73% 78% 68%

5
In the BHA covering the review period, presenting problem documents 
how client meets or continues to meet medical necessity.

94% 95% 94% 95%

6
In the BHA covering the review period, documentation evidences a 
cultural formulation which includes an understanding of how or if culture 
impacts client's mental health.

85% 87% 90% 84%

7
In the BHA covering the review period, the Sexual Orientation has been 
assessed and answered. question

98% 100% 100% 100%

8
In the BHA covering the review period, the Gender Identity question has 
been assessed and answered.

98% 99% 99% 99%

9
In the BHA covering the review period, the Domestic Violence questions 
have been assessed and answered.

98% 99% 99% 99%

10
In the BHA covering the review period, the Trauma questions have been 
assessed and answered. 

97% 99% 99% 100%



MRR RESULTS FY19-20

ASSESSMENT

S
O

C
F

Y
1

8/
1

9

S
O

C
F

Y
1

9/
2

0

C
Y

F

A
/O

A

11
In the BHA covering the review period, past and current substance use and its 
impact on client functioning is documented and diagnosed, if applicable.

71% 71% 70% 72%

12

In the BHA covering the review period, if any item on the PRA is marked 
"yes," the Overall Risk and Treatment Planning Section is completed. In 
addition, any “yes” answers to questions with an asterisk demonstrate 
documentation of review and creation of a safety plan with a clinical 
supervisor/designee.

N/A 76% 75% 76%

13
Within the past year (from date of current MRR), when a client has discharged 
from a 24 hour facility (Hospital, Crisis House) for DTS/DTO, a High Risk 
Assessment (HRA) is completed.

70% 63% 60% 65%

14
In the BHA covering the review period, documentation indicates client was 
asked if he/she has a primary care physician (PCP). If client does have PCP, 
contact information is included or reason documented why not.

97% 100% 100% 100%

15
In the BHA covering the review period, if client does not have a PCP, client 
was advised to seek a PCP.   

87% 91% 89% 92%

16
The BHA covering the review period includes a clearly substantiated Title 9 
primary diagnosis.

97% 96% 96% 96%

17
Clinical Formulation documents that Diagnosis Form has been reviewed if 
diagnosis is unchanged. If making a new diagnosis, the Diagnosis Form is 
updated to reflect this change.  

88% 93% 94% 91%

18
In the BHA covering the review period, the Clinical Formulation documents 
how client's symptom(s) impact current functioning. 

88% 89% 90% 88%

19
In the BHA covering the review period, the Clinical Formulation documents 
proposed plan of care/services to address the client's behavioral health 
needs. 

96% 94% 94% 94%



MRR RESULTS FY19-20
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20
Initial Client Plan was completed and final approved within 30 days of program 
assignment (date of assignment counts as day one) and contains all required 
signatures or reason documented why not signed or final approved.

91% 93% 92% 94%

21
A new and updated Client Plan covering the review period was written and final 
approved annually or reviewed at UM (CYF only) and contains all required 
signatures or reason documented why not signed or final approved.

63% 65% 75% 54%

22
For CYF programs only, Client Plan contains CANS Sharing Confirmation Page 
as indicated.

N/A N/A 99% N/A

23
Documentation evidences that the Client Plan was explained to the client or 
family/legal guardian in his/her primary language.

98% 98% 97% 99%

24
Documentation evidences that the client or family/legal guardian was offered a 
copy of the plan or reason why not offered.

96% 98% 97% 99%

25
The Client Plan covering the review period is documented with specific client 
strengths that are applied towards client goals and objectives

91% 92% 93% 91%

26
The Client Plan covering the review period documents that Area of Need(s) is 
linked to symptoms/behaviors and level of impairment affecting functioning that 
were identified in BHA and linked to the diagnosis for the focus of treatment.

92% 91% 92% 90%



MRR RESULTS FY19-20
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27
The Client Plan covering the review period includes objectives that are 
specific, observable and measurable.

79% 76% 87% 66%

28
The Client Plan covering the review period documents frequency for all 
Interventions.

89% 95% 95% 94%

29
The Client Plan covering the review period documents duration for all 
Interventions.

93% 97% 96% 97%

30

The Client Plan Interventions are documented with specific language that 
focuses on client's individual symptoms, behaviors and/or functional 
impairments as identified  in the area of need. Documentation will evidence 
how intervention will 1) diminish impairment, or 2) prevent deterioration, or 
3) allow developmental progress of child.

61% 70% 79% 62%

31
For the Client Plan covering the review period, if risk factors of harm to self 
or others have been identified, there is evidence that the issues are 
addressed on the Client Plan.

92% 91% 89% 92%

32

For the Client Plan covering the review period, if a Substance Use Disorder 
has been identified and diagnosed as an ongoing problem for client's mental 
health, there is evidence that the issues are addressed on the Client Plan or 
reason for omission is documented.

88% 94% 95% 92%

33

For the Client Plan covering the review period, if physical health needs that 
affect the client's mental health have been identified, there is evidence that 
the needs are addressed on the Client Plan or reason for omission is 
documented.

72% 78% 73% 83%



MRR RESULTS FY19-20

PROGRESS NOTES AND FORMS
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34
Progress notes document client's impairment(s) in functioning as a result of a 
mental health diagnosis.

96% 99% 99% 98%

35
Progress notes document specialty mental health intervention(s) utilized to 
address the impairment(s) and supports the client plan objective(s).

96% 99% 99% 98%

36
Progress notes document recipient's response to the specialty mental health 
intervention(s).

98% 100% 100% 99%

37
For clients identified at risk, progress notes document ongoing risk assessment, 
clinical monitoring, and intervention(s) that relate to the level of risk.

99% 96% 98% 94%

38
For clients diagnosed with a co-occurring substance use disorder that is 
included on the client plan, progress notes document specific integrated 
treatment approaches.

88% 95% 94% 96%

39
For clients with physical health needs related to their mental health treatment, 
progress notes document that physical health care (education, resources, 
referrals, managing health symptoms) is integrated into treatment.

86% 92% 86% 97%

40

For clients discharged from an inpatient/crisis residential facility, documentation 
evidences client was assessed in a timely manner, and if urgent service needed, 
client was seen by a mental health professional within 48 business hours or 
documented why not.

88% 91% 96% 85%



MRR RESULTS FY19-20

PROGRESS NOTES AND FORMS
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41

Documentation evidences coordination of care (communication, Tx updates, 
and/or referrals) between the program and client's other service providers 
(community therapist, FFS psychiatrist, primary care physician, day treatment, 
case management, school, child welfare, foster care, family/caregivers, or other 
agencies). 

90% 96% 98% 94%

42
Coordination with Primary Care Physicians and Behavioral Health Form is 
completed and  evidences coordination with, or documented reason why not 
completed.

74% 79% 77% 81%

43
For clients prescribed psychotropic medication by the program, there is an 
"Informed Consent for the Use of Psychotropic Medication" form signed by both 
client or family/legal guardian and psychiatrist. 

92% 92% 89% 95%

44
The "Informed Consent for the Use of Psychotropic Medication" have been 
completed with all fields documented.

76% 85% 85% 85%

45
Medical staff is utilizing Doctor's Home Page (DHP) to document client 
medications, vitals and medical conditions.

N/A 66% 73% 58%

46
For clients prescribed controlled substances, there is documentation that the 
CURES database is reviewed upon initial prescription and at least once every 4 
months thereafter if the substance remains part of the treatment plan. 

98% 79% 68% 89%

47
Survey Only:  “The Youth Transition Self-Evaluation (YTSE) form had been 
completed for CYF clients 16 years or older within 30 days of assignment, 
updated at age 17, 17 ½, 18 and annually thereafter.”

N/A N/A 60% N/A



MRR RESULTS FY19-20

BILLING
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48
Paper Progress Note includes service code, date of service, service time, date of 
documentation, signatures, job title/degree, and printed name.

85% 82% 86% 79%

49 Service Code billed matches service code on Paper Progress Note. 92% 89% 79% 100%

50 Time billed is equal to time documented on Paper Progress Note. 86% 86% 86% 86%

51 Service Code is correct for service documented. 73% 75% 73% 76%

52
Time billed is substantiated in documentation. (Time claimed should be 
reasonably evident in the progress note including face to face, travel and 
documentation time.)

71% 73% 79% 66%

53
Service time is claimed accurately to the minute as there is no trend or pattern of 
services being rounded or "same time" claimed for face to face, travel and 
documentation time across progress notes.

88% 89% 91% 87%

54
Selection for all Billing Indicators are correct (i.e. Person Contacted, Place of 
Service,  Contact Type, Appointment Type, Billing Type, Service Intensity Type, 
EBP).

71% 72% 69% 75%



MRR RESULTS FY19-20

BILLING

S
O

C
F

Y
1

8/
1

9

S
O

C
F

Y
1

9/
2

0

C
Y

F

A
/O

A

55
Progress Notes are final approved within 14 calendar days from date of 
service. (Date of service counts as "day one".)

80% 79% 84% 75%

56
Services provided involving more than one server, document the clinically 
compelling or  medically necessary reason for more than one server. 
(applies to group and individual services)

84% 97% 100% 94%

57
Services provided involving more than one server, document the clinical 
therapeutic intervention of each server. (applies to group and individual 
services)

55% 97% 100% 94%

58
Documentation for all services provided in the review period evidences 
service was provided within the scope of practice of the server.

99% 99% 100% 99%

59
All non-billable 800 codes are used appropriately (e.g., post 14 days, no 
valid Client Plan, supportive service that is not SMHS).

84% 86% 96% 76%

60
Services are billable according to Title 9 (e.g., no progress note, no-shows, 
lock-outs, non-billable activities, medical necessity, etc.).

58% 65% 74% 57%



MRR RESULTS FY19-20

UTILIZATION MANAGEMENT/REVIEW
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61
During the review period, UM/UR due date and documentation requirements 
(UR/UM Auth forms,  CPs) are completed as required. 

85% 85% 84% 87%

62
Outcome measures are completed within timelines and entered into database. 
(Program will be asked for evidence of entry into database.) 

67% 67% 80% 54%

63
For CYF programs only. Any CANS outcome with a Need rating of "2 or 3" has 
supporting indicators referencing the BHA. N/A N/A 98% N/A



MRR RESULTS FY19-20

Pathways to Well-Being (PWB)
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64
If Client meets criteria for enhanced services, Eligibility for PWB and Enhanced Services 
form is completed and in CCBH and Progress Report to Child Welfare Services PWB form 
is completed and in hybrid chart. Both forms are updated according to required timelines.

67% 86% N/A

65
Progress Report to Child Welfare Services form is completed and updated within 
appropriate timelines and form indicates that CANS were shared with CWS, or reason 
documented why not.

N/A 49% N/A

66
If client has an open CWS case, documentation of PWB Subclass or PWB Class status is 
noted in the BHA for the review period.

N/A 94 N/A

67
Client is identified in Client Categories Maintenance with the KTA identifier for the 
subclass or class.

75% 77% N/A

68
If utilizing SC 82 Intensive Care Coordination or SC 83 Intensive Home-Based Services, 
Client Plan has required interventions added. 

N/A 93% N/A

69

Documentation supports that a CFT (Child Family Team) meeting has occurred within 30 
days of identification of subclass on the Eligibility for PWB and Enhanced Services form, 
and at a minimum of every 90 days thereafter. If CFT meeting timelines are not met, 
documentation includes a justifiable reason for CFT meeting postponement and efforts to 
reschedule CFT meeting as soon as possible.

N/A 79% N/A

70

Survey Question Only: During the review period, if a CFT meeting occurred, there is 
evidence in the hybrid chart that a CFT Referral form was completed and sent. If CFT 
Referral form was completed by an outside agency, there is evidence of this in the hybrid 
chart or documentation why not filed in chart.

N/A 79% N/A

71
When documenting a CFT meeting, the service encounter screen includes entry of the 
Evidence Based Practice (EBP) indicator "Child Family Team Meeting".

55% 76% N/A



MRR RESULTS FY19-20

QI Reviews - Overall Compliance
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Combined Adults and Children's
89% 88% 89% 90%

Adults 
88% 86% 87% 88%

Children's 
90% 90% 90% 91%



DISALLOWANCE FY19-20

DISALLOWANCE
RESULTS

Total # 
Services FY 
19-20

Total # 
Disallowed 
FY19-20

FY 
19-20

A/OA 3924 593 12%

CYF 5346 422 6%

COMBINED TOTAL 6661 578 9%

GOAL FOR FY19-20

Missed the target of under 
5%, but overall the 
percentages for disallowed 
services are going down

GOAL FOR FY20-21
UNDER 5%



MRR RESULTS FY19-20

QI Reviews - Disallowance
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Combined Adults and Children’s 9% 11% 11% 8%

Adults 12% 15% 16% 11%

Children's 6% 8% 8% 6%



DISALLOWANCE FY19-20

DISALLOWANCE REASONS FY 19-20
DOLLARS

FY 18-19
DOLLARS

FY 17-18
DOLLARS

Medical necessity $33,588.15 $44,417.44 $45,348.81

Client Plan not completed within time period 
(admission, annually, UM, invalid CP) and/or not F/A 
prior to service provision

$31,918.23 $24,111.06 $26,639.26

Documentation completed/not final approved 14 days 
after date of service

$10,785.65 $17,357.66 $14,942.99

Time claimed greater than time documented on 
Progress Note

$787.38 $2,647.49 $803.93

No service was provided $10,790.47 $19,505.30 $17,327.14

Service provided was solely clerical, transportation,
payee

$1,521.90 $13,943.47 $12,209.33

Service provided was solely academic, vocational, rec, 
socialization, support only

$11,197.02 $25,633.29 $5,020.30

TOTAL DISALLOWANCE $100,588.80 $147,615.71 $128,613.00



SHOUT OUT TO PROGRAMS!

Overall Disallowance Rate by LE
under 5% benchmark

Survivors of Torture

SAY

Palomar

SBCS

Pathways

FF

FHC

DCS

SDCC

NCL

Telecare

Rady

Exodus

SDUSD

NHA

SDYS

SYHC

CRF

MRR Compliance by LE with
90% or higher score

Survivors of Torture

SBCS

FHC

Sweetwater

Pathways

SDCC

SDYS

SDUSD

SAY

NA

Telecare

NCL

Exodus

Palomar

Rady



QM TRAINING FY19-20

TYPE FY 19-20 
OFFERED

FY 19-20
ATTENDED

FY 18-19
ATTENDED

FY 17-18
ATTENDED

A/OA OP DOC TRAINING 2 66 136 113

CYF OP DOC TRAINING 3 54 113 139

SUPPORT PARTNERS 
DOC TRAINING

2 30 74 86

DOC PRACTICUM 2 32 25 NA

ROOT CAUSE ANALYSIS 
TRAINING

3 60 62 50

LEADS PRACTICUM 3 73 79 0

ONSITE TRAININGS 8 51 247 50

TOTAL 23 366 736 388



Monitoring Activities &
FY 20/21 Medical Record 

Review Process 

Presented by

Danielle Rhinesmith, LMFT – Quality Management Supervisor 



1. The QM Specialist had a clear understanding of the types of services provided 
by my program(s). 4.48/5.0

2. QM Specialist reviewed the prior fiscal year’s MRR Summary results and the 
results of the current MRR in detail including compliance issues, trends, areas 
for improvement, areas of program strength, and I was able to ask questions 
for any items out of compliance.  4.67/5.0

3. QM Specialist was able to articulate the reason why an item was marked out of 
compliance. 4.55/5.0

4. I was able to discuss with the QM Specialist a difference of opinion for an item 
out of compliance and was satisfied with the resolution, even if I disagreed with 
the QM Specialist’s interpretation. 4.33/5.0

5. If I continued to disagree with the QM Specialist’s opinion for an out of 
compliance item, I was offered the ability to discuss the matter directly with the 
QM Specialist’s Supervisor.  4.2/5.0

MRR SATISFACTION RESULTS



6. The QM Specialist was knowledgeable about Title 9 regulations and County 
documentation standards and was able to answer questions to my satisfaction.  
4.43/5.0

7. The QM Specialist provided feedback to the Program about their Self Review 
and incorporated this information into the MRR.  4.36/5.0

8. When I received the written MRR results from the QM Specialist, the results 
were consistent with the feedback that I received during the exit interview. 
4.34/5.0

9. The QM Specialist was professional, collaborative, and overall helpful during 
the MRR process.  4.71/5.0

Note:  48 responses received this FY compared to 23 responses last year.

MRR SATISFACTION RESULTS



MRR SATISFACTION RESULTS

• “Feedback is constructive and fair.”

• “I really appreciate the collaborative nature of the review and the 
auditor’s expertise. The review felt like a learning 
process/opportunity.”

• “This has been a positive experience.” 

• “I learned a great deal during the review that will assist me in 
improving my program.” 



CYF A/OA TOTAL

Programs Reporting 68 56 124

Charts with Meds 2,853 21,969 24,882

Charts Reviewed 159 (6%) 362 (2%) 521 (2%)

# Variances & % of possible 
variances in reviewed charts

84 (2%) 166 (2%) 250 (2%)

MEDICATION MONITORING (3 QTRS.)

Majority of Variances:
• Labs 
• Informed Consent completion

• Med Monitoring review was suspended due to COVID 19 
during Q3 & Q4.  
• Medi Monitoring resumed Q1 of FY 20-21



FY19-20 SERIOUS INCIDENTS 
(JULY 1, 2019-JUNE 30,2020
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AOA 
MH 22 20 24 0 10 84 1 4 1 0 2 64 10 5 18 1 0 33 0 0 24 323

AOA 
SUD 3 1 10 0 0 4 0 0 0 0 0 3 0 7 1 0 0 13 0 0 22 64

AOA 
DD 1 1 1 0 0 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 5

CYF 
MH 6 6 2 0 0 17 0 1 1 0 0 7 2 0 0 0 0 3 0 87 7 139

CYF 
SUD 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

CYF 
DD 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0

TOTAL 
BHS 32 28 37 0 10 107 1 5 2 0 2 74 12 12 19 1 0 49 0 87 53 531



Virtual MRR Process 

FY 20/21



Hybrid 

Chart 

Checklist



VIRTUAL MRR PROCESS 

Microsoft Teams 

Meeting Invite

You will receive an email from the 

QM Specialist with an invitation 

for a Microsoft Teams Meeting 

Click on Join Microsoft Teams 

Meeting



VIRTUAL MRR PROCESS 

When you click the link you 

will be asked if you want to 

join via the app or browser 

Enter your name and click 

Join now



MRR EXIT FLOW 

Having sent in your program’s 
Hybrid chart submissions, the Exit 
meeting will begin after 
introductions. 

The QM Specialist will display their 
tool and any documents that have 
comments to discuss. 



MRR SCREEN SHARING AND 
TEAMS FEATURES



RAISE HAND FEATURE



DISPLAYING PROGRESS NOTES 



QUESTIONS?



Grievance Process 

Presented by

Casie Johnson-Taylor, LMFT – Quality Management Supervisor 



GRIEVANCE

GRIEVANCE PROCESS
 All County operated and contracted providers are required to participate in 

the Beneficiary Grievance and Appeal Process. This includes the following:

 Distribution/display of beneficiary materials.

 Attempt to resolve grievances at the program level.

 Written acknowledgement of grievance to the beneficiary sent within 5 

days.

 Maintain Grievance log: including date of receipt of grievance, name of 

beneficiary, nature of grievance, resolution, and the staff's name who 

received and resolved the grievance. 



GRIEVANCE 

GRIEVANCE PROCESS

 Inform beneficiaries of their right to file grievance with one of the 

County’s advocacy agencies.

 Jewish Family Services (JFS) for inpatient/24 hour residential 

facilities

 JFS Handbook

 Consumer Center for Health Education and Advocacy (CCHEA) for 

outpatient services

 Cooperating with investigation and resolution of the grievance or appeal 

in a timely manner.

 90 days from receipt of grievance to resolution 



GRIEVANCE BY CATEGORY



GRIEVANCE BY CATEGORY



QUESTIONS?



Optum Support Desk

FY 19/20



TOTAL NUMBER OF CCBH RELATED 
REQUESTS

Service Category Frequency Percent

External Requests 43,446 98.98%

3rd Party Tickets 447 1.02%

HIMD 1 0.00%

Total 43,894 100%



TURNAROUND TIME TO CLOSE TICKETS

External Requests Frequency Percent

Same Date 43,430 99.96%

1 Day 8 0.02%

2 Days 4 0.01%

3 Days 0 0.00%

4 Days or more 4 0.01%

Total 43,446 100%



AVERAGE INQUIRIES PER DAY

JUL AUG SEP OCT NOV DEC JAN FEB MAR APR MAY JUN

FY 2017/2018 83 107 89 187 188 174 179 196 176 172 160 181

FY 2018/2019 168 173 163 186 169 179 165 169 175 162 155 147

FY 2019/2020 160 165 182 173 225 157 178 163 173 168 197 174
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TOTAL INQUIRIES BY METHOD

JUL AUG SEP OCT NOV DEC JAN FEB MAR APR MAY JUN

CALLS 2,824 2,926 2,741 3,077 2,757 2,461 2,824 2,575 3,142 2,986 2,859 2,836

VoiceMail 2 3 4 4 9 7 12 5 5 7 22 5

Cell 25 24 45 24 39 33 17 8 27 26 15 15

E-mail 143 234 183 217 1,080 212 168 188 150 198 378 303

Fax 531 448 658 668 398 585 723 483 489 487 673 671
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TOP 10 TYPES OF REQUESTS
Request Type Name Frequency Percent

Progress Note 29,673 68.28%

Password 4,839 11.13%

Assignment 2,718 6.25%

Website 2,200 5.06%

Assessment 701 1.61%

Client Plan 590 1.36%

Cerner Citrix 568 1.31%

Training Reservation 468 1.08%

Staff Maint 398 0.92%

Other 393 0.90%



PROGRESS NOTE CORRECTIONS

Type of PN Correction Frequency Percentage

Void and Replicate - Wrong Service Indicator 12,166 45%

Void and Replicate - Wrong Service Time 3,124 11%

Void and Replicate - Wrong Service Code 1,853 7%

Void and Replicate - Diagnosis 1,652 6%

Void - Wrong Date 1,633 6%

Void and Replicate - Non Billable - Over 14 days 1,515 6%

Void and Replicate - Change Narrative 1,466 5%

Void and Replicate - Add Non Billable Code 1,106 4%

Void - Wrong Client 786 3%

Void and Replicate - Non Billable - Invalid CP 668 2%

Void - Never Billable 528 2%

Void - Duplicate Note 480 2%

Void – Encounter did not occur 212 1%



WEBSITE REMODEL



REGISTER FOR THE SOC



QUESTIONS?



CCBH TRAINING

FY 19/20



STUDENTS PER MONTH

 Average of 231 students attended training per month between July 1, 2019, 

and February 29, 2020

 Average of 149 students attended training per month between March 1, 

2020, and June 30, 2020

 Decline attributed to

 Coronavirus Disease 2019 (COVID-19)

 Retiring two classes- View Only Assessments and Reports

 Seasonality- The busiest training months are July through October 

due to student internships



CLASSES PER MONTH

 Average of 43 classes were provided per month between July 1, 2019 and February 29, 

2020

 Average of 28 classes were provided per month between March 1, 2020 and June 30, 2020

 The decline can be attributed to

 COVID-19

 Retiring two classes- View Only Assessments and Reports

 The shift to offering a sufficient number of classes to meet provider demand rather 

than offering an established number of classes per month

 Class capacities were increased to 33 students whereas in the classroom, 

capacities were limited by equipment, such as chairs and laptops

 Capacities are based on exclusion, cancelation, and ‘no-show’ rates of 15%



EHR TRAINING FY 19/20

OPTUM TRAINING 
TEAM

CLASSES OFFERED NUMBER ATTENDED 

CCBH (Cerner) 454 2260

Since October 2009 4,025 23,656



TRAINER TIME COMMITMENT

 Trainers spent an average of 5.3 hours managing a class in the classroom

 Trainers spent an average of 10 hours managing a class virtually

 Due to student time management

 Flexibility to train at their leisure

 Run out of time and request an extension

 Submit work for review late in the day and it includes omissions or 

errors that require attention the next day



SURVEYS

 “Overall satisfaction” with classroom training in FY 19/20 was 97%

 92% of all students complete a survey

 “The course was effective” with virtual training in FY 19/20 was 88%

 8% of all students complete a survey



TRAINING SUPPORT CALLS

 Classroom training- Average of 2 calls per day with a 2:47 call handle time

 Virtual training- Average of 21.7 calls per day with a 6:08 call handle time

 53% of the calls are between 9am and 11am

 Record high of 85 calls in one day



TRAINING SUPPORT EMAILS

 Classroom training- 0 student/trainer email exchanges per day

 Virtual training- Average of 107.6 student/trainer email exchanges per day

 Record high of 426 emails in one day



QUESTIONS?



MANAGEMENT INFORMATION SYSTEMS



ARF UPDATES

 Processing ARFS

 Make sure to send to the address on the ARF form

 ARFs need to be recorded and vetted before going to staff for processing

 Sending to individuals risks being missed

 Signatures on ARFs

 If unable to sign an ARF, let us know in the Comments Section

 We will accept the ARF unsigned when rationale is submitted – this is temporary

 We will expect signatures when staff are able to return to their offices

 Timeliness

 Please be patient.  We are receiving more ARFs lately

 Please allow 3 business days before requesting status updates



ELECTRONIC PRESCRIBING OF 
CONTROLED SUBSTANCES

 Required for prescriptions of controlled substances 

under Medicare starting January 1, 2021

 DHP access and security token required for CCBH

 Reach out to MIS now to be ready by January



 Expanded data elements now in ASJ due to DHCS 

reporting requirements

 2nd and 3rd available appointments are required for 

reporting

 Additional client disposition options

 “Fast is fine, but accuracy is everything” – Wyatt 

Earp

ACCESS TO SERVICES JOURNAL 



CONTACT MIS

 MIS manages all things related to the system, 

including authorizations for all trainings/skills 

assessments/reactivations, account management. 

 Email: MISHelpDesk.HHSA@sdcounty.ca.gov 



QUESTIONS?



PERFORMANCE IMPROVEMENT TEAM 
PERFORMANCE IMPROVEMENT TEAM

(PIT)



PIT Hot Topics

0 Accountability Reports

0 Performance Improvement Projects



Accountability Reports

MIS-99
0 Frequency: Monthly
0 Availability: Sent by AOA/CYF teams to their programs
0 Purpose: Assist program managers and clinicians to track 

various County and State compliance regulations within 
CCBH data.



MIS-18: Non-Final Approved Progress Notes with Services

Accountability Reports



MIS-19: Non-Final Approved Progress Notes with No Services

Accountability Reports



MIS-20: Final Approved Progress Over 14 days from Service Date

Accountability Reports



MIS-32: Final Approved Progress Notes Summary

Accountability Reports



MIS-36: Discharge Summary Reason

Accountability Reports



MIS-38: Program Open Assignment Report

Accountability Reports



MIS-??: Endless Opportunities

Accountability Reports



PIPS PERFORMANCE IMPROVEMENT PROJECTS

Non‐Clinical PIP: PERT Mental Health Connections
1. Will increase number of first-time clients who have non-
emergency SDCBHS services within 30 days of PERT 
contact (after contact by PIP team member).
2. Will decrease the rate of clients who have PERT as their 
first service and no other services within 30 days.

Clinical PIP: Adolescent Depression
1. Will reduce crisis service use for clients diagnosed with 
depression, after intervention in pilot clinics.



For more information or reports, contact BHSQIPIT@sdcounty.ca.gov.

Derek Kemble, MPH, MSW, Administrative Analyst III

QI Performance Improvement Team (PIT) Derek.Kemble@sdcounty.ca.gov

Questions?



QUESTIONS

QIMatters.HHSA@sdcounty.ca.gov
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