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Department of Health Care Services

Whole Person Care
Lead Entity Mid-Year or Annual Narrative Report
Reporting Checklist

Monterey County Health Department, 2018 Mid-Year Report, September 19, 2018
The following items are the required components of the 2018 Mid-Year and Annual Reports to DHCS:
Component
1. Narrative Report
Submit to: Whole Person Care Mailbox

Attachments
 Completed Narrative report
 List of participant entity and/or stakeholder
meetings (if not written in section VIII of the
narrative report template)
 Customized invoice

2. Invoice
Submit to: Whole Person Care Mailbox
3. Variant and Universal Metrics Report
Submit to: SFTP Portal
4. Administrative Metrics Reporting
(This section is for those administrative
metrics not reported in #3 above - the
Variant and Universal Metrics Report.)



Completed Variant and Universal metrics



Care coordination, case management, and
referral policies and procedures, which may
include protocols and workflows.
PREVIOUSLY SUBMITTED AND ACCEPTED
Data and information sharing policies and
procedures, which may include MOUs, data
sharing agreements, data workflows, and
patient consent forms. One administrative
metric in addition to the Universal care
coordination and data sharing metrics.
Describe the metric including the purpose,
methodology, and results. PREVIOUSLY
SUBMITTED AND ACCEPTED
Completed WPC PDSA report
Completed PDSA Summary Report
Certification form



Note: If a Policy and Procedures document
has been previously submitted and accepted,
you do not need to resubmit unless it has
been modified.
Submit to: Whole Person Care Mailbox

5. PDSA Report

Submit to: Whole Person Care Mailbox

6. Certification of Lead Entity Deliverables

Submit with associated documents to: Whole
Person Care Mailbox and SFTP Portal
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I.

REPORTING INSTRUCTIONS

Pursuant to the Whole Person Care Agreement and the Special Terms and Conditions of California’s
Medi-Cal 2020 §1115 Medicaid Demonstration waiver, each WPC Program Lead Entity (“Lead Entity”)
shall submit Mid-Year and Annual reports for the duration of the WPC Program. The WPC Reporting and
Evaluation guidelines, Attachment GG, provide the requirements for the Mid-year and Annual report.
The Mid-Year Report narrative contains data January-June 30, and is due August 31 for Program Years
(PYs) 3-5.
The Annual Report narrative contains data from January 1 through December 31, and is due April 2 each
program year. The Annual Report is not meant to be duplicative of narratives provided in the Mid-Year
Report, but aims to capture a complete picture of accomplishments and challenges during the Program
year.
The Lead Entity is required to submit these reports to the Whole Person Care inbox at:
1115wholepersoncare@dhcs.ca.gov.

II.

PROGRAM STATUS OVERVIEW

Please provide a brief overview of your program’s successes and challenges and any lessons learned
during the reporting period. Structure your responses in alignment with the WPC program’s goals using
the following as headers (from STC 112): increasing integration among county agencies, health plans,
providers, and other entities; increasing coordination and appropriate access to care; reducing
inappropriate emergency and inpatient utilization; improving data collecting and sharing; achieving
quality and administrative improvement benchmarks; increasing access to housing and supportive
services; and improving health outcomes for the WPC population.
Monterey County’s program status is presented below according to WPC STC 112 guidelines:
1. Increasing integration among county agencies, health plans, providers, and other entities – Case
Management Forum
Challenges: We found it necessary to have a greater understanding of partner organization strengths,
capacities, and goals; case manager roles and responsibilities; resources available to each organization;
and how organizations might collaborate without overlapping each other. To take a deeper dive into this
understanding, we conducted a half-day case management forum in April 2018 with five objectives to
increase program efficiency through appropriate referrals.
Successes: The forum was attended by 25 individuals representing 23 agencies/organizations. Each
represented agency/organization described how their services connect with the goals of WPC. A special
presentation was made regarding housing vouchers vs set-aside vouchers. A roundtable discussion
allowed agencies to connect with each other to continue conversations on specific topics. The attendees
voted to have another forum in six months, and to make it a day-long session.
Lessons Learned: Forum participants voiced their appreciation to learn more about, and refresh their
understanding of, partnering human services organizations. A few of the greatest revelations were that
DHCS-MCQMD-WPC
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our managed care provider could assist with enrollee transportation to clinic appointments; a clinic
provider generates a weekly list of no-show clients and then works with them to identify barriers to
access; the Veterans Transition Center services includes case management and has new housing duplexes
coming on line; the county Sheriff’s Department wants to notify agencies/organizations when an enrollee
is in custody to avoid the loss of housing, health insurance, employment, etc.
2. Increasing coordination and appropriate access to care – Budget Crisis effects on WPC
Challenges: As we reported in the PY2 Annual Report, the County’s hiring process cannot be
circumvented even when staffing is urgently required. Our process includes creating new positions,
gaining Board of Supervisor approval, creating new job descriptions, recruitment in a manner to assure
diversity, a multi-step hiring process (scan for eligibility, panel interviews to assess qualifications,
LiveScan background checks, interviews for selection, and offer/hire). Although the process is timeconsuming, by the end of 2017, our Nurse Case Management Teams reached full staffing levels with
four, 2-person teams, headed by a Director of Nursing. Teams consist of a public health nurse and an
LVN or Behavioral Health Aide.
Unfortunately, due to severe California budget effects on local health departments, the Health
Department faced a $9 million loss of AB 85 realignment funds. Overall, this created a potential 40%
reduction in public health services, 99 positions in the Health Department were at risk, and 11 of those
were assigned to Whole Person Care. These 11 staff members were WPC outreach and case
management public health nurses, licensed vocational nurses, a behavioral health aide, and support
staff. Loss of these staff would essentially bring the WPC medical and behavioral case management
coordination to an end, leaving our WPC pilot to consist only of the work done by community partners
through Health Department contracts. A smaller but contributing factor was the temporary assignment
of a WPC public health nurse case manager to our Communicable Disease Unit to help address our local
Hepatitis A outbreak and TB control. As of August 2018, this nurse has not yet been returned to WPC.
Health Department Administration Bureau developed potential scenarios that were presented to our
Board of Supervisors in their June budget hearings. The department recommended four funding
solutions, projecting into 2021-22, that featured combinations of general funds and health realignment
funds, to cover $775,000 in WPC staff-related costs. With the adoption of the FY 2018-19 budget, the
Board of Supervisors elected to fund WPC the $775,000 needed for WPC staff-related costs.
Successes: The WPC program is fully funded for FY 2018-19, however, because we lost 75% of our WPC
Pubic Health Nurses who each head up a case management team, we are once again seeking to hire
three public health nurse positions that were vacated between March and June 2017, when it became
apparent that changes in AB 85 realignment funds would negatively affect our Public Health Bureau.
Lessons Learned: The FY 2019-2020 budget year portends to be just as difficult as our current year. We
will again provide our Board of Supervisors with information to assist in their decision-making and
options for potential solutions. We have recently applied for grant funds that, if awarded, will help
support our Public Health Bureau and may positively affect our WPC pilot.
3. Reducing inappropriate emergency and inpatient utilization
Challenges:
There has been an improvement for most of our clients in the lowering of ED use. There are a number of
clients who continue to use the ED instead of going to the clinics. They have given their reason as they
DHCS-MCQMD-WPC
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don’t have to wait as long as in the clinic and they get a free ride. For this recalcitrant group this pattern
seems to be a way of life. Some live near the ED and obtain food vouchers and other self-care items that
are given out.
Successes:
When clients understand that by having one primary care physician they are much more satisfied with
the outcome of the visit. Nurse case managers help them to understand that one PCP/clinic to
coordinate their care is better than going to Emergency Room or Doctor’s on Duty. With one PCP the
whole client is known, there is continuity of care and the clients feel that they are known.
They are learning to advocate for themselves and self-manage their health. They have become more
assertive and less passive in taking charge and are more apt to return for follow up.
Through intentional empowerment clients become less hopeless and feel less helpless. The goal of
nursing care is patient independence
Lessons Learned:
Through empowerment and self-advocacy clients have been known to develop a pattern of making their
own appointments, arranging for transportation through CCAH, and managing their medications better
and becoming more compliant. If they are not able to take charge of their own health care, they will
continue to overuse the ED, have readmissions, and have worsening health.
4. Improving data collecting and sharing – Receiving monthly, county-wide high utilizer reports
Challenges: At the end of 2017 we had reached a tentative agreement with our managed care provider,
CCAH, to provide us with monthly, county-wide high utilizer reports. In early 2018, we were able to
finalize the agreement but the delivery of data to us did not occur until March 2018, as the CCAH
analytics team had to write code to generate the data report.
Successes: We are now receiving monthly, county-wide high utilizer reports rather than reports
generated only by the county’s safety net hospital. The CCAH reports provide us with a much larger list
of potential enrollees, although these possibilities still require vetting to verify homelessness.
Lessons Learned: We found it a challenge to show our managed care provider that protected health
information can be shared with proper patient consent. The new State Health Information Guidelines
for Sharing Protected Information did not reassure their privacy and risk management officers. At this
time, our managed care provider will share with us high utilization and health outcome data with the
exception of SUD data unless our enrollees provide explicit consent.
5. Achieving quality and administrative improvement benchmarks – Enrollment and Enrollee Profile
Data Management
Challenges: Because we don’t yet have a case management IT system in place, we are using a timeconsuming low tech Excel sorting routine to drill down on enrollees with particular health conditions
and cross tabulate that with the types of agencies the enrollee has consented us to share data. For
example, we recently had to determine the current enrollees with a depression diagnosis but not with
an SUD diagnosis who permitted us to share their PII with the county social services department. As
these variables were kept on different spreadsheets, we determined we needed to create one master
list of all social, health, mental health, and consent agencies/organizations in one line-item list. Our
Epidemiologist created a database to replace the wieldy spreadsheet. This stop-gap solution will make it
DHCS-MCQMD-WPC
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easier and quicker to query our enrollees. Our case management IT solution is still scheduled to go live
in 2019.
Successes: The database is created and tested, and we expect it will be populated and fully functional in
the last half of 2018. We will report on the functionality of this message the 2018 Year End Report.
Lessons Learned: In this process, we attempted to pull data out of EPIC, however, we do not have the
EPIC case management module, and therefore cannot house the enrollee consent entities. Our EPIC
system does not have the capacity to let us create more data input fields.
6. Increasing access to housing and supportive services
Challenges: As one of the highest housing cost markets in California, Monterey County lacks housing
products of all types (shelter, supportive, transitional, traditional) and configurations (studios,
apartments, single and multi-family) for all income levels. The inventory of affordable housing is further
impacted in Monterey County as farmworker families (many times multiple families) occupy motel
rooms that are used elsewhere for emergency shelters. Nearly 20,000 housing units in the county are
overcrowded or severely overcrowded. We have just one emergency shelter in Monterey County (adult
women) and a seasonal shelter (men, women, families). The resources we have to find appropriate WPC
enrollee housing (county housing authority, coalition of care agency, homeless resource center, and
another non-profit housing organization) are overwhelmed by housing needs. The County of Monterey
will, with our Continuum of Care and other partners, participate in applying for upcoming federal and
state housing funding opportunities (NPLH, HEAP, CESH).
Successes: We have been successful at encouraging our housing authority and our Continuum of Care
agency to prioritize WPC enrollees in the selection of individuals to receive housing vouchers and
housing placements. Two project-based Section 8 housing projects that are currently under construction
will provide a total of 128 apartments: through formal contracts, more than half of these apartments
will be occupied by WPC enrollees. The 90-unit Moon Gate Plaza apartment project located in the same
area as most of our county homeless services providers, will make 20 units available to WPC enrollees
and another 20 units available to other high utilizers as determined by our Medi-Cal managed care
agency. Onsite supportive care will be funded by MCHD WPC. The 47-unit Junsay Oaks Senior Housing
Apartments, opening in spring 2019, will also make 20 units available to WPC enrollees and the balance
available to other high utilizers as determined by our Medi-Cal managed care agency. Onsite supportive
care will be provided by MCHD WPC case managers.
Lessons Learned: Housing placements to date are most successful with our contracted partner that
reaches out to potential landlords to explain the housing choice voucher process and assure landlords
that through 12-months of supportive services to the tenant, they are less likely to experience turnover
and property damage. Our partner’s supportive housing services include regular check-ins, counseling,
and financial and life skills training.
7. Improving health outcomes for the WPC population
Challenges: Not having a stable place to live creates a problem for our clients with regard to their
medications. Our clients have difficulty keeping their medications. All of them have chronic disease and
most have Behavioral Health concerns that require medication. When they are unable to keep track of
meds and are non-compliant many fall back into substance abuse to ease their symptoms.
DHCS-MCQMD-WPC
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Successes: The interdisciplinary aspects of Nurse case management / care coordination affect health
outcomes.
Lessons Learned: Housing does change a lot of things. Clients medications are not so much lost as being
stolen. When clients are housed, they have a safe place to store their meds and important personal
documents, like Social Security cards, California ID, and Birth certificates.

III.

ENROLLMENT AND UTILIZATION DATA

For the Mid-Year report, provide data for January-June 30 of the Program Year and for the Annual
Report, provide data for January-December 31 of the Program Year.
The tables below should reflect enrollment and utilization numbers, consistent with your invoice and
quarterly enrollment and utilization reports.
For revisions of enrollment and utilization data submitted during the Mid-Year Report (Months 1-6),
changes should be made in bold. Additionally, note explicitly in the additional box at the end of this
section if no changes were made to the Mid-Year reported data.

Item

Month 1

Month 2

Month 3

Month 4

Month 5

Month 6

Unduplicated
Total

Unduplicated
Enrollees

12

13

9

7

7

2

50

Month
11

Month
12

Annual
Unduplicated
Total

0

0

0

Item

Month 7

Month 8

Month 9

Month
10

Unduplicated
Enrollees

0

0

0

0

For Fee for Service (FFS), please report your total costs and utilization for each service. These reports
should tie to your budget, invoice, and utilization report. Add rows as needed.
FFS
Service 1:
Mobile
Outreach
Team
Utilization 1:
$531.92

DHCS-MCQMD-WPC

Costs and Aggregate Utilization for Quarters 1 and 2
Month 1

Month 2

Month 3

Month 4

Month 5

Month 6

Total

0

0

0

0

0

0

0

0

0

0

0

0

0

0
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Service 2:
Respite
Center
Utilization 2:
$164.89
Service 3:
Housing
Placement
Services
Utilization 3:
$77.28
Service 4:
Targeted
Outreach
Utilization 4:
$288.22
Service 5:
On-site
Housing
Sustainability
Utilization 5:
$480.00
Service 6:
Sobering
Center
Utilization 6:
$216.65
Service 7:
Homeless
Persons Peer
Nav
Utilization 7:
$40.00
Service 8:
Housing
Navigation &
Tenancy
Support
Utilization 8:
$2,575.00
Service 9:
Rapid
Rehousing
Utilization 9:
$2,574.09
DHCS-MCQMD-WPC

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

$18,374.30

$73,207.88

$73,207.88

$165,150.06

0

0

0

65

254

254

573

0

0

0

0

0

0

0

0

0

0

0

0

0

0

$1,733.20

$4,116.35

$6,282.85

$6,282.85

$7,582.75

$4,116.35

$30,114.35

8

19

29

29

35

19

139

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

$20,600.00

$20,600.00

$41,200.00

0

0

0

0

8

8

16

0

0

0

0

$23,166.82

$25,740.90

$48,907.73

0

0

0

0

9

10

19
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Service 10
FWJS Case
Mgt
Utilization
$308.33

0

0

0

65

65

66

196

0

0

0

$20,041.45

$20,041.45

$20,350.00

$60,433.33

FFS

Service 1:
Mobile
Outreach
Team
Utilization 1:
$531.92
Service 2:
Respite
Center
Utilization 2:
$164.89
Service 3:
Housing
Placement
Services
Utilization 3:
$77.28
Service 4:
Targeted
Outreach
Utilization 4:
$288.22
Service 5:
On-site
Housing
Sustainability
Utilization 5:
$480.00
Service 6:
Sobering
Center
Utilization 6:
$216.65
Service 7:
Homeless
DHCS-MCQMD-WPC

Costs and Aggregate Utilization for Quarters 1 and 2
Month 7

Month 8

Month 9

Month 10

Month 11

Month 12

Annual
Total

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Page 8 of 78

10/18/2018

Whole Person Care
Monterey County Health Department, 2018 Mid-Year Report, September 19, 2018
Persons Peer
Nav
Utilization 7:
$40.00
Service 8:
Housing
Navigation &
Tenancy
Support
Utilization 8:
$2,575.00
Service 9:
Rapid
Rehousing
Utilization 9:
$2,575.00

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

For Per Member Per Month (PMPM), report your rate, amount claimed and member months by PMPM
type. These reports should tie to your budget, invoice, and utilization reports. For “Bundle #” below, use
the category number as reported in your submitted Quarterly Enrollment and Utilization Report.
PMPM
Rate
Bundle #1:
Complex
1800.
Care Mgmt
Team
MM
600
Counts #1
Bundle #2
Community
308.33
Based Case
Mgmt Svcs
MM
600
Counts #2

Month 1

Month 2

Amount Claimed
Month 3
Month 4
Month 5

$82,800.

$93,600.

$108,000.

$118,800.

$124,200.

$115,200.

$642,600.

46

52

60

66

69

64

357

$14,183.18

$16,033.16

$18,500.00

$20,350.07

$21,274.77

$19,733.12

$110,074.99

46

52

60

66

69

64

357

Month 12

Total

PMPM
Bundle #1:
Complex
Care Mgmt
Team
MM
Counts #1

Amount Claimed
Month 9 Month 10 Month 11

Month 6

Total

Rate

Month 7

Month 8

832.17

0

0

0

0

0

0

0

600

0

0

0

0

0

0

0

DHCS-MCQMD-WPC
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Bundle #2
Community
308.33
0
0
0
0
0
0
Based Case
Mgmt Svcs
MM
600
0
0
0
0
0
0
Counts #2
Please provide additional detail, if any, about your enrollment and utilization for this reporting period.
(Optional)

DHCS-MCQMD-WPC
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NARRATIVE – Administrative Infrastructure
Please describe the administrative infrastructure that has been developed specifically for the WPC
program and how it relates to achievement of program goals. Reimbursement will be based on actual
costs expended and employees hired/employed for the WPC pilot, and only up to the limit of the
funding request in the approved budget.
Please note the narrative submitted during the Mid-Year report will be considered part of the Annual
report and will not need to be resubmitted. Include updates, notable trends, and highlights of
achievements/progress as well as any changes since the report.
Administrative Infrastructure updates since December 31, 2017 are these:
• Submitted and received approval for our proposed PY2-to-PY3 budget rollover and narrative.
• Data sharing MOU with our Medi-Cal managed care provider was fully executed.
• A convening of 25+ homeless service provider organization directors and supervisors from
across the county was held in April 2018 to facilitate referral processes. Presentations included
an overviews housing choice vouchers, set-aside vouchers, and landlord collaborations; and an
overview of motivational interviewing.
• Seven Monterey County WPC staff attended the DHCS April 29-30 in-person convening in
Sacramento.
• Three (75%) of our public health nurse positions (each head up a case management team) were
vacated between March and June 2017 when it became apparent that changes in AB 85
realignment funds might jeopardize Public Health Bureau staff positions.
• Four Monterey County WPC staff attended the DHCS Data Sharing May 22 convening in Oakland
• Allscripts has been selected as our EHR vendor.
• Monterey County Board of Supervisors approved the 2018-19 budget including full funding for
WPC with contributions from the health department’s trust fund and the county’s general fund.
The WPC Operations Committee meets monthly to discuss the overall operations of the program. The
participants include Monterey County Health Department executive leaders many of who oversee staff
that are part of our WPC Social and Clinical Committee. Meetings include updates provided by DHCS,
updates on the progress of committee members’ action items which range from data management
software tool and agreements, staffing challenges, finances, and quality improvement efforts.
Participants are:
Chombo, Fabricio, Finance Manager, Administration Bureau
Corpus, Carol, Deputy Public Health Bureau Chief, Public Health Bureau
House, Sarah, Departmental Information Systems Manager, Health IT
Kim, Nan, Clinic Services Management Analyst, Clinic Services Bureau
Lewis, Moira, Director of Nursing, Public Health Bureau
Miller, Amie, Behavioral Health Director, Behavioral Health Bureau
Pantoja, Elena, Whole Person Care Program Coordinator, Administration Bureau
Sumeshwar, Shibaanee, Privacy Compliance Officer, Administration Bureau
Vega, Ezequiel, Assistant Director of Health, Administration Bureau
Voss, Robert, Epidemiologist, Administration Bureau
Zerounian, Patricia, Whole Person Care Program Manager, Administration Bureau
DHCS-MCQMD-WPC
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IV.

NARRATIVE – Delivery Infrastructure

Please describe the delivery infrastructure that has been developed as a result of these funds and how it
relates to achievement of pilot goals. Reimbursement will be based on actual pilot expenditure for the
final deliverable or outcomes, up to the limit projected or estimated costs in the approved budget.
Please note the narrative submitted during the Mid-Year Report will be considered part of the Annual
Report and will not need to be resubmitted. Include updates, notable trends, and highlights of
achievements/progress as well as any changes since the prior report.
Delivery Infrastructure updates since December 31, 2017 are these:
• After meeting with WPC, the enrollees were granted preference by the county housing authority
board of directors.
• WPC worked with the Monterey County Continuum of Care to categorize WPC enrollees as
“Medically Frail” and award them three additional points on their vulnerability assessment
(higher vulnerability points place the enrollee the higher up on the list for available housing).
• After completing an RFP process, we are now in negotiation with a vendor to provide case
management/plan of care software.
• Monterey County Department of Social Services will continue funding Medi-Cal enrollment in
the county jail and began referring qualifying inmates who are 30 days from release to WPC.

V.

NARRATIVE – Incentive Payments

Please provide a detailed explanation of incentive payments earned during the Reporting Period.
Elaborate on what milestones were achieved to allow the payment, the amount of each payment, and
to whom the payment was made. The lead entity will only be permitted to invoice for actual incentive
payments made. Please note the narrative submitted during the Mid-Year Report will be considered part
of the Annual Report and will not need to be resubmitted. Include updates, notable trends, and
highlights of achievements/progress as well as any changes since the prior report.
Incentive Payment updates since December 31, 2017 are these:
Incentive

Payment Trigger

Attainment

Achievement

Total $

Entity Paid

Clinics will receive
13 WPC
$20,000 per WPC
enrollees had
Monterey
enrollee scheduled
primary care
County
for and successful
clinic
Health
Primary Care
participation in
Complete
appointments
$260,000
Department
Clinics
follow-up
within 30 days
Clinic
appointment within
of their
Services
30 days post
hospital
Bureau
discharge or release.
discharge
Comment: 13 out of 28 hospitalized WPC enrollees had primary care clinic appointments within 30
days of their hospital discharge

DHCS-MCQMD-WPC
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Incentive

Payment Trigger

Attainment

Achievement

Total $

Entity Paid

Natividad Medical
Monterey
Center (NMC) will be
County
21 WPC
eligible for $20,000
Health
enrollees
per WPC enrollee
Department
were not
successfully linked to
Public
Hospital
readmitted to
care coordination
Complete
$420,000
Health
Incentive
NMC within
without a
Bureau (as
30 days of
readmission within
reassigned
their hospital
30 days. Biannual
by NMC)
discharge
payments will be
made.
Comment: 21 out of 28 hospitalized WPC enrollees were not readmitted to NMC within 30 days of
their hospital discharge
Behavioral Health
Monterey
0 WPC
Clinics will receive
County
enrollees had
$20,000 per WPC
Health
behavioral
enrollee scheduled
Department
Behavioral
health
for and successful
Behavioral
Health
Complete
appointments
$0
participation in
Health
Incentive
within 30 days
follow-up
Bureau
of their
appointment within
hospital
30 days post
discharge
discharge or release.
Comment: One of our enrollees was discharged from alcohol/drug treatment, but was not seen by
Behavioral Health within 30 days of discharge.
Behavioral Health
Monterey
Clinics will receive
0
County
Enrollment/re$2,000 per
(no WPC
Health
enrollment of
enrollment/reenrollees
Department
individuals
enrollment upon
were
Behavioral
Complete
$0
transitioning
completion of
discharged
Health
from Jail
an initial assessment.
from jail in
Bureau
(Round 2)
Limited to one
quarter 1 or 2
payment per enrollee
in PY3)
every 12 months.
Comment: We could not account for any WPC enrollee being in jail in Q1 or Q2 of PY3. We suspect
we need greater coordination with our Sheriff’s Office to track incarcerations.
Population
We will develop the
Monterey
Health IT
business user plans
County
System
once our vendor
Health
Partial
0%
$0
Business User
negotiations are
Department
Plan
complete.
Completed
DHCS-MCQMD-WPC

Page 13 of 78

10/18/2018

Whole Person Care
Monterey County Health Department, 2018 Mid-Year Report, September 19, 2018
Comment: We are still in the process of identifying a vendor.
Incentive
Population
Health IT
System
Vendor
Selection &
Negotiation

Payment Trigger
We are currently in
the process of
identifying a vendor
for the population
health / case
management system.

Attainment

Achievement

Partial

0%

Total $

$0

Entity Paid
Monterey
County
Health
Department

Comment: We are still in the process of identifying a vendor.

VI.

NARRATIVE – Pay for Outcome

Referencing the Whole Person Care Universal and Variant Metrics Technical Specifications, please
provide a detailed explanation of the status of your program’s performance on the pay-for-outcome
metric(s). For the Mid-year report, only report those measures that are reported semi-annually; for the
Annual report, please report all. Provide details that demonstrate what was achieved for each outcome,
any challenges, and any lessons learned. Reimbursement will occur for achieved outcomes based on
proposed annual target and methodology.
Achievements beyond our goals:
• Of the 5 health outcomes included in the Pay for Outcomes section our agency met three of those that
could be billed in quarter 1 and 2 of PY3. They include:
• Tobacco assessment and counseling for those enrolled. Target: 80%. Achievement: 100%.
• Achieved: 84/84 enrollees received an assessment from public health nurse case managers
for tobacco use and counseling from public health nurse case managers for tobacco
cessation.
• Challenges: none. Tobacco assessment is part of our enrollee intake protocol.
• Coordinated Case Management of those enrolled for 12 months. Target 25%. Achievement: 66%
• Achieved: 21/32 enrollees were enrolled in 12 months of coordinated case management
headed by public health nurse case managers with connections to behavioral health, social
services, and housing case managers.
• Challenges: Of the 32 individuals who were enrolled by June 2017, 21 of those enrollees are
still receiving WPC services. Reasons for ceasing enrollment have been death, moving out of
the area, and being dismissed from the program due to non-compliance or aggressive
behaviors.
• Comprehensive Care Plan for Enrollees. Target: 50%. Achievement: 83%.
• Achieved: 39/47 enrollees were recipients of a comprehensive care plan within 30 days of
enrollment that was coordinated by public health nurse case managers with connections to
behavioral health, social services, and housing case managers.
• Challenges: It is sometimes difficult to get enrollees to agree to a comprehensive care
planning appointment within 30 days of enrollment.
DHCS-MCQMD-WPC
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•

Lessons Learned: Whenever possible, we try to conduct the care planning session at the
same time as enrollment.

Achievements short of our goals:
• Suicide Risk Assessment for WPC enrollees. Target: 60%. Achievement: 21%
• Achieved: We have evidence that 5 of our 24 enrollees with major depressive disorder
diagnoses were assessed by a behavioral health clinician for suicide risk to identify
appropriate care coordination for therapy, social supports, and other suicide preventative
services. We believe this is a significant undercount of enrollees.
• Challenges: All our enrollees who are diagnosed with major depressive disorder are
routinely given a suicide risk assessment, but the use of a standardized tool is not recorded
in AVATAR. Suicide risk assessment is a part of a larger, comprehensive set of assessments,
and we suspect that all 24 enrollees had suicide risk assessments.
• Lessons Learned: We plan to seek clarification from DHCs on the acceptable means of
measuring suicide risk assessment prior to the PY3 year-end reporting period.
• Mental/medical/SUD appointment. Target: 80%. Achievement: 68%.
• Achieved: 13/19 enrollees had a medical, mental health, or SUD appointment within 30
days of hospital discharge as coordinated by public health nurse case managers.
• Challenges: It is many times difficult to get a client to agree to a behavioral health and/or
SUD appointment within 30 day of hospital discharge.
• Lessons Learned: Our nurse case managers understand that building trust is imperative to
providing WPC enrollees with services, and with more interaction with WPC enrollees, have
further developed trust-building skills with our enrollees. We realize that it many times
takes years of counseling before a patient is willing to participate in mental health or SUD
treatment.

VII.

STAKEHOLDER ENGAGEMENT

WPC Social and Clinical Committee meets bi-weekly to discuss and determine the most efficient way to
provide wrap around services for our clients. This includes establishing data sharing agreements
between agencies, developing case management tools, sharing successes, and addressing barriers.
Some of our successes to date include: developing a referral form, referral response form and
participant consent form to facilitate enrollment. We also have been working on increasing prioritization
efforts for our WPC enrolled participants by discussing the best way to identify and process clients
faster. Since we don’t have an established population health software platform to share information
quickly and efficiently; we are meeting with agencies one on one to develop data sharing and
assessment tools that can be utilized while we wait for the software to be purchased and developed.
Looking forward to the end of the program year we are planning to continue working together to
determine best practices and address barriers as they arise.
Our participants include:
Allard, Cara, Salinas Valley Community Hospital
Allen, Janice, Natividad Medical Center, Emergency Department
Allen, Jill, Executive Director, Dorothy’s Place
DHCS-MCQMD-WPC
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Anzaldo, Alicia, LVN, MCHD Public Health Bureau
Beye, Travis, Adult Protective Services, Monterey County Department of Social Services
Castillo, Alyssa, Salinas Valley Community Hospital
Ceralde, Marisa, Salinas Valley Community Hospital
Corpus, Carol, Deputy Director, MCHD Public Health Bureau
Carr, Kacy, Deputy Director, MCHD Behavioral Health Bureau
Friedrich, Karen, Natividad Medical Center, Emergency Department
Hanni, Krista, Planning Evaluation Policy Unit Program Manager, MCHD Administration Bureau
Kaupp, Christina, California Forensics Management Group
Juarez, Trini, Salinas Valley Community Hospital
Lewis, Moira, Director of Nursing, MCHD Public Health Bureau
Mahon, Eleanor, Public Health Nurse, MCHD Public Health Bureau
Martinez, Angelica, Salinas Valley Community Hospital
Martinez, Solomon, Behavioral Health Aid, MCHD Public Health Bureau
Mendoza, Ana, LVN, MCHD Public Health Bureau
Mendoza, Jose, LVN, MCHD Public Health Bureau
Mitchell, Barbara, Executive Director, Interim, Inc, housing services
Moreno, Edward, Health Officer and Director of Public Health, MCHD Public Health Bureau
Muir, Thomas, Community Hospital of the Monterey Peninsula
Pantoja, Elena, Whole Person Care Program Coordinator, MCHD Administration Bureau
Rager, Melanie, Care Management Director, Central Coast Alliance for Health, managed care plan
Rhoads, Gina – Central Coast Alliance for Health, managed care plan
Rogers, Infanta – Natividad Medical Center, Emergency Department
Romero, Begonia, Outpatient Services Manager II, Natividad Medical Center
Romero, Maria, Clinic Operations Supervisor, Natividad Medical Center
Rowland, Glorietta, Management Analyst, Monterey County Department of Social Services
Ruiz, Jorge, Central Coast Center for Independent Living
Sana, Camille, Management Analyst, MCHD Clinic Services
Sanchez, Lorena, Salinas Valley Community Hospital
Sinnhuber, Vickie, Clinica de Salud de Valle de Salinas
Smith, Youlonda, California Forensics Management Group
Sumensupa, Lauren, Monterey County Department of Social Services
Thoeni, Katherine, Executive Officer, Coalition of Homeless Services Providers
Tomaselli, Sarafina, Monterey County Department of Social Services
Torres, Rodrigo, Community Human Services
Voss, Robert, Epidemiologist, MCHD Administration Bureau
Zerounian, Patricia, Whole Person Care Program Manager, MCHD Administration Bureau

Stakeholder Meetings
Please note: Meeting agenda and notes are available for all Stakeholder Meetings listed below.
Meeting Date
# of Attendees
Primary Discussion Topics
New staff introductions; Success stories; Request that
committee members complete the case manager roles and
responsibility spreadsheet; Case manager conference
1/29/18
13
planning; Residential care homes and SSI payments;
Encouraging housing authority to prioritize WPC enrollees;
Updates on housing projects.
DHCS-MCQMD-WPC
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2/12/18

14

3/12/18

17

4/9/18

23

5/14/18

16

6/11/18

25

DHCS-MCQMD-WPC

WPC nurse case management successes and challenges (lack
of available housing, enrollees having difficulty adjusting to
housing, solutions for reaching hard-to-find enrollees, best
uses of clinic triage nurses to get enrollee clinic
appointments as soon as possible); MCHD WPC news
exposure; WPC discussions at Healthier California
conference; mobile clinic operating near homeless resource
center twice per week, call center operating out of the
Natividad Emergency Department by the Behavioral Health
Crisis Team.
Success stories and challenges (financial support for disabled
clients needing temporary housing, building rapport with
landlords); VI-SPADT training; Case manager conference
planning; coordinating with Sheriff to assure Medi-Cal is in
place upon WPC enrollee discharge; buprenorphine
treatment via telemedicine at the Chinatown health services
center.
Success stories and challenges (collaborations with Santa
Cruz and Santa Clara counties); 25+ people attended the
April Case Management Convening and Training;
motivational interviewing training highlights; update on
planning for homeless shelter in Salinas with emergency
shelter on the ground floor, social services on the second
floor, and permanent housing on the 3rd floor; Monterey
County Social Services Department now has a satellite office
in the Chinatown area.; New facility for dual diagnosis next
door to 32-bed transitional and 28-bed permanent housing
complex; New short term crisis residential treatment will
open in Monterey in May.
Success stories and challenges (WPC enrollee voucher
renewals needed because vouchers expire before housing
can be found); Case Management IT solutions have
narrowed down to two vendors; Coordinated Entry System
waiting list; WPC enrollees designated as “medically frail”;
report on results of LE in-person meeting in Sacramento and
participation in Housing and Sustainability tracks; plea for
WPC partners to attend county budget hearings to protect
the WPC program from staffing cuts.
Success stories and challenges (housing placements, disenrollments due to threats to nurse case managers and lack
of motivation); review of options submitted to the Board of
Supervisors to maintain WPC at current staffing levels; public
comment results and further opportunities to speak to the
Board of Supervisors; planning for day-long September case
management convening; retroactive CARS prioritization;
report on DHCS data sharing convening in Oakland.
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VIII.

PROGRAM ACTIVITIES/

a.) Briefly describe 1-2 successes you have had with care coordination.
To improve service provider care coordination, WPC staff created a large matrix of provider type,
contacts, service array, and priority populations. It was felt, however, that an in person convening
of homeless, social, and health services case manager supervisors/ leads would be helpful to
efficiently navigating the WPC enrollees through the system of care.
Results (Describe the implications of the modification for the project overall).
The WPC Case Management Convening purpose was to increase awareness of the available case
management resources in the community, thereby, increasing program efficiency through appropriate
referrals for case management. The objectives were to:
1. Learn the details of the available resources for a more complete understanding of these
resources for better client referral to the appropriate resource.
2. Learn the barriers experienced by other case managers and ourselves. If appropriate, share
ways these barriers were overcome by your agency.
3. Learn the specific information needed by other case managers so that when referrals are
made, they contain all necessary and legal client information.
4. Learn complimentary roles and identify how they can be utilized for maximum efficiency.
5. Identify the barriers to sharing of confidential information, and how they may be overcome.
25+people attended the 3-hour convening. MCHD distributed the Field Resource Guide containing
agency descriptions, services, and focus population. All agencies provided agency case management
roles. Presentations included an overviews housing choice vouchers, set-aside vouchers, and landlord
collaborations; and an overview of motivational interviewing. Barriers to services were discussed.
MCHD WPC distributed and encouraged the use of a Case Management and Discharge Planning
Checklist taken from O’Toole TP, Johnson EE, Aiello R, Kane V, Pape L. Tailoring Care to Vulnerable
Populations by Incorporating Social Determinants of Health: the Veterans Health Administration’s
“Homeless Patient Aligned Care Team” Program. Prev Chronic Dis 2016;13:150567. DOI:
http://dx.doi.org/10.5888/pcd13.150567. PEER REVIEWED.
Feedback from attendees was quite positive – all felt it was a valuable use of time. Attendees
requested a similar day-long case management meeting in fall 2018.

b.) Briefly describe 1-2 challenges you have faced with care coordination, and lessons learned from
those challenges.
(1) Many of our partner nonprofit agencies with whom we bilaterally refer potential enrollees and
enrollees for services are typically under-resourced, which affects their abilities to weather funding
DHCS-MCQMD-WPC
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downturns and to ramp up when focus population needs grow. Through DHCS funding, our WPC
contracts with four nonprofit homeless and behavioral health service providers
(2) Housing remains a challenge, not only the paucity of it, but the nature of how clients qualify for
that housing. Many of the program’s Highest Use/Highest Cost clients have conditions of Substance
Use Disorder that do not respond to treatment and Severe Mental Health conditions that stand in the
way of getting and keeping continuous housing. Efforts on the part of the county and its partners to
find and built more available units is strong and concerted. However, the concept of Housing First, an
approach to quickly connecting clients to permanent housing without preconditions such as sobriety
could be considered if plausible.
c.) Briefly describe 1-2 successes you have had with data and information sharing.
We initially had challenges in gaining the involvement of our Medi-Cal care plan provider in
exchanging PII and PHI, but that has turned around in the past six months as they have become more
familiar with our WPC intentions and activities. We are now receiving high utilizer identifications and
enrollee health data from our managed care provider on a regular basis.
d.) Briefly describe 1-2 challenges you have faced with data sharing, and lessons learned from those
challenges.
We were disappointed with the 5/22 data sharing meeting as we expected to be provided with clear
interpretations of the metric definitions and how they should be calculated (exactly what constitutes
the numerator and denominator). We had hoped the state will provide clear direction to resolve the
SUD data sharing privacy conflicts, but resolutions – even suggestions – were not provided.
In general, we go to the in-person meetings prepared with questions on a variety of issues, and leave
with very little. We expect more than to be directed into a breakout room and encouraged to ask
questions of each other… we many times find others just as frustrated as we are.
e.) Briefly describe 1-2 successes you have had with data collection and/or reporting.
With time and persistence, we have worked through many “bumps in the road” in regard to basic PII
and PHI data exchanges. We will not have an integrated eMPI or case management system in place
until 2019, so much of our work is done in SAS and Excel.

f.) Briefly describe 1-2 challenges you have faced with data collection and/or reporting.
Our vendor for PMPM Community-based Case Management Services did not have a computer-based
system for tracking clients and their related services. All records were kept on paper and in files. We
created a web-based database case management system for this vendor that was launched at the end
of 2017.
Our vendor has the working system but is still struggling with creating reports for the agency that
would be for uses beyond WPC, and some months has reverted back to the familiar pencil-and-paper

DHCS-MCQMD-WPC
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method. We are, however, getting the WPC data needed, and are encouraging the agency to hire a
programmer to help with report code writing.

g.) Looking ahead, what do you foresee as the biggest barriers to success for the WPC Program
overall?
The single greatest barrier to success for the WPC program is the lack of shelter beds and every type of
transitional, supportive, and permanent housing product. California has the highest rents and real
estate prices in the nation and one-quarter of the nation’s homeless population live here. Local, state,
and federal governments need to incentivize the construction of housing for people who are homeless
and those who additionally have mental illness diagnoses. We are having some success with projectbased Section 8 housing strategies that are being built by nonprofit organizations with a variety of tax
credit plans, but the gamut – from city to county to counties to states is very difficult to navigate in a
productive manner, hence, adequate shelter, transitional, supportive, and permanent housing is
severely lacking. We can’t do Housing First if there is no housing.

DHCS-MCQMD-WPC
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IX.

PLAN-DO-STUDY-ACT
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PDSA Project Name

Focus Population

PDSA Type

22. Reassess: Examining EMS Frequent User
Data

Enrollees and potential
enrollees

Ambulatory Care: relates to
decreasing ED use

23. Work-around to obtain high cost/high
user list

All WPC enrollees

Data: relates to information sharing

24. Reassess: Transport wheel chair-bound
WPC enrollees (PDSA 17)

All WPC enrollees

Comprehensive Care Plan: relates
to ensuring scheduled clinic
appointments are kept

25. Reassess: Making Housing Stick (PDSA 19)

All WPC enrollees

Other: Housing for better health
outcomes

26. Reassess: Need Clinic Prioritization (PDSA
20) and Need Improved Clinic Prioritization
(PDSA 21).

All WPC enrollees

Inpatient Utilization: relates to
decreasing hospital use

27. Need Improved Partner Service
Coordination

Enrollees and potential
enrollees

Care Coordination: case
management convening

28. Reassess: Improved Partner Service
Coordination (PDSA 27)

Enrollees and potential
enrollees

Care Coordination: results of case
management convening

DHCS-MCQMD-WPC
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Whole Person Care PDSA Report
Topic
WPC Lead Entity:
Project Lead:
Reporting Period:
Plan Do Study Act Project:
Target Population:
Status:
PDSA Type:
Start Date:
Recent Revision Date:
Report Date:
File Name:

Details
Monterey County Health Department
Moira Lewis, 831/755-4642, LewisM1@co.monterey.ca.us
Jan 1 to March 30, 2017
Broaden WPC Enrollment Criteria
All potential WPC enrollees
Adopted
Other: WPC Enrollment
February 1, 2017
March 21, 2017
June 30, 2017
PDSA_Enrollment_1_Mar2017
Project Log #1

Project Description
Global Aim: To serve at least 500 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Difficulty identifying eligible individuals who comply with the WPC eligibility criteria.
Smart Objectives: Within the next 2 months, receive permission from DHCS to broaden our enrollment
criteria to allow potential WPC enrollees to access the program.
Specific: Amend the enrollment criteria to allow greater high-utilizer enrollment opportunities.
Measurable: Measurable in number and percentage (eligible to be enrolled/1,000 highest utilizers).
Achievable: Ranked 3 on a 1-3 scale (1=not/slightly achievable, 2=somewhat achievable, 3=very
achievable).
Realistic: Ranked 3 on a 1-3 scale (1=not/slightly realistic, 2=somewhat realistic, 3=very realistic).
Via
email approval
from Rachelle
Hightower
weincrease
have made
the following
revisions
ourofAgreement
Time-related:
We expect
to see an
immediate
in eligibility
among
our firsttolist
1,000 highest
enrollment
utilizers. criteria: The initial WPC focus population (high utilizers) will be exclusively homeless and
chronically homeless Medi-Cal recipients or Medi-Cal eligible persons with no medical health home
(including those released from jail) and having three or more of the following characteristics:
diagnosed mental illness, four or more MHU admissions in the prior year, diagnosed substance use
disorder, two or more chronic health diagnoses, three or more ED visits within the prior six months,
two or more hospital admissions within the prior six months, or five or more prescribed medications.
Interventions:

DHCS-MCQMD-WPC

Page 23 of 78

10/18/2018

Whole Person Care
Monterey County Health Department, 2018 Mid-Year Report, September 19, 2018
Revision
None at this time
Results
From our initial high-utilizer list of 1,000 names, we only enrolled only 7 individuals who met the
unrevised criteria above, in the period of January 1 through March 30, 2017. Using the revised criteria in
red lettering above, we enrolled an additional 8 individuals in the month of April 2017. The PDSA team
decided to permanently adopt the revised enrollment criteria.
Next Steps
Our operations team continues to examine enrollment and enrollment criteria to assure that our case
management staff is operating at full capacity. Should we find that our enrollment is constricted, we will
once again review ways to broaden our enrollment criteria, within the requirements of the WPC program.

DHCS-MCQMD-WPC
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Moira Lewis, Supervising RN LewisM1@co.monterey.ca.us 831-755-4642
Chael Rubalcava, RN RubalcavaAC@co.monterey.ca.us 831-755-4598

Reporting Period:

July 1 – Sept 30, 2017

Plan Do Study Act Project:

Prioritizing WPC enrollees at Seaside Clinic

Target Population:

All WPC enrollees

Status:

Adopted

PDSA Type:

Ambulatory Care

Start Date:
Recent Revision Date:
Report Date:

March 1, 2017
April 28, 2017
June 30, 2017

File Name:

PDSA_ClinicPriority_Sept2017 Project Log #2

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Case managers have difficulty obtaining primary care appointments for WPC-enrollees at
county-operated clinics.
Smart Objectives:
Specific: Work with clinic managers to learn if and how WPC-enrolled patients can be prioritized for
appointments, especially when they haven’t received primary in a long while. This objective is especially
important to building trust among newly enrolled WPC patients and connecting them to a primary care home.
Measurable: Newly enrolled WPC patients receive primary care at a county-operated clinic within 30 days of
enrollment.
Achievable: Rank on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very): 3
Realistic: Rank on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very): 2
Time-related: Appointment prioritization for WPC enrollees at the Seaside Primary Care Clinic will be the norm
by September 1, 2017

DHCS-MCQMD-WPC
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Revision
Appointments at the county-operated clinics in Salinas are backlogged. A new patient can typical wait
months for an appointment. Whole Person Care enrollees have often been lost to follow up by the
Salinas clinics where appoints were made. This is especially problematic in that WPC enrollees may be
medically vulnerable, may have transportation issues, and when new to WPC, may not yet have had
opportunities to build trusting relationships with case managers. It would be ideal if clients could be
prioritized for primary care clinic appointments. This would assure that MCHD meets program
compliance. Of equal importance is that nurse case manager’s responsiveness to the needs of the
client will establish trust, beginning with the first primary care appointment. Trust is an essential
component of making progress toward wellness for this population.
Results
By working directly with the Seaside Clinic manager, we were successful in getting our enrollees
prioritized for primary care appointments at this clinic, located 15 miles from Salinas. We provide
either direct transportation or bus passes to help provide enrollees with timely care.

Next Steps
We hope to build an expectation among all seven county-owned primary and specialty care clinics that
WPC enrollees are given priority status as a standard practice.
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Whole Person Care PDSA Report
Topic
WPC Lead Entity:
Project Lead:
Reporting Period:
Plan Do Study Act Project:
Target Population:

Details
Monterey County Health Department
Rob Voss, Epidemiologist. VossR@co.monterey.ca.us 831-755-4522
March 21, 2017 to June 30, 2017
Who Does the PHQ-9?
All WPC enrollees

Status:
PDSA Type:
Start Date:
Recent Revision Date:
Report Date:
File Name:

Adopted
Data
May 1, 2017
May 26, 2017
June 30, 2017
PDSA_WhoDoesPHQ-9_Sept2017

Project Log #3.

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Confusion over which bureau of the Health Department (WPC case managers, Behavioral
Health clinicians, or Clinic Services staff) will conduct the PHQ-9 with WPC enrollees. Each of these bureau
staff members have been trained and are experienced in administering the PHQ-9, and multiple patient
testing within a single time-frame is not desired.
Smart Objectives:
Specific: Develop a clear understanding among the staff of the WPC case managers, Behavioral Health, and
Clinic Services about when and which bureau will administer the PHQ-9 to WPC enrollees and log results into
the appropriate patient IT system.
Measurable: WPC-enrollee PHQ-9 is being administered and documented in a systematic manner by the
assigned bureau.
Achievable: Rank on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very): 3
Realistic: Rank on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very): 3
Time-related: Gain a clear understanding (by the use of written notice) among all involved staff before
October 31, 2017
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Revision
The variant metric for depression is remission for diagnosed depression at 12 months, as measured with
the PHQ-9 tool. There is no existing diagnosis, however, for a good proportion of our newly-enrolled
WPC patients who are not under the care of our Behavioral Health clinicians. It was decided that the
case managers would administer the PHQ-9 upon enrollment, should depression be suspected. As of
September 2017, approximately 65% of all WPC enrollees had been given a PHQ-9 assessment.
It was decided by the social/clinical case managers that all WPC enrollees that “all doors” would be used
to measure depression, especially if no diagnosis for depression were seen on Avatar or EPIC systems.
The WPC case managers are in the unique position of having the first opportunity to measure depression
among enrollees with no recent behavioral health care.

Results
This PDSA addresses a procedure to conduct and report the PHQ-9 assessment for WPC-enrollees who
are diagnosed with depression or supposed of having depression. At MCHD, the PHQ-9 can be
conducted in any of these venues: at a primary care clinic, at a behavioral health clinic, or in the field
via WPC case managers. Discussion was held regarding the most appropriate environment, timing, and
patient comfort level in which the assessment would be offered. Primary care clinics conduct PHQ-9
and capture the data in EPIC, but WPC-enrollees would need to have an appointment for the
assessment to occur. Likewise, behavioral health clinics are most skilled at conducting the PHQ-9, but
behavioral health appointments are quite difficult to schedule. WPC Case Managers may conduct the
PHQ-9 in whatever setting they meet the client and the data are stored in EPIC, however, the enrollee
may not be comfortable doing the assessment outside of a private setting.

Next Steps
Within the next 12 months we will revisit this matter to determine if “all doors” approach is appropriate,
of if the PHQ-9 assessment should be standard protocol in the enrollment process.
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Whole Person Care PDSA Report
WPC Lead Entity:

Monterey County Health Department

Project Lead:
Reporting Period:
Plan Do Study Act Project:
Target Population:
Status:
PDSA Type:
Start Date:
Recent Revision Date:
Report Date:
File Name:

Moira Lewis, 831/755-4642, LewisM1@co.monterey.ca.us
March 21, 2017 to June 30, 2017
Match WPC Enrollment Criteria to CoC Housing Requirements
All potential WPC enrollees
Adopted
Care Coordination: referral infrastructure
March 21, 2017
April 28, 2017
June 30, 2017
PDSA_Referral_2_Mar2017
Project Log #4

Project Description
Global Aim: To serve at least 500 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Eligibility criteria is in conflict with the Continuum of Care requirements for housing
placement
Smart Objectives:
Specific: Amend the enrollment criteria to allow greater high-utilizer enrollment opportunities.
Measurable: Measurable in number and percentage (eligible to be enrolled/1,000 highest utilizers).
Achievable: Ranked 3 on a 1-3 scale (1=not/slightly achievable, 2=somewhat achievable, 3=very
achievable).
Realistic: Ranked 3 on a 1-3 scale (1=not/slightly realistic, 2=somewhat realistic, 3=very realistic).
Time-related: We expect to see an immediate increase in eligibility among our first list of 1,000 highest
utilizers.

Interventions:
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Revision
Via email approval from Rachelle Hightower we have made the following revisions to our Agreement
enrollment criteria:
The initial WPC focus population (high utilizers) will be exclusively homeless and chronically homeless
Medi-Cal recipients or Medi-Cal eligible persons (including those released from jail) and having three
two or more of the following characteristics: diagnosed mental illness, four two or more MHU
admissions in the prior year, diagnosed substance use disorder, two or more chronic health diagnoses,
three two or more ED visits within the prior six 12 months, two one or more hospital admissions within
the prior six 12 months, or five two or more prescribed medications.

Results
Prior to making the above revisions to our enrollment criteria, we had only 5 consented WPC enrollees.
With permission from the DHCS, using the revised criteria in red, we were able to enroll 26 individuals by
between March 21 and June 30, 2017. The PDSA team decided to permanently adopt the revised
enrollment criteria.

Next Steps
Our operations team continues to examine enrollment and enrollment criteria to assure that our case
management staff is operating at full capacity. Should we find that our enrollment is constricted, we
will once again review ways to broaden our enrollment criteria, within the requirements of the WPC
program
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Whole Person Care PDSA Report
Topic
WPC Lead Entity:
Project Lead:
Reporting Period:
Plan Do Study Act Project:
Target Population:
Status:
PDSA Type:
Start Date:
Recent Revision Date:
Report Date:
File Name:

Details
Monterey County Health Department
Moira Lewis, 831/755-4642, LewisM1@co.monterey.ca.us
Jan 1 to March 30, 2017
Reassess Broaden WPC Enrollment Criteria
All potential WPC enrollees
Adopted
Other: WPC Enrollment
March 31, 2017
March 31, 2017
June 30, 2017
PDSA_Enrollment_1_Mar2017
Project Log #5

Global Aim: To serve at least 500 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Difficulty identifying eligible individuals who comply with the WPC eligibility criteria.
Smart Objectives: Within the next 2 months, receive permission from DHCS to broaden our enrollment
criteria to allow potential WPC enrollees to access the program.
Specific: Amend the enrollment criteria to allow greater high-utilizer enrollment opportunities.
Measurable: Measurable in number and percentage (eligible to be enrolled/1,000 highest utilizers).
Achievable: Ranked 3 on a 1-3 scale (1=not/slightly achievable, 2=somewhat achievable, 3=very
achievable).
Realistic:
Ranked 3 on a 1-3 scale (1=not/slightly realistic, 2=somewhat realistic, 3=very realistic).
Project
Description
Time-related:
We expect
to see anHightower
immediate
in eligibility
amongrevisions
our firstto
listour
of Agreement
1,000 highest
Via
email approval
from Rachelle
weincrease
have made
the following
utilizers. criteria: The initial WPC focus population (high utilizers) will be exclusively homeless and
enrollment
chronically homeless Medi-Cal recipients or Medi-Cal eligible persons with no medical health home
(including those released from jail) and having three or more of the following characteristics:
diagnosed mental illness, four or more MHU admissions in the prior year, diagnosed substance use
disorder, two or more chronic health diagnoses, three or more ED visits within the prior six months,
two or more hospital admissions within the prior six months, or five or more prescribed medications.
Interventions:
Reassessment
March 31, 2017: The supervising public health nurse and project manager discussed the original PDSA
#1 and determined that the QI project was successful. We decided not to make any changes at this
time.
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Results
We continue to receive plenty of applications and have a backlog of eligible enrollees who are waiting
to be assigned a case manager

Next Steps
We will revisit this issue if problems develop, however, we believe that will be unlikely.
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Whole Person Care PDSA Report
Topic
WPC Lead Entity:
Project Leads:
Reporting Period:
Plan Do Study Act Project:
Target Population:
Status:
PDSA Type:
Start Date:
Recent Revision Date:
Report Date:
File Name:

Details
Monterey County Health Department
Moira Lewis, RN LewisM1@co.monterey.ca.us 831-755-4642
March 21, 2017 to June 30, 2017
Define WPC for Hospitals
All WPC enrollees
ongoing implementation
Inpatient Utilization
April 14, 2017
April 14, 2017
June 30, 2017
PDSA_RedefineWPC4Hospitals_Sept2017 Project Log #6.

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Hospital ED and inpatient staff want to discharge their homeless or high utilizing
patients (regardless of WPC enrollment or eligibility) directly to WPC case managers for immediate
housing, something which is outside of scope and ability to provide.
Smart Objectives:
Specific: Revisit ED and hospital discharging staff with written materials to again explain the scope and
limits of WPC case manager services, and provide them with more appropriate sources of emergency
housing. It will likely multiple attempts over time to achieve this objective.
Measurable: Decrease inappropriate housing referrals from ED and hospitals by 50% before December
31, 2017.
Achievable: Rank on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very): 2
Realistic: Rank on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very): 2
Time-related: Decrease inappropriate housing referrals from ED and hospitals by 50% before
December 31, 2017.

Revision
DHCS-MCQMD-WPC
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Hospitals and emergency departments are overwhelmed with patients who are unsheltered, which
exacerbates their reliance on hospitals for primary health care. Discharging staff are enthusiastic about
WPC but perceive WPC case managers to have abilities to immediately house unsheltered patients.
When WPC was initially launched, case managers and their supervisors conducted a series of face-toface calls to explain WPC activities, and left a 1-page description of the Pilot with each discharge
planner and supervisor they met (see attached). Regardless, discharge staff at three hospitals say they
are overworked and overwhelmed, making them more likely to view WPC as an emergency housing
resource.

Results
Our case managers and supervisor realize they must clearly and consistently remind discharge
planners and their supervisors of WPC roles and responsibilities regarding our enrolled clients or
eligible patients. We continue to build trusting relationships with discharge planners and their
supervisors by sharing our successes and when needed, reminding them of our program limitations.

Next Steps
Reinforcing the purpose and functions of WPC is an ongoing process. WPC staff realize it will take time
help our valuable discharge planning partners know when we can be of assistance to our mutual
patients.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Chael Rubalcava, RN RubalcavaAC@co.monterey.ca.us 831-755-4598

Reporting Period:

April 1 – June 30, 2017

Plan Do Study Act Project:

Comprehensive Care Plan format

Target Population:

All WPC enrollees

Status:

Adopted

PDSA Type:

Comprehensive Care Plan

Start Date:

May 1, 2017

Recent Revision Date:

May 26, 2017

Report Date:

June 30, 2017

File Name:

PDSA_CCP_Sept2017

Project Log #7.

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: There is no existing way to document the WPC-enrollee’s plan of care (POC) in our
clinic/case management system, OCHIN-EPIC.
Smart Objectives:
Specific: Create a form and a format for documenting WPC-enrollee’s POC that can be easily updated
in and retrieved from OCHIN-Epic.
Measurable: Case managers, supervisor, and epidemiologist agree the form and format is easy to use.
Achievable: Rank on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very): 3
Realistic: Rank on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very): 3
Time-related: POC is drafted, uploaded into OCHIN-EPIC, piloted, revised as needed, adopted, and in
use by October 1, 2017.

Revision
The POC includes a comprehensive assessment and follows nationally standardized public health
nursing protocols. Because requesting changes to the OCHIN-EPIC system is expensive and time
consuming, we decided to upload POC sections to it by the “cut and paste,” method, and then made
further modifications that allow our Epidemiology and IT staff to access and report patient-level health
outcomes.
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Results
The implications for the WPC pilot are that Health Outcome Metrics are now be more easily and
consistently accessed and reported by our Epidemiologist and IT staff. A second and equally important
implication is that the documentation of care will be standardized across MCHD public health nursing
practices and in the future, may serve as a standard protocol for case management of our safety-net
population.

Next Steps
The function, form, and format of the WPC Plan of Care tool will be periodically reviewed by the senior
case manager, supervising public health nurse, and Epidemiologist for ease of use and ease of data
retrieval. Revisions will be made, tested, and either revised again or adopted, as appropriate.
Once our new case management solution is in place (2018-19), the POC tool will be modified as
needed to efficiently work with the new IT system.
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Whole Person Care PDSA Report
WPC Lead Entity:

Monterey County Health Department

Project Lead:
Reporting Period:
Plan Do Study Act Project:

Moira Lewis, 831/755-4642, LewisM1@co.monterey.ca.us
March 21, 2017 to June 30, 2017
Reassess Match WPC Enrollment Criteria to CoC Housing
Requirements
All potential WPC enrollees
Adopted
Care Coordination: referral infrastructure
May 22, 2017
May 22, 2017
June 30, 2017
PDSA_Referral_2_Mar2017
Project Log #8

Target Population:
Status:
PDSA Type:
Start Date:
Recent Revision Date:
Report Date:
File Name:
Project Description

Global Aim: To serve at least 500 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Eligibility criteria is in conflict with the Continuum of Care requirements for housing
placement
Smart Objectives:
Specific: Amend the enrollment criteria to allow greater high-utilizer enrollment opportunities.
Measurable: Measurable in number and percentage (eligible to be enrolled/1,000 highest utilizers).
Achievable: Ranked 3 on a 1-3 scale (1=not/slightly achievable, 2=somewhat achievable, 3=very
achievable).
Realistic: Ranked 3 on a 1-3 scale (1=not/slightly realistic, 2=somewhat realistic, 3=very realistic).
Time-related: We expect to see an immediate increase in eligibility among our first list of 1,000 highest
utilizers.

Revision
Via email approval from Rachelle Hightower we have made the following revisions to our Agreement
Interventions:
enrollment
criteria:
The initial WPC focus population (high utilizers) will be exclusively homeless and chronically homeless
Medi-Cal recipients or Medi-Cal eligible persons (including those released from jail) and having three
two or more of the following characteristics: diagnosed mental illness, four two or more MHU
admissions in the prior year, diagnosed substance use disorder, two or more chronic health diagnoses,
three two or more ED visits within the prior six 12 months, two one or more hospital admissions within
the prior six 12 months, or five two or more prescribed medications.
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Reassessment
May 22, 2017: The supervising public health nurse and project manager discussed the original PDSA #4
and determined that the QI project was successful. We decided not to make any changes at this time.

Results
We continue to receive plenty of applications and have a backlog of eligible enrollees who are waiting
to be assigned a case manager

Next Steps
We will revisit this issue if problems develop, however, we believe that will be unlikely.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Moira Lewis, Supervising RN LewisM1@co.monterey.ca.us 831-755-4642
Chael Rubalcava, RN RubalcavaAC@co.monterey.ca.us 831-755-4598

Reporting Period:

July 1 – Sept 30, 2017

Plan Do Study Act Project:

Reassess Prioritizing WPC enrollees at Seaside Clinic

Target Population:

All WPC enrollees

Status:

Adopted

PDSA Type:

Ambulatory Care

Start Date:
Recent Revision Date:
Report Date:

May 23, 2017
May 23, 2017
June 30, 2017

File Name:

PDSA_ClinicPriority_Sept2017 Project Log #9

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Case managers have difficulty obtaining primary care appointments for WPC-enrollees
at county-operated clinics.
Smart Objectives:
Specific: Work with clinic managers to learn if and how WPC-enrolled patients can be prioritized for
appointments, especially when they haven’t received primary in a long while. This objective is especially
important to building trust among newly enrolled WPC patients and connecting them to a primary care
home.
Measurable: Newly enrolled WPC patients receive primary care at a county-operated clinic within 30 days
of enrollment.
Achievable: Rank on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very): 3
Realistic: Rank on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very): 2
Time-related: Appointment prioritization for WPC enrollees at the Seaside Primary Care Clinic will be the
norm by September 1, 2017

DHCS-MCQMD-WPC

Page 39 of 78

10/18/2018

Whole Person Care
Monterey County Health Department, 2018 Mid-Year Report, September 19, 2018
Revision
Appointments at the county-operated clinics in Salinas are backlogged. A new patient can typical wait
months for an appointment. Whole Person Care enrollees have often been lost to follow up by the
Salinas clinics where appoints were made. This is especially problematic in that WPC enrollees may be
medically vulnerable, may have transportation issues, and when new to WPC, may not yet have had
opportunities to build trusting relationships with case managers. It would be ideal if clients could be
prioritized for primary care clinic appointments. This would assure that MCHD meets program
compliance. Of equal importance is that nurse case manager’s responsiveness to the needs of the
client will establish trust, beginning with the first primary care appointment. Trust is an essential
component of making progress toward wellness for this population.
Reassessment
May 23, 2017: The supervising public health nurse and project manager discussed the original PDSA #2
and determined that the QI project was successful. We decided not to make any changes at this time.

Results
We continue to enjoy prioritization at the Seaside clinic, and the benefits of getting enrollees quickly
into care.

Next Steps
We will revisit this issue if problems develop.
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Whole Person Care PDSA Report
Topic
WPC Lead Entity:
Project Leads:
Reporting Period:
Plan Do Study Act Project:
Target Population:
Status:
PDSA Type:
Start Date:
Recent Revision Date:
Report Date:
File Name:

Details
Monterey County Health Department
Moira Lewis, RN LewisM1@co.monterey.ca.us 831-755-4642
March 21, 2017 to June 30, 2017
Reassess Define WPC for Hospitals
All WPC enrollees
ongoing implementation
Inpatient Utilization
June 13, 2017
June 13, 2017
June 30, 2017
PDSA_RedefineWPC4Hospitals_Sept2017 Project Log #10

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Hospital ED and inpatient staff want to discharge their homeless or high utilizing
patients (regardless of WPC enrollment or eligibility) directly to WPC case managers for immediate
housing, something which is outside of scope and ability to provide.
Smart Objectives:
Specific: Revisit ED and hospital discharging staff with written materials to again explain the scope and
limits of WPC case manager services, and provide them with more appropriate sources of emergency
housing. It will likely multiple attempts over time to achieve this objective.
Measurable: Decrease inappropriate housing referrals from ED and hospitals by 50% before December
31, 2017.
Achievable: Rank on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very): 2
Realistic: Rank on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very): 2
Time-related: Decrease inappropriate housing referrals from ED and hospitals by 50% before
December 31, 2017.

Revision
DHCS-MCQMD-WPC

Page 41 of 78

10/18/2018

Whole Person Care
Monterey County Health Department, 2018 Mid-Year Report, September 19, 2018
Hospitals and emergency departments are overwhelmed with patients who are unsheltered, which
exacerbates their reliance on hospitals for primary health care. Discharging staff are enthusiastic about
WPC but perceive WPC case managers to have abilities to immediately house unsheltered patients.
When WPC was initially launched, case managers and their supervisors conducted a series of face-toface calls to explain WPC activities, and left a 1-page description of the Pilot with each discharge
planner and supervisor they met (see attached). Regardless, discharge staff at three hospitals say they
are overworked and overwhelmed, making them more likely to view WPC as an emergency housing
resource.

Reassessment
June 13, 2017: The supervising public health nurse and project manager discussed the original PDSA #6
and determined that the problem addressed by the QI project will likely be ongoing as care providers
are desperate to get patients into housing. This problem will continue until housing inventory is
increased and the types of housing products (such as housing for violent enrollees) is developed.
Meanwhile, hospital discharge staff cannot assume that WPC is their entire housing solution.

Results
Case managers will continuously remind hospital care providers and discharge staff of WPC abilities
and limitations, and of hospital care providers and discharge staff responsibilities pertaining to
discharging patients when no housing solution exists.

Next Steps
We will revisit this issue if problems develop.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Chael Rubalcava, RN RubalcavaAC@co.monterey.ca.us 831-755-4598

Reporting Period:

April 1 – June 30, 2017

Plan Do Study Act Project:

Reassess Comprehensive Care Plan format

Target Population:

All WPC enrollees

Status:

Adopted

PDSA Type:

Comprehensive Care Plan

Start Date:

May 1, 2017

Recent Revision Date:

June 27, 2017

Report Date:

June 27, 2017

File Name:

PDSA_CCP_Sept2017

Project Log #11

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: There is no existing way to document the WPC-enrollee’s plan of care (POC) in our
clinic/case management system, OCHIN-EPIC.
Smart Objectives:
Specific: Create a form and a format for documenting WPC-enrollee’s POC that can be easily updated
in and retrieved from OCHIN-Epic.
Measurable: Case managers, supervisor, and epidemiologist agree the form and format is easy to use.
Achievable: Rank on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very): 3
Realistic: Rank on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very): 3
Time-related: POC is drafted, uploaded into OCHIN-EPIC, piloted, revised as needed, adopted, and in
use by October 1, 2017.

Revision
The POC includes a comprehensive assessment and follows nationally standardized public health
nursing protocols. Because requesting changes to the OCHIN-EPIC system is expensive and time
consuming, we decided to upload POC sections to it by the “cut and paste,” method, and then made
further modifications that allow our Epidemiology and IT staff to access and report patient-level health
outcomes.
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Reassessment
June 27, 2017: The supervising public health nurse and project manager discussed the original PDSA #7
and determined that while our stop-gap solution is not ideal, it is our only work-around method that is
feasible given staff time to devote to charting.

Results
We will continue to use the “cut and paste” POC solution until our WPC-funded IT solutions are in
place.

Next Steps
We will revisit this issue if problems develop.

DHCS-MCQMD-WPC

Page 44 of 78

10/18/2018

Whole Person Care
Monterey County Health Department, 2018 Mid-Year Report, September 19, 2018

Whole Person Care PDSA Report
Topic
WPC Lead Entity:
Project Lead:
Reporting Period:
Plan Do Study Act Project:
Target Population:

Details
Monterey County Health Department
Rob Voss, Epidemiologist. VossR@co.monterey.ca.us 831-755-4522
March 21, 2017 to June 30, 2017
Reassess Who Does the PHQ-9?
All WPC enrollees

Status:
PDSA Type:
Start Date:
Recent Revision Date:
Report Date:
File Name:

Adopted
Data
June 27, 2017
June 27, 2017
June 30, 2017
PDSA_WhoDoesPHQ-9_Sept2017

Project Log #12.

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Confusion over which bureau of the Health Department (WPC case managers, Behavioral
Health clinicians, or Clinic Services staff) will conduct the PHQ-9 with WPC enrollees. Each of these bureau
staff members have been trained and are experienced in administering the PHQ-9, and multiple patient
testing within a single time-frame is not desired.
Smart Objectives:
Specific: Develop a clear understanding among the staff of the WPC case managers, Behavioral Health, and
Clinic Services about when and which bureau will administer the PHQ-9 to WPC enrollees and log results into
the appropriate patient IT system.
Measurable: WPC-enrollee PHQ-9 is being administered and documented in a systematic manner by the
assigned bureau.
Achievable: Rank on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very): 3
Realistic: Rank on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very): 3
Time-related: Gain a clear understanding (by the use of written notice) among all involved staff before
October 31, 2017
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Revision
The variant metric for depression is remission for diagnosed depression at 12 months, as measured with
the PHQ-9 tool. There is no existing diagnosis, however, for a good proportion of our newly-enrolled
WPC patients who are not under the care of our Behavioral Health clinicians. It was decided that the
case managers would administer the PHQ-9 upon enrollment, should depression be suspected. As of
September 2017, approximately 65% of all WPC enrollees had been given a PHQ-9 assessment.
It was decided by the social/clinical case managers that all WPC enrollees that “all doors” would be used
to measure depression, especially if no diagnosis for depression were seen on Avatar or EPIC systems.
The WPC case managers are in the unique position of having the first opportunity to measure depression
among enrollees with no recent behavioral health care.

Reassessment
June 27, 2017: The supervising public health nurse and project manager discussed the original PDSA #1
and determined that the QI project was successful. We decided not to make any changes at this time.

Results
We continue to find the PHQ-9 assessment results are entered into our system in a timely manner.

Next Steps
We will revisit this issue if problems develop.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Rob Voss, Epidemiologist

Reporting Period:

July 1 – December 30, 2017

Plan Do Study Act Project:

Soliciting EMS Frequent User Data

Target Population:

Enrollees and potential enrollees

Status:

Pending

PDSA Type:

Ambulatory Care: relates to decreasing ED use

Start Date:

9/20/17

Recent Revision Date:

10/31/17

Report Date:

March 2018

File Name:

PDSA_HighFreqAmbulanceData

Project Log #13

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Our Emergency Medical Services (EMS) provided high frequency utilization data,
which made us wonder how many of the high ambulance users were WPC enrollees or potential
enrollees.
Smart Objectives
Specific: Meet with EMS staff to learn the limitations and capabilities of the Ambulance Service
Provider data available. Design a preliminary report that will allow us to pilot the usability of the data
for meeting WPC program goals.
Measurable: Assess realistic timeliness and completeness of any regular report that could be
delivered to WPC and integrated into clinical operations.
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: EMS has just begun collecting high frequency utilization data from its contracted
ambulance service, and we are eager to see what we can surmise from the data.
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Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).

Current WPC practice only allows us to recruit actively from survey of hospital and clinic records, or
passively (referrals made to WPC) from collaborators. Ambulance staff frequently encounter repeat
patients who are struggling with homelessness or are otherwise resource poor. There are limited
options available to ambulance staff and most of these patients are normally transported to the
emergency department (ED).
Short term: Determine an algorithm to identify homeless, high-utilizers in the EMS data and make this
list available to WPC staff who can initiate engagement that could lead to enrollment and intensive case
management.
Long term, it is hoped that some sort of working relationship with ambulance staff and providers might
allow for alternate transportation of high need clients (when medically appropriate) to an alternate
treatment modality other than the ED, that might better meet their needs.

Results (Describe the implications of the modification for the project overall).
The preliminary report was reviewed by WPC and EMS staff in October 2017. This first report focused on
the 50 highest utilizers in Monterey County. Among these 50 the average number of ambulance
transports was 17, with only 6 having more than 25 ambulance rides. These numbers are well below
those experienced by other WPC pilots, but still many indicate use driven by lack of primary care
engagement.
Among this group of frequent ambulance riders, over 90% were covered by Medicaid only. The most
frequent, primary reasons noted by the paramedics were Pain, Toxicological (alcohol and/or drug),
Behavioral/Psychiatric, and “Other”. All of these are consistent with the profile of our pilot’s target
population.

Next Steps (Describe the next steps for the project).
Develop WPC specific reporting capability.
Establish data sharing policy between EMS and WPC team.
Begin regular reporting (monthly or weekly).
Explore ways to integrate EMS more productively into County’s High Utilizer care network.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Rob Voss, Epidemiologist

Reporting Period:

July 1 – December 30, 2017

Plan Do Study Act Project:

Examining EMS Frequent User Data

Target Population:

Enrollees and potential enrollees

Status:

Pending

PDSA Type:

Ambulatory Care: relates to decreasing ED use

Start Date:

11/1/17

Recent Revision Date:

12/28/17

Report Date:

March 2018

File Name:

PDSA_HighFreqAmbulanceDataReasses

Project Log #14

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Our Emergency Medical Services (EMS) provided high frequency utilization data,
which made us wonder how many of the high ambulance users were WPC enrollees or potential
enrollees. We are looking for greater definition and usability from the data pull including regular
reports and algorithms to correctly identify those in our Target Populations.
Smart Objectives
Specific:
Develop WPC specific reporting capability; establish data sharing policy between EMS
and WPC team.
Measurable:
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: EMS has just begun collecting high frequency utilization data from its contracted
ambulance service, and we are eager to see what we can surmise from the data. Having explored the
data capability, we are in the process of fine tuning the reporting to target WPC needs and
developing an MOU to establish regular data sharing.
DHCS-MCQMD-WPC
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Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
Current WPC practice only allows us to recruit actively from survey of hospital and clinic records, or
passively (referrals made to WPC) from collaborators. Ambulance staff frequently encounter repeat
patients who are struggling with homelessness or are otherwise resource poor. There are limited
options available to ambulance staff and most of these patients are normally transported to the
emergency department (ED).
Short term: Determine an algorithm to identify homeless, high-utilizers in the EMS data and make this
list available to WPC staff who can initiate engagement that could lead to enrollment and intensive case
management.
Long term, it is hoped that some sort of working relationship with ambulance staff and providers might
allow for alternate transportation of high need clients (when medically appropriate) to an alternate
treatment modality other than the ED, that might better meet their needs.

Results (Describe the implications of the modification for the project overall).
While there is no direct identifier of homelessness currently in the EMS data, several “flags” were noted
that might help us identify possible homeless risk. Some of these include qualitative analysis of the
Pickup Location and Home Address fields. The difficulty is there is no standard language used across the
EMS system to utilize for this purpose.

Next Steps (Describe the next steps for the project).
Establish data sharing policy between EMS and WPC team.
Develop and refine WPC specific reporting capability.
Begin regular reporting (monthly or weekly).
Evaluate effectiveness of this method for recruiting and/or patient experience tracking.
Explore ways to integrate EMS more productively into County’s High Utilizer care network.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

July 1 – December 30, 2017

Plan Do Study Act Project:

Obtaining a high cost/high user list

Target Population:

Enrollees and potential enrollees

Status:

Pending

PDSA Type:

Data: relates to information sharing

Start Date:

8/14/17

Recent Revision Date:

10/12/17

Report Date:

March 2018

File Name:

PDSA_ObtainHighCostHighUseList

Project Log #15

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: We are only getting high utilizer lists from our one safety net hospital. We are
attempting to get high cost, high use lists from our health plan provider, which will cover all the four
hospitals located in the county.
Smart Objectives
Specific: Get high utilizer, high cost patient lists (excluding ED and inpatient use due to cancer or
pregnancy) from all four hospitals located in Monterey County
Measurable: if we achieve this objective, we expect to drastically increase the number of potential
WPC enrollees whom we can approach for possible enrollment
Achievable: Ranked 1 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 1 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: Finalize an MOU to receive information from our health plan provider by January 1,
2018.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
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Our attempts to obtain high use, high cost patient information from our health plan provider began
in early 2017. We have persisted in helping the provider understand the State Health Information
Guidelines for Sharing Protected Information allows them, with proper consent, to share these data
from four county-located hospitals.
Because Monterey County owns the safety net hospital, to date we have only been able to obtain
we have high use, high cost patient information from this one source.

Results (Describe the implications of the modification for the project overall).
From August through early October 2017 draft MOUs had bounced back and forth between the
county and the provider. By mid-October we had an MOU that satisfied both the County of
Monterey and our health plan provider. Then two things happened: the health department’s
attorney assigned the work to a new attorney, and the health provider experienced significant upper
management turnover.

Next Steps (Describe the next steps for the project).
We put our health plan provider in telephone contact with our WPC Program Officer to help support
our request. We have asked the health plan provider to assign us a single point of contact for this
matter to avoid ongoing and repetitive edits by the provider’s attorney, grant manager, business
developer, and data manager. The WPC manager met with the new attorney to brief him on the
purpose and need for the MOU. The health department’s Director has spoken directly to the CEO of
the provider. We hope continuing these and other attempts will lead to mutual agreement.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

July 1 – December 30, 2017

PDSA Project:

Work-around to Obtain a high cost/high user list

Target Population:

Enrollees and potential enrollees

Status:

Pending

PDSA Type:

Data: relates to information sharing

Start Date:

11/7/17

Recent Revision Date:

12/28/17

Report Date:

March 2018

File Name:

PDSA_WorkAroundObtainHighCostHighUseList

Project Log #16

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: We are only getting high utilizer lists from our one safety net hospital. We are
attempting to get high cost, high use lists from our health plan provider, which will cover all the four
hospitals located in the county.
Smart Objectives
Specific: Get high utilizer, high cost patient lists (excluding ED and inpatient use due to cancer or
pregnancy) from all four hospitals located in Monterey County
Measurable: if we achieve this objective, we expect to drastically increase the number of potential
WPC enrollees whom we can approach for possible enrollment
Achievable: Ranked 1 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 1 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: Finalize an MOU to receive information from our health plan provider by February 1,
2018.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
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Because Monterey County owns the safety net hospital, to date we have only been able to obtain
we have high use, high cost patient information from this one source. We have four hospitals in our
county. Our attempts to obtain high use, high cost patient information from our health plan
provider began in early 2017. We have persisted in helping the provider understand the State Health
Information Guidelines for Sharing Protected Information allows them, with proper consent, to
share these data from four county-located hospitals.
From August through early October 2017 draft MOUs had bounced back and forth between the
county and the provider. By mid-October we had an MOU that satisfied both the County of
Monterey and our health plan provider. Then two things happened: the health department’s
attorney assigned the work to a new attorney, and the health provider experienced significant upper
management turnover.
Results (Describe the implications of the modification for the project overall).
We have reached a tentative agreement to obtain high cost, high use patient names which we will
use to seek potential WPC enrollees. The tentative agreement also includes semi-annual WPC
enrollee patient level data (inpatient days, ED visits, and related DRG and ICD 10 codes) and
aggregated HEDIS data for AMB, IPU, and ACR. The provider is unable to provide data related to
hospital and/or ED cost savings.
Our next steps (below) reflect a work-around to make up for the shortfalls in the tentative MOU.
Next Steps (Describe the next steps for the project).
We are now focusing on working with three of the four hospitals in our county to obtain from them all
the HEDIS data we need to satisfy our DHCS contract. This is a stop-gap measure until 2019, when we
expect our eMPI, case management, and data warehousing systems will connect all hospitals and clinics
located in the county
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

July 1 – December 30, 2017

Plan Do Study Act Project:

How to transport wheel chair-bound WPC enrollees

Target Population:

Specific WPC enrollees

Status:

Pending

PDSA Type:

Comprehensive Care Plan: relates to ensuring scheduled clinic
appointments are kept

Start Date:

7/6/17

Recent Revision Date:

In progress

Report Date:

December 31, 2017

File Name:

17_NeedWheelChairVan

Project Log #17

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Some WPC enrollees are electric wheelchair-bound and use electric wheelchairs
that cabs will not pick up and transport.
Smart Objectives:
Specific: Transport an electric wheelchair-bound enrollee to a health or social services appoint.
Measurable: If we achieve this objective, we expect to drastically reduce the number of missed
health and social services appointments due to difficulties transporting wheelchair-bound enrollees.
Achievable: Ranked 1 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 1 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: Find an automatic loading wheelchair lift van to purchase within our $60,000 budget
in the next month.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
When wheelchair-bound enrollee need transportation we usually call a cab, however, electric wheel
chairs are heavy and cabs are not equipped to take them. The on-call public transportation for
persons who are disabled must be arranged ahead of time and do not allow much flexibility
regarding pick up times. We have determined we need an automatic wheelchair lift van as the
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electric wheel chairs are too heavy for a nurse to push up a ramp. The county has a policy of only
purchasing new vehicles, and we are searching for a van that fits within our $60,000 budget.
Results (Describe the implications of the modification for the project overall).
The county has a policy of only purchasing new vehicles, and we are searching for a van that fits
within our $60,000 budget.
Next Steps (Describe the next steps for the project).
We have asked our Fleet personnel to search for an appropriate van. The results have been
disappointing. Alternatives have our staff pushing an electronic wheelchair up (or down) a ramp if
the wheelchair battery is dead, which is an occupational safety hazard. We continue trying to find a
solution.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

July 1 – December 30, 2017

Plan Do Study Act Project:

How to transport wheel chair-bound WPC enrollees

Target Population:

Specific WPC enrollees

Status:

Resolved

PDSA Type:

Comprehensive Care Plan: relates to ensuring scheduled clinic
appointments are kept

Start Date:

10/9/17

Recent Revision Date:

In progress

Report Date:

December 31, 2017

File Name:

18_FoundWheelChairVan

Project Log #18

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Some WPC enrollees are electric wheelchair-bound and use electric wheelchairs
that cabs will not pick up and transport.
Smart Objectives:
Specific: Transport an electric wheelchair-bound enrollee to a health or social services appoint.
Measurable: If we achieve this objective, we expect to drastically reduce the number of missed
health and social services appointments due to difficulties transporting wheelchair-bound enrollees.
Achievable: Ranked 1 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 1 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: Find an automatic loading wheelchair lift van to purchase within our $60,000 budget
in the next month.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
We did not find the type of vehicle needed that fit our $60,000 budget. We found that our
Behavioral Health Bureau had a van that exactly fit our needs, and that was infrequently used.
Behavioral Health agreed to transport the van to the Administration building where WPC case
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managers are housed, and the Administration Bureau agreed to lend the van back to Behavioral
Health when needed for their clients.
Results (Describe the implications of the modification for the project overall).
WPC used the $60,000 to purchase two fuel-efficient hybrid vehicles for Case Managers to transport
enrollees who do not use an automatic loading wheelchair – per our original plan.
Next Steps (Describe the next steps for the project).
This project is resolved.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

July 1 – December 30, 2017

Plan Do Study Act Project:

Making Housing Stick

Target Population:

Specific WPC enrollees

Status:

In process

PDSA Type:

Other: Housing for better health outcomes

Start Date:

11/16

Recent Revision Date:

In progress

Report Date:

December 31, 2017

File Name:

19_MakingHousingStick

Project Log #19

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Some enrollees fall out of housing even though the opportunity to be housed was
long-awaited.
Smart Objectives:
Specific: Reduce the number of enrollees who fall out of housing after housing placement
Measurable: If we achieve this objective, we expect that enrollees will have the supports needed to
maintain their housed status
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: Ask for a budget adjustment at the end of 2017 so funds can be available to contract
with a vendor that can provide 12 months of follow up support and training for newly housed
enrollees.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
We found that not all newly housed enrollees can maintain their housing situation. For many, there
are new challenges to being housed, ranging from financial skills to social skills. In our contract with
DHCC we have vendors that prepare enrollees who are in supportive housing for independence, and
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vendors who will seek housing opportunities, but lack a vendor to provide newly housed supports
such as anger management, budgeting and income management, skills to live in a mainstream
community, etc.
Results (Describe the implications of the modification for the project overall).
We requested and successfully received DHCS approval to reallocate funds from an over-budgeted
Administrative Infrastructure line item to an FFS activity. We solicited a scope of work from one of
our existing MHSA-funded vendors, and the proposal matched our budgeted amount.
Next Steps (Describe the next steps for the project).
We have an amended the existing contract we have with an MHSA-funded vendor to include the
needed work. This amendment will now go to our Board of Supervisors for approval.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

July 1 – December 30, 2017

Plan Do Study Act Project:

Need Clinic Prioritization

Target Population:

All WPC enrollees

Status:

In process

PDSA Type:

Inpatient Utilization: relates to decreasing hospital use

Start Date:

11/16/17

Recent Revision Date:

In progress

Report Date:

December 31, 2017

File Name:

20_NeedClinicPrioritization

Project Log #20

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: We many times have difficulty scheduling prompt appointments in our countyoperated safety-net clinics for our WPC enrollees.
Smart Objectives:
Specific: Improve on the length of time between referral to clinics and actual enrollee appointment
date.
Measurable: If we achieve this objective, we expect that enrollees will get into a clinic appointment
within one week of our request.
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: We will begin discussing this change in procedure with Clinic Services right away as
our enrollees will experience immediate benefit.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
Clinic Services has always worked on a first come, first served basis, and this is seen as a fair and
equitable practice. Our position was that WPC enrollees are sometimes hard to locate and “striking
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while the fire is hot” seems to be the best practice for this population. Our first requests to give
WPC enrollees prioritization at the Clinics was turned down.
Results (Describe the implications of the modification for the project overall).
We learned that one of our primary care clinics — located approximately 20 miles from where
enrollees are more likely to frequent — is easier to get into. We began transporting enrollees 40
miles round trip to get their medical needs more quickly met. We feel this was a successful first step.
Next Steps (Describe the next steps for the project).
We will continue to ask for WPC prioritization at our primary care clinics as a way to reduce
emergency department visits and hospitalizations.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

July 1 – December 30, 2017

Plan Do Study Act Project:

Need Improved Clinic Prioritization

Target Population:

All WPC enrollees

Status:

In progress

PDSA Type:

Inpatient Utilization: relates to decreasing hospital use

Start Date:

12/4/17

Recent Revision Date:

In progress

Report Date:

December 31, 2017

File Name:

21_ImprovedClinicPrioritization

Project Log #21

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: We many times have difficulty scheduling prompt appointments in our countyoperated safety-net clinics for our WPC enrollees.
Smart Objectives:
Specific: Improve on the length of time between referral to clinics and actual enrollee appointment
date.
Measurable: If we achieve this objective, we expect that enrollees will get into a clinic appointment
within one week of our request.
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: We continue to discuss this change in procedure with Clinic Services, as our enrollees
will experience immediate benefit.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
While it is easier to get an appointment at one of our seven county-operated primary care clinics,
doing so involved driving 40 miles round trip. As we continued to request prioritization, a clinic
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services represented offered to pilot a 1-day time slot for walk-in patients at a more centrally
located clinic.
Results (Describe the implications of the modification for the project overall).
We are taking advantage of the walk-in day at a centrally located clinic and are finding this to be a
partially successful solution.
Next Steps (Describe the next steps for the project).
We will continue to ask for WPC prioritization at our primary care clinics, or walk-in days at more of
our primary care clinics, as a way to reduce emergency department visits and hospitalizations.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Rob Voss, Epidemiologist

Reporting Period:

January 1 – June 30, 2018

Plan Do Study Act Project:

Examining EMS Frequent User Data

Target Population:

Enrollees and potential enrollees

Status:

Resolved

PDSA Type:

Ambulatory Care: relates to decreasing ED use

Start Date:

11/1/17

Recent Revision Date:

2/13/18

Report Date:

August 31, 2018

File Name:

22_HighFreqAmbulanceDataReasses_Resolved

Project Log #22

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Our Emergency Medical Services (EMS) provided high frequency utilization data,
which made us wonder how many of the high ambulance users were WPC enrollees or potential
enrollees. We are looking for greater definition and usability from the data pull including regular
reports and algorithms to correctly identify those in our Target Populations.
Smart Objectives
Specific: Develop WPC specific reporting capability; establish data sharing policy between EMS and
WPC team.
Measurable:
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: EMS has just begun collecting high frequency utilization data from its contracted
ambulance service, and we are eager to see what we can surmise from the data. Having explored the
DHCS-MCQMD-WPC

Page 65 of 78

10/18/2018

Whole Person Care
Monterey County Health Department, 2018 Mid-Year Report, September 19, 2018
data capability, we are in the process of fine tuning the reporting to target WPC needs and
developing an MOU to establish regular data sharing.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
Current WPC practice only allows us to recruit actively from survey of hospital and clinic records, or
passively (referrals made to WPC) from collaborators. Ambulance staff frequently encounter repeat
patients who are struggling with homelessness or are otherwise resource poor. There are limited
options available to ambulance staff and most of these patients are normally transported to the
emergency department (ED).
Short term: Determine an algorithm to identify homeless, high-utilizers in the EMS data and make this
list available to WPC staff who can initiate engagement that could lead to enrollment and intensive case
management.
Long term, it is hoped that some sort of working relationship with ambulance staff and providers might
allow for alternate transportation of high need clients (when medically appropriate) to an alternate
treatment modality other than the ED, that might better meet their needs.
Results (Describe the implications of the modification for the project overall).
After working with the Health Department’s EMS Analyst for a number of months, the Department’s
privacy officer informed us that while EMS is a bureau of the Department, it is simultaneously a state of
California Oversight Agency with responsibilities for coordinating dispatch centers, fire departments,
ambulance providers (both ground and air), hospital emergency departments, and specialty centers
such as trauma, stroke, and heart attack. Obtaining EMS data would require that we have data sharing
agreements with approximately 20 agencies.
Next Steps (Describe the next steps for the project).
We decided that the idea of collecting EMS data is not worthwhile, given the effort that would be
necessary to access it. This project is resolved.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

January 1 – June 30, 2018

PDSA Project:

Work-around to Obtain a high cost/high user list

Target Population:

Enrollees and potential enrollees

Status:

Resolved

PDSA Type:

Data: relates to information sharing

Start Date:

11/7/17

Recent Revision Date:

2/20/18

Report Date:

August 31, 2018

File Name:

23_WorkAroundObtainHighCostHighUseList_Resolved

Project Log #23

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: We are only getting high utilizer lists from our one safety net hospital. We are
attempting to get high cost, high use lists from our health plan provider, which will cover all the four
hospitals located in the county.
Smart Objectives
Specific: Get high utilizer, high cost patient lists (excluding ED and inpatient use due to cancer or
pregnancy) from all four hospitals located in Monterey County
Measurable: if we achieve this objective, we expect to drastically increase the number of potential
WPC enrollees whom we can approach for possible enrollment
Achievable: Ranked 1 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 1 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: Finalize an MOU to receive information from our health plan provider by February 1,
2018.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
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Because Monterey County owns the safety net hospital, to date we have only been able to obtain
we have high use, high cost patient information from this one source. We have four hospitals in our
county. Our attempts to obtain high use, high cost patient information from our Medi-Cal provider
began in early 2017. We were successful in fully executing the MOU with our Medi-Cal provider in
February 2018.
Results (Describe the implications of the modification for the project overall).
We are now receiving monthly WPC enrollee data reports from our Medi-Cal provider consisting of
CCAH Medi-Cal member/WPC enrollees by CIN, emergency department visits, all claims related to
inpatient days, treatment facility names, Diagnosis Related Groups, and ICD 10 codes. Within their
capabilities, our Medi-Cal provider will provide aggregated HEDIS data (AMB, IPU, ACR) to Health,
semi-annually.
We are also receiving a monthly list of highest utilizers of Monterey County emergency departments
and hospitals. High Utilizers have at least four ED visits or three inpatient stays in the last twelve
months, and two or more of the following chronic conditions: asthma, chronic obstructive
pulmonary disease (COPD), diabetes, traumatic brain injury, chronic or congestive heart failure,
coronary artery disease, chronic liver disease, dementia, substance use disorder (SUD), mental
illness, or hypertension (HTN).
Next Steps (Describe the next steps for the project).
This project is resolved.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

January 1 – June 30, 2018

Plan Do Study Act Project:

How to transport wheel chair-bound WPC enrollees

Target Population:

Specific WPC enrollees

Status:

Resolved

PDSA Type:

Comprehensive Care Plan: relates to ensuring scheduled clinic
appointments are kept

Start Date:

7/6/17

Recent Revision Date:

January 2018

Report Date:

August 31, 2018

File Name:

24_NeedWheelChairVan_Resolved

Project Log #24

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Some WPC enrollees are electric wheelchair-bound and use electric wheelchairs
that cabs will not pick up and transport.
Smart Objectives:
Specific: Transport an electric wheelchair-bound enrollee to a health or social services appoint.
Measurable: If we achieve this objective, we expect to drastically reduce the number of missed
health and social services appointments due to difficulties transporting wheelchair-bound enrollees.
Achievable: Ranked 1 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 1 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: Find an automatic loading wheelchair lift van to purchase within our $60,000 budget
in the next month.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
When wheelchair-bound enrollee need transportation we usually call a cab, however, electric wheel
chairs are heavy and cabs are not equipped to take them. The on-call public transportation for
persons who are disabled must be arranged ahead of time and do not allow much flexibility
regarding pick up times. We have determined we need an automatic wheelchair lift van as the
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electric wheel chairs are too heavy for a nurse to push up a ramp. The county has a policy of only
purchasing new vehicles, and we are searching for a van that fits within our $60,000 budget.
Results (Describe the implications of the modification for the project overall).
In working with our county fleet personnel, we learned that a van meeting our exact needs was
assigned to our Behavioral Health Bureau, and that the van was rarely used. WPC requested and
was granted use of the van with proviso that the Behavioral Health Bureau could borrow it when
needed.
Next Steps (Describe the next steps for the project).
This project is resolved.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

January 1 – June 30, 2018

Plan Do Study Act Project:

Making Housing Stick

Target Population:

All WPC enrollees

Status:
PDSA Type:

Other: Housing for better health outcomes

Start Date:

11/16/17

Recent Revision Date:

In progress

Report Date:

August 31, 2018

File Name:

25_MakingHousingStick

Project Log #25

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: Some enrollees fall out of housing even though the opportunity to be housed was
long-awaited.
Smart Objectives:
Specific: Reduce the number of enrollees who fall out of housing after housing placement
Measurable: If we achieve this objective, we expect that enrollees will have the supports needed to
maintain their housed status
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: Ask for a budget adjustment at the end of 2017 so funds can be available to contract
with a vendor that can provide 12 months of follow up support and training for newly housed
enrollees.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
We found that not all newly housed enrollees can maintain their housing situation. For many, there
are new challenges to being housed, ranging from financial skills to social skills. We contract with
WPC vendors to prepare supportive housing residents for independent living, and vendors who seek
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housing opportunities, but we lack a vendor to provide newly housed enrollees with supports such
as anger management, budgeting and income management, skills for mainstream living, etc.
Results (Describe the implications of the modification for the project overall).
We requested and successfully received DHCS approval to reallocate funds from an over-budgeted
Administrative Infrastructure line item to an FFS activity. Then we solicited a scope of work from one
of our existing MHSA-funded vendors, and their proposal to provide housing placement and 12months of ongoing support, plus landlord/tenant facilitation, matched our budgeted amount. The
amended contract was approved by our Board of Supervisors.
Next Steps (Describe the next steps for the project).
Our vendor, Central Coast Center for Independent Living (CCCIL), is contracted to house 82 WPC
enrollees from May 1 2018 through December 31, 2019. In May and June 2018, CCCIL housed 7 WPC
enrollees, provided Housing Choice Vouchers for 10 WPC enrollees, and provided all with ongoing
housing support services.
This project is resolved.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

January 1 – June 30, 2018

Plan Do Study Act Project:

Need Clinic Prioritization

Target Population:

All WPC enrollees

Status:

Resolved

PDSA Type:

Inpatient Utilization: relates to decreasing hospital use

Start Date:

11/16/17 (PDSA 20) and 12/4/17 (PDSA 21)

Recent Revision Date:

In progress

Report Date:

August 31, 2018

File Name:

26_Need&ImproveClinicPrioritization

Project Log #26

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: We many times have difficulty scheduling prompt appointments in our countyoperated safety-net clinics for our WPC enrollees.
Smart Objectives:
Specific: Improve on the length of time between referral to clinics and actual enrollee appointment
date.
Measurable: If we achieve this objective, we expect that enrollees will get into a clinic appointment
within one week of our request.
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: We will begin discussing this change in procedure with Clinic Services right away as
our enrollees will experience immediate benefit.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
Clinic Services has always worked on a first come, first served basis, and this is seen as a fair and
equitable practice. Our position was that WPC enrollees are sometimes hard to locate and “striking
while the fire is hot” seems to be the best practice for this population. Our first requests to give
DHCS-MCQMD-WPC
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WPC enrollees prioritization at the Clinics was turned down. We discovered we could travel to one
of our clinics and get in more quickly, but that clinic is located 30 miles away from our homeless
persons services (PDSA 20). We have also been able to utilize “walk-in days” at one of our closer
primary care clinics, with some success (PDSA 21).
Results (Describe the implications of the modification for the project overall).
We learned that one of our primary care clinics — located approximately 20 miles from where
enrollees are more likely to frequent — is easier to get into. We began transporting enrollees 40
miles round trip to get their medical needs more quickly met. We feel this was a successful first step.
Next Steps (Describe the next steps for the project).
We continue to ask for WPC prioritization at our primary care clinics as a way to reduce emergency
department visits and hospitalizations. Our request has not yet been fulfilled by our clinic services
bureau, however, a health center that is operated by a nonprofit agency is now open in the area in
which most of our homeless population congregates. While we do not yet have a data sharing
agreement with the nonprofit, we are working toward getting that in place.
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Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

January 1 – June 30, 2018

Plan Do Study Act Project:

Need Improved Partner Service Coordination

Target Population:

All WPC enrollees and potential enrollees

Status:

Pending

PDSA Type:

Care Coordination: Service Coordination

Start Date:

4/4/2018

Recent Revision Date:

In progress

Report Date:

August 31, 2018

File Name:

27_NeedImprovedPartnerServiceCoordination

Project Log #27

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: We many times have difficulty scheduling prompt appointments in our countyoperated safety-net clinics for our WPC enrollees.
Smart Objectives:
Specific: Improve on the length of time between referral to clinics and actual enrollee appointment
date.
Measurable: If we achieve this objective, we expect that enrollees will get into a clinic appointment
within one week of our request.
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: We will begin discussing this change in procedure with Clinic Services right away as
our enrollees will experience immediate benefit.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
To improve service provider care coordination, WPC staff created a large matrix of provider type,
contacts, service array, and priority populations. It was felt, however, that an in person convening of
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homeless, social, and health services case manager supervisors/ leads would be helpful to efficiently
navigating the WPC enrollees through the system of care.
Results (Describe the implications of the modification for the project overall).
The WPC Case Management Convening purpose was to increase awareness of the available case
management resources in the community, thereby, increasing program efficiency through appropriate
referrals for case management. The objectives were to:
6. Learn the details of the available resources for a more complete understanding of these
resources for better client referral to the appropriate resource.
7. Learn the barriers experienced by other case managers and ourselves. If appropriate, share
ways these barriers were overcome by your agency.
8. Learn the specific information needed by other case managers so that when referrals are made,
they contain all necessary and legal client information.
9. Learn complimentary roles and identify how they can be utilized for maximum efficiency.
10. Identify the barriers to sharing of confidential information, and how they may be overcome.
25+people attended the 3-hour convening. MCHD distributed the Field Resource Guide containing
agency descriptions, services, and focus population. All agencies provided agency case management
roles. Presentations included an overviews housing choice vouchers, set-aside vouchers, and landlord
collaborations; and an overview of motivational interviewing. Barriers to services were discussed. MCHD
WPC distributed and encouraged the use of a Case Management and Discharge Planning Checklist taken
from O’Toole TP, Johnson EE, Aiello R, Kane V, Pape L. Tailoring Care to Vulnerable Populations by
Incorporating Social Determinants of Health: the Veterans Health Administration’s “Homeless Patient
Aligned Care Team” Program. Prev Chronic Dis 2016;13:150567. DOI:
http://dx.doi.org/10.5888/pcd13.150567. PEER REVIEWED.
Next Steps (Describe the next steps for the project).
Feedback from attendees was quite positive – all felt it was a valuable use of time. Attendees requested
a similar day-long case management meeting in fall 2018.

DHCS-MCQMD-WPC

Page 76 of 78

10/18/2018

Whole Person Care
Monterey County Health Department, 2018 Mid-Year Report, September 19, 2018

Whole Person Care PDSA Report
Topic

Details

WPC Lead Entity:

Monterey County Health Department

Project Lead:

Patricia Zerounian, WPC Manager

Reporting Period:

January 1 – June 30, 2018

Plan Do Study Act Project:

Need Improved Partner Service Coordination

Target Population:

All WPC enrollees and potential enrollees

Status:

Pending

PDSA Type:

Care Coordination: Service Coordination

Start Date:

4/4/2018

Recent Revision Date:

In progress

Report Date:

August 31, 2018

File Name:

27_NeedImprovedPartnerServiceCoordination

Project Log #27

Project Description
Global Aim: To serve at least 600 WPC enrollees in the period from PY2 through PY5.
Identified Barrier: We many times have difficulty scheduling prompt appointments in our countyoperated safety-net clinics for our WPC enrollees.
Smart Objectives:
Specific: Improve on the length of time between referral to clinics and actual enrollee appointment
date.
Measurable: If we achieve this objective, we expect that enrollees will get into a clinic appointment
within one week of our request.
Achievable: Ranked 2 on a 1-3 scale (1=not/slightly achievable, 2=somewhat, 3=very).
Realistic: Ranked 2 on a 1-3 scale (1=not/slightly realistic, 2=somewhat, 3=very).
Time-related: We will begin discussing this change in procedure with Clinic Services right away as
our enrollees will experience immediate benefit.
Change from current practice (Describe modifications including reason for modification, nature of
modification, and date modification made or planned, if applicable).
To improve service provider care coordination, WPC staff created a large matrix of provider type,
contacts, service array, and priority populations. It was felt, however, that an in person convening of
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homeless, social, and health services case manager supervisors/ leads would be helpful to efficiently
navigating the WPC enrollees through the system of care.
Results (Describe the implications of the modification for the project overall).
Feedback from attendees was quite positive – all felt it was a valuable use of time. Attendees requested
a similar day-long case management meeting in fall 2018.
Next Steps (Describe the next steps for the project).
Agenda items for the convening, to be held October 17, may include:
•
•
•
•
•

Referrals between clinical and social service entities
Case closures due to unsafe conditions
Faith-based approaches
Partner Updates (process and service updates
Housing Sub-committee Updates

This PDSA project is resolved.
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