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Learning Objectives

• How dashboards are used for tracking client progress: 

treatment and overall coordination of client care

• Data to include in dashboards within a model of 

Collaborative Plan Development and clinical supervision

• Clinical analytics that drive patient centered care

• Increase knowledge of evidence-based Health Navigation to 

improve access and coordination of person-centered care 

and community supports

• How incorporating SDOH services improves outcomes and 

reduces the need and cost of intensive services
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California 58 County Driven Mental 

Health System 

Medi-Cal System 

Transitioning From A 

Cost-Based Payment 

Methodology To A 

Value-Based & 

Integrated Approach 
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▪ CalAIM launched in 2019, is a multi–year initiative to 

implement delivery system, program, and payment 

reforms across California’s Medi-Cal Program.

• Reduce system complexity

• Increase flexibility

• Improve quality of care

• Drive system transformation through the use of value-based 

initiatives and payment reforms

▪ The transformation is founded on integrated 

approaches to address the behavioral health, addiction 

treatment, and primary care needs of complex 

populations. 

California Advancing & Innovating 

Medi-Cal (CalAIM) 
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Key Reforms Of CalAIM

Standardize the Medi-Cal benefit 
package across managed care plans by 

January 1, 2023.

Requires Medi-Cal managed care plans 
to develop and maintain a person-

centered population health strategy for 
addressing member health and health-

related social needs based on data-
driven population-level assessment and 
risk stratification and segmentation by 

January 1, 2023.

Implement the enhanced care 
management (ECM) benefit for 

beneficiaries at risk of 
institutionalization to build on and 
replace the current Health Homes 
Program (HHP) and Whole Person 

Care (WPC) Pilots by January 1, 2022. 

Integrate a set of 14 nonmedical 
Community Supports (in-lieu of 

services) as an alternative or substitute 
for covered Medi-Cal benefits over time. 

The CS will be integrated with care 
management for high-risk members 

starting January 1, 2022.

Transition behavioral health services 
from a cost-based payment 

methodology to outcomes and quality-
based payment system.
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Person-Centered Care Is A Cornerstone Of Value-Based 

Reimbursement: Five Guiding Principles 

1. Elevate person-centered care at the individual and organization level 

2. Actively pursue health equity for all 

3. Engage in value-based payment models that advance a simplified 
system for consumers

4. Engage in continuous quality improvement measures

5. Effectively facilitate communication and data sharing
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Person-Centered Care at Pacific Clinics



• Over 25,000 Californians and thousands of family 

members served each year.

Programs and Services

• Behavioral Health: Mental Health Services; Care 

Coordination; Crisis Intervention and Support, 

School-Based Programming; Substance Use 

Disorder Treatment; Psychiatric and Medication 

Administration Developmentally Delayed and 

Autism Spectrum Disorder Services

• Social Services: Community-Based Wellness; 

Foster Care and Adoptions

• Early and Continuing Adult Education: Head Start 

Early Education and Continuing Adult Education

• Support Services: Housing, Employment Training 

and Placement, Meal Service Programs

About Our Agency
Over 150 years of quality care



Person-Centered Care
Still Crossing the Quality Chasm 20 Years Later 

Focus on the client's experience of illness and health care and on the 

systems that work or fail to work to meet individual clients' needs

Many clients have expressed frustration with their inability to 

participate in decision making, to obtain information they need, to 

be heard, and to participate in systems of care that are responsive 

to their needs.

The right for clients to be informed decision makers is well accepted, 

but not always well implemented.

Reference: Committee on Quality Health Care in America, Institute of Medicine. (2001). Crossing the quality chasm: a new health system for 

the 21st century. Washington, D.C. :National Academy Press.



• Facilitating the ability of clients and the 
team to

• Tell the story

• Of what has happened

• And what might help

If You Build It, So What?
Bring the people to the data



Metrics About Our Populations are Useful

26% of Families of Children Prefer Spanish



• Language is a great first step

• Participation rises and falls on

• Humility

• Empathy

• Appreciation

• Listening to understand

Useful for What Purpose?
To participate in decision making



Telling the Story Through Timelines
What stands out to you when you see this timeline?



Building Med Adherence 

You’ve come so far from the risk of getting expelled. You earned this!



Medications at the Organizational Level 

Clients Under 16 Years Old, Diagnosed with a Neurodevelopmental Disorder



Medications at the Organizational Level 

Clients over 25 Years Old, All Diagnoses



Helping the Person
Depends on More than Just HEDIS

What separates those who improve?



Focusing Only On Activities
Can lead us to become satisfied, or maybe even cynical, 

about poor outcomes



Tracking Aggregate Vitals Signs

From a person-centered perspective



Acting on a Person’s Vitals Signs
It’s about teamwork and coordination



What About the 400 Adults Clients With
No Identifiable Residence? 



Focus on Housing Services
In the programs where there is the most need



The right of clients to be informed decision 
makers is well accepted, but not always well 

implemented.

How can we move 
from the necessary to the sufficient?



What Does It Take to Get There?
.

Critical Components of Person-centered Care for Pacific Clinics 
Clients: Back to Basics

• Securing a safe home

• Learning to access and utilize healthcare independently and 

successfully

• Establishing a meaningful role in the community

• Learning to live substance free



Who Should Receive Services and When?

Critical Services Addressing these Components Should be Provided

• At any point in a person’s treatment and recovery - Not waiting 
for stabilization and “getting better” to intervene

• To all age groups – All ages are impacted by health, their living 
arrangement and their purpose in life

• Via a full, comprehensive continuum – Ensuring that individuals 
can transition smoothly between levels of care/services

• By specialized service providers who are fully integrated into the 
treatment team – Individuals do not “travel” to receive the 
service



Housing First, But 
What Comes Next

Housing stability is often jeopardized 
by:

• Life-threatening health issues 

• Inadequate income 

• Lack of engagement in the

community

• Substance use



Filling the Gaps – Housing Continuum
Pacific Clinics’ Housing Services 

Outreach and engagement to individuals who are 

homeless and emergency housing placement

Temporary housing and support services

Linkages to permanent housing

Support to build independent living skills needed to 

maintain housing stability



Peer Health Navigation – Project Bridge
A comprehensive health care engagement 

and self-management intervention

Comprehensive
Connect clients to mental health, primary care, substance use, and specialty
health care services

Engagement 
Many individuals with mental health issues are unable to successfully engage a
consistent primary health care provider (a healthcare home), or gave up trying to
access and use outpatient primary care

Self-Management 
Train and empower clients to be assertive self-managers of their health care
so that their interactions  with care providers can be more effective



Peer Health Navigation – Project Bridge
Critical Elements of Peer Health Navigation

Consumer Screening & Engagement

Evaluation

Goal setting (Healthcare, Wellness/Lifestyle)

Preparing for the Medical Appointment

Navigating the Medical Appointment

Reviewing the Appointment 

Follow up Care Plan



Peer Health Navigation – The Bridge
Research Findings

Reduced number of ED 
and urgent care visits

Improved access to 
health care

Increased preference for 
and use of outpatient 

primary care

Improved the quality of 
the patient-provider 

relationship

Increased the detection 
of health conditions

Reduced self-reported 
pain

Increased client 
confidence in self-

management of 
healthcare

Gains from the 
intervention were 

maintained for six months 
after the intervention 

ended.  No loss of 
improvement over time

Skills learned were 
generalized to accessing 
and utilizing SUD services 

and obtaining 
employment



Family Health Navigation

• Adapted for use by families and caregivers of children and adolescents

• Improve general health literacy

• Increase knowledge of child and adolescent mental health disorders

• Focus on early intervention strategies

• Assist families to understand and cope with their child’s behavioral health problems

• Provide families and caregivers with communication and advocacy skills/tools to use 

when interacting with their care providers

Goal: Increase self-efficacy, satisfaction with health care providers, 
sense of empowerment and ability to advocate on behalf of their child



Becoming a Part of or Rejoining the Community

Work as Treatment 

Reduces Symptoms of Mental 

Illness

Decreases Fear and Social 

Isolation

Improves 

Self Esteem

Facilitates Social 

Connectedness and Integration 

into the Community



Employment Services 101

Implement well established evidence-based practices

• Supported Employment

• Individual Placement and Support

Core Principles

• Introduce the possibility of employment early in treatment to all clients

• Tailor employment services based on any stage of recovery

• Full Integration of the Employment Specialist into the treatment team or cross-training 
case managers or peer partners

• Benefits Planning

• Time unlimited, ongoing support
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