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INTRODUCTION 

This report describes the results of the San Francisco County Behavioral Health Services (BHS) Drug Medi-Cal Organized 

Delivery System (DMC-ODS) Quality Improvement Work Plan for Fiscal Year 2019-20.  Each section provides the objectives, 

activities, data sources and results for our endeavors in each of the main content areas. 

 

This report is divided into the following content areas: 

I.   Service Delivery Capacity 

II.   Access to Care 

III. Beneficiary Satisfaction 

IV. Service Delivery and Clinical Issues 

V. Performance and Areas for Improvement 

VI. Continuity and Coordination of Care 

 

 

WORK PLAN EVALUATION REPORT 

I. SERVICE DELIVERY CAPACITY 
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GOAL I.  Ensure the number, type, geographic distribution and cultural and linguistic competency of behavioral health services is appropriate for 
the client population.  Based on an analysis of service locations, set goals for the number, type, and geographic distribution of services. 
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
 

1.  Behavioral Health 
Services (MH and SUD) 
programs will be 
located primarily in the 
neighborhoods in 
which the majority of 
our clients reside. 

1.  Describe the number, 
type, and geographic 
distribution of county-funded 
behavioral health service (MH 
and SUD) programs. Review 
the geographic location of 
services and assess 
appropriateness given client 
density by June 30, 2020.  

See Appendices A-D for detailed geographic maps depicting both client density and program modalities: 

APPENDIX GEOMAP TITLE 

A Mental Health Client Density and Program Location 

B Substance Use Client Density and Program Location 

C Mental Health Program Modality by Neighborhood 

D Substance Use Program Modality by Neighborhood 

 

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: __1__ 
 

☐ Partially Met: ___ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 
 

Density maps for clients served during CY 2019 were produced and reviewed for both Mental Health and Substance Use.  These maps 
illustrate the geographic distribution of clients served and treatment programs with the darker the blue shading, the greater the density of 
clients residing in that area and program locations represented by a red dot. Overall, the locations of clinics are well positioned in the areas of 
the city where our clients live, and the distance to programs is very short, typically within one mile.  The distribution of programs and facilities 
serving our population was presented and discussed at a monthly BHS System of Care Quality Improvement Committee (SOC-QIC) meeting 
with BHS Executive team, Quality Management staff, and other key system stakeholders.  Also, program-specific maps were produced to 
address the possible relocation of services for older adult clients, per BHS Adult and Older Adult System of Care (A/OA-SOC). Compared to 
CY2018, there was a reduction in both number of clients served and count of programs. 

In addition to the maps, tables were produced with the count of programs by the modality of service within each neighborhood.   Relative to 
last year, the total number of mental health programs decreased from 278 to 222, with the greatest decrease in the number of outpatient 
programs, from 199 to 154.  The number of programs in the Mission district decreased from 57 to 46.  The number of substance use programs 
also decreased, from 96 to 63, with decreases in the number of residential (33 to 21) programs, although there was an addition of one 
residential step-down programs. 
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GOAL I.  Ensure the number, type, geographic distribution and cultural and linguistic competency of behavioral health services is appropriate for 
the client population.  Based on an analysis of service locations, set goals for the number, type, and geographic distribution of services. 
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
2.  Clients will report 
satisfaction with the 
convenience and 
cultural appropriateness 
of behavioral health 
service (MH and SUD) 
programs, as indicated 
by an average score of 4 
or higher on these items 
in the consumer 
perception survey. 

1.  Conduct a system-wide 
consumer perception survey 
on the schedule determined 
by DHCS.  
2.  Assess client satisfaction 
results for location and 
cultural and linguistic 
competence items.  

BHS Results from Consumer Perception Surveys Related to Location and Cultural Competence 

QUESTION MENTAL HEALTH 
N = 2640 

SUBSTANCE USE 
N = 1964 

1.  Staff were sensitive to my cultural background       
(race, religion, language, etc.). 

4.39 4.35 

2.  The location of services was convenient for me. 4.34 4.39 
 

BHS System-Wide Consumer Perception Survey Reports 

REPORT TITLE BHS WEBSITE URL  
Fall 2019 MH Combined 
Youth and Adult 
Consumer Perception 
Survey Overview 

https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_AOA-
CYF_MentalHealth_satisfaction.pdf 

Fall 2019 Treatment 
Perception Survey Report 
– All Substance 
Treatment Programs  

https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_Substance_Use_satisfaction.pdf 
 

 

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: _1, 2__ 

☐ Partially Met: __ 

☐ Not Met: ___ 

☐ Continued: ___ 
 

While the Mental Health Consumer Perception surveys were collected bi-annually both in the Fall of 2019 and Spring of 2020, the Substance 
Use surveys were collected only once annually in the Fall of 2019, per DHCS instructions. The surveys were distributed to mental health and 
substance use treatment clients who received face-to-face services during one week of administering the survey, based on DHCS schedule.  
The Spring 2020 survey was delayed due to the COVID-19 crisis and results were not available at the end of the fiscal year. 
 
Several questions on our Consumer Perception Survey address client perception of sensitivity to cultural background, as well as convenience 
of the location of services. The table above highlights two of these questions, their average response rate (based on a Likert scale where 1= 
Strongly Disagree and 5= Strongly Agree) and the number of clients who answered that question. The mean scores for the cultural sensitivity 
and convenience of location items remained unchanged from previous years and continue to exceed the goal of ‘4’ (Strongly Agree) or higher 
for both mental health and substance use clients.    

https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_AOA-CYF_MentalHealth_satisfaction.pdf
https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_AOA-CYF_MentalHealth_satisfaction.pdf
https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_Substance_Use_satisfaction.pdf
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GOAL I.  Ensure the number, type, geographic distribution and cultural and linguistic competency of behavioral health services is appropriate for 
the client population.  Based on an analysis of service locations, set goals for the number, type, and geographic distribution of services. 
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
3.  By June 30, 2020, 
expand Drug Medi-Cal 
(DMC) Organized 
Delivery System (ODS) 
billing of services to at 
least 5 new programs.   

1.  Develop  DMC-ODS 
contracts with 5 new 
providers to expand current 
capacity citywide.  
2.  Begin DMC-ODS 
documentation trainings to 
support and increase quality 
clinical charting.  

 
 

 

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: _1, 2_ 

☐ Partially Met: ___ 

☐ Not Met: ___ 

☐ Continued: ___ 
 

1. To expand capacity citywide, six new DMC-ODS contracts were added, exceeding the original goal of five programs. The six new programs 
include: 

• Three outpatient contracts: Bayview Hunters Point Foundation; Healthright 360 African American Healing; and Healthright 360 
Project ADAP. 

• Three residential programs: Latino Commission, Epiphany House, and Friendship House. 

2. Historically, the Compliance Unit has provided DMC-ODS documentation training to providers annually. On 11/14/19, the Compliance Unit 
met with the SUD System of Care (SOC) to develop SUD trainings. It was agreed upon by both parties that the Compliance Unit would only 
provide documentation training on an as-needed basis and discontinue providing annual trainings. The SUD SOC decided to coordinate 
with Michael Barack (SUD Training Officer) to facilitate documentation and various other trainings to the SUD SOC. Those trainings are 
listed above. The two trainings provided by the Compliance Unit are also listed above.  
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GOAL I.  Ensure that the number, type, geographic distribution and cultural and linguistic competency of behavioral health services is 
appropriate for the client population.  Based on an analysis of service locations, set goals for the number, type, and geographic distribution of 
services. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
4. By June 30, 2020, 
expand residential 
authorization process 
to three (3) new 
residential treatment 
programs.  

1. Finalize streamlining and 
optimization of the current 
authorization process within 
Avatar, including reports and 
consoles.  
 
2. Implement monthly clinical 
case conference meetings with all 
residential treatment providers to 
evaluate complicated client cases 
and offer on-going technical 
assistance to standardize the 
authorization process.  
 

1. Fall 2019 discussions were introduced by Avatar consultants at meetings with DPH and HealthRIGHT 360 on 
design of consoles and reports that would facilitate programs following the authorization and monthly re-
authorization process. In March 2020, due to the pandemic emergency, initial authorization was changed to 
last 90 days.  In April 2020 the discussion of reports design was taken up again, and is still in progress.  
 

2. In Fall of 2019 a case vignette was used at an all residential treatment meeting, with discussion of any ASAM 
assessment scoring differences and rationales. This training was valuable, but due to the very low rates of 
authorization denials, regular case discussions have not been a priority. This effort was changed in January 
2020 when a system of monthly individual technical assistance was designed for the three (3) programs (Latino 
Commission, Friendship House, and Epiphany House) having the most difficulty with the submission of 
authorizations via Avatar. Each one was found to have different needs.  

 
The monthly technical assistance continues. Results so far show:  

• Epiphany House is regularly submitting authorization requests, (met objective) 

• Latino Commission has been able to submit requests, but very few due to understaffing, (partially met 
objective) 

• Friendship House is not submitting authorization requests nor claiming DMC. (not met) 

SCORING PROCESS DATA 

 
Action Items Met: 

☐ Met: ______ 

☒ Partially Met: _1, 2_ 

☐ Not Met: ___ 

☐ Continued: ___ 

The overall objective has been met. The Latino Comission, Friendship House, and Epiphany House have all advanced in use of authorization via 
Avatar.  However, the process steps did not follow our projected path:  

1. Ongoing process of development of dashboard to monitor re-authorizations is not finalized and is still in process. 
2. There was loss of interest in regularly scheduled case conferences, which we considered a mark of alignment regarding medical 

necessity determinations.  Case conferences have become “as needed,” usually by email consultation and discussion. 
3. Need for individualized technical assistance overrode any interest in discussing cases. Various IT significant transitions of Microsoft 

versions challenged smaller programs, some of which still struggle with SUD LOC submissions for authorization.  
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GOAL I.  Ensure the number, type, geographic distribution and cultural and linguistic competency of behavioral health services is appropriate for 
the client population.  Based on an analysis of service locations, set goals for the number, type, and geographic distribution of services. 
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
5.  By June 30, 2020, begin 
two (2) new DMC-ODS 
programs to target 
Black/African American 
communities in the 
Bayview district. 

1. Develop DMC-ODS 
contracts with Bayview 
Hunters Point Foundation 
and HealthRIGHT 360.  

New Outpatient Programs oriented to serve Black/African American clients in the Bayview District are shown 
in the table below. 
 

Program Name Date DMC-ODS Contract was 
Finalized 

BVHP Foundation O7/01/2019  

HealthRIGHT 360 African 
American Healing 

01/01/2020  

 

SCORING PROCESS DATA 

Action Items Met: 
 

☒ Met: __1__ 
 

☐ Partially Met: ___ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 
 

BHS Substance Use Disorder System of Care (SUD-SOC), Contract Development and Technical Assistance (CDTA), and the Billing Unit 
initiated the contract process with three DMC-ODS providers, Bayview Foundation and HealthRIGHT 360 adult outpatient services, which 
included providing technical assistance on the new DMC-ODS requirements as well as developing a Program Narrative with Units of Service 
and Budget with new DMC-ODS service codes.   
 
Following contract certification, to support compliance with new DMC-ODS clinical documentation requirements (specifically to ensure 
billing wouldn’t be disallowed), BHS SUD-SOC and BHS Office of Compliance and Privacy Affairs (OCPA) provided additional training and 
technical assistance, including how to administer the ASAM Level of Care (LOC) form for assessment.  All providers were given links to two 
(2) eTraining modules titled “ASAM Multidimensional Assessment” and “From Assessment to Service Planning and Level of Care,” as well as 
given technical support from BHS IT department. 
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GOAL II.a.   Ensure timeliness of routine and urgent mental health and substance use appointments. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
1.  At least  90% of 
individuals 
requesting 
substance use 
outpatient 
services will be 
offered an 
appointment 
within ten (10) 
business days. 

1. Monitor the length of 
time from initial request 
for services to the first 
offered appointment date 
on a quarterly basis and 
identify any needed areas 
for improvement.  
 
2. Review the data and 
areas for improvement; 
follow up with programs 
as needed.  

 

SCORING PROCESS DATA 

Action Items Met: 
 

☒ Met: _1,2__ 
 

☐ Partially Met:_ 
 

☐ Not Met: ____ 
 

☐ Continued: ___ 

1. BHS Quality Management extracted data from the Timely Access Log in Avatar to report on the timeliness of routine substance use outpatient 
appointments offered during FY19-20.  The ten (10) business day standard was met 100% of the time.  The average number of business days to the 
first offered appointment was approximately three (3) business days.  The data includes all initial requests for services, even those with an 
attestation that states that the client can wait longer than  ten (10) business days.  

 

2. BHS Substance Use Disorder System of Care (SUD-SOC) transitioned three (3) more 3.1 level of care residential programs(Latino Commission, 
Friendship House and Epiphany House) into the Organized Delivery System (ODS). During the rollout period we experienced issues regarding 
the intake and authorization process between the DPH Treatment Access Program (TAP) and two (2) new Outpatient Programs oriented to 
serve Black/African American clients in the Bayview District; one at BVHP Foundation and the others are with HealthRIGHT 360 African 
American Healing. During the months of January and February 2020, we held a number of meetings with the providers to develop technical 
assistance plans for each of the three (3) programs. In addition, we have presented and reviewed the Avatar Timely Access Report, which 
monitors compliance in the context of BHS performance objectives and allows the programs to review their performance.  
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II. ACCESS TO CARE 

 

GOAL II.  a. Ensure timeliness of routine and urgent mental health and substance use appointments. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
2.  At least 85% of 
individuals requesting 
substance abuse services 
will receive a service 
within ten (10) business 
days.  

1.  Monitor the length of 
time from initial request to 
first service date on a 
quarterly basis and identify 
any needed areas for 
improvement. 
 
2. Review the data and the 
areas for improvement; 
follow up with programs, 
as needed. 

 

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: __1, 2__ 

☐ Partially Met: __ 

☐ Not Met: ___ 

☐ Continued: ___ 

1. BHS Quality Management extracted data from the Timely Access Log and Episode History Table in Avatar to report on the timeliness of 
routine substance use outpatient services received during FY19-20.  Based on the first call/walk-in request per client per program (Total 
Service Requests), this request is linked to the Episode History table for the first admission date following appointment offered date 
matching on program in which appointment was offered to program in which episode was opened  The average number of business days 
to the first received service was approximately nine (9) business days.  Overall, 53% of service requests and 79% of clients that received a 
service were served within ten (10) business days. 
 
2..BHS Substance Use Disorder System of Care (SUD-SOC) maintains the Timely Access Log Tableau dashboard and is anticipating planning 
for the advent of the CSI Timely Access requirements. We have presented and/or reviewed the Timely Access dashboard with our 
programs. The dashboard monitors compliance in the context of BHS performance objectives, to ensure that individuals requesting 
substance abuse services will receive a service within ten (10) business days. Programs can review their own performance though the 
Avatar Timely Access Report and these objectives are reviewed by Business Office of Contract Compliance (BOCC) annually.  
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GOAL II.a.   Ensure timeliness of routine and urgent mental health and substance use appointments. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
3.  100%  of individuals 
needing withdrawal 
management will be 
admitted within 48 hours. 

1.  Monitor the length of 
time from the initial 
request for withdrawal 
management to admission 
on a quarterly basis and 
identify any needed areas 
for improvement.  
 
2.  Review the data and 
areas for improvement; 
follow up with programs as 
needed.   

 

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: __1, 2__ 

☐ Partially Met: ___ 

☐ Not Met: ___ 

☐ Continued: ___ 

1. BHS Quality Management extracted data from the Timely Access Log for Substance Use crisis services (defined as withdrawal 
management).  There were 464 Withdrawal Management (WM) service requests on the Timely Access Log; 200 of those entries 
subsequently received a service.  Based on first call/walk-in requests per client per program for withdrawal management requests 
(Total Service Requests), the request is linked to the Episode History table for the first admission date following call/walk-in date (Total 
Received Services).  The WM requests in the Timely Access log are all from HEALTHRIGHT 360.   The average number of business days 
to the first received service was approximately five (5) business days.  Overall, 36% of service requests and 83% of clients that received 
a service were admitted within 2 days. 
 

2. BHS Substance Use Disorder System of Care (SUD-SOC), have been maintaining the Timely Access Log Tableau dashboard, has been 
anticipating and planning for the advent of the CSI Timely Access requirements. We have presented and/or reviewed the Timely Access 
dashboard.  The dashboard monitors compliance in the context of BHS' performance objectives, to ensure that individuals needing 
withdrawal management will be admitted within 48 hours.  Programs can review their own performance though the Avatar Timely 
Access Report and these objectives are reviewed by Business Office of Contract Compliance (BOCC) annually. 
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GOAL II.  a. Ensure timeliness of routine and urgent mental health and substance use appointments. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
4.  At least 70% of 
individuals assessed as 
needing substance use 
residential treatment will 
be admitted within ten 
(10) days of the initial 
request for services.   

1.  Monitor the length of time from the initial request 
to admission for substance abuse residential 
treatment on a quarterly basis and identify any 
needed areas for improvement.  
 
2.  Review the data and areas for improvement and 
follow up with programs as needed  

 

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: __1, 2__ 
 

☐ Partially Met: ___ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 

1. BHS Quality Management extracted data from the Timely Access Log and Episode History Table in Avatar to report on the timeliness of 
substance use residential treatment admissions during FY19-20.  Based on the first call/walk-in request per client per program (Residential Tx 
Requests), this request is linked to the Episode History table for the first admission date following call/walk-in date matching on program in which 
client called/walked-in to program in which episode was opened.  Thus far, there were no admissions in Q4 to chart on the graph.  The majority of 
the Timely Access log requests are from HealthRIGHT 360, except for one from the Latino Commission.  The average number of business days to 
the first received service was approximately nine (9) business days.  Overall, 13% of service requests and 67% of clients that received a service 
were served within ten (10) business days.   
 

2. BHS Substance Use Disorder System of Care (SUD-SOC) transitioned three more residential programs 3.1 level of care, the Latino Commission, 
Epiphany House, and Friendship House, into the Organized Delivery System (ODS). During the rollout period we experienced issues with the intake 
and authorization process with the DPH Treatment Access Program (TAP). Some of the issues identified are: 

• Staffing retention and training. 

• Clients are not getting residential treatment services within 14 day of first time request services. 

• Intake appointments are being scheduled two weeks from the day or request.  

• To reduce the number of days to schedule an intake, we need more bed availability.. 

• More consistent  use of the timely access log. 
 

BHS Substance Use Disorder System of Care (SUD-SOC) has been maintaining and reviewing the Timely Access Log Tableau dashboard.  The 
dashboard monitors compliance in the context of BHS' performance objectives, to ensure that individuals assessed as needing substance use 
residential treatment will be admitted within ten (10) days of the initial request for services. Programs can review their own performance though 
the Avatar Timely Access Report and these objectives are reviewed by the Business Office of Contract Compliance (BOCC) annually. 
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OBJECTIVE ACTION(S) PERFORMANCE DATA 

5.  At least 90% of 
individuals 
requesting 
OTP/NTP services 
will receive a 
service within 3 
business days. 

1.  Monitor the length of time from the initial 
request to service for OTP/NTP programs on 
a quarterly basis and identify any needed 
areas for improvement. 
 
2.  Review the data and areas for 
improvement; follow up with programs as 
needed.   

 

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: _1, 2__ 
 

☐ Partially Met: __ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 

1. BHS Quality Management extracted data from the Timely Access Log and Billing Table in Avatar to report on the timeliness of 
substance use OTP/NTP services received during FY19-20.  Based on the first call/walk-in request per client per program (Total Service 
Requests), this request is linked to the Billing table for the first service received following appointment offered date, matching on 
program in which an appointment was offered to a program in which a service was billed.  The average number of business days to 
the first received service was approximately three (3) business days.  Overall, 55% of service requests and 93% of clients that received 
a service were served within 3 business days. 

 
2. BHS Substance Use Disorder System of Care (SUD-SOC) has been maintaining and reviewing the Timely Access Log Tableau dashboard.  The 

dashboard monitors compliance in the context of BHS' performance objectives, to ensure that individuals assessed as needing substance use 
residential treatment will be admitted within ten (10) days of the initial request for services. Programs can review their own performance though 
the Avatar Timely Access Report and these objectives are reviewed by the Business Office of Contract Compliance (BOCC) annually. 
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GOAL II.  a. Ensure timeliness of routine and urgent mental health and substance use appointments. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 

6.  At least 75% of 
authorization 
requests for 
substance use 
residential treatment 
will receive a 
decision, whether 
approved or denied, 
within 24 hours. 

1.  Monitor the length of time 
from the authorization request 
for substance use residential 
treatment to authorization 
decision on a quarterly basis 
and identify any needed areas 
for improvement. 
 
2.  Review the data and areas 
for improvement; follow up 
with TAP and programs, as 
needed. 

 

 
 

 

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: _1, 2__ 
 

☐ Partially Met: __ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 

 
1. BHS Quality Management extracted data from Avatar to report on the timeliness of substance use residential treatment authorization 

decisions.  The average number of days to an authorization decision was approximately two (2) days.  Overall, 78% of residential treatment 
authorization decisions were made within 24 hours of request. 

 
2. A review of the BHS Treatment Access Program found that for  77.9 % of requests for Authorization of Residential SUD services, decisions 

were made within 24 hours of request. 
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GOAL II.  a. Ensure timeliness of routine and urgent mental health and substance use appointments. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 

7.  By June 30, 2020, 
increase access to 
DMC-ODS after-hours 
services at 
HealthRIGHT 360. 

1.  Work with HealthRIGHT 360 
to increase staff, embed intake 
staff at Level 3 facilities, and 
increase intake hours of both 
withdrawal management and 
residential services. 

  
Before COVID-19, HealthRIGHT 360 operated an after-hours team at 815 Buena Vista Residential Treatment 
facility. 
 

Extended Hours of Operations 5:00 PM – 8:00 PM 

 
Due to COVID-19 related issues, including limited staffing and no visitation in jails and hospitals, HealthRIGHT 
360 was not able to continue this service while mitigating risk of COVID-19 exposure.  

SCORING PROCESS DATA 

 
Action Items Met: 
 

☐ Met: ______ 
 

☒ Partially Met: _1_ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 

BHS SUD-SOC continues the biweekly implementation meetings with three of HealthRIGHT 360’s residential facilities and one of their 
outpatient/intensive outpatient programs. During this initiative, initial and re-authorization forms, reports, and functionalities were formalized 
in Avatar; authorization standards were developed; Residential Step-Down (RSD) guidelines and services were created; and recovery services 
were added. In addition, HealthRIGHT 360 worked with a billing consultant for two (2) months to ensure clinical documentation met DMC-ODS 
standards and presented to providers at the Residential Step-Down (RSD) Provider Meeting on August 14, 2019. 
 
Leading to the pilot, in collaboration with HealthRIGHT 360 and BHS IT, BHS SUD-SOC developed guidelines and workflows for the extended 
intake hours; currently HealthRIGHT 360 can take clients until 8:30 pm. However, HealthRIGHT 360 needs staff and the resources to sustain 
expanded hours. There is a vacant overnight and swing shift that HealthRIGHT 360 has not had success in hiring for their withdrawal 
management team. This position would support residential staff who are currently covering the withdrawal management program and would 
expand intake hours until midnight. The action outlined in the report was met prior to COVID-19 but was interrupted by changes in intake 
procedures due to COVID-19.  
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GOAL II.  b. All calls to the BHS 24/7 toll-free access line will be answered by live service providers in the language of the caller and will gather 
all required information to ensure the caller receives the appropriate information or referral needed. 
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
1. By June 30, 2020, 100% 
of calls will be triaged to 
staff who speak the 
language of the caller.  If a 
caller speaks a language not 
spoken by staff, the 
Language Line will be used.  

1. Monitor the quality and 
responsiveness of calls to the 
BHS 24/7 toll-free access line 
and provide immediate 
feedback. 

FY 19-20 BHS 24/7 Access Line Calls by Language and Number of Calls  

TOP 5 LANGUAGES # OF CALLS 

Spanish 1298 

Vietnamese 84 

Cantonese 83 

Russian 50 

Mandarin 28 
 

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: __1__ 

☐ Partially Met: ___ 

☐ Not Met: ___ 

☐ Continued: ___ 

While the language capacity of onsite staff is robust (Mandarin, Cantonese, Tagalog, Spanish, and Vietnamese,) through the 
expanded use of our Language Line enterprise vendor agreement, the Access Line has been able to respond to all calls with a 
language other than English.  Effective use of the Language Line provides a near universal capability to serve all San Franciscans.  
Indicated here are the Top 5 languages utilized for FY19-20 : 
 
For clients that are asked to proceed in person for an assessment or medical screening/triage, the BHAC clinic utilizes a video 
interpretation service for the purposes of engaging with clients. 
 
Additionally, all public facing forms are translated into braille for blind/low vision consumers. 
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GOAL II.  b. All calls to the BHS 24/7 toll-free access line will be answered by live service providers in the language of the caller and 
will gather all required information to ensure the caller receives the appropriate information or referral needed. 
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
2.  By June 30, 2020, 
100% of calls will be 
screened for crisis 
situations and will   
be referred 
appropriately. 

1.  Monitor 
the screening 
and referral 
process of 
crisis calls to 
the BHS 24/7 
toll-free 
access line.  

During FY 19-20, 100% of callers were screened for crisis and if needed, immediately transferred to an on-site licensed 
clinician who conducted an initial risk assessment and referred to an appropriate referral source or emergency 
services.   

• FY 19-20, the SF Access Line triaged 59 calls to clinicians for callers’ urgent needs. Among 59 calls, 37 calls were 
identified as crisis calls.  

• 100% of crisis calls (37 calls) were screened for crisis situation and transferred to on-site clinicians who provided 
an initial risk assessment on the same day of clients' calls.  

• Referral destination: This is breakdown of referral destinations.  Total: 37 clients: 
• Community Outpatient MH clinic:  16 (43%)  
• Crisis Outpatient Services (Westside Crisis):  11 (30%)  
• Urgent Care (Dore Street Urgent Care – DUCC)):  2 (5%)  
• Mobile Crisis:  2 (5%) 
• 911:  1 (3%) 
• Private Insurance:  2 (5%) 
• PPN:  1 (3%) 
• Suicidal Prevention Line:  1 (3%) 
• Homeless Outreach Team:  1 (3%)  

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: _1__ 

☐ Partially Met: ___ 

☐ Not Met: ___ 

☐ Continued: ___ 

In FY 19-20, BHS Behavioral Health Access Center (BHAC) Interim Program Manager continued to monitor the screening and 
referral process of all crisis calls to BHS 24/7 Access Line through daily log reviews, weekly BHAC staff meetings, regular meetings 
with the after-hours contract agency, San Francisco Suicide Prevention (SFSP), and monthly meetings with the BHS Quality 
Improvement Coordinator to identify any areas for improvement.  

In early 2020, SFSP merged services with Felton Institute. To ensure continued quality, BHAC interim Program Manager, Lead 
Eligibility Worker, and Quality Improvement Coordinator met with  SFSP leaders to review after-hours test calls and identify 
needed program and system improvements. BHAC and SFSP have agreed to continue bi-weekly meetings.  
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GOAL II.  b. All calls to the BHS 24/7 toll-free access line will be answered by live service providers in the language of the caller and 
will gather all required information to ensure the caller receives the appropriate information or  any needed referrals. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
3. By June 30, 2020, 
regular test call 
results for both the 
business and after-
hours 24/7 Access 
Line will have a 100% 
success rate.     

1. Conduct two independent 
test calls per month, one during 
business hours and one after 
hours, including grievance test 
calls quarterly conducted by 
Peers, clinical interns, and BHS 
QM/SOC staff and provide 
feedback to Access 
Coordinator. 
 
2. Continue to meet monthly 
with Access Coordinator to 
discuss and document 
improvements made in 
response to test call results.  

FY 19-20 Test Call Results to BHS’ 24/7 Access Line by Business (B) vs. After Hours (A) 

 

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: _1__ 

☒ Partially Met: _2_ 

☐ Not Met: ___ 

☒ Continued: ___ 

At the start of FY 19-20, the Test Call Program counted on five (5) test callers to conduct two (2) independent test calls per month. 
However, three (3)  volunteers ended their commitment.  The BHS Quality Improvement (QI) Coordinator recruited six new 
volunteers and conducted three (3) trainings in Spring 2020. The new volunteers expanded the language capacity for test calls to 
Spanish, Vietnamese, Cantonese, and Mandarin. Training was standardized by developing training slides, a training packet with 
resources for test callers, test call scripts, and updating the Test Call Summary Form. A centralized electronic folder was created 
with all of the resources available to test caller.  
 
During FY 19-20, Behavioral Health Access Center (BHAC) Lead Eligibility Worker and BHS QI Coordinator continued to meet 
monthly to review test calls and identify needed program and system improvements. However, in March 2020, due to COVID-19 
emergency response efforts, the frequency of meetings was reduced to quarterly.  Before this change, a meeting with San 
Francisco Suicide Prevention (SFSP) occurred in February 2020 to discuss their merger with Felton and ensure that new staff were 
properly trained to respond to calls during after-hours. BHAC and SFSP have agreed to continue bi-weekly meetings. 
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III. BENEFICIARY SATISFACTION 

GOAL II.  c. Expand the Sexual Orientation and Gender Identity (SOGI) initiative.  

OBJECTIVE ACTION(S) PERFORMANCE DATA 
1. By June 30, 2020, 
at least 60% of all 
BHS clients will have 
SOGI data entered 
into Avatar, either at 
enrollment or at 
their annual 
reauthorization date. 

1. Develop BHS Communication Plan regarding new 
DPH SOGI mandates, including but not limited to use 
of the BHS Communication Report format which is 
disseminated monthly to providers by email and 
posted on the BHS website.  
 
2. Provide at least one (1) Workforce Development 
training for providers on how/where to enter SOGI 
data into Avatar.  

Workforce Development training  

• New BHS Clinical Interns – September 11, 2019  

• BHS SOC and Executive Quality Improvement Committee – January 14, 
2020 

• BHS Substance Use Services – March 4, 20202 
 
By June 30, 2020, 52.6% of all BHS clients have SOGI data entered into 
AVATAR.  

SCORING PROCESS DATA 

Action Items Met: 

☒ Met: _1, 2__ 

☐ Partially Met: __ 

☐ Not Met: ___ 

☐ Continued: ___ 

A BHS Communication Plan regarding new DPH SOGI mandates was developed for FY 19/20.  The most recent information notice 
about the annual training requirement for staff went out in the June BHS Communications edition with a note that the annual 
training requirement was extended to December 31, 2020. A previous notice was released to staff in Q1 of FY 19/20 in the BHS 
Communication Report. 
 
This fiscal year, at least three (3) in-person workforce development trainings took place regarding DPH SOGI mandates. 
Presentations made to BHS SOC leadership, Exec QI, and SUD SOC Leadership Team included information about current DPH SOGI 
mandates, current data collection trends, and refresher trainings on where to enter SOGI information in AVATAR . All Leadership 
groups were asked to share the documentation and information with their sections. In addition, an on-demand SOGI cultural 
humility training is available to all staff. This online training includes general information on how to enter SOGI data in the 
Electronic Health Record. 
SOGI Quarterly data collection updates were made to BHS SOC leadership in Q1 and Q2. The Q3 update didn't happen because of 
COVID-19. The Q4 update was shared with the acting BHS Director Marlo Simmons in June 2020 for her presentation and update 
to the San Francisco Board of Supervisors on our data collection trends. 
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GOAL III.  a. Monitor beneficiary/family satisfaction at least annually. 
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
1.  By June 30, 2020, at least 80% 
of clients will report being 
satisfied with their care, as 
indicated by an average score of 
3.5 or higher on both the MH 
and SUD Consumer Perception 
Surveys. 

1.  Collect and analyze 
consumer satisfaction 
results from all mental 
health and substance 
abuse treatment 
programs to determine 
areas of improvement.  
 
2.  Provide individualized 
feedback to programs 
regarding client 
satisfaction.  

 

Fall 2019 Results 
Mental Health 

N = 2640 

Substance Use 

N = 1964 

Percentage of Clients Satisfied 88% 89% 

Return Rate 74% Over 100% 

 
 
 
 
 
 
 
Fall 2019 Consumer Perception Survey Reports (both System-level and individual program reports) 
can be found on our public BHS website:  
SUD:https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_Substance_Use_satisfaction.pdf 
MH:  https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_AOA-
CYF_MentalHealth_satisfaction.pdf 
 
Spring 2019 MH not available due to COVID-19 crisis delay   

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: _1, 2___ 
 

☐ Partially Met: __ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 

The Mental Health Consumer Perception Surveys were collected in the Fall of 2019 and Spring of 2020. The Spring 2020 survey 
was delayed due to COVID-19 crisis and reports were not available at the end of the fiscal year. The Substance Use surveys were 
collected in the Fall of 2019, per DHCS instructions.  In both Mental Health and Substance Use systems, about 88% of clients 
reported being satisfied with services, defined as a mean overall score of 3.5 or higher.  The reported return rate for Substance 
Use systems exceeded 100% because although all clients are encouraged to respond, only those that are billed to Medi-Cal are 
used in the denominator. 
 
System-level and program-level reports were produced and posted online for all behavioral health providers.  These reports 
contain, for each program, the top three (3) and bottom three (3) scoring items, the data for each item on the survey, data on 
survey completion such as the numbers “refused,” and mean scores for each of the subscales on the surveys.  Open ended 
comments were transcribed and provided to program management for data reflection and improvement purposes. 

https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_Substance_Use_satisfaction.pdf
https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_AOA-CYF_MentalHealth_satisfaction.pdf
https://www.sfdph.org/dph/files/CBHSdocs/QM2019/2019Fall_AOA-CYF_MentalHealth_satisfaction.pdf
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GOAL III. b. Evaluate beneficiary grievances, appeals, and fair hearings at least annually. 
 

OBJECTIVE  ACTION(S)  PERFORMANCE DATA 
1.  Continue to 
review grievances, 
appeals, and fair 
hearings and identify 
system improvement 
issues. 

1.  Collect and analyze grievances, appeals, fair 
hearings, and requests to change persons 
providing services in order to examine patterns 
that may inform the need for changes in policy 
or programming. 
 
2.  Maintain quality assurance process for 
grievance, appeals, and fair hearing notifications 
and disposition timelines.  
 
3.  The Risk Management Committee will analyze 
trend reports in order to identify any areas 
needing improvement.  Areas for improvement 
will be presented to the SOC-QIC and/or other 
management, provider, and consumer forums.  

During FY 19-20, there were a total 57 grievances, 1 appeals, and 2 fair hearings 
across Behavioral Health Services. Specific to DMC-ODS, there were 10 grievances, no 
appeals, and no fair hearings. 
 
See Appendix for detailed Grievance and Appeal Tables for FY 19-20 

 

APPENDIX DOCUMENT TITLE 
 

E Table 1- Mental Health Services  
Table 2- Substance Use Disorder Services (non-DMC-ODS) 
Table 3- DMC-ODS 
Table 4- Grievances regarding Change of Provider 
Table 5- Identified Areas for Improvement 

 

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: _1, 2, 3__ 

☐ Partially Met: __ 

☐ Not Met: ___ 

☐ Continued: ___ 

1.  Information about grievances and appeals are entered into a Risk Management database, which are then sorted and reviewed for 
possible patterns that may inform the need for changes in policy or programming.  These trend reports are routinely analyzed at the 
monthly Risk Management Committee. 
 
2.  A quality assurance protocol was implemented in April 2017 to ensure compliance with Federal & State law and departmental policy 
which consists of the following processes:  1) Intensive Review - 100%, ongoing audit conducted by the Risk Manager involving the 
review of all documentation upon the opening of each grievance/appeal and upon the completion of its investigation; and 2) Quarterly 
Audit – a review of the written record, electronic log, and electronic folders, containing both Acknowledgment Letters and Decision 
Letters, comparing these areas for consistency of information. 
 
3.  Based upon trend reports, subsequent recommendations for quality improvement activities are made in various forums such as the 
Medication Use and Improvement Committee; Adult/Older Adult QIC; Children, Youth & Family QIC; Substance Use Disorder QIC; and 
System of Care QIC 
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IV. SERVICE DELIVERY AND CLINICAL ISSUES 

GOAL IV.  a. Ensure staff are engaging in appropriate prescribing practices. 
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
1. By June 30, 2020, 
identify higher risk and 
unsafe prescribing 
practices that need 
improvement. 

1. Complete a comprehensive Drug 
Utilization Evaluation (DUE) to identify 
areas needing improvement and 
present findings to relevant quality 
improvement committees.  
 
2. Continue targeted subcommittees to 
address DUE findings:  (a) prescribing by 
race; (b) de-prescribing sedative 
hypnotics in older adults; and (c) 
increasing medication-assisted 
treatment for substance use disorders.  
 
3. Monitor prescribing rates quarterly 
for these targeted areas.   

APPENDIX DOCUMENT TITLE 

F BHS Prescribing Trends July 2016 – June 2019 
 

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: _1, 2, 3_ 
 

☐ Partially Met: ___ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 

1. The BHS Medication Use Improvement Committee (MUIC) completed a comprehensive DUE of all BHS prescribing in September 2019. The  
DUE included data from July 2017 through June 2019 (See Appendix BHS DUE). As shown in the Performance Data, data was presented as 
the number of prescriptions divided by the number of unique patients in BHS to show a percent of BHS patients receiving a prescription. 
The data were broken down by drug class. The data were evaluated as a total population, as well as break downs by age, gender and race. 
MUIC identified that the work by the current targeted subcommittees continues to be appropriate (for details of subcommittees, see 
Action item 2). 

2. The targeted subcommittees continued to meet outside of MUIC and reported their findings to MUIC at their every other month meetings. 
During MUIC meetings, members provided input on the targeted subcommittee process, which may include feedback on data, additional 
interpretations of data, and recommendations for next steps.  

3. Prescribing data continues to be collected quarterly. Each September, MUIC will review prescribing trends for the last two (2) years and 
look for trends. This then informs whether current MUIC targeted subcommittees need to continue, whether new subcommittee should be 
formed, and whether current subcommittees can be discontinued. 
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GOAL IV.  a. Ensure staff are engaging in appropriate prescribing practices. 
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
 

2. By June 30, 2020, increase 
number of methadone 
programs providing 
buprenorphine from four (4) 
to seven (7). 

1. By December 2019, identify any 
ongoing upload issues for 
buprenorphine claims in three 
remaining clinic sites.  
 
2. Continue to implement 
buprenorphine best practices to be 
shared at monthly Methadone 
Providers meetings.  
 
3. Monitor billings to ensure 
buprenorphine services are being 
provided by OTP providers.  

 

 
SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: 1, 2, 3__ 
 

☐ Partially Met: ___ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 

The deaths from overdose continue to rise steeply in San Francisco, and appropriate use and expansion of opioid treatment medications 
continues to be a hot topic. This was a completed Performance Improvement Project, and our follow up continues at provider meetings 
for OTPs. In addition, outside of OTPs, Dr. Phillip Coffin, our Population Health SUD Research Director, reports each year on 
buprenorphine prescriptions in CURES (the prescription drug monitoring programs for CA) and they have been rising. Street Medicine 
has piloted low threshold buprenorphine access at harm reduction sites, an effort that was evaluated as successful. Since then we have 
worked to expand low threshold buprenorphine by using tele-health at harm reduction locations.  
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GOAL IV.  a. Ensure staff are engaging in appropriate prescribing practices. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
3.   By June 30, 2020, 
increase the percentage 
of mental health clients 
with Alcohol Use 
Disorder (AUD) diagnosis 
who have an active 
prescription for AUD 
treatment medication to 
20%. 

1. By August 31, 2019, present prescribing data to the Medication Use Improvement 
Committee, with and without Gabapentin, to obtain guidance on whether to include 
it as an AUM.  
 
2. By December 30, 2019, evaluate possible interventions to make phlebotomy more 
accessible in mental health clinics to support use of naltrexone and other psychiatric 
medications that require regular bloodwork.  
 
3. By March 2020, continue to offer BHS providers training regarding alcohol use 
disorder assessment and treatment, including medications.  
 
4. Continue to monitor prescribing of AUD treatment medication for all mental health 
clients diagnosed with AUD and corresponding changes in their mental health needs 
via the ANSA NFAD subscale items.   

The table addresses Action 3 

 
  

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: 1, 2, 3, 4_ 
 

☐ Partially Met: ___ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 

1. The question of whether Gabapentin should be included in the category of alcohol use disorder medications was discussed at MUIC on July 11, 
2019. The group discussed the evidence for, as well as pros and cons of, including gabapentin in the category. Consensus was not reached. 
Meanwhile, interest in using gabapentin to treat alcohol withdrawal has gained status as a benzodiazepine-sparing approach, including at ZSFG 
and by our addiction consultation service.  

2. The following interventions were discussed/reviewed for feasibility with BHS medical directors and MUIC:  
• Phlebotomy-share 

o Cross-coverage implemented in some Civil Service (CS) clinics via sharing of RN and /or Health Worker   
o Roving phlebotomy considered for sharing with CBO and CS but not feasible as CS hire, not implemented  

• Escort to lab 
o Implemented to varying degrees (depending on staff capacity) in CBOs and CS clinics  

• Collaboration with Primary Care ordering labs 
o Implemented to varying degrees (depending on PC cooperation) in CBO and CS clinics  

• Athelas One POC testing: specifically for Clozapine monitoring of ANC 
o Ongoing investigation into feasibility, not implemented yet  

3. Based on investigation with clinics, it was decided that the most important issues to be addressed to improve treatment of AUD was to 
increase understanding of co-occurring disorders, clarify requirements for mental health clinics to be able to treat AUDs (e.g., documentation 
requirements), and  create a better understanding of SUD treatment needs among diverse populations, in particular the Black/African 
American community.  

4. So far, prescribing data has remained stable, which supports the conclusions reached in our Performance Improvement Project.  
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GOAL IV. a. Ensure staff are engaging in appropriate prescribing practices. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
4. By June 30, 2020, 
BHS will explore the 
possibility of utilizing 
DPH-wide 
Coordinated Case 
Management System 
(CCMS) database to 
obtain regular 
reporting on DMC-
ODS clients admitted 
for non-psychiatric 
inpatient 
hospitalization on 
medical floors. 

1. By December 2019, DMC-ODS will work with DPH 
Whole Person Care to assess feasibility of developing 
reports on DMC-ODS clients via CCMS.  

Fall of 2019 discussion with CCMS staff showed not feasible; EPIC deployment to BHS 
still not available in a useful format. Difficulties included:  

•  CCMS is a sort of HIE, and will not give reports 

• Information about hospitalizations in CCMS is entered late and is very 
sketchy, for example it does not include current medication lists.  

• CCMS staff work for whole person care and are not available to provide 
technical assistance to SUD providers on use of CCMS, not to give new 
passwords, etc.  

• CCMS widget in Avatar does not always work and is not reliable 

• EPIC is expected to be inclusive of SUD and MH information in the next 
several years, which would make this more feasible 

• EPIC IT staff are not available at this time to support data needs of SUD or 
BHS. 

• Read-only EPIC is available, with difficult data sharing applications vetted 
through compliance, and would require training, and an entire new icon on 
SUD provider desktops.  

Some data-sharing agreements have been drafted which may serve as a model in 
future.  

SCORING PROCESS DATA 

 

Action Items Met: 
 

☒ Met: __1____ 
 

☐ Partially Met: ___ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 

 

Discussions with CCMS revealed high difficulty in creating reports, and providers revealed that a better approach to keeping track of DMC 
clients is read-only access to EPIC. This is now available, although not universally used or set up among our providers.  
The objective of exploring was met; however, coordination is still under construction and dependent on DPH IT.   



San Francisco Behavioral Health Services DMC-ODS Quality Improvement Work Plan Evaluation Report FY 19-20 
 

27 
 

 

 

GOAL IV.  b. Increase use of evidence-based practices. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 

1. By June 30, 
2020, DMC-ODS 
Compliance 
Monitoring Visit 
findings regarding 
errors in ASAM LOC 
form will decrease 
by 70%. 

1. BHS Compliance will administer an annual 
chart audit for each DMC-ODS provider and 
continue to provide technical assistance to new 
and existing DMC-ODS programs. 
 
2. BHS Compliance to continue to provide 
case-based technical assistance at provider 
meetings, as well as focused on-site technical 
assistance by modality.   

 

 

SCORING PROCESS DATA 

 

Action Items Met: 
 

☒ Met: __2__ 
 

☒ Partially Met: 1 
 

☐ Not Met: ___ 
 

☐ Continued: __ 
 

 
1. The BHS Compliance Unit performed 3 annual chart audits. We were unable to audit all DMC-ODS providers due to staffing changes in 

Compliance, adjusting our audit practices and the COVID-19 pandemic. The 3 audits conducted are as follows: 

• 8/21-23/19: Performed audit on HealthRIGHT 360 Adult Residential – no ASAM deficiencies found. 

• 9/17-19/19: Performed audit on HealthRIGHT 360 Adult OP – no ASAM deficiencies found.  

• 7/8-9/19: Performed audit on HealthRIGHT 360 Women’s Hope Residential – no ASAM deficiencies found.  
Technical assistance on non-ASAM deficiencies found, and other areas were provided at each audit conducted.  
 

2. BHS Compliance provided case-based technical assistance at the February 2020 SUD provider meeting regarding general audit deficiencies 
found in 2019. Additionally, individualized on-site technical assistance was provided during the three (3) audits listed in item #1. 
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GOAL IV.  b. Increase use of evidence-based practices. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
2.  By June 30, 2020, expand 
implementation of 
Motivational Interviewing 
(MI) across DMC-ODS 
waivered programs. 

1.   Provide “Changing 
Addictive Behaviors Using 
CBT, Mindfulness, and 
Motivational Interviewing” 
by August 31, 2020.  
 
2.   Provide full day 
Advanced Motivational 
Interviewing (MI) trainings 
to DMC-ODS providers by 
January 30, 2020.  

Training Provided  

 

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: _1, 2__ 
 

☐ Partially Met: ____ 
 

☐ Not Met: ___ 
 

☐ Continued: ____ 

Training participants reported that the CBT/Mindfulness training was very effective in providing practical guidance. BHS provided 
workbooks to all participants. A beginning MI training was added in December so that participants could attend both a beginning and 
advanced training. There is a need for continuing training in MI but there are challenges because clinics are contracted providers. We also 
provided an EBP training on Seeking Safety and Acceptance and Commitment Therapy. A Trauma-Informed Mindfulness training was 
postponed due to COVID-19. 
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GOAL IV. b. Increase use of evidence-based practices. 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
3.  By June 30, 2020, 
increase use of 
Contingency 
Management 
intervention according 
to Methamphetamine 
Task Force 
recommendations. 

1.   Provide training on 
Contingency Management.  
2.   Enhance current 
Contingency Management 
services at SF AIDS 
Foundation Stonewall 
Project and UCSF Citywide 
STOP.  
 
  

1. Training on contingency management was included in the following training. 

.  
2. San Francisco AIDS Foundation (SFAF):  

Baseline: SFAF offered the Positive Reinforcement Opportunity Project (PROP), including CM and counseling, 
within the pre-treatment component of Stonewall (for gay, bi, trans, and other men who have sex with men). 
Change: Fall 2019, SFAF offered “PROP for All” at their 6th Street Harm Reduction Center. During COVID-19, 
urine testing needed to be suspended and drop-in counseling moved to telehealth and phone. 
               UCSF Citywide Stimulant Treatment Outpatient Program (STOP):  
Baseline: STOP offered fishbowl draws for small items (hygiene supplies), and $5 or $20 gift cards, for 
documented recovery activities consistent with treatment plans, available to all clients. This ended 3/6/20 when 
COVID-19 protocols ended face-to-face counseling.  
Change: While implementing COVID-19 telehealth protocols, the program prepared to offer clients with smart 
phones the ReSET app with digital CBT lessons, virtual fishbowl draws and e-gift cards. 

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: __2___ 
 

☒ Partially Met: 1 
 

☐ Not Met: ___ 
 

☒ Continued: _1__ 

1. Because of misapplication of the “kickback” regulation, trainings on Contingency Management were not prioritized, as San Francisco first 
focused on administrative solutions that will allow drug treatment programs to utilize this evidence-based treatment. In the first half on 2019, a 
webinar on Methamphetamine treatment (Rick Rawson, PhD) gave an overview of the evidence for Contingency Management. As part of the 
11/22/2019, training, SFAF Stonewall staff discussed their experience providing Contingency Management in their pre-treatment PROP 
program. 

 
2. SFAF:  BHS and SFAF leadership provided information to state legislators on Contingency Management as an evidence-based practice in SUD 
treatment, which helped to inform SB 888, introduced January 2020. 
UCSF Citywide STOP:  
Valerie Gruber, PhD, program director, selected ReSET (www.resetforrecovery.com , an FDA-approved prescription digital therapeutic for 
Contingency Management and CBT, cost covered by prescription benefit or patient assistance program), over available alternatives (e.g. 
www.chess.health, for CBT and systems improvement). She reviewed the client and clinician interface (Pear Therapeutics presentation, OTOP, 
2/6/2020), and randomized clinical trials (with Caravella McCuistian, PhD, presentation at ZSFG Drug User Research Group, 3/4/2020). After 
developing telehealth protocols during the COVID-19 emergency, the STOP team decided to use ReSET with clients who had (or could  manage 
donated) smart phones (counselors 5/5/2020, prescribers 5/18/2020), and scheduled ReSET training for 7/27/2020. 

http://www.resetforrecovery.com/
http://www.chess.health/
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V.  PERFORMANCE AND AREAS FOR IMPROVEMENT 

 

GOAL V. a. Use quantitative measures to assess performance and to identify and prioritize area(s) for improvement.   
 

OBJECTIVE ACTION(S) PERFORMANCE DATA 
1.  By June 30, 2020, at 
least 60% of clients will 
maintain abstinence or 
show a reduction of 
Alcohol and Other Drug 
use. 

1.  Monitor CalOMS data 
quarterly to identify areas for 
improvement.  

 
The FY 19-20 annual report through Q3, with data from July 1, 2019 to March 31, 2020, has been posted on 
the public BHS website:  
 
https://www.sfdph.org/dph/files/CBHSdocs/CANS-CalOMS/FY19-
20_Objective_B.2_Frequency_of_Use_Outcomes_for_Outpatient_Programs_3rd_Qtr.pdf 
 
 

SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: _1___ 
 

☐ Partially Met: ____ 
 

☐ Not Met: ___ 
 

☐ Continued: ____ 

 
BHS Quality Management extracted data from the Avatar Data Warehouse CalOMS table to track reduction of alcohol or other drug use.   
As of March 31, 2020, 75.1% of clients maintained abstinence or showed a reduction of alcohol and other drug use, meeting our goal.  
 
Out of the 20 programs monitored, 17 programs had reportable data, as 3 programs did not have CalOMS discharge data in the system yet.  
We found that 13 programs out of the 17 programs (76%) met the benchmark of having at least 60% of their clients reduce their drug use or 
remain abstinent.  
 

https://www.sfdph.org/dph/files/CBHSdocs/CANS-CalOMS/FY19-20_Objective_B.2_Frequency_of_Use_Outcomes_for_Outpatient_Programs_3rd_Qtr.pdf
https://www.sfdph.org/dph/files/CBHSdocs/CANS-CalOMS/FY19-20_Objective_B.2_Frequency_of_Use_Outcomes_for_Outpatient_Programs_3rd_Qtr.pdf
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GOAL V.  a. Use quantitative measures to assess performance and to identify and prioritize area(s) for improvement.  

OBJECTIVE ACTION(S) PERFORMANCE DATA 

2.  By June 30, 2020, 
ensure timely 
submission of ASAM 
Level of Care (LOC) 
Recommendation 
Forms. 

1.  Monitor timeliness of 
ASAM LOC Assessments for 
non-NTP outpatient 
providers to ensure that at 
least 85% are finalized 
within 3 business days.  
 
 

 

 
SCORING PROCESS DATA 

 
Action Items Met: 
 

☒ Met: __1___ 
 

☐ Partially Met: ___ 
 

☐ Not Met: ___ 
 

☐ Continued: ___ 
 

BHS Quality Management extracted data from Avatar to monitor timeliness of ASAM LOC Assessments from episode opening date to assessment date.  
If more than one ASAM assessment was conducted per episode, the first ASAM assessment that was finalized is selected.  The 3-business day standard 
was met 94% of the time. 
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GOAL V. b. Improve Clinical Documentation   

OBJECTIVE ACTION(S) PERFORMANCE DATA 
1.  By June 30, 2020, ensure 
all DMC-ODS client 
treatment plans match 
frequency of service 
provided.    

1.  Monitor all DMC-ODS client 
treatment plans annually.  
 
2.  Develop clinical treatment 
plan technical assistance 
addressing service frequency.  
 

 
 

 
SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: _1, 2__ 

☐ Partially Met: ___ 

☐Not Met: ___ 

☐ Continued: ___ 

 
1. Treatment plans were monitored from the following DMC-ODS providers: 

• 8/21-23/19: Performed audit on HealthRIGHT 360 Adult Residential. Treatment plans for 22 clients were audited. No 
deficiencies related to treatment plan-frequency of service provided were found. 

• 9/17-19/19: Performed audit on HealthRIGHT 360 Adult OP. Treatment plans for 22 clients were audited. Of the 22 
clients, only 1 treatment plan did not match the frequency of service provided. For that 1 client, services were provided 
above the amount prescribed on the treatment plan.  

• 7/8-9/19: Performed audit on HealthRIGHT 360 Women’s Hope Residential. Treatment plans for 4 clients were 
audited. No deficiencies related to treatment plan-frequency of service provided were found.  

 
2. Although specific technical assistance about treatment plan and frequency of services was not carried out due to staff 
changes in Compliance, the training department satisfied this objective in the ASAM trainings, which do address treatment 
planning and documentation.  
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VI. CONTINUITY AND COORDINATION OF CARE 

 

GOAL VI.  a. Ensure that beneficiaries have access to integrated primary and behavioral health care.  

OBJECTIVE ACTION(S) PERFORMANCE DATA 
1.   By June 30, 
2020, improve client 
care coordination, 
prioritizing 
individuals who are 
experiencing 
homelessness. 

1.   Hold weekly case 
conferences with 
Homelessness and 
Supportive Housing (HSH), 
DPH BHS, DPH Street 
Medicine, and EMS 6.  
 
2.  Hold monthly case 
conferences with local SF 
law enforcement.  

 
 

Care Coordination Meeting Meetings held in FY 19-20 

Shared Priority/HSOC Weekly 
Meeting  
 

39 

Multidisciplinary Team Monthly 
Meeting  
 

6 

 

SCORING PROCESS DATA 
 
Action Items Met: 
 

☒ Met: _1, 2__ 
 

☐ Partially Met: __ 
 

☐ Not Met: ___ 
 

☐ Continued: ____ 

1. Weekly meetings launched in September 2019 and have continued through COVID response. This work has been instrumental in responding 
to the needs of individuals experiencing homelessness who are vulnerable to COVID-19 and ensuring that behavioral health needs are 
supported.  
 

2. Monthly meetings with local law enforcement (San Francisco Police Department’s Crisis Intervention Team, San Francisco Sheriff’s 
Department, Bay Area Rapid Transit Police Department’s CIT Team) and partners across City departments (Department of Public Health, 
Department of Homelessness and Supportive Housing, San Francisco Fire Department’s EMS Team) began in September 2019. The goal of 
these meetings has been to discuss individuals experiencing homelessness with behavioral health needs who have contact with law 
enforcement, so that we can ensure a collaborative and coordinated response to meet their health needs and mitigate contact with law 
enforcement. These meetings occurred monthly, but have been interrupted by COVID response. Despite this, ongoing contact and 
communication regarding individuals who are experiencing homelessness who have behavioral health needs has continued to ensure 
appropriate support and intervention.  



San Francisco Behavioral Health Services DMC-ODS Quality Improvement Work Plan Evaluation Report FY 19-20 
 

34 
 

 

GOAL VI.  a. Ensure that beneficiaries have access to integrated primary and behavioral health care.  

OBJECTIVE ACTION(S) PERFORMANCE DATA 
2.   By June 30, 2020, 
100% of Residential Step 
Down (RSD) clients will be 
linked to SUD outpatient 
(OP) treatment defined as 
1 documented recovery 
service.  

1.   Implement monthly 
monitoring of RSD linkages to 
outpatient services.  
 

2.   Finalize and expand 
current HealthRIGHT 360 
piloted protocols to support, 
monitor, and ensure all RSD 
clients stay engaged in 
outpatient treatment.  
 

3.  Meet bi-monthly with RSD 
providers to continue to 
troubleshoot RSD rollout and 
provide technical assistance.   

Sample Monthly Monitoring Report

 
Monthly reporting was implemented in October 2019 and submission rates have varied by program. BHS-
SUD system of care will continue working with providers to ensure that reports are submitted monthly.   

APPENDIX DOCUMENT TITLE 

G RSD Service Requirements 
 

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: _1, 2, 3__ 

☐ Partially Met: ___ 

☐ Not Met: ___ 

☐ Continued: ___ 

The core goal of RSD is to provide a safe living space that is supportive of recovery for clients who are transitioning to longer term treatment in 
the community, often after more restrictive residential treatment, and are receiving OP/IOP/OTP/OP-WM treatment for their substance use 
disorder (SUD).  RSD is available for young adults (ages 18-20) and adults (ages 21+) who are in need of a stable, safe environment in order to best 
support their recovery from a SUD; and concurrently enrolled in OP/IOP/OTP/OP-WM treatment settings.  
The RDS Service Requirements were reviewed and finalized in August, 2019. 
RSD’s for families with children must ensure childcare is provided by licensed professionals and recovery, case management, family/child, and 
parenting ancillary services are accessible. 
Monitoring and Submission Requirements: Programs will have documented monthly verification of enrollment in an SUD treatment program 
(Outpatient, Intensive OP, NTP or Recovery Services). 
Programs will submit SUDS RSD excel report or other internal tracking document of clients enrolled into SUD services by the 15th of the following 
month to SFDPH Business Office of Contract Compliance (BOCC) (See Appendix  G for RDS Service Requirements). 
BHS SUD-SOC continues the biweekly implementation meetings with HealthRIGHT 360, with three of their residential facilities and one 
outpatient/intensive outpatient program. During this initiative, initial and re-authorization forms, reports, and functionalities were formalized in 
Avatar, authorization standards were developed, RSD guidelines and services were created, and recovery services were added. In addition, 
HealthRIGHT worked with a billing consultant for two months to ensure clinical documentation met DMC-ODS standards and presented to 
providers at the RSD Provider Meeting on August 14, 2019.   
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GOAL VI.  a. Ensure that beneficiaries have access to integrated primary and behavioral health care.  

OBJECTIVE ACTION(S) PERFORMANCE DATA 
3.  By June 30, 2020, improve 
client care coordination of 
physical and behavioral health 
between the co-located Office 
Based Induction Clinic (OBIC) 
primary care clinic and BHS 
Pharmacy’s Buprenorphine 
services for DMC-ODS clients. 

1.  Facilitate the hiring of 1 FTE 
Medical Assistant to administer 
on-site tox-screenings.  

One full-time Medical Assistant to administer on-site tox-screenings was hired  in winter of 
2019. 

SCORING PROCESS DATA 

 
Action Items Met: 

☒ Met: __1__ 

☐ Partially Met: ___ 

☐ Not Met: ___ 

☐ Continued: ___ 

To facilitate the hiring of one full-time Medical Assistance (MA), we added general funds to this budget. The MA was indeed hired 
for OBIC. This person helps to greet clients and facilitate the vital signs and tox screens. 
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Mental Health Client Density and Program Location 2019 

 

 

 

Number served: 19,471  

Geocoded: 13,563  

Homeless: 3,814  

Out of San Francisco: 690 

No address: 1,404 
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Substance Use Client Density and Program Location 2019 

 
 

 

Number served: 5,845  

Geocoded: 3.498  

Homeless: 2,053  

Out of San Francisco: 99 

No address:195 
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Number of Mental Health Treatment Programs by Neighborhood     

Neighborhood Crisis Day Treatment ICM Inpatient Outpatient Residential Total 
Bernal Heights 0 0 0 0 5 3 8 
Chinatown 0 1 0 0 3 0 4 
Financial District/South Beach 0 0 0 0 2 0 2 
Haight Ashbury 0 0 0 0 2 1 3 
Hayes Valley 0 0 0 0 7 0 7 
Inner Sunset 0 0 0 0 1 2 3 
Lone Mountain/USF 0 0 0 2 5 4 11 
Marina 0 0 0 0 1 0 1 
Mission 1 1 6 1 33 4 46 
Nob Hill 0 0 0 2 2 0 4 
Oceanview/Merced/Ingleside 0 0 0 0 5 0 5 
Outer Mission 0 0 0 0 5 0 5 
Outer Richmond 0 0 0 0 12 0 12 
Pacific Heights 0 0 0 2 2 1 5 
Portola 0 0 0 0 1 0 1 
Potrero Hill 0 1 0 0 0 0 1 
Presidio Heights 0 0 0 0 0 1 1 
South of Market 2 1 7 1 18 2 31 
Sunset/Parkside 1 0 0 0 10 0 11 
Tenderloin 0 0 1 0 9 0 10 
Twin Peaks 0 0 0 0 5 0 5 
Visitacion Valley 0 0 0 0 1 0 1 
West of Twin Peaks 0 0 0 0 1 0 1 
Western Addition 0 0 5 0 9 1 15 
     Not in San Francisco 1 0 1 0 15 12 29 
    Total 5 4 20 8 154 31 222 

 



 
 

APPENDIX  D 

Number of Substance Use Treatment Programs  
by Neighborhood               

Neighborhood Ancillary 
Day 

Services 

Narcotic 
Replacement 

Treatment 

Other 24 
Hour 

Service Outpatient 
Prevention 

Services 
Residential 

Detox 
Residential 
Step Down 

Residential 
Treatment Total 

Bayview Hunters Point 0 0 4 0 0 0 0 0 0 4 

Bernal Heights 0 0 1 0 0 0 0 0 0 1 

Castro/Upper Market 0 1 0 0 3 0 0 0 0 4 

Excelsior 0 0 0 0 0 0 0 1 2 3 

Golden Gate Park 0 0 0 0 0 0 0 0 1 1 

Haight Ashbury 0 0 0 0 0 0 1 1 1 3 

Hayes Valley 1 0 0 0 3 1 1 1 1 8 

Japantown 0 0 0 0 0 0 0 1 0 1 

Lone Mountain/USF 0 0 0 0 1 0 0 0 0 1 

Mission Bay 0 0 1 0 0 0 0 0 0 1 

Portola 0 0 0 0 1 0 0 0 0 1 

Potrero Hill 0 0 4 0 2 0 0 0 2 8 

Presidio Heights 0 0 0 0 0 0 0 0 3 3 

South of Market 0 0 2 1 8 0 0 0 5 16 

Tenderloin 1 0 3 0 3 0 0 0 0 7 

Treasure Island 0 0 0 1 0 0 0 0 0 1 

Twin Peaks 0 0 0 0 1 0 0 0 0 1 

Western Addition 0 0 1 0 0 0 1 0 2 4 
CY2018 1 1 20 3 22 1 4 2 21 75 

CY2019 2 1 16 2 22 1 3 4 17 68 
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Mental Health Services 
BHS Grievances/Appeals by Category 

July 1, 2019 – June 30, 2020 
Total Number = 37 

(Appeals = 1, Grievances = 36) 
 Appeal Category Number Percent 

Denial   
Payment Denial   
Delivery System   
Modification   
Termination 1 3% 
Authorization Delay   
Timely Access   
Financial Liability   
Grievance/Appeal Timely Resolution   

Grievance Category   
Access – Service Not Available    
Access – Service Not Accessible   
Access – Timeliness of Services   
Access – 24/7 Toll-Free Access Line   
Access – Linguistic Services   
Access – Other Access Issues 5 14% 
QOC – Staff Behavior Concerns 12 32% 
QOC – Treatment Issues or Concerns 1 3% 
QOC – Medication Concern 1 3% 
QOC – Cultural Appropriateness 1 3% 
QOC – Other Quality of Care Issues 2 5% 
Change of Provider 2 5% 
Confidentiality Concern 1 3% 
Other – Financial 2 5% 
Other – Lost Property 2 5% 
Other – Operational  1 3% 
Other – Patient’s Rights   
Other – Peer Behaviors 2 5% 
Other – Physical Environment 2 5% 
Other – Grievance Not Listed Above 2 5% 
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SUDS (non-DMC) 
BHS Grievances by Category 
July 1, 2019 – June 30, 2020 

Total Number = 11 
 Grievance Category Number Percent 

Access – Service Not Available    
Access – Service Not Accessible   
Access – Timeliness of Services 1 9% 
Access – 24/7 Toll-Free Access Line   
Access – Linguistic Services   
Access – Other Access Issues   
QOC – Staff Behavior Concerns 6 55% 
QOC – Treatment Issues or Concerns   
QOC – Medication Concern   
QOC – Cultural Appropriateness   
QOC – Other Quality of Care Issues   
Change of Provider   
Confidentiality Concern   
Other – Financial   
Other – Lost Property   
Other – Operational  2 18% 
Other – Patient’s Rights   
Other – Peer Behaviors 1 9% 
Other – Physical Environment 1 9% 
Other – Grievance Not Listed Above   
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TABLE 3 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

DMC-ODS 
BHS Grievances/Appeals by Category 

July 1, 2019 – June 30, 2020 
Total Number = 10 

(Appeals = 0, Grievances = 10) 

 Appeal Category Number Percent 
Denial   
Payment Denial   
Modification   
Termination   
Authorization Delay   
Timely Access   
Financial Liability   
Grievance/Appeal Timely Resolution   
All other adverse benefit determinations   

Grievance Category   
Access to Care   
Quality of Care 1 10% 
Program Requirements 1 10% 
Failure to Respect Beneficiary’s Rights 1 10% 
Interpersonal Relationship Issues 2 20% 
Other Grievance 5 50% 
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TABLE 4                                      
 

MH/SUDS/DMC-ODS Grievances Regarding Change of Provider 
 July 1, 2019 – June 30, 2020 

 

 

File # 

 

Program 

 

Outcome/Merit 

14 MH/Admin-Mission Mental Health Services Request Denied/No Merit 

27 MH/Family Service Agency Request Denied/No Merit 
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TABLE 5                        

 Identified System Issues/Recommendations for QI Activities 
FY 19 – 20 

 

 

Policy/Guidelines 
 

Ø Review of 1380 building safety protocols 

Service Delivery/Accessibility 
 

Ø Lack of shelter beds 
 

Ø Lack of longer-term hospitalizations including IMDs 
 

Ø Lack of Spanish-speaking capacity 
 

Ø Increase the number and accessibility of SUDS IOP services 
 

Ø Effective August 2019, ZSFG Psychiatric Emergency notes are no longer assessible in CCMS   
 
Staff Training Needs 
 

Ø Varying threshold of residential programs for violent clients can be a barrier to timely access of 
needed services 
 

Ø Presence of clients’ dangerousness to others can obscure clients’ risk for dangerous to self 

 

 

 



BHS Prescribing Trends
July 2016 – June 2019

Medication Use Improvement Committee (MUIC) 
September 5, 2019

Michelle Geier, PharmD, BCPP, APh
Psychiatric Clinical Pharmacist Supervisor
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MUIC Drug Use Evaluation (DUE)

• Completed every September

• Results of 2018 DUE:
• Continue 3 work groups

• Increasing SUDS medication prescribing
• Deprescribing medications in older adults
• Prescribing by race

• Root cause analysis for decline in NRT
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Residential Step-Down (RSD) Service Requirements  
 
Residential Step-Down (RSD) is a service component of the San Francisco Health Network-
Behavioral Health Services (SFHN-BHS) substance use disorder (SUD) continuum of care which 
promotes the wellness and recovery of individuals with substance use and related disorders. 
Residential step-down programs are sub-acute, short-term, residential services that provide 
support and access to outpatient treatment in a 24 hour staffed, open home-like environment.  
 
RSD services are available to beneficiaries who are stepping down from inpatient/ residential 
substance use disorder treatment. Clients must be concurrently in treatment, specifically in 
outpatient (OP), intensive outpatient (IOP), Opioid Treatment Program (OTP), or Outpatient 
(aka: Ambulatory) Withdrawal Management (OP-WM) settings. RSD provides temporary, drug 
and alcohol free environment to residents that are actively engaged in outpatient treatment for 
medically necessary SUD provided to the client off-site.  
 
The core goal of RSD is to provide a safe living space that is supportive of recovery for clients 
who are transitioning to longer term treatment in the community, often after more restrictive 
residential treatment, and are receiving OP/IOP/OTP/OP-WM treatment for their SUD. RSD is 
available for young adults (ages 18-20) and adults (ages 21+) who are:  
 
1. In need of a stable, safe environment in order to best support their recovery from a SUD; and  
2. Concurrently enrolled in OP/IOP/OTP/OP-WM treatment settings.  
 
RSD’s for families with children must ensure childcare is provided by licensed professionals and 
recovery, case management, family/child, and parenting ancillary services are accessible. 
 

Residential Step-Down Guiding Principles 
 

1  Agencies managing RSD do not restrict access to this benefit to their own clients. Agencies refer their clients to 
other available RSD beds if they have met their capacity. RSD beds are available to any patient that is eligible for 
this benefit within the SUD system of care, especially those belonging to one of the groups prioritized for this 
benefit.  

2  The following high-risk patient populations need to be prioritized for RSD at the SUD treatment provider level 
according to the following ranking:  

a) Perinatal clients  
b) People who injected drugs  
c) People defined as ‘high utilizers’  

APPENDIX G



 

 Page 2 of 3 
Revised 8.13.19 

d) Chronically homeless   
e) Certain non-AB 109 criminal justice clients without alternative criminal justice funding for recovery 

housing  
f) Young Adults (ages 18-20)  
g) People with HIV/AIDS  
h) Residential step down (homeless clients stepping down from residential treatment into RSD)  
i) Lesbian, gay, bisexual, transgender and questioning (LGBTQ) populations  

 
* Populations outside of the prioritized list will be authorized for RSD if sufficient capacity is available to 
accommodate prioritized populations.  
Note: Undocumented homeless adults who meet the prioritization criteria listed above are eligible for placement in 
RSD.  

3  Eligible participants are medically and psychiatrically stable enough to benefit from RSD and outpatient treatment.  
4  Program participation is self-initiated, and patient chooses abstinence-focused RSD.  
5  Program policies and operations are consistent with the National Standards for Cultural and Linguistically 

Appropriate Services (CLAS) and ensure individual rights of privacy, dignity, respect, and safety.  
6  Programs emphasize the personal recovery goals of participants and long-term housing stability so as to minimize 

the likelihood of homelessness.  
7  Program design establishes minimal barriers for entry into programs.  
8 Holistic services and peer-based supports are available to all program participants.  
9  Clients are continually assessed for beneficial ancillary services such as linkages to primary care, government 

benefits, family reunification, legal, mental health, and other services based on needs.  
10  Relapse is not treated as an automatic cause for eviction from housing or termination from the program.  
11 Participants who determine they are no longer interested in RSD or who are discharged from the program are 

offered assistance in accessing other service options, and are not necessarily discharged from outpatient care.  

 

Staffing  

At a minimum, someone must be responsible for the safety of the building, someone must be 
available to maintain records, and to admit and discharge residents, and to maintain rules of 
the house. Programs may choose to have other staff available such as cooks, grounds keepers, 
licensed child care, etc. Staff shall not provide any direction to clients but shall be available for 
appropriate management of the physical plant. 

 
Length of Stay 
Length of stays shall be limited to short term episodes, up to 24 months.  

 
Record Keeping  

Client records shall be kept in Avatar. 
 

Required Documentation: 
Admission:  

Avatar Open admission form 
Program Intake form (program form) 
Program consent form (program form), including 42CFR release to confirm 
Documentation of enrollment in a SUD treatment program (Outpatient, 
Intensive OP, NTP or Recovery Services). 
CBHS Consent Form (BHS form) 
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Complaint/Grievance/HIPPA (BHS Form) 
Client Rights (program form) 
Fees/Payments/Refund agreement (program form) 

 
 

Progress Notes:  
One status note per week, including confirmation of ongoing treatment. This can 
be an individual note or group check-in note.  
 

Monitoring and Submission Requirements: 
  Programs will have documented monthly verification of enrolment in a SUD 

treatment program (Outpatient, Intensive OP, NTP or Recovery Services). 
 
 Programs will submit SUDS RSD excel report or other internal tracking document 

of clients enrolled in to SUD services monthly by the 15 of the following month 
to SFDPH BOCC (bocc@sfdph.org). 

 
 

 
 

Discharge: 
Avatar Closing Episode  

 

RSD Program:    

Month of 
Report:   
Report due to SFDPH BOCC (bocc@sfdph.org) on 15th day of the following month 

            

Client 
Name 

BIS 
Number 

RSD 
Admission 

Date 

Name of Outpatient, Intensive Outpatient, 
NTP, or Recovery Services Program where 

client is enrolled 

Service Type  
(OP, IOT, NTP, 

RS) 

Last service date 
for the month 
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