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A. Introduction and Description of Project Goals  
As part of Phase 2 of the Blue Shield of California Foundation (BSCF) Integration Project, the Whole 
Health Partnership (WHP) of Merced County identified multiple goals to advance cross-sector 
communication and collaboration, address the needs of patients and build capacity of providers and 
staff to work with individuals with behavioral health needs. Project goals included the following:  

1. Develop and Implement a Universal Release of Information Policy and Procedure across WHP 
organizations to streamline referral processes, communication and information sharing 

2. Map the current referral pathway across various WHP organizations and identify areas for 
improvement to improve continuity of care 

3. Facilitate training opportunities for front line staff across health, public health and community 
based settings to increase knowledge and awareness of mental health and build skills to 
improve self-care and wellness with patients 

The following report documents and assesses how and the extent to which progress was made in 
achieving these goals. 

B. Summary of Progress, Achievements, Challenges and Lessons 
Learned 
WHP organizations engaged in several pilot activities over the course of the grant period that led both to 
internal and cross-system process improvements and systems changes. The pilot activities brought 
additional partners to the table and highlighted barriers that still need to be addressed to streamline 
referral and coordination practices. The following section provides a summary, by each goal, of key 
accomplishments, lessons learned and remaining challenges. 

Overarching Accomplishments Across Phase 2 
x Collecting and sharing data to understanding the volume of referrals across the system 

x Tracking the referral pathways and processes between FQHCs, County and Beacon Health 
Options to identify where patients fall through the cracks 

x Incorporating Beacon Health Options into the WHP was critical to understanding the continuum 
of care for individuals with mild/moderate mental health conditions 

x Implementing the Beacon behavioral health screening tool was determined very effective in 
identifying patients with mental health disorders that are likely to meet criteria for specialty 
care at the county. (See Attachment VII for Beacon tool). 

x Clarifying policies and protocols across agencies and enhancing direct communication and 
follow up with designated points of contact across partners. 
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x Highlighting the need for case management across the system, understanding the limitations 
each organization has for providing case management, and acknowledging that case 
management has different definition across organizations (FQHCs, Beacon, CCAH) 

x Understanding internal processes that create barriers to follow up and letting go of assumptions 
that a “lack of follow through” is the fault of other systems of care 

x Gaining knowledge of the types of patients who continue to be inadequately served by the 
current system of care 

x Creating a forum for partners to identify care coordination needs and discuss issues with agency 
representatives that lead to systems changes and solutions 

Goal 1. Implement a universal Release of Information (ROI) form and 
related Policy and Procedure across Whole Health Partnership 
organizations to streamline health care referrals and improve patient 
experience.  
Key Accomplishments 

x County Behavioral Health and Recovery Services (BHRS) Department presented a ROI form, 
currently in use and that was vetted with their legal department to ensure compliance with 
privacy regulations, with the WHP. Whole Health Partnership members reviewed the BHRS 
Release of Information, compared this form with existing documents and discussed feasibility of 
implementation within their organizations with their legal/administrative teams. (Release of 
Information form, Attachment VI) 

x By April 2016, the BHRS Release of Information and related Policy and Procedure was piloted in 
3 of the 5 Whole Health Partnership sites (Livingston Community Health, BHRS, Beacon Health 
Options) and the procedures and workflows were revised based upon the pilot test results.  

x By October 30, 2016, the ROI was implemented at LCH, BHRS, Beacon and actively pilot tested at 
GVHC. Mercy Medical Center was not able to pilot test the ROI due to perceived risks associated 
with HIPAA interpretations expressed by representatives from Dignity Health, a national 
organization with existing requirements for ROI documentation and procedures that were not 
feasible to change during the grant period. 

Lessons Learned 
x Implementing a universal Release of Information form is not enough to ensure communication 

and information sharing. In many cases, even though a ROI was signed by a patient at the FQHC 
and submitted with a referral to County BHRS, individuals are still asked to sign another ROI 
form by the County. 
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Challenges  
x The ROI that was pilot tested is longer and more complex than what the FQHCS were previously 

using with patients because the form embeds both English and Spanish. As a result, BHRS is 
considering separating the form into an English and a Spanish version.  

x Despite implementing the ROI, verifying open cases with BHRS continues to require multiple 
steps. Even when the ROI has been submitted with a referral, designated contacts from the 
county are requesting that clinicians from FQHCs fax over another copy prior to discussing 
referral outcome or verifying if patient has been seen or opened for county services.  

Goal 2. Develop a Referral pilot process that will allow WHP organizations 
to test, map and refine referral protocols and work flow processes 
involving at least three Whole Health Partnership organizations, to 
promote improved care coordination across systems of care. The findings 
of the cross-system referral mapping activities will inform the options and 
timelines for Merced County to move toward e-referral implementation.  
Referral processes across multiple WHP entities (e.g., two FQHCs, County BHRS, and Beacon) were 
documented to identify areas of breakdown and improvement. Going through this detailed process 
highlighted several areas for improvement and served as an important precursor to developing an 
action plan for implementing an electronic referral and tracking process. At this point, the release of 
information and referral process depends on physical signatures by patients/clients, document scanning 
into EMR, fax, telephone follow up with designated points of contact (when possible) and written 
confirmation letters mailed between agencies. Moving to an e-referral process will require use of 
scanning and secure email since patients/consumers must sign releases and consent forms to authorize 
record release, referrals and communication across providers to ensure continuity of care.  

Overarching Accomplishments across WHP Agencies 
x LCH, GVHC, BHRS and Beacon Health Options mapped existing referral processes for patients 

with mild/moderate and severe mental health disorders across their respective organizations. 
Referral protocols were tested and referrals tracked across FQHCs, BHRS and Beacon during 
April/May 2016 and Oct/November 2016. (See Attachments I-V) 

x WHP organizations identified a set group of clients referred to other WHP systems of care to 
discuss the status of referral connections, identify areas of breakdown across organizations that 
impede follow up and develop strategies to resolve operational issues and improve 
communication and follow up.  

x During monthly collaborative meetings, WHP partner organizations used a structured “case 
review” protocol (e.g., dates of intake, patient needs, reason for referral, follow up decisions) 
that highlighted system inefficiencies and breakdowns that lead to poor outcomes for patients 
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in terms of service linkage and continuity of care. Using patient case studies allowed the 
partners to walk through referral and service linkage expectations based on patient needs and 
helped define points of accountability across partner organizations. (See Attachment VI for Care 
Coordination Case Consultation template).  

x Pilot activities prompted individual organizations to examine internal processes and functions of 
other departments to develop a better internal system to track BH referrals and communicate 
outcomes.  

x FQHCs documented the total number of SMI referrals to County BHRS to understand the actual 
volume of referrals that take place for patients seen in primary care settings who may have 
serious mental health conditions. In actuality, the number of SMI referrals to county for 
specialty mental health services is quite low, N= 8 from GVHC during a 2 month pilot period, and 
N=17 from LCH during a 3 month pilot period. 

x The Beacon BH Screening tool has proven effective in identifying patients with mental health 
disorders that are likely to meet criteria for specialty care at the county. FQHC representatives 
reported that Behavioral Health Clinicians (BHCs) have a clear understanding of the county 
specialty criteria, which is supported by the screening tool; therefore it is rare that patients 
referred to BHRS do not meet SMI criteria. 

Referral Pilot Outcomes 
Livingston Community Health Center to County Behavioral Health and Recovery Services 
Tracking referral outcomes between LCH and County BHRS is still a manual process. Gathering this data 
requires multiple strategies including, tracking County PCP letters; patient self-report; some direct calls 
between LCH and designated point of contact at the county. 

The LCH Behavioral Health Director tracks her own patient referrals and ROI submissions to County 
BHRS for specialty mental health services. In the last 3 years, there have been a total of N=98 referrals 
made to County BHRS for mental health services. After looking back at all available data, the BH Director 
was able to determine the outcome of two-thirds of all referrals, but for one-third of the referrals the 
status of their connection to county services as unknown. 

Referral Outcome FY 2013-14 to FY 2015-16 N % 

Unknown Status 33 34% 

PCP Letter Received from County, Appt Status Only 20 20% 

PCP Letter Received from County, Medication Dosage Only 14 14% 

PCP Letter Received from County, Appt Status & Medication Dosage  31 32% 

Total 98 100% 
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Lessons Learned and Systems Changes Resulting from Pilot Activities 

Identified Issue Systems Change 

PCP letters sent from the County to LCH are received 
in the Medical Records Dept., scanned into the EMR, 
then shredded. PCP letters were not always scanned 
into the same location in the electronic record making 
them difficult for BHC Director to find. 

Medical Records Dept. at LCH is no longer shredding 
PCP letters after scanning them into the EMR; they are 
now send them to the BHC director for tracking and 
follow up. 

LCH has Referrals Department to centralize all 
external/specialty referrals to outside providers, 
including County BHRS. Once a patient referral packet 
is submitted, the referral status is “closed” in the 
Dept. This closure process does not inform referring 
providers about whether the patient connected to 
services, only that the referral was processed 
internally. 

BH Director is working with internal departments to 
improve referral tracking protocols to improve data 
collection on actual service connections.  

 

Implementing the ROI has not met the goal of 
streamlining follow up processes. In order to 
communicate about the status of referrals to County 
BHRS BH Director needed to re-submit patient name, 
DOB, referral date and ROI. The process continues to 
be still a duplicative process. 

LCH working directly with BHRS staff to use database 
to confirm receipt of signed ROI and eliminate need to 
re-submit in order to communicate about referral 
status. 

 

Livingston Community Health Center to Beacon Health Options 
FQHC referrals to Beacon for outpatient therapy are the exception rather than the norm, since FQHCs 
have the capacity to treat patients with mild/moderate mental health disorders and are part of the 
Beacon provider network. However, FQHCs experience clinical capacity issues with patients needing 
more than brief intervention, but not meeting medical necessity criteria for County services. In general, 
PCP referrals to Beacon are limited to “PCP Decision Support, Care Management or behavioral health 
therapy for Autism Spectrum D/O.”  

Lessons Learned and Systems Changes Resulting from Pilot Activities 

Identified Issue Systems Change 

Beacon follow up on referral status/outcome is a 
phone message to PCP based on information provided 
on the referral form. BH providers are not getting this 
information. 

Beacon is developing a Disposition of Referral form to 
fax/email to providers to create a systematic, follow 
up process with documentation.  

Beacon has limited capacity for case management and 
does not confirm all service linkages. 

Beacon clarified their referral process for WHP 
members: members are given a list of 3 providers to 
contact for BH services; if they do not have success 
connecting with a provider, they are instructed to call 
back for 3 new referrals or request assistance. 
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Golden Valley Health Centers to County Behavioral Health and Recovery Services 
During the November pilot period, GVHC made N=4 referrals to county BHRS for specialty mental health 
services. Of the 5 referrals, 1 patient no-showed and the other 4 patients were scheduled for 
assessments in early December. FQHCs typically see their patients once/month; access to county 
mental health assessment appointments were timely (within 2-3 weeks) and based on patient 
availability. GVHC relies on case management staff to conduct follow up on referrals and document 
status of service connections. 

Lessons Learned and Systems Changes Resulting from Pilot Activities 

Identified Issue Systems Change 

GVHC had inaccurate fax number for BHRS Access Line 
that created initial delays in service referrals 

GVHC case managers BHRS confirm BHRS receipt of 
referral via phone  

PCP letters serve as formal notification of referral 
outcome at BHRS (e.g., client linked to services, 
refused services, no-showed), but this information 
does not always get to the BHC.   

BHRS Case Manager notifies the BHC about the 
referral outcome based on direct follow up with the 
patient and the county. 

There is a need to increase documentation of 
information sharing between BHCs and PCPs beyond 
medication management issues 

Use of EMR serves as a primary communication tool 
for PCPs, BHCs and case managers to document 
referral outcomes and issues patients experience 
when trying to access external services (e.g., 
transportation challenges). 

Some mild/moderate patients are open as SMI with 
county. FQHC providers are unclear what to do to 
ensure there is not duplication of services. There is 
currently no system to flag whether a patient is open 
in two systems (FQ and County BHRS). BHCs only 
discover this issue through patient disclosure. 

Alliance MCO/Beacon Health Options will not 
automatically deny payment for BH services provided 
in primary care settings for patients that meet medical 
necessity but choose not to go to county for services. 
Beacon will work with members to help link to 
appropriate services. 

 

County Behavioral Health and Recovery Services to Beacon Health Options 
County Behavioral Health Recovery Services (BHRS) received 7600 calls to their Access Line during the 
2015-16 fiscal year. The Access line receives all calls and referrals, completes initial screening and 
determines urgent/non-urgent status for appointment scheduling. The Central Intake Unit of BHRS, 
comprised of 4 clinicians from Merced, Los Banos and Livingston, conducts all assessments for Merced 
County. In the same fiscal year, these 4 clinicians completed 2,200 comprehensive assessments. 
Consumers who do not meet medical necessity following assessment are referred to Beacon. 
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Lessons Learned and Systems Changes Resulting from Pilot Activities 

Identified Issue Systems Change 

BHRS sends Beacon a secure, encrypted email 
including the screening tool, referral form and 
comprehensive diagnostic assessment. Beacon is a 
health plan and not a service provider, they do not 
have an EMR, and they have nowhere to store clinical 
diagnostic assessment information on members that 
need service referrals. Beacon has been shredding this 
information. 

Beacon has indicated that full assessment information 
is not a required component of the referral and no 
longer needs to be sent by encrypted email. 

In January 2017, WHP partners will clarify the 
documentation required for referrals from County to 
Beacon.  

Comprehensive diagnostic assessment information is 
not reaching the next treatment provider, forcing the 
consumer to repeat their story and disrupting 
continuity of care. 

Encourage the Beacon member to take their personal 
records with them to the next provider; inform next 
provider of completed assessment and sign ROI to 
allow record to be shared 

 
Remaining Challenges to Address 

x Referral practices are not systematic or consistent across all BHCs within the primary care clinic 
settings and ongoing training and supervision is needed. Some BHCs are still linking patients to 
specialty MH services by calling the BHRS Access Line directly without completing the Beacon 
screening tool and faxing to the county (which is standard protocol). There is still some 
resistance to formal procedure due to the time it takes to complete the paperwork and 
document in the EMR. 

x Current capacity for case management is not sufficient to meet the need. FQHCs are not 
reimbursed for case management services, CCAH has a CM program but is targeted primarily to 
high-cost members with frequent ED/hospital utilization, and the focus of Beacon case 
management services if for members who request assistance with linkage to a Beacon provider. 
WHP representatives discussed case studies of patients/members who did not fall into these 
categories but would benefit greatly from ongoing case management to improve care 
transitions and continuity.  

x Merced and Stanislaus county departments have different referral practices and protocols. 
Stanislaus County clinicians prefer to talk to BHCs directly to gain clinical impressions of the 
patient in a more robust way to clarify SMI criteria rather than relying solely on the screening 
tool that has a brief comment section. This creates a dual referral process for GVHC clinicians 
that will be referring patients across two counties. 

x Some FQHC patients do not want to receive County services at BHRS, due to stigma or prior 
experiences that were negative. Patients need education about level of care and more 
assistance with transitioning of services if they meet criteria for county services and need 
services such as psychiatry or case management.  
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Goal 3. Provide training to community members and/or Federally 
Qualified Health Center clinic staff to expand knowledge of mental health 
disorders, identify resources in the community and develop skills to 
respond to patients as well as promote their own wellness in the 
workplace. 
The WHP identified the need to improve 
frontline staff capacity to recognize signs 
of stress and mental illness in their 
patients, coworkers and selves and 
prioritize wellness. 

Vision Y Compromiso was contracted to 
conduct a four-week training in October 
2016 to improve the capacity of frontline 
staff to recognize and address signs of 
stress and mental illness in their patients, 
co-workers, as well as themselves. The 
training also offered strategies to help 
participants prioritize their own wellness 
as an antidote to daily stressors. 

Participants completed a pre- and post-training survey that asked a series of questions regarding their 
expectations for the training, ability to manage day-to-day stress and prioritize self-care and wellness, 
and ability to apply learnings from the training. The following reports findings from these surveys:  

A. Motivation for Attending Training and Learning Goals 
When asked why they were interested in attending the training, participants cited the following:  

x Motivation 

o More insights about the connection between mental health and well-being 
o Better ability to address clients with BH issues 
o Improve ability to react positively to difficult circumstances, including crisis 
o Improve my life 
o Tools to enhance my coping skills 
o Supervisor recommended or required attendance 

x Hope to Learn 

o Improve ability to provide more resources to the community 
o Ability to identify needs 

Characteristics of Training Participants: 

x 15 completed training 

x Employed by: Community Based 
Organizations, Merced Public Health, Merced 
Social Services, and Federally Qualified Health 
Centers 

x Job Titles: Health Outreach Worker, Case 
Manager, Language/Cultural Specialist, 
Community Health Specialist, Home Visitor, 
Parent Liaison 
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o Self care/self management 
o How to identify mental health issues 
o More work/life balance 
o Strategies to handle stress and difficult emotions at work 

B. Training Outcomes 
1. Most important things learned 

o Self care, positive self talk, put yourself first 
o Emotion management 
o Empathy (e.g., “everybody has a story, no matter what your first impression is, look at 

their resources, not just that they are needy” 
o Social determinants contribute to the person’s situation 
o Understanding, patience, listening – “everyone has the right to express themselves" 

2. How learnings will be applied 
o “Do what I can for my community, my co-workers to the best of my ability and let go of 

what I can’t control” 
o “Talk with my clients about self care, naming emotions, why they feel that emotion, and 

what they can do to manage that emotion if it is negative” 
o “Take time to take a break and take better care of myself without feeling guilty, and 

listen more to people for their story” 
o “Care for myself so that I can help my clients” 
o “Use concepts during visits with families and children to identify their feelings and work 

on strengths 

C. Overall Impact of Training on Participants 
Training participants were asked, on a scale of 1-10 (1 being lowest, 10 being highest), how they would 
rate their ability to manage stress, self care, and use the training. The following shoes how participants 
responded:  

Question Pre-Training Post-Training 

Manage stress on a day-to-day basis (1=lowest, 10=highest) 5.5 7.4 

Prioritize taking care of yourself 5.5 7 

Apply the content of this training to the people (e.g., patients, clients, co-
workers) you interact with in your job 

 8.8 
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C. Best Practices, Opportunities and Next Steps for Phase 3 
Best Practices  
The following Best Practices emerged from the work of the Merced WHP members: 

x Create a consistent and neutral forum for communication across County Depts., Health Plans, 
FQHC providers, Hospital partners, & community advocates 

x Designate a Point of Contact across WHP organizations to address questions/concerns 

x Clarify roles and responsibilities across partner organizations with written protocols or care 
coordination agreements 

x Use a Care Coordination Case Consultation process to elevate clinical and operational issues to 
leadership across WHP organizations 

x Use data to illustrate volume of referrals between organizations and verify connections and 
outcomes 

x Understand the types of populations/diagnoses that create breakdowns in care transitions in 
terms of roles, accountability and reimbursement 

Opportunities and Next Steps 
The following are opportunities and next steps to advance and institutionalize integration and the whole 
person approach in Merced: 

x Leverage the Phase 3 BSCF grant and California Accountable Communities for Health Initiative 
(CACHI) to expand and build on care coordination activities by continuing to focus on improving 
care transitions for at-risk populations that access multiple systems of care. 

x Leverage the role and neutrality of the Public Health Department to convene community 
stakeholders and to build coalitions to address the social determinants that impact health care 
access and health outcomes.  

x Expand  

x Continue to advance data/IT infrastructure to support information sharing through HIE 
activities. Moving to an e-referral process will require use of scanning and secure email since 
patients/consumers must sign releases and consent forms to authorize record release, referrals 
and communication across providers to ensure continuity of care.  

x Expand the Merced WHP definition of care coordination beyond referrals and delegation of 
responsibility to include an expectation for feedback loops and shared accountability across 
sectors (e.g., to create more of a community care team approach). 

x SBIRT implementation at FQHCs in 2017 creates opportunities to examine referral and care 
coordination practices for patients with substance use disorders. SBIRT includes a specific 
protocol for referring patients to county and community resources based on level of severity. 
BHCs include thorough addiction and drug use screening as part of patient assessment, but the 
capacity to treat addiction in the primary care setting is limited to brief individual or group 
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therapy. There are opportunities to connect with Drug Medi-Cal implementation and develop 
models of care that are best suited to various care environments. 

x Ongoing training needs to build provider capacity, including use of community health workers, 
peer providers, and others to assist in engaging patients/consumers in care, care coordination 
with cross sector transitions (e.g., hospital to community), among other potential roles. 
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Appendix I: Livingston to County Work Flow 
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Appendix II: Livingston to Beacon Health Options Work Flow 
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Appendix III: Golden Valley Health Centers to County Work Flow 
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Appendix IV: County to Beacon Health Options Work Flow 
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Appendix V: Beacon Health Options to County Work Flow 
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Attachment VI: BHRS Release of Information Form 
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Attachment VII: Beacon Behavioral Health Screening Tool 
(Adults), and Referral Instructions 
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Appendix VIII: Merced Whole Health Partnership Care 
Coordination Case Consultation (Example) 

Lead Organization 
 

Livingston Community Health 

Patient Demographics Age: 24 y/o 
Gender: Identified as Male 
Race/Ethnicity: White 
Geographic Area: Ballico, CA/ Merced County 
Time in Services: Ref. IBH 11/20/15, Intake 3/23/16 

Diagnoses & 
Psycho-Social Needs 
 
 
 

Depression and anxiety symptoms (PHQ-9= 19/ GAD-7=14) Severe  
Dx—Major Depression Disorder, Recurrent, Severe 
Autism Spectrum Disorder, Migraine Seizure Disorder,  
Dyslexia, no documentation to eval. results 
Needs linkage to transgender services, including the hormone replacement 
therapy to transition from female-to-male. 

Referral Information Date: 5/11/16 
Referred To: BEACON Health Strategies 
Reason: Depression, Anxiety, Isolation, Autism, Dyslexia 

Barriers Experienced 
 
 
 
 
 

 
x Linkage to hormone replacement therapy services 
x No additional supports 
x Hx of school trauma 
x Possible documented disability while in college (no documentation 

obtained yet) 
x Where to send her for evaluation? Priority? Level of care? 

Discussion Notes 
 
 
 

x Transgender resources available?  
x Systems linkage to the right place for evaluation 
x Collaboration between systems 

Resolution/Next Steps Next Steps: 
Referred pt to UCSF Medical Center for transition from female to male. 
Plan’s care management: staff of 30, Alliance Care Coordination. Website 
info for the referral. 
--Comprehensive Diagnostic Evaluation 
--Regional Center for Support. 
--Request the school records, psych evaluation. 
Responsible Party: Leticia Guillen  

 


