
Implement, Improve, Impact

2024 CalHIVE BHI Convening

Wednesday, May 22, 2024





Welcome: 
²ƘŜǊŜ ²ŜΩǾŜ /ƻƳŜΣ ²ƘŜǊŜ ²ŜΩǊŜ DƻƛƴƎ
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Embarking today

Take care of yourself

Ensure space for all voices

Behere

Connectwith team and cohort

Have fun

CalHIVE BHI Values 

1. Collaboration around a common goal

2. Trust & transparency

3. Reflect, revise & adjust
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Our Plan (Learning Objectives)

.ȅ ǘƘŜ ŜƴŘ ƻŦ ǘƻŘŀȅΣ ǿŜ ƘƻǇŜ ȅƻǳ ǿƛƭƭ ƘŀǾŜΧ

ÅIdentified opportunities to 
leverage data to improve BHI
ÅPrioritized activities to support 

person-centered, equitable BHI
ÅPlanned for sustainable BHI 

financing
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Getting Settled

Materials 
ÅWorkbook & Handouts

ÅEvent Evaluation

ÅMaterials posted on CalHIVE BHI website

Logistics
ÅRestrooms

ÅMeals

ÅParking

ÅPhotos & videos 

https://www.pbgh.org/calhive-bhi/
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CalHIVE BHI Program 
¢ƛƳƛƴƎ ϧ LƳǇƭŜƳŜƴǘŀǘƛƻƴ ά[ŀǳƴŎƘέ

12 months

PREPARE 

Jul
2023

Jun 
2026

Jan 
2024

Jul 
2024

Jul 
2025

Jan 
2026

18 months

IMPLEMENT 

6 months

SCALE 

- Build team 
- Readiness assessment & 

recommendations
- Select integration model and 

pilot site
- Report and analyze BH 

screening data 

- Implement care model at pilot site
- Adopt clinical, data, operational workflows, 

including training
- Make improvements!
- Analyze and improve patient engagement
- Create disparity reduction plan 

- Analyze pilot progress, 
identify improvement and 
spread plan

- Craft sustainability plan
- Complete project 

documentation and 
communication plan

Jan 
2025
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Transformation into System-Wide Integrated Care 

Source: SAMHSA

Coordinated Co-Located Integrated

Level 1
Minimal Collaboration

Level 2
Basic Collaboration at a 

Distance

Level 3
Basic Collaboration 

Onsite

Level 4 Close 
Collaboration Onsite 
with Some System 

Integration

Level 5 
Close Collaboration 

Approaching an 
Integrated Practice

Level 6
Full Collaboration in a 
Transformed/ Merged 
Integration Practice 

https://www.thenationalcouncil.org/wp-content/uploads/2020/01/CIHS_Framework_Final_charts.pdf?daf=375ateTbd56
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8

Baseline Midpoint 1 Midpoint 2 Final

Implementation Milestone Assessment Tool (IMAT)

Project Planning Workforce

Target

Project Planning [1.1]: BHI Implementation Plan

Å Finalized BHI implementation plan, with feedback from key stakeholders

Å Created workplan supported by cross-disciplinaryproject teammeeting 

regularly

Workforce [3.2]:  BHI Care Team

Å Identified care team 

Å BHI team roles identified/onboarded

Graduating: Prepare to Implement
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!ƴƴƻǳƴŎƛƴƎ ƻǳǊ ƎǊŀŘǳŀǘŜǎΧΦ



Optimizing BHI with Data
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Find your group in the room based 

on the years of experience 

working in the health care system:

ÅLess than 5 Years

Å5-10 Years

Å10 Years or More

[ŜǘΩǎ CƻǊƳ ¢ƘǊŜŜ DǊƻǳǇǎ
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Now, form sub-groups on 

preferred ice cream flavor

ÅChocolate

ÅStrawberry

Å5ƻƴΩǘ [ƛƪŜ LŎŜ /ǊŜŀƳ

ÅOther

[ŜǘΩǎ CƻǊƳ CƻǳǊ {ǳōƎǊƻǳǇǎ
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ÅNow, form 4 more subgroups on 

favorite pet type:

ÅDog

ÅCat 

ÅOther

ÅI prefer no pets

[ŜǘΩǎ CƻǊƳ CƻǳǊ hǘƘŜǊ {ǳōƎǊƻǳǇǎ
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²ǊƛǘŜ ¸ƻǳǊ DǊƻǳǇΩǎ bŀƳŜΗ

5-10 Years in Healthcare

Chocolate Ice Cream

Dog Favorite Pet
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What Did You Notice and What Reflections Do You Have?
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WE ARE DATA!
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Data Analysis in CalHIVE BHI vs. Other QI Initiatives

Global Reporting

1. Enrollment (all patients)
2. Depression Screening and Follow-Up
3. Depression Remission or Response
4. Diabetes HbA1c Poor Control (> 9%)

Pilot Site Reporting

1. Implementation Plan Measure
2. Implementation Plan Measure

Practice Clinician

Practice and Clinician 

Demographic

Measure 

Performance

Pilot Site BHI

CalHIVE BHI Other QI Initiatives

Race/Ethnicity Health Plan

Health Plan and 

patient 

demographic

Accountability and 

incentive programs

Patient and staff 

experience
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Data Can Support you to Achieve and Optimize your Goal

Collect, Analyze & 

Utilize Data

Achieve & Optimize BHI 
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How to Utilize your Data to Optimize BHI?

Communicate 
insights with 
stakeholders

Track measure 
performance and 

outcomes

Data collection and analysis can support with 
optimizing your BHI efforts by:

Promote quality 
improvement to build 

capacity within 
organizations

Understand who are 
your participants or 

patients

Monitoring and Evaluating Designing Interventions Stratifying Sharing
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What is Data Stratification?

ÅData Stratification is a data analysis technique 

that sorts data into distinct groups or layers using 

qualitative data.

ÅData Stratification can help you:

ÅAsk and answer questions (Be curious!)

ÅContextualize your data

ÅHighlight and understand differences in your 
patient population and measure performance

ÅAllocate resources

ÅDesign targeted interventions

ÅImprove patient care by addressing 
disparities
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Two Types of Qualitative Data

Provider Organization

Practice Clinician

Payer/Product

PHQ-9 Score Depression Severity

0-4 None to Minimal

5-9 Mild

10-14 Moderate

15-19 Moderately Severe

20-27 Severe

Nominal: variables with names without 

providing any numerical value.

Ordinal:data with a set 

order or scale to it.

Measure
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Do Measures Have Data Stratification Built In?

Exclusions

Patients eligible for an annual depression 
Screening

Eligible patients got a PHQ-9 screening?

Screening Score?

Positive or negative screening?

Patients with positive screening, did they 
have a follow up documented on or up to 30 

days after the positive screening?

Depression Screening 
and Follow Up (DSF)

Depression Screening 
(DSF1)

Depression Follow Up 
(DSF2)

1,000 Patients

900 Patients

500 Patients

100 Patients score > 10 (Positive)

400 Patients score < 9 (Negative)

60 Patients had Follow Up

Universal Patient Population
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What is our Baseline Performance for Depression Screening (Dec. 
2023)?

69.4%
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CalHIVE BHI Pilot Site Measures

Recommendation: Leverage your existing data and begin stratifying with one category.

Measure:Patients Referred to BHI with a follow up interactive outpatient encounter

Denominator: All patients in the practice referred to BHI.

Numerator: All patients in the practice referred to BHI thathad a follow up interactive outpatient encounter 
within 30 days. 

Stratification Data Fields:

Date 

(Month to Month)

Primary Diagnosis 
Referral

(type of diagnosis)

Race or Ethnicity Insurance Type
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Level of Detail of your Qualitative Data

Level of detail of your qualitative data when stratifying 

Aggregated Granular

What level of detail will provide me with meaningful insights of my BHI efforts?

Complex data 
analysis

Simple data 
analysis
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Variable Example: Payer

Insurance Status Payer Product Health Plan
Length of 

Continuous 
Enrollment

Coverage

Å Insurance
Å No insurance

ÅMedi-Cal
ÅMedicare
Å Commercial

ÅManaged Care
Å Fee for 

Service
Å Grant
Å Other

Å Health Plan 1
Å Health Plan 2
Å Health Plan 3

Å Time
Å Churn

Å Tiering
Å Co-payment, 

deductible
Å Out of Pocket 

max

Level of detail of your qualitative data when stratifying 

Aggregated Granular
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Questions?
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Activity: In your Team!

15 minutes: 

ÅReview your Pilot Site 
Measurement Plan from section 6 
of the Implementation Plan

ÅDiscuss and document in your 
workbook how you would apply 
data stratification to one of your 
Ǉƛƭƻǘ ǎƛǘŜΩǎ ƳŜŀǎǳǊŜǎ
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Workbook Questions

ÅSelect one of your measures from your pilot 
site measurement plan. 

ÅBrainstormdata fields to stratify your 
measure

Å/ƻƴǎƛŘŜǊ ȅƻǳǊ ƻǊƎŀƴƛȊŀǘƛƻƴΩǎ ŜȄƛǎǘƛƴƎ 
data and data you don't collect

ÅIdentify one data field that is most 
meaningful to improvement.How would 
stratification inform success of your 
integration work?

ÅWithin that data field, list the levels of detail 
available. What specific fields for that 
category will you stratify by?

Qualitative Data fields: store information that 
describes qualities or characteristics. The data in 
these fields are not represented by numbers.

Nominal: variables with 
names without providing 
any numerical value.

Ordinal: data with a set 
order or scale to it.

Examples:
ÅPractice Name
ÅClinician
ÅPayer
ÅRace/Ethnicity

Examples:
ÅPatient satisfaction 

scale
ÅPHQ-9 depression 

severity categories
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[ŜǘΩǎ IŜŀǊ CǊƻƳ ¸ƻǳΗ



Peer Presentations
Bright Spots & Lessons Learned



33

ά!ŦŦƛǊƳŀǘƛƻƴ ƛǎ ƭƛƪŜ ƻȄȅƎŜƴΦέ 

Dr. Jane Vella
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Getting Started

In a group of 2 or 3 at your table, 
share about a time you received an 
affirmation or feedback that made 
your day or week.

What about the moment stands 
out to you?

How did you feel?
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I like, I wish, I wonder

I like the use of 
images

I wish they included 
more information 

about patient 
impact

I wonder if they could 
have included more 

information about the 
measurement plan
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Time to hear from you!
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Gift of Feedback

Starting at a poster other than your own, you 

will have 4 minutes to provide feedback by 

placing sticky notes on the edge of the 

poster board

ÅFeel free to engage in feedback with your 

peers

ÅWhen the chime sounds, you can move to 

a new poster

ÅwŜƳŜƳōŜǊΥ άL ƭƛƪŜΣ L ǿƛǎƘΣ L ǿƻƴŘŜǊέ 

I like the use of 
images

I wish they included 
more information 

about patient impact

I wonder if theycould 
have included more 

information about the 
measurement plan
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Voting Time! 
Most Improved and Most Impact

Each winning team receives 

one free individual 

registration to the 2024 

CFHA conference from 

CalHIVE BHI

Reminders:

ÅConsider creativity!

Å5ƻƴΩǘ ǾƻǘŜ ŦƻǊ ȅƻǳǊ ƻǿƴ 

team 



Lessons from 2027: 
Sustainable BHI Financing



40

Why 2027?

12 months

PREPARE 

Jul
2023

Jun 
2026

Jan 
2024

Jul 
2024

Jul 
2025

Jan 
2026

18 months

IMPLEMENT 

6 months

SCALE 

Jan 
2025
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BHI Financing

Billing and documentation considerations 

must support the overall goal of a behavioral 

health integration program.

Financing is often the biggest barrier to BHI 

implementation and sustainability. 

Organizations often have to invest in BHI for 
more than a year ōŜŦƻǊŜ ǘƘŜȅ ŀǊŜ άƛƴ ǘƘŜ 
ōƭŀŎƪΣέ ŀƴŘ ŜǾŜƴ ǘƘŜƴ ƻŦǘŜƴ ǊŜƭȅ ƻƴ ƎǊŀƴǘ 
funding. 
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Sustainability

Our working definition:

The ability to be maintain a 

system or process at a certain rate 

or level with existing resources
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Brian Sandoval, PsyD 
Senior Director of Development Comagine

Health 

Our Panel

Caity Haas, LCSW, MHA, ACM 
Principal Clinical Program Manager Blue 

Shield of California 

Carmen Katsarov, LPCC, CCM
Executive Director, BHI

CalOptima Health



Action Planning for Patient ςCentered Equitable 
BHI
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ÅRespect diverse perspectives

ÅTrust intent. Name impact.

ÅUse "I" statements

ÅListen to learn not to respond

ÅTake the time you need, knowing others 

need time as well

ÅYou may pass

ÅHonor confidentiality

Community Guidelines

CalHIVE BHI Collaborative Values

1. Collaboration around a common goal

2. Trust & transparency

3. Reflect, revise & learn
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Reflecting on Your Own Lived Experiences

Please take a step forward if:

ÅYou speak a language other than English in your home.

ÅYou do not have reliable transportation that gets you to appointments, work, and places needed for 
daily living.

ÅIn the past year, you worried about food running out before you had money to buy more.

ÅYou do not have a steady place to live.

ÅYou do not have an advanced degree (higher than high school diploma).

ÅYou identify as LGBTQ.

ÅYou do not have access to adequate healthcare and health insurance.

ÅYou do not have access to a medical or mental health provider that is culturally aware.

ÅYou do not have someone that you can turn to for emotional and/or instrumental support if 
needed.

ÅYou feel alone. 
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Integrated health care services delivered in 

a setting and manner that is responsive to 

individuals and their goals, values and 

preferences, in a system that supports good 

providerςpatient communication and 

empowers individuals receiving care and 

providers to make effective care plans 

together.

What is patient-centered care?
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8 Elements of Patient-Centered Care

Source:tƛŎƪŜǊΩǎ8 Elements of Person-Centered Care

https://picker.org/who-we-are/the-picker-principles-of-person-centred-care/
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Defining Health Equity

Health Equity:

ÅAchieved when everyonehas the opportunities and resources 

theyneed to be as healthy as possible, and no oneis 

disadvantaged due to social drivers or policies. Because 

structural racism hassystematically denied opportunities 

andresources based on race, health equity isinextricably 

linked to racial equity.

Health Disparities:

ÅDifferences in health status rates between population groups.

Health Inequities

ÅHealth disparities that are due to differences in access to social, 

economic, environmental, or health care resources. Simply put, 

health inequities are health disparities that are unfair and 

unjust.

Sources: 

1. RishiManchanda,Roza Do, andNasauraMiles. A Toolkit 

to AdvanceRacialHealthEquityin PrimaryCareImprovement.
CaliforniaImprovementNetwork, California HealthCare Foundation, 
HealthforceCenterat UCSF, April2022

2. ¢ƻƴȅ wǳǘƘΩǎ LƭƭǳǎǘǊŀǘƛƻƴ ƛƴ 5ŜǎƛƎƴ ƛƴ ¢ŜŎƘ wŜǇƻǊǘΣ нлмф

https://www.chcf.org/publication/toolkit-racial-equity-primary-care-improvement/
https://designintech.report/wp-content/uploads/2019/03/dit2019_v00.pdf
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ÅPerson

ÅSocial needsςƛƴŘƛǾƛŘǳŀƭǎΩ ƴƻƴ-medical social 
or economic circumstances that hinder their 
ability to stay healthy and/or recover from 
illness.

ÅCommunity 

ÅSocial determinants of healthςthe underlying 
social and economic conditions in the 
ŎƻƳƳǳƴƛǘȅ ǘƘŀǘ ƛƴŦƭǳŜƴŎŜ ǇŜƻǇƭŜΩǎ ŀōƛƭƛǘȅ ǘƻ 
be healthy.

ÅSystemic

ÅThe fundamental causes of the social 
inequities that lead to poor health.These 
include, for example, racism, sexism, 
generational poverty. 

Equitable Health Care
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Examples of Social Determinants of Health

Source:  health.gov

https://health.gov/healthypeople


52

A fishbone diagram is a helpful tool for 

identifying the root cause of a problem. It 

allows you to list all the potential causes 

that may be contributing to the effect or 

problem you are currently experiencing. 

This visual tool helpsorganizations

streamline processes, improve quality, and 

drive better outcomes.

What is a Fishbone Diagram?
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Step 1: Define Problem/Opportunity 

ÅAgree on the problem/opportunity statement (e.g., utilize your SMARTIE Aim 

Statement)

ÅBe as clear and specific as you can about the problem

ÅBeware of defining the problem in terms of a solution (e.g., we need more of 

something)

Example of problem/opportunity statement:

ÅHigh prevalence of diabetes type 2 in our clinicEFFECT
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Step 2: Categories for Causes

ÅDefine and/or align on the categories for the causes:

People/Staff Factors

Process/Method (workflows)

Policies/Culture (environmental factors) 

Technology/Plant
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Step 3: Brainstorm Causes

ÅBrainstorm all the possible causes of the problem 

Å!ǎƪ ά²Ƙȅ ŘƻŜǎ ǘƘƛǎ ƘŀǇǇŜƴΚέ 

ÅAs each idea is given, the facilitator writes the causal factor as a branch from the 

appropriate category (places it on the fishbone diagram) 

ÅCauses can be written in several places if they relate to several categories



56

ÅLack of insurance

ÅUnderinsurance

ÅMental illness stigma, often greater among 

minority populations

ÅLack of diversity among mental health care 

providers

ÅLack of culturally competent providers 

ÅLanguage barriers

ÅDistrust in the health care system

ÅLack of behavioral health integration 

at provider level

ÅInadequate training for staff

ÅInadequate workflows

ÅLack of screening technology

ÅInadequate support for mental health service 

continuity of care

ÅSocial determinants of health factors

Causes Impacting Behavioral Health Care
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Clarify and prioritize the problem you 
want to work on

Inadequate 
workflows

Screening 
technology

Language 
barriers

Step 4: Prioritize What to Work on First
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Example of the Fishbone Tool

Source: NACCHO

https://www.naccho.org/uploads/downloadable-resources/Programs/Public-Health-Infrastructure/Social-Determinants.pdf
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ÅStart with SMARTIE Aim statement

ÅMeet as a team

ÅUtilize the four steps:

ÅStep 1: Define the problem or opportunity

ÅStep 2: Define and alignon the categories of causes 

Å4 Ps: People, Process/Method, Policies/Culture and 

Plant/Technology

ÅStep 3: Ask the 5 Whys to get to the root causes

ÅStep 4: Identify or prioritize what you want to work on 

first

Root Cause Analysis



60

What did you learn or what do you need to take back to site?



61

What would it take to incorporate equity across all aspects of your BHI 
program?



Peer Sharing
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ÅTwo sessions of 20 minute peer sharing

ÅSix topics, with question prompts on chart 

pads

ÅThank you to our hosts!

²ƘŜƴ ȅƻǳΩǾŜ ƎŀǘƘŜǊŜŘ

ÅMake introductions

ÅDiscuss lessons and questions with groups

ÅSwitch when prompted

ÅRepeat 

Connecting & Learning
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Table Topics (Round 1 and 2)

Table 1 

Health 
Equity

Table 2 

Provider 
Engagement

Table 3

Training & 
Developing 

Your BH 
Workforce

Table 4 
Program 

Evaluation

Table 5 
BHI 

Leadership

Table 6
Aligning BHI 
with Other 
Initiatives



Team Time
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CalHIVE BHI Program 
¢ƛƳƛƴƎ ϧ LƳǇƭŜƳŜƴǘŀǘƛƻƴ ά[ŀǳƴŎƘέ

12 months

PREPARE 

Jul
2023

Jun 
2026

Jan 
2024

Jul 
2024

Jul 
2025

Jan 
2026

18 months

IMPLEMENT 

6 months

SCALE 

- Build team 
- Readiness assessment & 

recommendations
- Select integration model and 

pilot site
- Report and analyze BH 

screening data 

- Implement care model at pilot site
- Adopt clinical, data, operational workflows, 

including training
- Make improvements!
- Analyze and improve patient engagement
- Create disparity reduction plan 

- Analyze pilot progress, 
identify improvement and 
spread plan

- Craft sustainability plan
- Complete project 

documentation and 
communication plan

Jan 
2025
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Implementation Plan 

BHI Model 
(Section 1)

Pilot Site 
(Section 2)

Staffing 
(Section 3)

PHQ-9 
(Section 4)

BHI Billing & 
Coding 

(Section 5)

Pilot Site 
Evaluation & 
Engagement 
(Section 6)

BHI 
Workflows

(Section 7) 
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Maintaining Momentum

Partnering with 
the Community

Financial 
Sustainability 

Measuring 
Progress
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Developing BHI Workflows 
Checklist
ÇCould this be absorbed in the current workflow? (Y/N)

LŦ ƴƻΧ

ÇWho owns the workflow?

ÇWhat is the target patient population for this workflow?

ÇHow will BHI workflows align with other workflows?

ÇWho is implementing the workflow?

ÇWhat clinical staff are involved in each step? 

Ç Is each step clear to everyone based on roles?

ÇWhat are the steps needed for this workflow?

ÇHow does the patient experience the workflow?

ÇAre there considerations around specific patient needs (e.g. language, literacy, digital access)? 

ÇTechnology 

ÇWhat technology changes are needed?

ÇWhat are documentation templates to be developed?

ÇFinance

ÇDoes the finance team need to be involved?
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Team Time

ÅGet together with your team

ÅReview the workflows you have worked on

ÅIdentify next steps to support a successful pilot



Closing
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!ƴŘ ǘƘŜ ²ƛƴƴŜǊǎ !ǊŜΧΦΦ


