
  

Mental Health Commission 
Quality of Care Committee Meeting 

Thursday, September 23, 2021, 3:30-5:30 pm 
Via: Zoom Teleconference: 

https://cchealth.zoom.us/j/6094136195 
Meeting number: 609 413 6195 

Join by phone: 
1 646 518 9805 US  

Access code: 609 413 6195 

AGENDA 

I. Call to order/Introductions 
 

II. Public comments 
 

III. Commissioner comments 
 

IV. Chair comments 
 

V. APPROVE minutes from August 19th, 2021, Quality of Care meeting. 
 

VI. DISCUSS Site Visit Program updates and issues 
 Feedback on Commissioner site visit training on September 6th, 2021, and the question 

of additional training “refreshers” 
 Update on site visit to Blessed Care Home in Pittsburgh  
 Decision re: replacing September Blessed Care Home with another site versus skipping 

temporarily and initiating October site visit of Nierika House 
 Evaluating a very small site, e.g., six beds 
 Completing Hume Center site visit 

 
VII. DISCUSS San Francisco Bed Optimization Report authored by Dr. Anton Bland, 

currently Clinical Consultant at California Department of Health Care Services, 
formerly Director of Mental Health Reform, San Francisco Department of Public 
Health and Lauren Brunner, Program Coordinator of Mental Health Reform, San 
Francisco Department of Public Health 
 

VIII. Adjourn 

https://cchealth.zoom.us/j/6094136195


Mental Health Commission
Site Visit Training 9/1/21

Contra Costa County

Presenter
Presentation Notes
Ask to hold questions until the end of the presentation, if there is timeAsk to refrain from chat



Commissioners evaluating treatment 
facilities to IMPROVE the CLIENT Experience



Included in This Training

• Introduction

• Prepare for a Site Visit

• Conduct a Site Visit

• Write a Site Visit report

• Share Out a Site Visit Report

• Follow Up on a Site Visit

• Appendices



Commissioner Commitment

• Site visits are mandatory for Commissioners:  2 per year

• The Commission targets 8 to 12 site visits per year 

• An average of 2 Commissioners per site visit -- 3 or 4 for larger 
sites

• Thank you for committing! You have the ability to directly impact 
the quality of care that our clients receive.



What is a Site Visit?

• A virtual or on-site evaluation of a facility-based treatment 
program for children, adolescents, transitional age youth, and 
adults

• A first-hand opportunity to determine the quality of a program

• Consists of research, interviews with clients and staff, a site 
inspection, a written report, and follow up when necessary



Purpose of a Site Visit
• To meet our mandated responsibility to “Review and evaluate the 

County’s mental health needs, services, facilities, and special 
problems” (WIC Section 5604.2 (a) and (b)) 

• To help programs improve the quality and success of their care

• To better assist Behavioral Health Services (BHS), Contra Costa 
Regional Health Center (CCRMC) and the Mental Health Services Act 
(MHSA) in making program decisions, including continuation of 
funding

• To deepen Commissioners’ knowledge of BHS programs and thereby 
help Commissioners be more informed and effective advocates



Philosophy: A Qualitative Approach

• We researched several county Site Visit programs and based ours on 
the San Francisco Mental Health Commission model 

• We focus on INTERVIEWING to get the perspective of clients

• We see from the client’s eyes how well the site is serving their needs

• We also interview the Program Director and a few staff members to 
round out the picture



Augmented by Site Inspections & 
Contract Assessments
• We tour sites to assess for adequate cleanliness, comfort, privacy, 

equipment/technology, nutrition and other characteristics

• We review site contracts to compare what we find during our site 
visits with how well programs are meeting their contractual 
commitments



What’s Not Included

• We do NOT review finances, licensing qualifications, and 
utilization charts

• These formal technical reviews are left for BHS and the relevant 
California State health departments to conduct



Sites That We Visit
• Adult Sites (now) and Children’s Sites (later in 2022)

• All County operated and contracted treatment programs with a focus on residential 
programs

• Scope includes County Clinics, Contra Costa Regional Medical Center (CCRMC) 4C 
and 4D intensive care units, PES, Crisis Residential, Board and Cares

• Small and large, ranging from 6 beds to 64

• Priorities:  Sites with large contracts, sites with contracts up for review, sites not 
reviewed in a long time, sites with known challenges

• Throughout the County and any county in California where BHS clients are located

• See Appendix for list of sites



The Site Visit Process

Schedule the Visit

Research Site and Review Contract 

Visit Site: Conduct Interviews and Inspect Facility

Write Report and Share Out

Follow up on Action Plan



Prep: Schedule the Site Visit

• The MHC Executive Assistant will work with Commissioners and the 
Site Program Director to schedule a date for the site visit

• Plan on blocking off one entire day for visits and pre- and post-site 
visit meetings

• Scheduling can be difficult – please be flexible with your time



Prep: Review Site Visit Packet

• Review Site Visit packet (see Appendix): Includes Commissioner 
site visit instructions; known site issues; site contract and contract 
check-list; facility check-list; Client questionnaire; Program 
Director and Staff questionnaires; Mental Health Services Act 
(MHSA) and/or BHS report; report instructions and template; 
follow-up action plan template

• Time estimate: 1to 2 hours depending on the amount of 
information available on the site



Prep: Research the Site
• Google the site for information related to its quality of care

• Check out site web-site – there may not be one or it may be sparse, or it may 
cover multiple sites (be sure to find the right site)

• If the site is funded in part by the Mental Health Services Act (MHSA), review 
the site’s latest MHSA review (if one exists)

• Review any complaints registered for the program with the California 
Department of Social Service’s Community Care Licensing Division (CCLD) 
(these will be provided in your packet but see the Appendix for instructions 
on registering with the CCLD)

• Review any known issues shared by BHS or Contra Costa Regional Medical 
Center (CCRMC) staff, family members, clients and the Public

• Time estimate: 1 – 2 hours depending on available information



Prep: Review Site Contract

• First review the contract check-list to understand what you are 
looking for in the contract

• Read the contract; work with your Site Visit mentor if you have 
any questions

• Complete the contract check-list

• Each Commissioner on the site visit can do this and you can 
compare and consolidate check-lists or you can assign this task to 
one Commissioner, but it’s important for all Commissioners to 
know what’s in the contract



Prep: Hold Team Meeting to Finalize Plans

• Meet (virtually is fine) with all the Commissioners on your team 
to confirm logistics, divide up interviews, ask any remaining 
questions

• This may seem like just another meeting but getting your 
logistics and process straight is critical and there may be a lot 
of loose ends

• Executive Assistant and Site mentor will join the meeting

• Remember, a lot of people are depending on you to do as 
good a job as you can, so step up!



Prep: Pack a Snack!

• Take snacks and something to drink – this is actually hard work 
and your day may be long



Visit Site: Check-in and Set Up

• Access the front office according to instructions, if any

• Greet the Program Director and thank them for hosting the visit

• Get situated where you will be interviewing

• Number your questionnaires so that you can reference them 
easily



Visit Site: Interview Clients
• Be prepared with a blank CLIENT questionnaire, pen/pencil, blank note sheet, CLIENT 

script and recorder

• Greet and introduce yourself according to the script

• The script will prompt you to ask the client if they are okay with being recorded – if yes, turn 
on the recorder, name yourself, the site name, the date, and which interview you are 
conducting (e.g. 1, 2, 3) to match your questionnaire notes up with the recording

• Conduct interview 

• When done thank the client 

• Take a moment to write down any major findings and other key points while they are fresh 
in your mind before starting your next interview

• Remember, we are not there to solve client problems -- we are listeners!

• Time: 30 – 45 minutes



Visit Site: Interview Program Director
• Be prepared with a blank PROGRAM DIRECTOR questionnaire, 

pen/pencil, blank note sheet, PROGRAM DIRECTOR script and recorder

• The script will prompt you to ask the Program Director if they are okay with 
being recorded – if yes, turn on recording and name yourself, the Program 
Director, the site name, and the date

• Conduct interview 

• When done thank Program Director

• Take a moment to write down any major findings and other key points 
while they are fresh in your mind before starting your next interview

• Time: 30 – 45 minutes



Visit Site: Interview Staff
• Be prepared with a blank STAFF questionnaire, pen/pencil, blank note, 

STAFF script and recorder

• Greet and introduce yourself according to the script

• The script will prompt you to ask the staff member if they are okay with 
being recorded -- if yes, turn on recording and name yourself, the site 
name and the date

• Conduct interview 

• When done thank staff member

• Take a moment to write down any major findings and other key points 
while they are fresh in your mind before starting your next interview

• Time: 15 minutes per interview



Visit Site: Tour the Facility
• If you’re making an in-person visit, take a basic tour of the site

• Ask the Program Director if you may take photographs; if you may, 
photograph exceptionally good AND bad situations; 

• Note: Photography of clients or staff  IS NOT PERMITTED

• Using your facility check-list as a guide (see Appendix), check for 
cleanliness, quality and quantity of food, state of furnishings and 
flooring, impact of spaces and furnishings on mood, adequate spaces 
for therapy, etc.; note your findings on the check-list

• Respect privacy

• Time: 15 – 20 minutes



Visit Site: Thank Program Director
• When you are ready to leave, be sure to thank the Program Director
• If an issue was revealed in an interview involving potential harm to the 

client or others or any other true crisis, share this with the Program 
Director in a private place; preserve the privacy of clients whenever 
possible

• Crisis examples include Talk of potential suicide, emotional or physical 
abuse, lack of site security, presence of drugs or alcohol on site

• Non-crisis issues include General complaints about a psychiatrist, lack 
of privacy, problems with a medication -– suggest to client or staff that 
they address this with the Program Director, a neutral staff member, 
BHS staff liaison to the site, a patient advocate



Visit Site or Soon After Visit: Debrief
• After all interviewing and the site tour are done, convene your site visit 

team-mates to debrief
• If there’s not enough time to meet on site, meet as soon as you can to 

capture your findings while they’re still fresh on your mind
• Write down major findings, themes, strengths, weaknesses, memorable 

moments, concerns, possible follow up needed – anything that will 
make writing your report easier

• Choose one person to be the scribe to make writing the report easier 
(you can all take your own notes)

• Use the recorder as a back-up if you want



Write Report:  Type Up Interview 
Responses

• Type up the responses for each interview that you conducted

• Use a blank Interview Word document for each interview 
(included in the electronic version of your site visit packet)

• This will make your responses sharable and legible for your 
team-mates and people that you will share your report with 
who may want to dive into the details of the interviews

• It will also help you refresh and organize your thoughts and 
identify interesting quotes or points



Write Report:  Draft and Edit
• Assign roles: Who will draft, who will edit
• Review the report temple (see Appendix) to familiarize yourself with 

what the report needs to emphasize and to walk you through the 
writing process

• Draft and edit the report using the report template
• Suggestion: To consolidate findings into a first draft, meet and walk 

through the template one topic at a time, with each team member 
contributing their findings – do this in bullet points

• Remember to point out excellence
• Reach out to the MHC Executive Assistant and/or your mentor if you 

get stuck—don’t be shy and lose valuable time



Write Report: Get Feedback and Share 
Out

• Reviewing the report with key stake-holders should be a collaborative 
process 

• Share draft and incorporate comments from the Program Director, 
giving them the opportunity to answer questions, fill in holes, correct 
errors, and respond to any major negative findings

• Share draft and incorporate comments from the MHC Quality of Care 
Committee Chair and the BHS Director and Division Chief

• Share final report with the Commission and the Public at a Quality of 
Care meeting or a full Commission meeting

• Share final report with the Board of Supervisors
• Post on the Commission web-site



Write Report: Action Plan
• Determine whether there are any issues that require follow up; the 

focus should be on significant, persistent issues
• Examples: Putting a grievance procedure in place; remediating a 

problem with nutrition; addressing the lack of a therapeutic service; 
addressing a performance goal such as number of clients served

• Draft and get agreement on an Action Plan with the Program 
Director, Quality of Care Committee Chair, BHS Division Chief, other 
designated BHS and/or site staff

• This should be a transparent and cooperative process
• Plan should include Description of the problem, recommended 

solution, steps to solve the problem, measure of successful change, 
responsible parties, and time-frame.



Follow Up: Action Plan
• If a site visit results in an Action Plan, there needs to be follow up 

with the facility
• The process of creating a plan, getting agreement, executing and 

validating the plan, should be transparent and cooperative
• The site Program Director and the BHS Division Chief and site liaison 

will move the Action Plan forward
• Follow up will be monitored by the Quality of Care Committee
• The outcome of the Action Plan will be added to the site visit report 

and shared out.
• This is where the Commission moves from fact finding to 

improvement in quality of care!



Support:  You Are Not Alone!
• MHC Executive Assistant: Assistance with logistics, providing site 

visit documents, facilitating communication, distributing reports

• Site Visit Team Mentor: Assistance with understanding and 
walking through the process, help reviewing and editing the 
report, help facilitating negotiation of any follow up action plan, 
coaching the report out, back-up

• Quality of Care Committee Chair: Back-up, help with judgement 
calls, help with communicating with BHS and site Program 
Director if necessary



Appendix: Site Visit Packet
• Site Visit Instructions

• Scripts for Interviews: Adult, Program Director, Staff

• Blank Questionnaires: Adult, Program Director, Staff

• Blank Interview Note Sheets:  Client, Program Director, Staff

• Blank Interview Debrief Sheet

• CCDL Complaints if any and Known Challenges if any

• Site Contract if relevant

• Contract Check-list if relevant

• Facility Check-list

• Mental Health Services Act Report and/or BHS Report if available

• Report Instructions and Template

• Follow up Action Plan Template



Appendix: Sample Documents
• Adult Client Questionnaire Response write-up

• Contract

• Report

• Follow Up Action Plan



Appendix: Other

• List of Sites



Thank You For 
Attending!

Good Luck on 
Your Site Visits!



Thanks to the Quality of Care Committee
Site Visit Team

For developing the Site Visit Program and the Site Visit Program 
Training 2020 – 2021. 

Commissioners Laura Griffin, Leslie May, Barbara Serwin 



Home Name Address City
Total 
Beds

CCC 
Beds

Gender License Type Type Contract #  Contract Amount Term Contract Review Date Notes

Afu's One Voice Care 180 Oak Point Court Bay Point 6 6 Female ARF Small B&C 24-681-91  $                               38,193 4/1/21-3/30/22 10/1/2021
Baltic Sea Manor 311 Baltic Sea Court Pittsburg 6 1 Co-ed RCFE Small B&C 24-681-93  $                               66,093 3/1/21-2/28/22 9/1/2021
Baltic Sea Manor II 2237 Lynbrook Drive Pittsburg 6 1 Co-ed RCFE Small B&C 24-681-93  $                               66,093 3/1/21-2/28/22 9/1/2021
Blessed Care Home 72 Riverview Drive Pittsburg 6 6 Co-ed ARF Small B&C 24-681-79  $                               38,193 10/1/20-9/30/21 3/1/2021
Camino Ramon Home for Seniors 931 Camino Ramon Danville 6 2 Female RCFE Small B&C 24-681-96  $                            275,268 8/1/21-7/31/22 2/1/2022 in the same contract with Harmony H  
Concord Royale 4230 Clayton Road Concord 160 1 Co-ed RCFE Large B&C 24-681-59  $                               23,856 7/1/21-6/30/22 1/1/2022
Crestwood Hope Center 115 Oddstad Drive Vallejo 24 4 Co-ed RCFE Large B&C 24-933  $                         8,389,976 7/1/21 -6/30/22 1/1/2022 Part of a larger contract
Crestwood Pathways 550 Patterson Blvd Pleasant Hill 16 16 Co-ed Social Rehab Enhanced B&C 74-286  $                            703,688 1/1/21 - 6/30/21 1/1/2022 Auto Extension
Crestwood The Bridge Program 550 Patterson Blvd Pleasant Hill 64 64 Co-ed ARF Enhanced B&C 24-933  $                         8,389,976 7/1/21-6/30/22 1/1/2022 Part of a larger contract
Crestwood Our House 2201 Tuolumne Street Vallejo 46 30 Co-ed ARF Enhanced B&C 24-933  $                         8,389,976 7/1/21-6/30/22 1/1/2022 Part of a larger contract
Delly's Care Home IV 2125 Holbrook Drive Concord 6 1 Female RCFE Small B&C 24-681-66  $                               19,200 7/1/21-6/30/22 1/1/2022
Divine's Home 2430 Bancroft Lane San Pablo 6 3 Co-ed RCFE Small B&C 24-681-25  $                            107,148 7/1/21-6/30/22 1/1/2022
Ducre's Residential Care 4400 Bell Avenue Richmond 6 5 Female RCFE Small B&C 24-681-78  $                               47,117 7/1/21-6/30/22 1/1/2022
Everwell / Foothills at the Alta 550 N. Lillie Avenue Dinuba 40 1 Co-ed RCFE Enhanced B&C 74-627  $                            375,585 12/1/20-12/31/21 7/1/2021
Everwell / Enclave at the Delta 4951 E. 8 Mile Road Stockton 45 4 Co-ed ARF Enhanced B&C 74-627  $                            375,585 12/1/20-12/31/21 7/1/2021
Everwell / Delta at the Sherwoods 1215 W. Swain Road Stockton 40 0 Co-ed ARF Enhanced B&C 74-627  $                            375,585 12/1/20-12/31/21 7/1/2021
Family Courtyard 2840 Salesian Avenue Richmond 70 40 Co-ed RCFE Large B&C 24-681-84  $                            315,725 12/1/20-11/30/21 7/1/2021
Friendship Care Home 1907 Cavallo Road Antioch 35 1 Co-ed RCFE Large B&C 24-681-92  $                               29,684 3/1/20-2/28/21 Contract not renewed 
Gine's Residential Care Home III 2565 Stone Valley Road Alamo 6 1 Female RCFE Small B&C 24-681-77  $                               37,080 7/1/21-6/30/22 1/1/2022
God's Grace 629 Hampton Road Hayward 23 11 Male ARF Large B&C 24-681-2  $                            380,651 7/1/21-6/30/22 1/1/2022
God's Grace Caring Home II 2223 Beckham Way Hayward 6 1 Co-ed ARF Small B&C 24-681-2  $                            380,651 7/1/21-6/30/22 1/1/2022
Harmony Home 1621 Third Avenue Walnut Creek 22 5 Co-ed RCFE Large B&C 24-681-96  $                            275,268 8/1/21-7/31/22 2/1/2022
Johnson Care Home 1801 Johnson Drive Antioch 6 6 Male ARF Small B&C 24-681-67  $                               39,338 7/1/21-6/30/22 1/1/2022
Margarita's Villa of Care II 2195 Esperanza Drive Concord 6 6 Male ARF Small B&C 24-681-81  $                               39,193 2/1/21-1/31/22 8/1/2022
Menona Drive Care Home 4586 Menona Drive Antioch 6 6 Male ARF Small B&C 24-681-86  $                               91,728 5/1/21-4/30/22 10/1/2021
Menona Drive Care Home II 1 Clearbrook Road Antioch 6 6 Male ARF Small B&C 24-681-86  $                               91,728 5/1/21-4/30/22 10/1/2021
Modesto Residential Living Center 1932 Evergreen Avenue Modesto 100 12 Co-ed ARF Large B&C 24-681-82  $                            306,567 9/1/20-8/31/21 2/1/2021
Nevin House 3221/3215 Nevin Avenue Richmond 16 16 Co-ed Social Rehab Large B&C 24-751  $                         2,627,206 7/1/20-6/30/21 1/1/2021 Extension/Larger Contract
Oak Hills Residential Facility 141 Green Meadow Circle Pittsburg 6 6 Male ARF Small B&C 24-681-48  $                               39,338 7/1/21-6/30/21 1/1/2021
Paraiso Homes 3840 Knightsen Road Oakley 6 6 Male ARF Small B&C 24-681-45  $                               39,192 7/1/21-6/30/21 1/1/2021
Pleasant Hill Manor 40 Boyd Road Pleasant Hill 44 26 Co-ed RCFE Large B&C 24-681-94  $                            867,775 12/1/20-11/31/21 5/1/2021
Psynergy-Gilroy/Morgan Hill 18225 Hale Avenue Morgan Hill 72 1 Co-ed ARF Enhanced B&C 74-571  $                            125,259 7/1/20-6/30/21 1/1/2021 Auto Extension
Psynery-Nueva Vista/Sacramento 4604 Roosevelt Ave Sacramento 60 0 Co-ed ARF Enhanced B&C 74-571  $                            125,259 7/1/20-6/30/21 1/1/2021 Auto Extension
Ramona Care Home 2160 Ramona Drive Pleasant Hill 6 2 Co-ed RCFE Small B&C 24-681-96  $                            275,268 8/1/21-7/31/22 2/1/2022
Springhill Home 1387 Springhill Drive Pittsburg 6 6 Male ARF Small B&C 24-681-58  $                               47,232 7/1/21-6/30/22 1/1/2022
Williams Board and Care Home II 4229 Taft Street Richmond 6 6 Co-ed ARF Small B&C 24-681-20  $                               78,676 7/1/21-6/30/22 1/1/2022
Williams Board and Care Home 430 Fordham Drive Vallejo 6 6 Male ARF Small B&C 24-681-20  $                               78,676 7/1/21-6/30/22 1/1/2022
Woodhaven Home 3319 Woodhaven Lane Concord 6 6 Male ARF Small B&C 24-681-87  $                               25,462 1/1/21-12/31/21 7/1/2021
Yvonne's Home Care Services 2856 Shane Drive Richmond 6 6 Male ARF Small B&C 24-681-24  $                               76,385 10/1/20-9/30/21 3/1/2021
Walnut Creek Willows 2015 Mt Diablo Blvd Walnut Creek 72 7 Co-ed RCFE Large B&C 24-681-95  $                            279,414 7/1/20-6/30/21 1/1/2021

ACRONYMS

ARF = Adult Residential Facility

RCFE = Residential Caref Facility for the Ederly

Social Rehab = Support for development into a higher level of functioning

CCBH Contrated Licensed Facilities

Updated 5/19/2021



MHC Site Visit Assignments

Angela Beck <Angela.Beck@cchealth.org>
Fri 8/6/2021 5:32 PM
To:  Alana Russaw <russawa@gmail.com>; Barbara Serwin <serwinfamily@hotmail.com>; Candace Andersen
<candace.andersen@bos.cccounty.us>; Diane Burgis <supervisor_burgis@bos.cccounty.us>; dom.pruett@bos.cccounty.us
<dom.pruett@bos.cccounty.us>; douglasdunn1@outlook.com <douglasdunn1@outlook.com>; Geri Stern
<geristern@gmail.com>; Gina Swirsding <gdm2win@gmail.com>; graham@beingwellca.org <graham@beingwellca.org>; Joe
Metro <jmetro3@icloud.com>; Kathy Maibaum <Kathy.Maibaum@kp.org>; nynylag@att.net <nynylag@att.net>; lesile May
<may.leslie@ymail.com>; manny.bowlby@bos.cccounty.us <manny.bowlby@bos.cccounty.us>;
mark.goodwin@bos.cccounty.us <mark.goodwin@bos.cccounty.us>; Michael Hudson <hudsonmr725@hotmail.com>
Cc:  Jennifer Bruggeman <Jennifer.Bruggeman@cchealth.org>; Angela Beck <Angela.Beck@cchealth.org>; Barbara Serwin
<serwinfamily@hotmail.com>; nynylag@att.net <nynylag@att.net>; lesile May <may.leslie@ymail.com>

Good a. ernoon, Commissioners. 

As promised, the Site Visit signups are listed below.  We have tried to assign in order of preference.   Site
Visit Training will be conducted prior to the next MHC mee�ng on September 1, 2021 @ 3:00 p.m.   

Assignments are as follows:

SEPTEMBER
Blessed Care Home, Pi� sburg, CA.  Small B&C / ARF (6 CCC Beds)  
SVTeam:  Alana Russaw, Joe Metro.  Mentor: Leslie May

OCTOBER
Nerika House, Concord, CA.  Large CRT / Crisis Residen�al (18 CCC Beds)
SVTeam:  Barbara Serwin, Geri Stern, Laura Griffin.  Mentor: N/A

NOVEMBER
(Crestwood) Our House, Vallejo, CA.   Enhanced B&C / ARF  (36 CCC Beds)
SVTeam:  Doug Dunn, Kathy Maibaum, Leslie May.  Mentor: N/A

DECEMBER
Nevin House, Richmond, CA.  Large B&C / Social Rehab (16 CCC Beds)
SVTeam:  Geri Stern, Mike Hudson.  Mentor: Barbara Serwin

JANUARY
Harmony House, Walnut Creek, CA.   Large B&C / RCFE (5 CCC Beds)
SVTeam:  Graham Wiseman, Gina Swirsding.  Mentor: Laura Griffin

FEBRUARY
(Crestwood) Bridge, Pleasant Hill, CA.  Large B&C / ARF (64 CCC Beds)
** Pathways (same site, diff program).  Enhanced B&C / Social Rehab (16 CCC Beds) 
SVTeam:  Mike Hudson, Alana Russaw, (4) TBD  Mentor: TBD

** MHC has been made aware of info/complaints that have been forwarded to the MHSA staff for
further inves�ga�on/inspec�on and has been added as a possible follow up visit.   

As discussed, one site per month star�ng in September with actual dates to be determined. There is a
lot of administra�ve work, scheduling and coordina�on with the site staff and mandatory no�fica�ons. 



Email updates to the commissioners (and mentors) as the visits are scheduled for each site, as
necessary, leading up to the site visit.  
Note:  Site visits will be scheduled for one (1) day and it is requested the en�re day is blocked out.  The
size of the site determines the number of commissioners needed to conduct the necessary interviews.  

>>>>>Please email me individually your weekly availability �mes, so that I can try to accommodate
(avoid impac�ng) your schedules as much as possible.  

Info on training and necessary supplies, forms and other paperwork will be forthcoming in the next few
weeks prior to training. 

Thank you for your pa�ence, �me and enthusiasm!

Angela L. Beck　
Senior Clerk  
Mental Health Commission 
1340 Arnold Drive, Suite 126  
Martinez, California 94553  
Office:   (925) 313-9553    
Fax:       (925) 957-5156 
angela.beck@cchealth.org 
h� ps://cchealth.org/mentalhealth/mhc/ 

 
We all live with the objective of being happy; our lives are all different and yet the
same. ~ Anne Frank

mailto:audrey.montana@cchealth.org
https://cchealth.org/mentalhealth/mhc/
https://www.brainyquote.com/quotes/anne_frank_151878
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Executive Summary  

 

The San Francisco Department of Public Health (DPH), like most other health systems in the world, is 

challenged to consistently match its behavioral health bed supply with the demand for services across the 

spectrum of care. The advantages of a system with optimized bed capacity are significant; patients get the 

care they need when they need it, the system benefits when resources are used efficiently, and investments 

have the greatest impact.   

In early 2020, through the financial support of Tipping Point Community, the DPH Mental Health Reform 

team engaged a simulation modeling vendor, Mosimtec, to answer this most pressing question: How many 

beds are needed in each behavioral health bed category to maintain consistent patient flow for adult clients in 

San Francisco with zero wait time?   

Through an in-depth analysis of patient placements in nearly 1,000 beds in the DPH behavioral health 

system of care in Fiscal Year 2018-2019, bed simulation modeling offered quantitative recommendations 

for improving patient flow. Furthermore, the Mental Health Reform team, through discussions with subject 

matter experts, contemplated additional considerations for behavioral health bed investments.  

Summary Recommendations: 

1. Invest in additional bed capacity in the following categories of care: 

a. Locked Subacute Treatment 

b. Psychiatric Skilled Nursing Facilities 

c. Residential Care Facilities, aka Board and Care  

d. Residential Care Facilities for the Elderly 

e. Mental Health Residential Treatment (12-month programs) 

2. Complement all behavioral health bed investments one-to-one with long-term housing 

placements such as Permanent Supportive Housing or Residential Care Facilities, to better serve 

the high volume of people experiencing homelessness who use the system.  

3. Address the unique needs of specialized populations who commonly encounter longer wait 

times, including but not limited to monolingual non-English speakers, people with criminal justice 

involvement, and patients who are non-ambulatory. 

4. Create a robust wait time and patient placement data-tracking system to better understand the 

impact of operational barriers on patient wait time. 

5. Invest in facilities with fixed beds dedicated for use by DPH clients rather than shared with other 

health systems. Currently DPH does not have fixed beds set aside for its patients at a number of 

facilities, challenging its exercise to plan and place patients in a timely manner. 

6. Repeat bed simulation annually to understand trends and inform long-term planning, mitigate 

data limitations encountered in this project, and explore other interventions that would improve 

patient experience.  
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Background  

Managing behavioral health beds – how many a system of care needs to serve its clients – is a consistent 

challenge for healthcare systems worldwide. A mismatch of bed capacity to demand has significant 

implications for both client health outcomes and a healthcare system’s bottom line. A system with capacity 

that matches demand is one that provides optimal patient “flow.” In an optimized system, patients flow 

freely between levels of care according to their clinical health needs rather than system constraints. In San 

Francisco, where the Department of Public Health (DPH) serves nearly 30,000 behavioral health clients per 

year, highly variable bed demand, persistent bed constraints, and inconsistent data collection prevent DPH 

from comprehensively understanding bed capacity needs and optimizing patient flow.  

In Fiscal Year 2018-2019 (FY1819), DPH provided behavioral health care to people in more than 2,000 

beds across a continuum from high acuity (e.g. Acute Inpatient Psychiatry) to low acuity (e.g. Hummingbird 

Psychiatric Respite).1 As the behavioral health needs of the population shift with time, the demand for 

services similarly shifts, further complicating the need to appropriately finance and provide services for 

clients. Various previous reports evaluating DPH’s behavioral health system, including the BHS 

Performance Audit (BLA, 2018) and Homelessness and Behavioral Health (JSI-Tipping Point, 2019), have 

called for improvements in patient wait times, investments in additional beds, and data to quantify and 

qualify capacity needs.  

In early 2020, the Mental Health Reform team identified an innovative solution to its behavioral health bed 

optimization challenge: bed simulation modeling. Bed simulation modeling has been used internationally 

as a risk-free strategy for quantifying demand and identifying the impact of novel allocations of treatment 

beds on patient flow. Recent studies have concluded that using historical, operational data in a simulation 

model can help identify the appropriate type and number of beds required in public behavioral health 

systems.2  

Methods 

Through the financial support of Tipping Point Community, DPH engaged an experienced simulation 

modeling vendor, Mosimtec, to produce a mathematical model that would answer the key question: How 

many beds are needed in each behavioral health bed category to maintain consistent patient flow for adult 

clients in San Francisco with zero wait time? To answer this question, the model used FY1819 billing data of 

more than 25,000 admissions to mental health and substance use residential programs (greater than 24-

hour stays) and urgent care settings (Psychiatric Emergency Services at Zuckerberg San Francisco General, 

Psychiatric Urgent Care, and Sobering Center). The data incorporated the demographics of the patients 

admitted to these care settings, including gender, age, race and ethnicity, and housing status. The analysis 

also considered the transitions of individuals across the behavioral health care continuum. The analysis 

 

1An overview of the bed categories and counts is provided in the Appendix. A subset of 1,000 of these beds was included in the analysis due to data 
availability.  
2La et al. “Increasing Access to State Psychiatric Hospital Beds: Exploring Supply-Side Solutions.” Psychiatric Services, 67:5, May 2016, 523-528.  
Devapriya et al. “StratBAM: A Discrete-Event Simulation Model to Support Strategic Hospital Bed Capacity Decisions.” J Med Syst, 39:130, 2015, 130.  
Yin et al. “Applying Simulation Modeling to Quantify the Impact of Population Health and Capacity Interventions on Hospital Bed Demand” 
Proceedings of the 2018 IISE Annual Conference, 2018. 
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was not able to calculate “true” demand; that is, people who attempted to receive services but were 

unsuccessful in doing so. This limitation is considered in more detail in the Discussion section.  

To ensure the input data would generate model results that accurately reflect the real-world system, the 

Mental Health Reform team worked closely with Mosimtec and City subject matter experts to verify that 

the data provided were complete and that preliminary outputs of the analysis were consistent with 

operational experience.  

Results 

The results from the simulation model are presented as “input analysis” – detailed information about how 

DPH’s system of behavioral health beds operated in FY1819 – and “output analysis” showing how the 

system functions in hypothetical scenarios.  

Input Analysis: The input analysis 

provides critical information about how 

and by whom the behavioral health 

system was utilized in FY1819.  More 

than 7,000 individuals accounted for 

more than 25,000 admissions in the 

fiscal year at nearly 1,000 different bed 

placements. Table 1 provides a 

summary analysis of the characteristics 

of the patients who used behavioral 

health beds in FY1819; people 

experiencing homelessness represent a 

significant share. Males experiencing 

homelessness were the most common 

patient demographic to admit to the 

system. A disproportionate share of Black/African Americans utilized the system, representing 24 percent 

compared to 6 percent of the population of San Francisco.  In future reports, DPH will recommend ways to 

address the equity issues highlighted by this analysis.  

The input analysis also helped visualize where the system is currently overburdened, by revealing the 

utilization of beds in each category (for programs with fixed bed counts).5 Utilization is calculated as the 

ratio of bed days occupied, divided by bed days available.6 Due to limitations in the input data, utilization 

 

3 An additional 1,387 identified clients did not have demographic information to include in this analysis.  
4 Homelessness defined by DPH Coordinated Care Management System (CCMS). CCMS defines people as experiencing homelessness in the fiscal 
year if they either: 1) utilize a City service that indicates housing instability, for example, a City shelter, or 2) self-report homelessness while 
accessing health care services.    
5 Most of DPH-funded behavioral health beds are contracted annually at a “fixed” bed count. Other beds are purchased individually as needed and as 
budget and facilities allow.  
6 Bed utilization calculations relied on bed counts provided by the DPH Bed Inventory. 

 

Table 1: Characteristics of Patients Admitted to nearly 1,000 DPH 
Behavioral Health Beds FY1819 

Characteristic 
Number 

of Unique 
Patients3 

Percent of 
Total Unique 

Patients 

Homelessness4 
Yes 4,140 68% 
No 1,955 32% 

Gender 
Male 4,032 66% 
Female 1,763 29% 
Other 300 5% 

Race/Ethnicity 

White 2,015 33% 
Black/African 
American 

1,434 24% 

Latino/a 720 12% 
Asian/Pacific 
Islander 

359 6% 

Other/Not Stated 1,567 26% 

Total 6,095 100% 
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calculations for certain bed categories likely underrepresent the true demand on these services. These 

categories include Sobering Center, Psychiatric Urgent Care, and Mental Health Residential Treatment 12-

month programs. These limitations are detailed, and adjusted as needed, in the Discussion section of this 

report. Utilization calculations of over 85 percent indicate a care setting that is at risk of being capacity-

strained.7 Using this rule, Figure 1 demonstrates the categories with potential bed capacity shortages.  

Figure 1: Calculated Bed Utilization8 

 
Output Analysis: The model then created a hypothetical scenario to identify bed capacity adjustments that 

would improve patient flow by decreasing patient wait times. In general, waiting time experienced by 

patients in the system can be attributed to limited bed capacity and/or operational processing time 

(required health screenings, missed appointments, transportation, legal permissions, and other intake 

protocols). This analysis focused on quantifying wait time that occurs due to capacity constraints. The 

model considered the system holistically, identifying where patients currently wait prior to admission and 

then modeling the capacity needed to eliminate the observed wait times. Additionally, as outlined in the 

Appendix, the model considered a scenario specific to Psychiatric Emergency Services and Acute Inpatient 

Psychiatry.  

The model carefully estimated current utilization in order to identify bed categories with wait times that 

occur due to capacity constraints. Then, the model simulated expansion scenarios that would reduce wait 

time to zero.  

 

7 Bagust A, Place M, Posnett JW. “Dynamics of bed use in accommodating emergency admissions: stochastic simulation model.” BMJ. 1999; 319 
(7203):155‐158 
8 Locked Subacute Treatment, Residential Care Facilities, and Psychiatric Skilled Nursing do not have fixed bed counts and therefore do not have 
input data Bed-Day Utilization Calculations.  
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Table 2: Recommended Bed Counts to Decrease Patient Wait Due to Capacity Constraints 

Bed Category 
Average Wait 

Due to Capacity 
(Days)9 

Recommended Bed 
Count Increase  
For Zero Wait 

Bed Count Increase 
for 50% Wait Time 

Reduction 
Locked Subacute Treatment 62  31 20 
Psychiatric Skilled Nursing Facilities 121 13 8 
Residential Care Facility aka Board and Care  60 31 13 
Residential Care Facility for the Elderly  44 22 9 

 

Table 2 displays the four bed categories the model identified as having wait times greater than one day. For 

each of these bed categories with wait times, the model then recommended a bed count increase that 

would reduce wait time to zero in order to create optimal flow. The table also provides an estimate for 

halving current waits.   

Discussion 

The model results provide substantial information for improving operations and recommending 

investments. Because each recommendation to increase capacity in identified bed categories has a different 

impact on patient flow and budget, the model results must be carefully evaluated in collaboration with 

DPH’s clinical, operational, policy, and financial leadership. Funding priorities must be accompanied by 

strong policy recommendations. For example, the value of increasing capacity in Locked Subacute 

Treatment and Psychiatric Skilled Nursing Facilities is only achieved when matched with conservatorship 

policies that enable efficient patient placements. Furthermore, recommendations must be refined to target 

populations who historically encounter more challenges in finding appropriate placements, such as people 

with a history of criminal justice involvement, monolingual non-English speakers, and people who are non-

ambulatory.  

In reviewing the model results, the Mental 

Health Reform team found a significant 

limitation in the utilization calculation for 

Mental Health Residential Treatment, 12-month 

programs. Certain bed days were excluded from 

the input data due to the analysis’ inclusion 

criteria: admissions that occurred within the 

fiscal year. For Mental Health Residential 

Treatment, this unintentionally excluded many 

patients who occupied beds at the start of, and 

well into, the reporting period. To correct for 

this limitation, the Mental Health Reform team 

considered additional billed days that were originally excluded. This had a significant impact on results. 

The inclusion of the previously excluded data resulted in a report of 90 percent utilization of these beds, as 

 

9 The model identified wait directly associated with the patient arrivals per day against the bed capacity. The model is not able to account for 
waiting time associated with processing and other operational barriers that DPH clients often encounter.  
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A
cu

ity 
demonstrated in Figure 2. Because utilization of over 85 percent suggests a need for additional capacity, 

and due to the recommended increase at the upstream category, Locked Subacute Treatment, an additional 

investment of 20 Mental Health Residential Treatment 12-month beds is recommended to improve flow.  

The Mental Health Reform team recommends that all investments be directed toward facilities where DPH 

has a fixed number of beds that are dedicated for use by its clients. Currently, many counties share 

contracted facilities, which often leads to delays in client placement and a lack of transparency about the 

length of those delays for DPH clients.  

The Mental Health Reform team also recommends that, because of the high volume of people experiencing 

homelessness utilizing the system, each behavioral health treatment investment be paired with a similar 

expansion of housing options for those clients. The benefits of treatment can quickly diminish if a client is 

discharged without adequate housing, and waits for housing can impede flow throughout the behavioral 

health system.    

Contextualizing the Recommendations: The DPH Behavioral Health System of Care is represented in 

Figure 3. Services range from prevention and early intervention for low-acuity patients to intensive 

treatment, provided in locked facilities, for the most 

acute patients. This analysis focused on adult 

residential settings, which are the bottom four 

categories represented in Figure 3. The results 

highlight two broad categories that currently 

bottleneck the system: residential treatment and 

locked facilities. The specific categories include 

Mental Health Residential Treatment, Locked 

Subacute Treatment, Psychiatric Skilled Nursing 

Facilities, and Residential Care Facilities (for 

adults and older adults). Detail on these 

categories and the services provided are listed in Table 3. In addition to identifying categories that are 

overburdened, the model highlighted bed categories with utilization levels and capacity that sufficiently 

accommodate flow in current operations. These categories include Acute Diversion Units, Substance Use 

Residential Treatment, and Withdrawal Management programs.   

Table 3: Programmatic Detail on Categories with Recommended Capacity Increase 

Bed Category Description 
FY1819 Bed 
Count10 

Example 
Facilities 

Mental Health 
Residential 
Treatment,   
12-month 

Residential group living program that provides 
treatment for managing life with mental illness, building 
life skills and social skills, developing positive coping 
strategies, pre-vocational/vocational skills, medication 
adherence and wellness recovery stabilization. Twelve-
month programs are commonly used for patients 
discharging from Locked Subacute Treatment. 

30 

Progress 
Foundation Clay 
Street and 
Dorine Loso 
Houses 

 

10 Bed count based on FY1819 contracts for Mental Health Residential Treatment Programs (12-month) and the patient census as of April 30, 2019 
for all other categories.  

Prevention and Early 
Intervention

Outpatient Treatment

Residential Treatment

Crisis 
Programs

Hospital
ization

Locked 
Facilities

Figure 3: DPH Behavioral Health System of Care 
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Bed Category Description 
FY1819 Bed 
Count10 

Example 
Facilities 

Locked 
Subacute 
Treatment – aka 
Mental Health 
Rehabilitation 
Center (MHRC) 
and Institute of 
Mental Disease 
(IMD) 

These facilities are for clients placed on a Lanterman-
Petris-Short (LPS) Conservatorship due to grave 
disability or on a forensic court-ordered hold. These 
programs provide psychosocial rehabilitation to 
stabilize mental illness impact on daily functioning, 
establish medication adherence, improve life and social 
skills, develop positive coping strategies, and stabilize 
wellness and recovery.   

132 

MHRC at SF 
Behavioral 
Health Center, 
Crestwood (SF 
Healing Center, 
Canyon Manor, 
Vallejo)  

Psychiatric 
Skilled Nursing 
Facility  

A licensed health facility, or a distinct part of a hospital, 
providing 24-hour inpatient care that includes 
physician, skilled nursing, dietary, and pharmaceutical 
services, and an activity program. The Psychiatric SNF 
specializes in treating patients with severe psychiatric 
disorders who cannot be safely managed in other 
settings. This setting can be locked or unlocked. 

160 

Idylwood Care 
Center, 
Crestwood 
(Fremont, 
Stevenson, 
Stockton), 
Medical Hill  

Residential Care 
Facilities (RCF)– 
also known as 
Board and Care 

RCFs offer group living for people with disabilities 
(either medical or psychiatric) who need help with meal 
preparation, medication monitoring, and personal care, 
but do not need daily acute medical care. Individual 
RCFs may specialize in certain clinical areas such as 
mental health rehabilitation and geriatrics.  

305 

United Family 
Home Care, 
South Van Ness 
Manor, BMB 
Sunshine 
Residential Care 

Residential Care 
Facilities for the 
Elderly (RCFE) 

RCFEs generally offer group living for seniors (with 
either medical or psychiatric needs) who need help with 
meal preparation, medication monitoring, and personal 
care, but do not need daily acute medical care. Individual 
RCFEs may specialize in certain clinical areas such as 
mental health rehabilitation and geriatrics.  

267 

Crestwood 
Hope, Victoria 
Manor, Country 
Place Assisted 
Living 

When conducting the cost-benefit analysis of adding beds at different levels of care, it is important to 

understand how the system functions dynamically as a continuum. Investments at each level of care impact 

not only that bed category, but also the upstream and downstream bed categories. For example, if DPH 

follows the recommendation to increase bed capacity in Locked Subacute Treatment, the upstream bed 

categories Acute Inpatient Psychiatry and Psychiatric Emergency Services will be able to release the 

patients waiting for that downstream category. Furthermore, choosing to increase capacity only at Locked 

Subacute Treatment could result in a new bottleneck if housing or step-down programs are not secured for 

patients discharging from that care level.  

Because of the high volume of people experiencing homelessness utilizing the system, all temporary 

placement investments (e.g. Locked Subacute Treatment) should be complemented one-to-one by 

investments in permanent placements such as Permanent Supportive Housing or Residential Care 

Facilities. Without a pathway to reliable housing upon discharge, patients who are experiencing 

homelessness will struggle to maintain the benefits of treatment.  

Cost Analysis: DPH should identify which sequence of investments would have the biggest impact on 

health outcomes and budget, while maintaining focus on what is operationally feasible. The Mental Health 

Reform team will work with DPH operational subject matter experts and the Controller’s Office, which 
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completed a flow analysis project for DPH in 2019, to create a decision-making framework for prioritizing 

investments. Once prioritized and sequenced, these recommendations should be incorporated into San 

Francisco’s budgeting and planning processes, including in the allocation of 2,000 placements that Mayor 

London Breed has committed to create for people experiencing homelessness and behavioral health issues.  

Because the system is financially constrained, the prioritization process must consider the marginal cost 

benefit of adding a bed to one category versus another. Table 4 outlines the associated operating costs for 

the bed increases suggested by the model. An additional cost would be associated with any start-up 

required, such as building acquisition.  

Table 4: Cost of Recommended Bed Investments 

Bed Category 
Annualized 
Median Cost 

Per Bed 

Recommended 
Bed Increase 

Annual Cost 
Recommended 

Bed Increase 

Locked Subacute Treatment $177,208  31 $5,493,433 

Psychiatric Skilled Nursing Facility $106,580  13 $1,385,540 
Residential Care Facilities aka Board and Care $31,390  31 $973,090 
Residential Care Facilities for Elderly $38,873  22 $855,195 
Mental Health Residential Treatment (12-month) $97,127 20 $1,942,530 
Total  N/A 117 $10,649,788 

It is important to also consider the anticipated cost savings that result from relieving the bottlenecks 

occurring in high-cost care settings. For every patient who spends “extra” time – beyond what is clinically 

necessary – in Acute Inpatient Psychiatry while waiting for a lower level of care, DPH is unable to bill Medi-

Cal for the service. These days spent waiting are therefore a burden for both the client’s recovery and for 

the financial health of the organization. By calculating the annual revenue potential lost due to this issue, 

we can balance the cost of the bed investments against the revenue gained by using Acute Inpatient 

Psychiatry resources for patients who clinically need the service. Table 5 demonstrates the potential 

revenue recovery and net difference from the recommended investment using this model.  

Table 5: Potential Revenue Recovery and Net Cost Difference 

Bed Category 
Admin Days 

Inpatient 
Psychiatry  

Potential 
Revenue 

Recovery* 

Annual Cost 
Recommended 

Bed Increase  

Annual Net 
Cost 

Difference  

Locked Subacute Treatment 4,131 $4,361,964  $5,493,433  ($1,131,469) 

Psychiatric Skilled Nursing Facility 1,060 $1,694,060  $1,385,540  $308,520  
Residential Care Facilities aka Board 
and Care 

1,351 $2,159,128  $973,090  $1,186,038  

Residential Care Facilities for Elderly 289 $461,871  $855,195  ($393,324) 

Mental Health Residential Treatment 
(12-month) 

531 $858,217 $1,942,530 ($1,084,313) 

*DPH receives $1,598.17 per day for acute level patients at ZSFG Acute Inpatient Psychiatry. The revenue recovery 

calculation assumes the non-billable days in FY1819 convert to acute patient bed days. For patients waiting for Locked 

Subacute Treatment, DPH can bill Medi-Cal for administrative days at $542.26 per day, making the revenue recovery per 

day $1,055.91. For patients waiting for other bed categories listed, DPH receives no reimbursement from Medi-Cal.  
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Limitations: The information used for this analysis is limited by two main factors. First, DPH does not have 

a centralized data system to capture admissions for all 2,000 of its behavioral health beds. In order to 

include the full continuum of care in the study, a significant effort was made to unify the data. However, the 

project was limited by the source data systems and their disparate methods for data management. Second, 

DPH used only one fiscal year of admissions to these beds. The decision to use one year of data balanced 

the advantage of relying on recent data and fixed bed counts against the disadvantage of undercounting 

information related to programs with long lengths of stay (e.g. 12-month Mental Health Residential 

Treatment, Residential Care Facilities, Psychiatric Skilled Nursing Facilities, Substance Use Residential 

Step-Down). The Mental Health Reform team worked with the DPH subject matter experts and Mosimtec to 

mitigate the impact of these limitations on the results of the project. As shown earlier in the discussion 

section, the limitation affiliated with long-stay programs was corrected in the case of Mental Health 

Residential Treatment through post-modeling analysis. 

Furthermore, while the model can estimate wait times based on input data, this wait-time calculation is 

limited and not fully representative of reality. For example, in the real system, certain patients may be 

redirected or choose alternative care settings when wait times are not tolerated by the system or the 

patient. In this way, it is likely that wait times, and therefore capacity needs, are underrepresented in this 

exercise. Additionally, the model failed to identify wait times in bed categories where clients are known to 

wait in practice, for example, Mental Health Residential Treatment. This result is attributable to a few 

factors; there is no data system concretely tracking wait time, and wait time in the current system could be 

fully due to processing time and operational barriers rather than capacity shortages. These possibilities 

and limitations will be fully evaluated by the Mental Health Reform team in collaboration with Behavioral 

Health Services as a follow-up to this report. Critical to this follow-up is the development of a robust wait 

time and patient placement data-tracking system. This system will enable a better understanding of the 

impact of operational barriers on patient wait time. 

Conclusion 

The Behavioral Health Bed Optimization Project offers new and important insights for expanding the 

current capacity and improving the flow of behavioral health beds in San Francisco. In addition to 

recommendations for bed investments, the model illuminates who uses the complex system of care, and 

how. It also shows the limitations of current data systems. In summary, the final recommendations from 

this project include: 

1. Invest in additional bed capacity in the following categories of care: 

a. Locked Subacute Treatment 

b. Psychiatric Skilled Nursing Facilities 

c. Residential Care Facilities, aka Board and Care  

d. Residential Care Facilities for the Elderly 

e. Mental Health Residential Treatment (12-month programs) 

2. Complement all behavioral health bed investments one-to-one with long-term housing 

placements such as Permanent Supportive Housing or Residential Care Facilities, to better serve 

the high volume of people experiencing homelessness who use the system.  
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3. Address the unique needs of specialized populations who commonly encounter longer wait 

times, including but not limited to monolingual non-English speakers, people with criminal justice 

involvement, and patients who are non-ambulatory. 

4. Create a robust wait time and patient placement data-tracking system to better understand the 

impact of operational barriers on patient wait time. 

5. Invest in facilities with fixed beds dedicated for use by DPH clients rather than shared with other 

health systems. Currently DPH does not have fixed beds set aside for its patients at a number of 

facilities, challenging its exercise to plan and place patients in a timely manner. 

6. Repeat bed simulation annually to understand trends and inform long term planning, mitigate 

data limitations encountered in this project, and explore other interventions that would improve 

patient experience.  

Despite the limitations mentioned in this analysis that likely contribute to an underestimation of capacity 

needs, the Mental Health Reform team is confident that the bed categories identified are consistent with the 

greatest need. A series of investments that include increasing capacity in high-demand bed categories 

downstream from Acute Inpatient Psychiatry, coupled with Permanent Supportive Housing units for the 

high proportion of patients experiencing homelessness, will undoubtedly improve flow and decrease cost 

and bottlenecks at upstream bed categories. The bed simulation methodology should be replicated to 

further interrogate the information available, mitigate the data limitations, and explore other interventions 

that would improve patient experience. Because the health care system and client needs are in constant 

evolution, the methodology is most effective if used at least annually. The exercise should therefore become 

a standard operating procedure for DPH to consistently improve health outcomes and reap financial 

rewards.  
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CRISIS 

STABILIZATION 
ACUTE 

PSYCHIATRIC 

WITHDRAWAL 

MANAGEMENT & 

RESPITE 

LOCKED RESIDENTIAL 

TREATMENT 

OPEN 

RESIDENTIAL 

TREATMENT 

RESIDENTIAL CARE 

FACILITIES 

TRANSITIONAL & 

SUPPORTIVE 

HOUSING 
Crisis Services are a 

continuum of services 

that are provided to 

individuals experiencing 

a psychiatric emergency. 

The primary goal of these 

services is to stabilize 

and improve 

psychological symptoms 

of distress and to 

engage individuals in an 

appropriate treatment. 

• Psychiatric 

Emergency Services 

• Acute Diversion 

Unit 

• Psychiatric Urgent 

Care 

Acute psychiatric 

services provide high-

intensity, acute 

psychiatric services 24 

hours a day for 

individuals in acute 

psychiatric distress and 

experiencing acute 

psychiatric symptoms 

and/or at risk of harm to 

self or others. 

• Acute Inpatient 

Psychiatric Services 

These programs provide 

acute and post-acute 

medical care for 

individuals who are too 

ill or frail to recover from 

a physical illness or 

injury on the streets but 

are not ill enough to be 

in a hospital. They 

provide short-term 

residential care that 

allows individuals the 

opportunity to rest in a 

safe environment while 

accessing medical care 

and other supportive 

services. 

• Medical Respite  

• Sobering Center 

• Withdrawal 

Management 

• Social Detox 

• Behavioral Health 

Respite Navigation 

Center 

 

 

These programs are 24-

hour locked facilities 

providing intensive 

diagnostic evaluation 

and treatment services 

for severely impaired 

residents suffering from 

a psychiatric illness.  

• Locked Subacute 

• Psychiatric Skilled 

Nursing Facility 

• State Hospital 

A residential treatment 

facility is a live-in health 

care facility providing 

therapy for substance 

abuse, mental illness, or 

other behavioral 

problems. Some 

residential treatment 

facilities specialize in 

only one illness, while 

others treat people with 

a variety of diagnoses or 

dual diagnoses of 

substance abuse and a 

psychiatric diagnosis. 

• Co-Occurring 

Diagnoses 

• Substance Use 

Disorder 

• Mental Health 

Residential care 

facilities (RCF) offer 

group living for seniors 

and/or people with 

disabilities who need 

help with meal 

preparation, medication 

monitoring, and 

personal care, but do 

not need daily acute 

medical care. Individual 

RCFs may specialize in 

clinical areas such as 

mental health 

rehabilitation and 

geriatrics.  

• Residential Care 

Facilities 

• Residential Care 

Facilities for the 

Elderly 

Transitional and 

Supportive Housing 

provides people with 

significant barriers to 

housing stability with a 

place to live and 

intensive social services 

while they work toward 

self‐sufficiency and 

housing stability. 

• Residential Step-

Down 

• Cooperative Living 

• Support Hotel 

• Stabilization 

Rooms 

• Shelter 

74 

Beds 
44 

Beds 
171 

Beds 
338 

Beds 

438 

Beds 
572 

Beds 

598 

Beds 
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Additional Model Results: 

Scenario 2 Results: In Scenario 2, the model adjusted historical data using the assumption that all 

patients who stay more than 24 hours in Psychiatric Emergency Services do so because of a lack of 

capacity in the “next stop” treatment location, Acute Inpatient Psychiatry, at Zuckerberg San 

Francisco General (ZSFG). Subsequently, the model calculated the number of beds needed to 

prevent this wait time. In this scenario, the model identified that in order to prevent bottlenecks at 

Psychiatric Emergency Services, the bed count at Acute Inpatient Psychiatry would need to be 

increased significantly (61 percent). However, because investments made in downstream bed 

categories have been proven to reduce or even eliminate bottlenecks upstream, DPH, in discussion 

with the experts at Mosimtec, decided against including this result as a final recommendation. This 

approach will be tested and analyzed when the bed simulation modeling exercise is repeated 

annually.  

Table 6: Scenario 2 Recommended Bed Counts 

Bed Category 
Baseline Bed 

Count 
Recommended 

Bed Count 
Percent 
Increase 

ZSFG Acute Inpatient Psychiatry  44 71 61% 

 

Validity Reports: The following tables provide detail on the outputs of the model compared with 

historical input data. These reports support the conclusion that the model reflected reality within a 

reasonable degree of confidence.  

Table 7: Arrivals Per Day  

Category Calculated Input Scenario 1 Output % Difference 

Acute Diversion Units 2.91 2.92 0% 

Acute Inpatient Psychiatric Services 3.42 3.40 (1%) 

Co-Occurring Diagnosis Residential Treatment 0.75 0.75 0% 

Hummingbird Psychiatric Respite 1.79 1.79 0% 

Locked Subacute Treatment 0.54 0.54 0% 

Mental Health Residential Treatment 0.88 0.88 0% 

Option - St Francis 0.81 0.81 0% 

Psychiatric Emergency Services 21.94 21.95 0% 

Psychiatric Skilled Nursing Facilities 0.21 0.22 5% 

Psychiatric Urgent Care 7.07 7.06 0% 

Residential Care Facility aka Board and Care - In 

County 0.27 0.27 0% 

Residential Care Facility aka Board and Care - Out 

of County 0.12 0.11 (8%) 

Residential Care Facility for the Elderly - In County 0.23 0.23 0% 
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Category Calculated Input Scenario 1 Output % Difference 

Residential Care Facility for the Elderly - Out of 

County 0.16 0.16 0% 

Sobering Center 18.03 18.03 0% 

Social Model Detox 2.88 2.87 0% 

Substance Use Disorder Residential Treatment 3.40 3.40 0% 

Substance Use Residential Step-Down 0.65 0.65 0% 

Withdrawal Management 2.12 2.12 0% 

 

Table 8: Average Length of Stay (Days) 

Category Calculated Input Scenario 1 Output % Difference 

Acute Diversion Units 13 12 (8%) 

Acute Inpatient Psychiatric Services 12 11 (8%) 

Co-Occurring Diagnosis Residential Treatment 52 51 (2%) 

Hummingbird Psychiatric Respite 15 14 (7%) 

Locked Subacute Treatment 205 203 (1%) 

Mental Health Residential Treatment 65 64 (2%) 

Option - St Francis 8 8 0% 

Psychiatric Emergency Services 1 1 0% 

Psychiatric Skilled Nursing Facilities 106 99 (7%) 

Psychiatric Urgent Care 1 1 0% 

Residential Care Facility aka Board and Care - In 

County 272 268 (1%) 

Residential Care Facility aka Board and Care - Out 

of County 155 143 (8%) 

Residential Care Facility for the Elderly - In County 195 185 (5%) 

Residential Care Facility for the Elderly - Out of 

County 154 142 (8%) 

Sobering Center 0 0 0% 

Social Model Detox 6 6 0% 

Substance Use Disorder Residential Treatment 51 50 (2%) 

Substance Use Residential Step-Down 99 97 (2%) 

Withdrawal Management 10 10 0% 
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Table 9: Bed Utilization 

Category Calculated Input Scenario 1 Output % Difference 

Acute Diversion Units 82% 79% (4%) 

Acute Inpatient Psychiatric Services 90% 83% (8%) 

Co-Occurring Diagnosis Residential Treatment 75% 73% (3%) 

Hummingbird Psychiatric Respite 85% 84% (1%) 

Locked Subacute Treatment *unknown 79% NA 

Mental Health Residential Treatment 60% 52% (13%) 

Psychiatric Emergency Services 91% 82% (10%) 

Psychiatric Skilled Nursing Facilities *unknown 86% NA 

Psychiatric Urgent Care 45% 42% (7%) 

Residential Care Facility aka Board and Care - In 

County *unknown 74% NA 

Residential Care Facility aka Board and Care - Out 

of County *unknown 79% NA 

Residential Care Facility for the Elderly - In County *unknown 75% NA 

Residential Care Facility for the Elderly - Out of 

County *unknown 75% NA 

Sobering Center 72% 36% (50%) 

Social Model Detox 78% 72% (8%) 

Substance Use Disorder Residential Treatment 69% 64% (7%) 

Substance Use Residential Step-Down 66% 54% (18%) 

Withdrawal Management 78% 74% (5%) 
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