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INTRODUCTION 

BACKGROUND 

The purpose of this report is to describe the evaluation of a pilot to test a cross-system integration 

strategy in North San Diego County.  The Council of Community Clinics received funding for the pilot 

from the Blue Shield of California Foundation through an initiative entitled, “Safety Net Integration 

2014: Advancing Primary Care and Behavioral Health Integration through Community Collaboration.” 

The grant program aimed to support communities engaged in, or seeking to engage in, collaborative 

activities to improve systems-level primary care and behavioral health integration. The one-year project 

period began July 1, 2014, and the CCC received a budget-neutral grant extension through August 31, 

2015.   

 

One of the contract award’s six key grant objectives was to pilot 

two cross-system integration strategies in San Diego County.  

The pilot evaluation described here, also referred to as Pilot A, 

was designed to test a model of shared treatment planning for 

patients being seen simultaneously at North Coastal MH Mental 

Health Center, a specialty mental health clinic, and North County 

Health Services, a community health center.  The goal of Pilot B, 

which took place in Central San Diego, was to transition or 

“graduate” a cohort of stable specialty mental health clients into a 

community health center setting. The Pilot B evaluation is 

described in a separate report. 

 

North Coastal Mental Health (North Coastal MH) serves adults living with serious mental illness in 

Oceanside. They provide a range of services to assist clients in their recovery and to enhance their 

well-being, such as assessments, case management, consumer led wellness groups, co-occurring 

disorders services, crisis services, employment services, counseling, psychiatric services, and 

medication management.  To be eligible for services, an individual must be at least 18 years old, have 

a diagnosis of a severe and persistent mental disorder, and meet financial criteria of being uninsured or 

on Medi-Cal or Medicare.  Clients who do not meet financial criteria can pay fees on a sliding scale, or 

be referred to other community resources.  North Coastal MH uses a paper medical record and enters 

some data elements into Anasazi, the County of San Diego database that tracks patient demographics 

and services. North Coastal MH is a part of Mental Health Systems, Inc., a nonprofit agency founded in 

1978.  MHS operates more than 80 community-based programs throughout California for people who 

either cannot afford privately paid services or for whom appropriate services are not otherwise 

available.  A nurse and program director (LCSW) participated in this pilot. 

 

North County Health Services (NCHS) is a private non-profit federally qualified health center with 10 

locations throughout North County Coastal and Inland areas.  NCHS began services in 1971 and its 

mission is “to improve the health status of our diverse communities by providing quality healthcare that 

“I loved this project. It was a little 

time consuming with all of the 

information going back and forth 

between agencies, but the end 

result was that patient care 

improved overall so it was worth it.” 

~ North County Health Services 

Nurse 
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is comprehensive, affordable, and culturally sensitive.” They offer adult medicine, pediatric care, dental 

care, women’s health, behavioral health, pharmacy, and lab and x-ray.  NCHS uses an electronic 

health record.  They serve patients who have health coverage and offer a sliding fee scale for those 

who are uninsured. A physician and nurse at the Crouch Street Clinic in Oceanside participated in this 

pilot.   

 

Pilot Overview. The goal of Pilot A was to offer more coordinated care to patients being seen at both 

North Coastal MH and NCHS by communicating standardized information between lead nurses about 

their shared patients.  After identifying the patients seen by both agencies, the nurses gathered 

information about the client prior to the call, such as diagnoses, current medications, recent lab results 

or treatment challenges.  They shared the information with one another over the phone, and 

documented updates or treatment changes in the patient record. The Council of Community Clinics 

used part of the Blue Shield of California Foundation grant budget to reimburse the two agencies for the 

time invested in planning for and conducting the shared treatment phone calls.   
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EVALUATION APPROACH 
Because this was a pilot project, the main objective of the 

evaluation was to determine whether the shared treatment 

process was effective and what it would take to continue or 

expand it.  The specific evaluation questions were as follows: 

 

1. How much time does it take to prepare for and participate 

in shared treatment activities?  

2. Is it feasible for clinicians from a specialty mental health 

clinic and a primary care clinic to coordinate treatment? 

(eg., meeting time, staffing, physician time, medical record 

documentation) 

3. What were the most valuable aspects of coordinating care, 

and what were examples of challenges encountered along 

the way?  

 

If additional funding became available, project staff would consider evaluating two additional questions: 

whether the patient had improved health outcomes, and whether there was a change in patient 

satisfaction as a result of better care coordination.   

DATA SOURCES  

The evaluation consultant worked with CCC project staff to collect both quantitative and qualitative 

data: 

 

Nurse Time Records:  The main nurse contact at each agency tracked the number of minutes 

it took to prepare for the case conference, and to engage in the treatment planning for each of 

the clients/patients.  The nurses submitted the time records to the Council of Community Clinics 

every 3-4 weeks, and they were compensated for their time at $3 per minute. 

 

Pre/Post-Pilot Survey:  The purpose of this survey was to understand the clinicians’ hopes, 

expectations and concerns about the shared treatment process, and then how they felt about 

the project subsequent to implementing it.  The 5-item pre-pilot survey took place in March 

2015, and the 9-item post-pilot survey in August 2015.   

 

Clinician and Administrative Telephone Interviews:  In August 2015, the evaluation 

consultant interviewed the nurse and primary care provider (PCP) from NCHS, and the nurse 

and program director from North Coastal MH.   

 

A pictorial overview of the project is shown in Figure 1. 
  

The project was great.  I 

liked the coordination and 

the working relationship I 

developed with NCHS. It 

was nice to put a face to a 

name.  It benefitted the 

patients. 

~ North Coastal MH Nurse 
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Figure 1: Overview of Pilot A, Interagency Care Coordination 
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DESCRIPTION OF SHARED TREATMENT PROCESS 
The first step in the process was to identify patients being seen by both agencies who would be willing 

to participate in the project.  The North Coastal MH nurse pulled their paper medical records and 

identified clients who said they received primary care 

services at NCHS. After getting a signed release from 

these clients (Attachment 1), they gave the list to NCHS, 

who then identified which of the patients were “active,” 

meaning they had seen the project’s participating PCP at 

least once in the past year. Once each agency identified 

the clients, they obtained patient consent to participate in 

the project (Attachment 2) and the nurses scheduled a 

time to review the client’s case.   

 

The nurses gathered standard information for each client 

prior to the case conference phone call (see Attachment 3, 

Blue Shield Shared Treatment Planning Checklist).  During 

the call each nurse reviewed the information they had, 

updated their own records with any new information, and 

made new treatment recommendations if needed.  The nurses tracked the time they spent on preparing 

for and conducting the case review.  Each step is described in more detail below. 

  

1. Identify North Coastal MH clients who were NCHS patients. North Coastal MH staff 

queried clients visiting their agency to find out if they received health care services at NCHS.   

If so, North Coastal MH asked the client if they would like to participate in the pilot.   

 

2. Obtain consent to participate in the project and determine if client was an active 

NCHS patients. For interested clients, North Coastal MH then obtained a signed “Consent 

to Participate.” They gave NCHS the list of patient names to determine whether the person 

was considered an “active” client, and was a patient of the PCP that was participating in the 

pilot.     

 

3. Select client/patient cases for review.  Once the agencies identified the clients and 

obtained consent, the North Coastal MH and NCHS nurses decided which client cases they 

would review on their next shared treatment planning phone call. Patients were assigned 

unique patient/client identifiers in order to protect their privacy.  

 

4. Gather necessary information and fax to the other nurse prior to the phone call. The 

nurses gathered preliminary information related to the following topics, and faxed the 

information to the partnering agency so the other nurse could review it prior to the phone 

call: 

 

I wish we could have this kind 

of coordination for more 

clients - not just the few in 

the pilot.  It is not only 

valuable, but it is a real need. 

There is a huge value here, 

even if it is a little time 

consuming. 

~ North Coastal MH Program 

Director 
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 Most current contact information (phone numbers) 

 Diagnoses 

 Active Problem List (primary care / Treatment Goals (mental health) 

 Current medication list 

 Most recent lab results 

 Treatment challenges (Are there challenges you’ve identified working with this 

individual? Have you identified strategies that work well to overcome these challenges, 

or would you like to brainstorm potential strategies with your partnering agency?) 

 

5. Share information by phone. After reviewing the information by phone, each nurse 

documented the updates in the patient record.  In addition to noting any changes in the 

topics above, they also documented new treatment strategies and other recommendations.  

 

6. Insert findings into the medical record and share with the agency’s medical provider. 

Each nurse documented the updates for the medical record – the paper chart at North 

Coastal MH and the electronic health record at NCHS.   

 

7. Report time spent on preparation and phone consultations.  Each nurse documented 

the time spent on preparing for the phone call and reviewing each case for treatment 

planning.  The nurses submitted time records to the CCC for reimbursement. 
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FINDINGS 
Findings from the time study, pre/post-pilot surveys and key informant interviews reinforced similar 

messages. First, the pilot was viewed as extremely valuable by the nurses and providers in the project 

because the clinicians gained important information about the client that they wouldn’t have had 

otherwise. Each agency had a complete picture of the client or patient’s health status, and therefore 

could be confident in their diagnosis and plan.  Being a provider in system where mental health and 

primary care operate within their own silos makes it difficult at times to tailor a treatment plan since 

some information is often missing. With this program, the provider’s risk of making a poor treatment 

decision was reduced because the providers had a complete picture of the person they were treating. 

In addition, the nurses valued meeting a nurse from the other agency and learning more about how 

their services inter-relate. Finally, participating staff indicated that the logistics of the project were 

successful – the nurses conferring by phone, documenting the new information, and transferring that 

information into the medical record.   

TIME STUDY 

The nurses conducted shared treatment planning for a total of 15 joint clients between April and July 

2015 (see Figure 2).  During each call they not only reviewed the new clients that were added for each 

call, but they also continued planning for clients they had reviewed previously.  During the first call they 

reviewed 4 cases.  During the second call they reviewed the same four then added two new cases.  

During the third call they reviewed six continuing cases and added four.  On the last call they reviewed 

ten continuing cases and added five.  

 

The length of time for the phone calls increased as the number of client reviews increased (see 

Figure 3). The first planning call for four new clients lasted 86 minutes.  The last planning call for 10 

continuing and 5 new clients lasted 131 minutes.  Time decreased slightly on the second call, perhaps 

because there were only two new clients and the other four were from the prior call.  

 

For the client’s first review, an average of 48 minutes (62% of the time) went into preparation, and 29 

minutes into the planning call itself, for a total of an hour and 17 minutes per client (see Figure 4).  

Subsequent reviews, including prep and planning, took about half that time and decreased steadily, 

with an average of 40 minutes for the second review, 37 minutes for the third, and 30 minutes for the 

fourth. Preparation in subsequent calls usually took only a few minutes more than the planning call 

itself. There wasn’t much difference in time between agencies for preparation and planning, except 

during the first review when North Coastal MH invested an average of 42 minutes per client compared 

to NHCS’s average of 35 minutes (see Fig 5).  

 

The CCC reimbursed each agency $3 per minute for preparation and planning phone calls, with an 

average cost of $231 for the first client review (see Figure 6).  Subsequent reviews were less costly, 

with an average of $120 for the second client review, $111 for the third, and $90 for the fourth.  Clients 

who were reviewed during all four phone calls had an investment of $552 per person – more than twice 

the cost of one review only. 
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PRE/POST PILOT 

The 5-item pre-pilot survey was completed in March 2015 by the North Coastal MH nurse and program 

manager, and by the NCHS nurse, PCP, and nurse supervisor.  The 9-item post-pilot survey was 

completed by the same individuals except for the NCHS nurse supervisor.  Respondents anticipated 

some of the benefits of joint care coordination, such as overall client health improvement, and the ability 

to develop joint treatment goals. They were surprised, however, at other benefits, such as gaining a 

better understanding of how the two agencies’ services inter-relate, and learning more about 

client/patient substance abuse issues. They did not realize how long preparation and planning would 

take, but found overall that it was a valuable and worthwhile endeavor. The reader should keep in mind 

that the number of respondents is very low – anywhere between 2 and 5 per question -- since some 

people skipped questions. It would be helpful to repeat the survey with a larger group of providers if the 

pilot were ever expanded.  The section below highlights the anticipated and actual benefits and 

challenges, with additional data shown in Attachment 4.   

 

The top 3 benefits agencies gained from the project were (Question 1): 

 Overall client health improvement 

 Ability to develop joint treatment goals 

 A better understanding of how our services inter-relate (an unanticipated benefit). 

 

The top 4 things the agencies learned about their clients were (Question 2): 

 Medications prescribed from other providers. 

 Additional information regarding potential substance abuse issues (an unanticipated benefit). 

 The client’s unmet needs that might be addressed by the other agency. 

 The kind of interagency care coordination needed to improve the patient’s overall health. 
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The top 3 barriers and challenges were (Question 3):  

 Burden on workflow – too time consuming. 

 Tracking care coordination objectives in the medical record. 

 Dissatisfaction by client with new shared information between providers. 

 

The most time consuming aspect of this project was (Question 4): 

 Prep time – reviewing the case prior to the care coordination phone call. This included faxing 

information to the other nurse and reviewing those additional notes as well as one’s own. 

 

The post-pilot survey also indicated that the nurses from each agency always received a fax with the 

client’s current problem list/treatment goals, and usually received the client’s diagnosis, current 

medication list, and most recent lab results.  The recommendations documented on the “Shared 

Treatment Checklist” were usually placed in the client’s medical record, and staff modified treatment as 

a result.   
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TELEPHONE INTERVIEWS 

The consultant conducted telephone interviews with four individuals from the pilot: the nurse and 

program director from North Coastal MH, and the nurse and PCP from NCHS.  They gave feedback on 

the logistics of the pilot, such as the phone calls and documentation. They gave case examples and 

shared their insights on how they felt their services became more effective because they were able to 

coordinate care.  

 

Telephone meeting format.  The North Coastal MH and NCHS nurses felt that not only was it 

effective to meet by phone, but also it was practical 

since they were able to look at the client’s medical 

record if necessary at the same time.  If they had 

met in person they would not have been able to do 

this.  

 

New information about clients/patients.  At North 

Coastal MH, some clients had a great knowledge of 

their health and medical diagnosis from NCHS and 

some had no knowledge at all.  At times there was 

a disconnect between what the doctor said and 

what the patient heard. For example, one patient 

said she had hepatitis, but didn’t realize it was 

actually alcohol-induced liver problems. Another 

patient thought he was diabetic, but was actually 

pre-diabetic. In another example: 

 

A patient came into our mental 

health facility and said he was diabetic.  Our nurse was trying to 

determine whether the patient was testing his blood sugar and taking 

insulin or if he was being noncompliant.  The North Coastal MH nurse 

talked to the NCHS nurse and found out the patient wasn’t diabetic, 

but rather the doctor told him he needed to make changes to his diet 

to improve his health (and avoid possibly becoming diabetic).  The 

nurses were able to explain to the patient what the real issue was. 

~ North Coastal MH Program Director 

 

It used to be that patients with  

mental health issues would see 

their psychiatrist but would not 

go to their primary care doctor. 

This pilot has changed that 

because the mental health agency 

reinforces the importance of the 

client seeing their medical doctor 

and looking after their other 

medical needs. They don’t get lost 

to follow-up as much. 

~ NCHS Primary Care Provider 
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Because of this project, North Coastal MH had access to clients’ diagnoses, rather than having 

to rely on their self-report, so the nurse could clarify the diagnosis when necessary.  The nurses 

also encouraged the clients to bring their discharge notes from their NCHS visit so they could 

explain what happened if the client did not understand. 

 

North Coastal MH had a client that was not engaged in services with 

his PCP, but was very engaged with them.  North Coastal MH tried to 

find out what the barrier was, and learned that the client did not 

have transportation to the medical clinic.  NCHS was then able to 

send their van to pick up the client, and the problem was solved.  It 

was an easy fix once the two agencies were able to confer. 

 

NCHS clinicians learned more about psychiatric background of the patient, which allowed staff 

to be more understanding and responsive to the patient’s needs.  The PCP was informed 

directly from North Coastal MH of the psychiatric medication the patient was taking, which 

allowed her to identify and avert any negative drug interactions. Also, if an NCHS patient was 

admitted to a hospital emergency department (ED), the hospital would inform the health center 

and staff would follow up with the patient. NCHS now notifies North Coastal MH of all hospital 

admissions and medication changes as well. The nurses also fax notes to the other agency 

whenever a patient from the pilot is seen rather than waiting for the care coordination phone 

calls.  This newly opened line of communication has been invaluable.  

 

Treatment plans.  Sometimes a primary care treatment plan would change based upon input 

from North Coastal MH’s psychiatrist. There was an NCHS patient, for example, that the PCP 

was treating for anxiety – something that can 

sometimes be done effectively in primary care. 

The patient wasn’t doing well, however, and 

asked for additional medication.  The PCP 

decided to refer the patient to North Coastal MH 

where the provider made the necessary 

adjustments to the prescription and informed the 

PCP’s nurse of the changes.  The psychiatrist 

has proven to be a valuable resource to the 

PCP for more complicated mental health issues. 

 

Another change in the treatment planning was to 

better coordinate patient lab testing and sharing 

of results.  Rather than each agency running 

their own lab tests, North Coastal MH could 

request the NCHS PCP to run the test. NCHS 

The updates to the medication 

list were most valuable. Some 

medications cause metabolic 

problems, such as a higher risk 

for diabetes.  I can monitor the 

psychotropic drugs the patients 

are taking and check for 

diabetes or lipid problems at the 

same time.  

 

~ NCHS Primary Care Provider 
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would then forward a copy of the results to North Coastal MH. By coordinating lab tests, the 

patient did not have to duplicate labs at each location at different times.  

 

Improved outcomes.  Both agencies have seen improved health as a result of this pilot.  A 

patient with severe, untreated back pain is a good example: 

 

A North Coastal MH client was having severe back pain, but the 

PCP he had been seeing (not at NCHS) assumed he was seeking 

narcotic medications and would not treat him for the pain.  

North Coastal MH recommended he get care from the NCHS 

PCP so the two agencies could coordinate care, and the client 

agreed.  The NCHS PCP found that not only was his complaint 

of back pain very real, but he had liver problems as well.  The 

NCHS PCP gave him the pain medication he needed, and 

referred him for physical therapy.   

 

In this case, each organization decided on a coordinated plan and agreed to stick to it.  Being 

able to confer on whether or not this client was med seeking was absolutely critical and in the 

end resulted in a treatment plan to alleviate his pain.  

 

Updating the medical record.  The North Coastal MH nurse completed the “Shared Treatment 

Planning Findings and Recommendations” form during the call, and inserted it into the medical 

record.  The North Coastal MH nurse forwarded the updated information to the agency’s 

psychiatrist for a short review. The NCHS nurse made handwritten notes on the form, then after 

the phone call typed them into the “provider’s notes” template of the patient’s electronic health 

record.  The PCP reviewed and signed off on her nurse’s notes in the E.H.R. 

 

Staffing.  At North Coastal MH, staffing for the project was limited primarily to the nurse and 

program director.  Occasionally other staff would pull charts.  Their case manager would also 

get involved to facilitate a new patient linkage to the NCHS PCP office.  Once linked, the nurse 

would take over the care coordination.   At NCHS, no additional staff were involved unless a 

medical assistant needed to get a signature on an information release to participate in the pilot. 

Whenever communication was needed between the two agencies, it took place between the two 

nurses to assure consistency. Other staff did not reach out to one another. The nurses’ time 

was reimbursed by the pilot project. Any other staff time was not reimbursed, though very little 

additional time was required.  
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DISCUSSION 
Although this was a pilot project conducted on a small scale with two agencies and 15 of their shared 

patients, the evaluation was able to find answers to the key questions.  On the question as to whether 

the activities would be too time consuming, the study found that it took about 77 minutes to prepare for 

the first care coordination phone call, and to do the treatment planning for the client/patient.  Although 

the nurses viewed the activities as somewhat time consuming, they felt it was well worth the effort.  On 

the second question as to whether it was feasible for the clinicians to coordinate treatment, the answer 

was that it was feasible.  The phone call format worked well, it required minimal assistance from other 

staff, the nurses were able to add the information to their existing medical record format, and it did not 

require much if any additional effort on the part of the physicians.  More information about the valuable 

aspects of coordinating care, as well as the challenges, are provided below. 

STRENGTHS 

The process of two agencies sharing treatment of common patients resulted not only in better 

communication and more information, but improved relationships between the two agencies.  When 

discussing strengths, staff said “it is nice to have a relationship with someone from the other clinic,” and 

“the nurses from the different organizations have great working relationships with each other.”  

Providers also appreciated having more accurate information, such as updated medication lists, and 

accurate diagnoses to discuss with the client/patient.  A summary of strengths are shown in Figure 7 

on the next page. 

CHALLENGES 

Although the project was somewhat time consuming, the clinicians said it still worked well for the pilot 

because it was done on a small scale.  It would be more challenging for nurses to allocate the time if 

there were more patients involved.  It was difficult to “chart as you go,” especially for the mental health 

clinic since they don’t have E.H.R. It was also difficult to identify the North Coastal MH clients who were 

also patients at NCHS.  As a result of this project, the Council of Community Clinics has already been 

in discussion with the County of San Diego about joining San Diego Health Connect, which securely 

connects hospitals, health systems, patients, private health information exchanges and other 

healthcare stakeholders so that they can share important health information.  The County is exploring 

how to participate and make certain Anasazi data fields available to others to see, such as where 

mental health clients are receiving primary care.  These data sharing discussions are another positive 

outcome of this pilot. 
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Figure 7: In their Own Words - Strengths reported by Program Clinicians and Staff 

 

Great coordination of care. 

Good communication between agencies. 

Improvement in patient care. 

“It is nice to have a relationship with someone from the other clinic.” 

The nurses from the different organizations have great working relationships with 
each other. 

The project bridged the working relationship between the PCP at the health clinic 
and psychiatrist at the mental health clinic. 

“You don’t have to involve a lot of people. You really only need to identify one 
person from the agency to communicate with one person from the other agency.” 

“There is better coordination of care between the PCP and the psychiatrist.” 

“I would not change a thing about the program. The roles are clear. The goals 
are clear.” 

The updates on the medication list were one of the most useful things. 

When the health center did a lab test, they could share the results with the 
mental health agency. This meant less repetition in lab tests. 

The mental health agency got accurate information about the client’s medical 
diagnosis rather than trying to find out from the client who may have 
misunderstood. 

NCHS gets notified when one of their patients is in the ED and now they inform 
North Coastal MH if it was one of their patients.   
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RECOMMENDATIONS 

Interviewees uniformly expressed how satisfied they were with the program, and a desire to continue or 

expand it. Recommendations to enhance the program were as follows:  

 

 Expand the program to include all of their jointly served patients rather than only 15 patients.   

Now that they have a good process set up, mental health agency staff said they would like to 

expand the program to more clinics, and NCHS wants to expand the program to other specialty 

mental health agencies.   

 

 Standardize the number of reviews per client/patient to one or two at the most, unless there is 

an unusual circumstance where more cross-agency reviews are needed.  This would reduce the 

average cost per client from $552 for four reviews to $228 for one review. 

 

 Expand partnerships to the local hospital.  NCHS has opened lines of communication with Tri 

City Medical Center so that when they see an NCHS patient, the emergency department faxes a 

notification with a visit summary to health center staff. Tri City Medical Center faxes North 

Coastal MH if a client is admitted, but the agency would like to solidify the process and develop 

stronger relationships with the involved hospital staff.   

 

 Consider co-locating a primary care provider in the mental health clinic one day per week.  This 

would place primary care services even closer to patients who need them, and link more clients 

with the health center.  

 

 Create a nurse case manager position at the mental health agency who would be responsible 

for obtaining labs, coordinating care and submitting referrals.  
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CONCLUSION 
This was an exceedingly strong and well received project.  The nurses found it extremely valuable to 

share information and ensure that their records were accurate and up-to-date. This allowed both 

agencies to provide more tailored care for the client or patient since they had a more complete picture 

of his or her condition.   

 

With the more complete information, the mental health agency in particular could educate the client on 

his or her condition. If NCHS saw a complicated patient from a psychiatric point of view, they could 

either transition the patient to the North Coastal MH psychiatrist for that portion of their care, or consult 

with the psychiatrist on how to proceed.  The mental health agency was able to get labs done by NCHS 

on a regular basis, and again both sides benefitted from tracking the results.   

 

Both agencies appreciated a stronger relationship with the other, and nurses would pick up the phone 

and communicate about patient care between their scheduled sessions when new information came to 

a clinician’s attention.  

 

The next step in the evaluation would be to track clinical outcomes to see if there was demonstrated 

health improvement, and to obtain feedback from the patients on their impression of how the care 

coordination impacted their satisfaction and quality of care.  More information is needed about what 

agencies learned from each other about patients’ substance abuse issues, and how they followed up. 

 

The pilot proved to be a strong springboard for either expanding the cross-agency services to additional 

clients, or adding other providers such as another mental health agency or community health center.  

The motivation on both sides is clearly very strong, and hopefully they will be able to direct that positive 

energy into continuing coordination for their shared clients and patients with the necessary resources to 

support their efforts. 
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ATTACHMENTS 

ATTACHMENT 1: AUTHORIZATION TO RELEASE PROTECTED HEALTH 
INFORMATION 
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ATTACHMENT 2: CONSENT TO PARTICIPATE IN THE PILOT 

 

 
 

CONSENT TO PARTICIPATE 
 

CLIENT/PATIENT 

LAST NAME: Click to enter name. FIRST NAME: Click to enter name. MIDDLE INITIAL: 

enter here. 

ADDRESS: Click to enter address. CITY/STATE: Click here to enter. ZIP CODE: enter 

text. 

TELEPHONE NUMBER: Click to enter here. SSN: Click here to enter text. DATE OF BIRTH: 

enter here. 

Purpose of Pilot:  I understand the purpose of the Blue Shield Shared Treatment Pilot is to coordinate care 
between mental health and primary care providers in an effort to improve the quality of care, and overall 
health of the individuals participating.  I understand the coordination of care will involve the sharing, comparing 
and reconciling of records between my mental health and primary care providers.      

Right to Revoke:  I understand that I have the right to revoke this consent at any time. I understand if I revoke this 
consent I must do so in writing. I understand that the revocation will not apply to information that has already been 
released based on this consent. 

Expiration: Unless otherwise revoked, this consent will expire on the following date, event, or condition:   
If I do not specify an expiration date, event or condition, this consent will expire in one (1) calendar year from the 
date it was signed, or 60 days after termination of treatment. 

CONSENT OF INDIVIDUAL 

SIGNATURE: 
 

DATE: Click here to date. 

By signing above I consent to participate in the Blue Shield Shared Treatment Planning Pilot.   

VALIDATE SIGNATURE 

SIGNATURE OF STAFF PERSON: DATE: Click to enter date. 

 

 

 

  

Blue Shield Shared Treatment  Pilot 
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ATTACHMENT 3: SHARED TREATMENT PLANNING CHECKLIST 
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ATTACHMENT 4: ADDITIONAL POST-PILOT RESPONSES 

 

Respondents: 

North Coastal Mental Health 
Shared Treatment Planning Nurse 
Program Director  
 

North County Health Services    
Shared Treatment Planning Nurse  
PCP for Shared Treatment Planning Pilot  
Supervising Nurse (Pre-pilot only) 

 

5. I received a fax with the following client information more 
than 90% of the time (check all that apply) 

Answer Options 
Response 

Percent 
Response 

Count 

Diagnosis 75.0% 3 

Current problem 
list/treatment goals 

100.0% 4 

Current medication list 75.0% 3 

Most recent lab results 75.0% 3 

answered question 4 

 

6. Information from the 'Findings and Recommendations 
Form'  was placed into the client’s medical record. 

Answer Options 
Response 

Percent 
Response 

Count 

All of the time 75.0% 3 

Most of the time 25.0% 1 

Some of the time 0.0% 0 

Rarely 0.0% 0 

answered question 4 

 

7. Information from the 'Findings and Recommendation 
Form'  was useful to treatment staff. 

Answer Options 
Response 

Percent 
Response 

Count 

All of the time 50.0% 2 

Most of the time 50.0% 2 

Some of the time 0.0% 0 

Rarely 0.0% 0 

answered question 4 

 

8. Staff modified treatment as recommended on the 
Findings and Recommendations form. 

Answer Options 
Response 

Percent 
Response 

Count 

All of the time 50.0% 2 

Most of the time 50.0% 2 

Some of the time 0.0% 0 

Rarely 0.0% 0 

answered question 4 

 


