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Alameda County Mental Health Board 
ADULT COMMITTEE MINUTES  

July 16, 2012 ♦ 12:00pm-2:00pm 
Alvarado Niles Room  

 
Meeting called to order @ 12:00pm by Alane Friedrich 
 
 
HOUSEKEEPING 
 
Roll Call/Introduction of Guests 
 
MHB Members:   Alane Friedrich, Patricia Sweetwine, Rochelle Elias, Pat Buchanan, Jeffrey Davidson and Joe Rose  
 
Committee Members:    Beverly Bergman (MHAAC), Francesca Tenenbaum (MHAAC), Dennis Romano (ACCMHA), Haeyoung Sohn 

(JG), Janet King (NAHC), Aboud Rahim (POCC), Pansy Taft-Butkowski (SC), Charles Flores (La Familia), and 
Annie Kim (FERC)  

 
BHCS Staff:   Michael Lisman, Maryann D’Onofrio, and Peter Dating 
 
Presenter:  Ramandeep Kular (HUME)  
 
Public:   None 
 
Excused:  Mary Sulliman (Telecare) and Pansy Taft-Butkowski (Sausal Creek) 
 

ITEM DISCUSSION PLAN/ACTION 
Approval of Adult 
Committee March, 
April & May 2012 
Minutes 

The approval of Adult Committee March, April and May 2012 minutes were not done, tabled to 
next month’s meeting.  

  
 

JGPP Report  
 
 
 
 
 
 
 
 
 
 
 
 
 

Mr. Qvistgaard provided the following info: 
 May 2012 Report: 
 
 
 

                        
 
Mr. Qvistgaard talked about how PES is one of their biggest challenges on the weekends 
when it is really difficult to discharge folks to a sub-acute level of care. 
 
Mr. Qvistgaard also talk about how their seclusion & restraint numbers will go up because 
they are honoring the request of a patient to be placed on a waist type of restraint. 

▫ PES Avg. Daily Visits-41.6            ▫ Seclusion & Restraint-5.2 
▫ Inpatient Ave. Daily Census-68.1 ▫ Assaults-0 
▫ Avg. Length of Stay-8.2 ▫ Patient Satisfaction Score-80.9 
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JGPP Report (Cont.) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Mr. Qvistgaard also commented that they are reviewing 2 cases of assaults that are under 
classified.  Also,  starting in July, JGPP will be going into a 12 month period of time where 
they will be measuring all levels of assaults.  He categorized the different levels for us: 
 
B – physical contact but no injury 
C – person who was assaulted makes a formal complaint, but there is no need for 
immediate medical intervention 
D – medical evaluation/treatment is needed post assault, e.g (kicked someone in shins and 
created a bruise) 
E or higher – those that require serious medical treatment 
H – resulted in death 
 
Q: Ms. Tenenbaum asked who makes these levels. 
A: Mr. Qvistgaard responded that it is CMS (Center for Medicaid/Medicare Services). 
 
Mr. Qvistgaard stated that they have captured all the baseline data.  They were measuring 
it already so they have baseline.  The baseline is 14/month at all levels and so their goal is 
to reduce that by 35% for a 12 month period of time, 9 or less. 
 
Mr. Qvistgaard talked about the Patient Satisfaction score and how Unit B does really well 
with patient satisfaction.  They scored 87, which puts them in the 91st percentile nationally 
in national database.  They started off in the 1st percentile, 1st is worst, where 99 percent 
of hospitals were scoring better than they were in our psychiatric patient satisfaction.  They 
still have a ways to go with Units C & D. 
 

 Mr. Qvistgaard thanked people for coming to the come to the 20th anniversary celebration.  He 
also talked about exciting things that will be going on at JGPP: 

 
1) Tile Project – Patients will represent their journey to wellness and recovery on 4x4 tiles 

which will be put up in the patio so that the patients stories are being told by 
themselves. 

2) Comfort Rooms – Each unit at John George turned their TV rooms into comfort rooms.  
There was research coming from the east coast saying that patients who were offered 
a place where they can gather themselves can actually self-modulate their agitation 
and the negative feelings that they have.  The comfort rooms are carpeted, have 
picture murals, wireless headphones for listening to music, sensory things, and 
comfortable reclining chairs.   

3) Lead Aprons – This came out of the occupational therapy field in Boston University 
where the use of lead aprons on psychiatric patients is that the patients are reporting 
feelings of being calm, hugged and feeling cared for when wearing heavy aprons.  It is 
all self-selection. 
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JGPP Report (Cont.) 
 
  

 
4) “Lean approach” to health care – Mr. Qvistgaard talks about how Toyota is using a lean 

technology to take the waste out of their manufacturing processes.  In health care, the 
wastes are in the patient waiting time, where patients are waiting around for something, 
whether it be getting into the place, or waiting for a doctor or something.  They are 
using a formal approach to driving the wait time and those wastes out of our system.  
The 2 areas where we will see this happening immediately are: 

 1) Inpatient Discharge Lounge – exploring using part of PES as a lounge to get 
people out of inpatient beds and into the inpatient area if it is appropriate. 

 2) Ambulance Turnaround Time - the average number of minutes ambulance 
spend at John George is 29 minutes.  They would like to reduce it to under 10 
minutes. 

 
Q: Ms. Jones asked about the series of medical treatment with the assaults, are they gone before 
they are released, where are they released to and what type of treatment is given. 
A: Mr. Qvistgaard responded that if there is a serious medical injury or medical condition whether 
it’s from assault or someone comes in and has a heart attack, if it is a 911, they go to the nearest 
hospital.  If it is something that is not life threatening but needs urgent care, generally they are 
sent to Highland..  If it is something that can be taken care of at John George, we have medical 
doctors, internal medicine doctors that come around at least once a day that will consult with the 
psychiatrists on that particular issue.  The only thing we don’t do at John George is we don’t treat 
for medical conditions that require a medical bed and medical services. 
 
Q: Ms. Mason asked with the new reporting of assaults, will there be 2 coulmns. 
A: Mr. Qvistgaard responded that they can do that, but he wanted to get the place away from 
categorizing assaults and moving toward a culture where any assault is not acceptable. 
 
Q: Mr. Davidson asked if you will be trying this for one year and maybe putting an asterisk so that 
there won’t be a mistake of comparing it. 
A: Mr. Qvistgaard responded that their goal is to reduce the current assault level by 35%.  He will 
put the asterisk and do a qualifier, that this is a new reporting parameter. 
 
Q: Ms. Friedrich asked if there is anything else that could have affected incoming patients. 
A: Mr. Qvistgaard responded that inclement weather drives folks into the hospital.  If you are living 
in a board and care and it’s 95 degrees and the AC is not working well, there is a percentage of 
the patients where there is some level of it being an environmental issue for them.  In some 
patients, their mental illness gets exacerbated due to environmental issues.  When it gets really 
hot, really rainy, or if it is toward the end of the month when SSI starts to run out on folks, they 
tend to see a higher number of folks coming in to psych facilities or if there is a major changes of 
providers in the community, for example, if a board and care closes or a skilled nursing facility has 
a change in admission requirements, they start seeing a spike and then they will go upstream to 
see what is happening. 
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Patient’s Rights 
Advocates (PRA) 
Report 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ms. King presented PRA Apr. 2012 report that includes data e.g.  
1) Total Calls Received: 702 
▫ Complaints of Codes/ Regulations 

Violations-29 
▫ Requests for Info/Assistance-673 
▫ Voicemail Message Received-338 
2) Investigations Conducted-29 
3) Facility Monitoring Visits-12                  
4) Training/Educational &/or 
Consultation Sessions-8 

    ▫ Face to face consultation- 
5) Source of Patient Calls e.g. JGPP-202; 
Fremont-104; Herrick-65; Gladman-8 
6) Type of Calls e.g. Abuse-5; Patients’ 
Rights-120; Quality of Care-97; Legal-201       
7) Patient Rep: 5250 Certifications (14 day 
holds) Number of patients certified-456 
Capacity Hearings: Number of Patients filed    
for Capacity Hearings-60 

 
Ms. Tenenbaum talked about how they ended up having increases in their staffing because the 
numbers of people on certifications keep going up.  She also talked about how the rates of 5250 
doesn’t exactly make sense because a study they did calculates that only 18% of patients that are 
placed on certifications are interested in being released from the hospital against medical advice.  
When they talked to the patients, most say they are willing to stay if the doctor thinks that they 
need to.  She said that they have started working with facilities to say this is a culture change 
issue and that they need to start looking at the fact that LPS says to treat people on least 
restrictive manner possible and that the majority of people, if told that after being assessed they 
need more treatment, the majority are willing to stay and work with their treatment team on a 
voluntary basis. 
 
Q: Ms. Friedrich asked how is your approach succeeding. 
A: Ms. Tenenbaum responded that they are getting zero positive results, that they have made 
zero progress.  The approach that they have used so far has failed and will be trying other 
approaches.  This is something they are working on and  will keep trying to find approaches until 
they start to get some results.  They have at least one facility in this county that does a very good 
job of making sure that people who are willing to be voluntary are voluntary. 
 
Q: Mr. Davidson asked what do you think is the difference in that facility and why is it better. 
A: Ms. King answered that the doctors deliver the 5250 and also talk to the patients.  In other 
facilities, the doctors do not serve the notice.  They have other staff, nurses or clerks that will 
serve the 5250. 
 
Q: Mr. Davidson asked that in other facilities where they have other staff serving the paper, the 
doctors are doing less work. 
A: Ms. Tenenbaum responded that the doctors are relatively detached in the certification process 
and what they write on the certifications are frequently the same thing over and over on every 
patient.  How could it be that a large percentage all have exactly the symptoms and same reason 
why they need to be on a hold. 
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Patient’s Rights 
Advocates (PRA) 
Report (Cont.) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mr. Davidson commented that for doctors, it can become a simple routine to check the box and 
then pass it to the assistant who serves the papers.  If we are dealing entrenched, old school staff, 
they will be difficult to change.  The best way that you can approach it is by showing them that 
patients who voluntarily stay in fact have a better success rate and in the long term maybe save 
them some trouble. 
 
Ms. Tenenbaum talked about an idea that at the 48 hour mark, somebody can deliver a notice that 
asks the patient if they are willing to work with their treatment team and if they would like to stay a 
little longer and if there is any information that you would like the treatment team to know, that 
might help in your treatment and decision. 
 
Ms. Friedrich commented that for people that are in crisis and to actually read complicated 
sentences and understand what it means… 
 
Ms. Tenenbaum responds that someone can help simplify the notice for me, but at least you get 
the idea that I am saying, that you get the concept, that at 48 hour mark to say, here is what’s 
coming up and how do you feel about being here and working with us some more, so that at least 
the doctors know who might be good targets to work on voluntary.  If we can increase 
voluntariness somewhat and decrease 5250’s somewhat, it would be so positive and it would be a 
move, maybe something that could keep snowballing. 
 
Mr. Qvistgaard comments that clearly, the treatment staff want to do the right thing by the patient.  
Many of otheir physicians work in multiple facilities and thus they are hearing a message in one 
facility that is not consistent with the message in another facility.  As long as medical necessity 
either perceived or realistically, is linked with legal status, which is then linked with reimbursement, 
this problem will continue to exist.  If the medical necessity is not there, then the facility either 
receives a denied day for providing for that care or they receive an administrative day while the 
patient is waiting to go to a lower level of care, so there are some organizations that are geared 
around the financial drivers. There is not any wrong doing here. 
 
Mr. Qvistgaard talks about another route being that anytime a physician can pass off or delegate 
the delivering of the message about voluntary status or certification to a nurse or a medical unit 
clerk then it makes their job easier but it also distances them from the process.  He thinks that if 
we move toward the only person who can deliver this message is the doctor, then the doctors 
have to think twice about wanting to make work for themselves to do this when maybe this would 
be more clinical expeditious to do it another way by offering voluntary status. 
 
Ms. Tenenbaum comments that by the certifications going up, it is an expense that’s going to 
happen.  We already know that the hearing officers are going and asking for an extra hearing 
officer.  She doesn’t see them finding ways to put in more resources to be able to do more 
hearings because they are not great things and are not even clinically helpful at all.  She sees 
hearings as not very helpful except in that they uphold constitutional rights. 
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Patient’s Rights 
Advocates (PRA) 
Report (Cont.) 

Ms. Friedrich says that she will bring it up as a potential performance improvement project in QI. 
 
Mr. Qvistgaard talks about how they have received support from the county and that Barbara 
Majak has never said that if someone is on a voluntary, they are not going to ding us from a 
reimbursement standpoint.  It has never been that kind of incentive that drives us but they have 
doctors that fill in on holidays and vacations and PES and they are hearing messages from other 
facilities. 
 
Ms. Tenenbaum and Mr. Qvistgaard say that in no way are they suggesting that any physician in 
any facility is doing something that is fraudulent or financially driven.  What they are saying is that 
there are different cultures in different facilities with different providers.  One culture that needs to 
address as a system is who delivers the message of a certification to a patient. 
 
Ms. Tenenbaum also wanted to comment about how there are 2 facilities that have had them 
doing patient’s rights groups on a regular basis and that they’ve seen incredible benefits to the 
patients to have patient’s rights groups.  They get to talk about their thoughts and they get to learn 
a little about self-advocacy, speaking for themselves and advocating for themselves.  They benefit 
a great deal.  She feels like this project is having a positive outcome and she is hoping that they 
will be able to expand it and they will get a chance to do more groups than they are already doing. 
 
Q: Mr. Rose asked why did the numbers go up at Villa and Gladman. 
A: Ms. King and Ms. Tenenbaum responded that there is one particular person calling for every 
little thing, or someone calling about medications, or someone has got lost and they will call 
everyday which will make the numbers go up. 

FERC  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Annie Kim (FERC Director) presented a report that includes data e.g.:: 
Clients Served:                                              Outreach Visits: 

1) Warm Line: New Client Calls – 54 
2) Walk-Ins: Total New Clients – 15 
3) Walk-Ins: Return Client Visits – 14         
4) Appointments: Return Clients – in 
person visits - 24 
5) Appointments: Return Clients – phone 
appts/client contact – 208 
6) Returning clients – unduplicated – 98 
7) New Clients – unduplicated – 74 
8) Total New and returning clients – 
unduplicated – 172 

9) Meeting with CBO leadership – 22 
10) Presentations to CBO’s, staff and 
community – 4                                                 
11) Materials delivered – 215 
12) Information table at events and fairs – 6 
13) Orgs./Groups/Events visited – 25 
 
14) Total Professional Hours – 994.78 
 

 
Ms. Kim stated that in the next coming months, they will be printing out a different format of the 
stats what will take a closer look at the ages, the breakdown of the cities, different diagnoses and 
primary caregiver. 
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FERC (cont.) Ms. Kim noted that although that there has been a decrease in May for new clients in their warm-
line, what is important is line item #5 because their average client calls last an average of at least 
an hour. 
 
Q: Ms. Friedrich asked if the number of calls coming in are more about adults, TAY, or children. 
A: Ms. Kim responded that it is adults.  The primary caregiver tends to be the mothers.  The top 3 
diagnoses are Depression, Bi-Polar and Schizophrenia.  The oppressing issue would be housing 
as well as early discharge. 
 
Q: Mr. Rose asked how are people finding about you and what has been most successful. 
A: Ms. Kim responded that on day one they put on their sneakers and they distributed flyers and 
brochures to Laundromats, Peet’s Coffee, different facilities, just getting their name out there, 
utilizing other programs to share their information.  They were on 500 pharmacy bags in the 
Hayward and Pleasanton valley.  Ms. Kim also said that ACCESS and PEERS have done a great 
job of referring clients to them. 
 
Ms. Kim gave a second handout that talks about a training that is coming up and they are co-
facilitating with the PEERS organizations to educate future mental health providers.  They have 
contacted Cal State East Bay, different social work programs, CAL, different school of psychology.  
They want to share with them ways to reduce stigma that people with mental health challenges 
are not dangerous, that they are not violent.  There is a stipend opportunity for  presenters. 
 
Ms. Friedrich commented that at UCSF is in their 4th week of psychology training for nurses so it 
might be good for them to get this information.  Some of the nurses are interning at hospitals over 
here.  

PRESENTATION: 
Hume Center (UELP 
Program) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Ms. Ramandeep Kular (Program Coordinator of the South Asian Program) showed a video about 
the Hume Center and its South Asian program. She also passed out a handout that talks about 
programs they have that help the South Asian Community: 
 Groups/Workshops: 

1) Parents Peer Consultation Group 
2) Parent-Youth Communication 
3) Youth Friendship Groups 
4) Elders 

 A Friend in Need is a Friend Indeed – This is an early intervention service for individuals, 
couples or families in distress.  

 Helping the Helpers Program – They help professionals to develop and better understand the 
psychological significance or cultural components of their client’s behavior to help meet their 
needs. 

 
Ms. Kular talked about how the Hume Center is a training center that has trained more than 40 
Ph.D. and Psy. D students.  They have two offices in Contra Costa County which are Concord and 
Pittsburg as well as satellite offices in Hayward, Pleasanton and Fremont.   She talks about some 
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Hume Center (UELP 
Program) (Cont.) 
 
 
 
 
 
 
 

of the programs that they have which are: 
1) Partial Hospital Program 
2) Out Patent Programs 
3) Behavioral Consulting Services 
4) Early Childhood & Family Services 

5) Prevention Department 
6) School Based Programs  
7) Neuro Behavioral Evaluation Programs 
8) Intensive/Integrative Health Pac Program 

 
Q: Ms. Bergman asked what insurance does your center take. 
A: Ms. Kular responded that they take primarily Medical and Medicare.  They do take some 
private insurance.  For those who are not insured, they have HealthPAC.  For the South Asian 
program, if they do not have insurance, they will take them.  75% of the people they serve as 
South Asian and the 25% are non-South Asians e.g. Caucasians, Hispanics, Latinos, other Asian. 

Family Caregiver 
Advocacy and 
Support Program  

Ms. Bergman provided the following info: 
    Family Caregiver Advocacy & Support (FCAS) April 2012 Report: 
▫ Family Support Group-43 
▫ African-American Support Group-13  
▫ Phone Calls Received-99 
▫ New Family/Visitors-102 
▫ Repeat Family/Visitors-56 

▫ Repeat Callers-41 
▫ Repeat Hospital Visits-56 
▫ Staff hours including Health Fairs-178.75 
▫ Phone calls rcvd. by Geographic Areas:  

Alameda County-80; Contra Costa-4 
Other Counties-15 

    Ms. Bergman talked about some calls that they have been getting regard drug induced 
psychosis with recreational club drugs.  She gave an example of a college graduate who took acid 
and has now been at John George for a couple of weeks, with psychosis and not snapping out of 
it, which is very concerning. 
    Ms. Tenenbaum talked about how a lot of students from Cal are ending up at Herrick and how 
she sees parents in the hallway looking very shell shocked at having this vision of what their kids 
were going to be and then this experience with a drug and all of a sudden, the whole future of the 
children just change. 
    Ms. Kim talked about another new drug that seems to be popular right now which is called 
“bath salts” and how there are instructions on-line of how to make it and how it is sweeping across 
the nation and becoming an epidemic on its own. 

 

Wellness Centers Mr. Ben Bake (BACS) talks about how the wellness center really represents a way out of the 
ACBHC system and into the community for natural supports within the community for folks with 
chronic and severe mental illness who are recovering and who are getting into wellness and 
recovery and who are able to use family resources outside of professional resources to really 
support their recovery. 
 
Mr. Bake also talks about how they are re-designing and designing the centers to provide a full 
wrap around approach to helping people exit the system on their own terms, how they see their 
natural support being developed, how they see what their needs are and really helping them with 
a peer mentor model at the wellness centers to help them seek out the support with people who 
have been there before. 
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Q: Ms. Tenenbaum asked are wellness centers only for people who have been on service teams. 
A: Mr. Bake responded that right now they are only for people who are graduating from service 
teams and it’s now open up to people who are graduating from full service partnerships.   
 
Q: Ms. Bergman asked how many people are being served. 
A: Mr. Bake responded that they have the capacity to serve about 440.  Right now they have 
about 165 across the centers which are in Fremont, Pleasanton, Hayward and Oakland and there 
is a rather large encouragement from the county to help people through the system. 
 
Ms. Friedrich commented that she heard that service teams  are expected to move on 5%. 
 
Dr. Alevizos followed up by saying that the service teams were designed originally to model some 
of the best programs in the country that saw us as being the single point of responsibility for the 
lifetime of the individual.  Our consumers told us that not only it infantilized people, but set a limit 
on how far they could grow.  Nobody was prescient enough to be able to tell how far a person 
could recover, but if their expectations were that they were going to served forever, that sort of 
took away some hope.  We endeavored then to say well how can we build a more fluid system, 
and for years our service teams told us that we do not have an alternative and that this is how we 
were set up and there is nowhere else to go and it’s too big a leap. 
 
Dr. Alevizos continued by saying that last year, we converted all of our socialization programs into 
wellness centers which are a welcoming place and a support system for people that choose to 
move, that choose to explore the extent to which they could recover in a much more optimistic and 
hopeful way, but in so doing, we have to unlearn 10-15 years of chronic expectations that actually 
have been going on the field for years and it’s very hard.  Our own clinicians in some way have to 
really relearn and some of them have doubts and if you don’t see people recover, and you have 
participated in creating the chronicity, then it’s going to be hard to unlearn that.   
 
Dr. Alevizos put out a directive saying its time that we become a more fluid system and in order to 
do that , in order to meet all these different kinds of forces around us, we are going to graduate 
5% of the people and we will work together to figure out who those were.  He gave an example 
about BACS, and how they looked to their own service team to see who is ready.  They designed 
a form and created a process to take a look realistically of who might be candidates and 57 people 
made it to that level of screening.  It isn’t impossible to take an honest look to say that we have 
stabilized folks well enough at this point  to where we might be able to open a door for them that 
they wouldn’t have necessarily thought could open.  That is what we are in the middle of right now, 
dealing with the push and pull.  We don’t close the door if we ask a person if they are willing to 
move on.  The door swings in both directions.  The fear is you’re kicking us out.  Give me an 
opportunity.  You can come back in, but let’s try the other way.  Let’s listen to our customers and 
see how much we can learn about recovery. 

Meeting Adjourned @ 2:07PM  
Minutes submitted by Peter Dating 


