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CCBHC Quality Measure Resources
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SAMHSA CCBHC QM Guidance  Webinar Website

SAMHSA CCBHC QM Guidance  Webinar Website

SAMHSA CCBHC QM Guidance  Webinar Website

Technical Specification Manual

Technical Specification Manual

Technical Specification Manual

Quality Measure Reporting Template

Quality Measure Reporting Template

Quality Measure Reporting Template

Certification Criteria

Certification Criteria

FAQs on Quality measures 

FAQs on Quality measures 

SAMHSA CCBHC QM 
GUIDANCE & 

WEBINAR WEBSITE

2024 TECHNICAL 
SPECIFICATION 

MANUAL

2024 QUALITY 
MEASURE REPORTING 

TEMPLATE

2023 CERTIFICATION 
CRITERIA

FAQS ON QUALITY 
MEASURES 

https://www.samhsa.gov/certified-community-behavioral-health-clinics/guidance-and-webinars
https://www.samhsa.gov/certified-community-behavioral-health-clinics/guidance-and-webinars
https://www.samhsa.gov/certified-community-behavioral-health-clinics/guidance-and-webinars
https://www.samhsa.gov/certified-community-behavioral-health-clinics/guidance-and-webinars/quality-measures-disclaimers
https://www.samhsa.gov/certified-community-behavioral-health-clinics/guidance-and-webinars/quality-measures-disclaimers
https://www.samhsa.gov/certified-community-behavioral-health-clinics/guidance-and-webinars/quality-measures-disclaimers
https://www.samhsa.gov/certified-community-behavioral-health-clinics/guidance-and-webinars/data-reporting-templates-disclaimers
https://www.samhsa.gov/certified-community-behavioral-health-clinics/guidance-and-webinars/data-reporting-templates-disclaimers
https://www.samhsa.gov/certified-community-behavioral-health-clinics/guidance-and-webinars/data-reporting-templates-disclaimers
https://www.samhsa.gov/certified-community-behavioral-health-clinics/ccbhc-certification-criteria
https://www.samhsa.gov/certified-community-behavioral-health-clinics/ccbhc-certification-criteria
https://www.samhsa.gov/sites/default/files/ccbhc-quality-measures-faq.pdf
https://www.samhsa.gov/sites/default/files/ccbhc-quality-measures-faq.pdf
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Time to Services (I-SERV)



➢The I-SERV measure calculates the average 
time for clients to access services at CCBHCs. 
The measure assesses time until provision of: 
 (1) initial evaluation,

 (2) initial clinical services, and 

(3) crisis services

➢Source: SAMHSA-developed metric

8

I-SERV Measure: Description and Source



I-SERV Submeasure 1: Time to Initial 
Evaluation
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➢Denominator is the number of all clients in

 the Eligible Population (New Clients ages 12 
and older)

➢Numerator is total number of days from First 
Contact to Initial Evaluation for all members 
of the Denominator
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I-SERV Submeasure 1 – Time to Initial Evaluation

Note: Please refer to the CCBHC Technical Specification for guidance on inclusion/exclusion criteria, 
definitions and how to calculate the rates.



CCBHC Alpha needs to understand who is considered a New Client for 
inclusion in I-SERV Submeasure 1 (Time to Initial Evaluation):
• Person A is 10 years old and has never been a client at Alpha. Her mother 

calls to get an appointment. No, she is too young to include in the 
measure.

• Person B is 23 years old and has never been a client at Alpha. She calls for 
an appointment. Yes, she is a New Client.

• Person C is 44 years old and was last seen at Alpha more than six months 
ago.  He walks in for an appointment. Yes, he is a New Client.

• Person D is 68 years old and was last seen at Alpha five months ago. He 
walks in for an appointment. No, he is not a New Client.

Note: This also applies to submeasure 2, Time to Initial Clinical Service.
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I-SERV Submeasure 1 (New Clients): Case Study



CCBHC Alpha needs to understand what is considered First Contact for New 
Client inclusion in I-SERV Submeasure 1 (Time to Initial Evaluation):
• New Client E telephones Alpha to make an appointment and, at that time, 

undergoes a preliminary screening/risk assessment/triage to determine 
urgency, basic information (including insurance status) is collected, and an 
appointment is made. First Contact has occurred, New Client E is included 
in the submeasure, and time is counted from there.

• Person F is referred by his PCP but no contact has occurred directly 
between Person F and Alpha. First Contact has not occurred and Person F 
is not included in the measure at that time.

Note: This also applies to submeasure 2, Time to Initial Clinical Service.
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I-SERV Submeasure 1 (First Contact): Case Study



CCBHC Alpha needs to understand what an Initial Evaluation is to satisfy I-
SERV Submeasure 1 (Time to Initial Evaluation):
• New Client G walks in for open access hours and undergoes a preliminary 

screening/risk assessment/triage to determine urgency, basic information 
(including insurance status) is collected (First Contact), and a clinical 
service is provided by a licensed provider at that visit.  An Initial Evaluation 
that satisfies the requirements of the Certification Criteria is completed at 
a subsequent visit in one week. New Client G is included in the 
submeasure and the time to Initial Evaluation for submeasure 1 is the 
number of business days (Monday-Friday, excluding state and federal 
holidays (regardless of days of operation)) between the walk-in and the 
completion of the Initial Evaluation.
– In this instance, for submeasure 2, Time to Initial Clinical Service), First 

Contact and Initial Clinical Service are on the same day.
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I-SERV Submeasure 1 (Initial Evaluation): Case Study



I-SERV Submeasure 2: Time to Initial 
Clinical Services
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➢Denominator is the number of all clients in

 the eligible population (New Clients ages 12 
and older)

➢Numerator is total number of days from First 
Contact to Initial Clinical Service for all 
members of the Denominator
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I-SERV Measure 2: Time to Initial Clinical Services

Note: Please refer to the CCBHC Technical Specification for guidance on inclusion/exclusion criteria, definitions and how to calculate
 the rates.



CCBHC Alpha needs to understand what Initial Clinical Services are for calculating 
I-SERV Submeasure 2 (Time to Initial Clinical Services):
• New Client E has had First Contact by telephone and 9 business days later has her 

first appointment at the CCBHC in which she receives a clinical service within the 
Certification Criteria Scope of Services that include criteria:
– 4.E Person-Centered and Family-Centered Treatment Planning, 
– 4.F Outpatient Mental Health and Substance Use Services, 
– 4.H Targeted Case Management Services, OR 
– 4.I Psychiatric Rehabilitation Services, OR 
– 4.J. Peer Supports, Peer Counseling, and Family/Caregiver Supports, OR 4.K. Intensive, 

Community-Based Mental Health Care for Members of the Armed Forces and Veterans, if 
those services fall within the general scope of service in criteria 4.E, 4.F, 4.H, or 4.I. 

New Client E’s time to initial clinical services is 9 days.  

16

I-SERV Submeasure 2: Case Study



I-SERV Submeasure 3: Time to Crisis 
Services
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➢Denominator is the number of all clients in the 
Eligible Population (all seeking crisis services for 
a New Crisis Episode (who are age 12 or older))

➢Numerator is the total number of hours from 
Crisis Episode contact to related provision of a 
Crisis Service for all members of the 
Denominator
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I-SERV Measure: Time to Crisis Services

Note: Please refer to the CCBHC Technical Specification for guidance on inclusion/exclusion criteria, definitions and how to calculate the rates.



CCBHC Alpha needs to understand how to measure time for I-SERV Submeasure 3 (Time to Crisis 
Services):
• Client H is a long-time client at Alpha and received mobile crisis services from Alpha twice in 

October. On November 5, a mobile crisis team is sent to her home in response to a call from her 
partner. Alpha should count hours to delivery of crisis services for each of H’s crisis episodes that 
are separated by at least 24 hours. 

• Client I called 988, which is operated by Alpha is their area of the state.  The 988 staff talked with 
Client I for 25 minutes and concluded that no additional services were immediately required, but 
sent a referral on to Alpha’s appointment desk to contact her routinely to arrange an appointment.  
This involved no face to fact contact between Client I and the CCBHC as a provider of crisis 
services and the contact is not included in submeasure 3.

• Client J called 988 and the 988 staff dispatched an Alpha mobile crisis team to Client J’s apartment.  
The time between the call to 988 and receipt of mobile crisis services is measured in hours for 
submeasure 3.

• Client K lives in a remote frontier part of Alpha’s service area (five hours in good weather by car to 
Alpha’s CCBHC clinic building). His crisis call to Alpha led to the use of telehealth for delivery of 
mobile crisis services. The time in hours between Client K’s call and the receipt of telehealth crisis 
services is used to calculate time to crisis services.

19

I-SERV Submeasure 3: Case Study
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Screening for Social Drivers of 
Health (SDOH)



➢The SDOH measure calculates the percentage of 
clients 18 years and older screened for food 
insecurity, housing instability, transportation 
needs, utility difficulties, and interpersonal safety. 

➢Frequency of screening: Once per measurement 
year. 

➢Source: Based on MIPS CQMs #487 (2023), 
stewarded by CMS

21

SDOH Measure: Description and Source

MIPS: Merit-based Incentive Payment System; CQMs: Clinical Quality Measures; CMS: 
Centers for Medicare & Medicaid Services 



CCBHC Beta routinely sends out a few standardized screening instruments 
(including one for SDOH) by mail, email, or text, or through its client portal in 
advance of initial visits, as well as for the first visit of the new year for 
returning clients.*  If this is not possible, the client is handed the screening 
instruments by the receptionist in the waiting room to complete when they 
come for the visit.
CCBHC Beta’s licensed providers review those results to identify issues 
(including problems with SDOHs). They then meet with the client for the first 
visit for new clients, or for the first visit of the year for returning clients.*  At 
that visit, they review the results of the screenings and discuss identified 
issues with the client. This satisfies the numerator.
Where appropriate, the provider makes a referral or takes another approach 
to assist the client with identified SDOH deficits. This is the appropriate next 
step beyond what the measure specifically requires.

22

SDOH Measure: Case Study

*Note that the use of first visit of the new year is just for convenience.  As long as there is an SDOH 
assessment in each MY, that is acceptable.
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Unhealthy Alcohol Use: Screening 
and Brief Counseling (ASC)



➢ The ASC measure calculates the percentage of clients aged 18 
years and older who were screened for unhealthy alcohol use 
using a Systematic Screening Method at least once within the 
last 12 months AND who received brief counseling if identified 
as an unhealthy alcohol user. The ASC measure has three sub 
measures: 
➢ (1) screening, (2) brief counseling, (3) screening and brief counseling

➢ Frequency of screening: Once per measurement year.
➢ Source: Based on MIPS CQMs #431 (2023), derived from a 

measure stewarded by NCQA

24

ASC Measure: Description and Source

MIPS: Merit-based Incentive Payment System; CQMs: Clinical Quality Measures; NCQA: 
National Committee for Quality Assurance 

Note: Please refer to the CCBHC Technical Specification for guidance on inclusion/exclusion criteria, definitions and how to calculate the rates.



ASC Submeasure 1: Screening
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➢ Denominator is all clients in the Eligible Population 
(Clients 18 years or older with the requisite 
Measurement Year encounters identified in the 
specifications, who do not fall into any of the 
specified exclusions)

➢ Numerator is all clients in the Denominator who in the 
past 12 months:
➢  screened positive using specified systematic screening 

method OR  screened negative using specified systematic 
screening method

26

ASC Submeasure 1: Screening

Note: Please refer to the CCBHC Technical Specification for guidance on inclusion/exclusion criteria, definitions and how to calculate the rates.



CCBHC Gamma needs to understand who to include in the denominator and numerator for ASC submeasure 1 
(screening):
• Client A is 12 years old and Gamma screens him using the CRAFFT. Client A is too young to be included in the 

denominator (and therefore the numerator) and Gamma can screen using any age-appropriate tool.
• Client B is 59 years old and has a diagnosis of dementia.  Client B is excluded from the denominator (and 

therefore the numerator) because of the dementia exclusion.
• Client C 45 years old and a new provider at Gamma used the CAGE for screening.  Client C is included in the 

denominator but not the numerator because none of the specified screening instruments were used.
• Client D is 68 years old and Gamma uses the single question screener (SQS).  Client D reported having 4 drinks in a 

day twice during the past year. Gamma identifies him as having problematic alcohol use because, even though 
the SQS cut-off for men is 5 drinks in one day at least once in the past year, the SQS cut-off for anyone older 
than 65 is 4 drinks in one day at least once in the past year.

• Client E is 29 years old and comes in for an eligible encounter on March 17, 2025.  He was screened using the 
AUDIT last year on February 2, 2024. Gamma must screen him again because his last screening was more than 12 
months before.

• Client F is 30 years old and comes in for an eligible encounter on March 17, 2025. She was screened using the 
AUDIT last year on August 2, 2024. Gamma does not need to screen her again because her last screening was 
within the past 12 months. If, however, she returns for another visit on August 3, 2025 and there has been no 
screening since August 2, 2024, Gamma must screen her in the August 3, 2025 visit.

27

ASC Submeasure 1: Case Study



ASC Submeasure 2: Brief Counseling
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➢Denominator is all clients in the Eligible 
Population (Clients 18 years or older with the 
requisite Measurement Year encounters 
identified in the specifications, who do not fall 
into any of the specified exclusions and who 
were screened for unhealthy alcohol use and 
identified as an unhealthy alcohol user)

➢Numerator is all clients in the Denominator who, 
in the past 12 months, received brief counseling
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ASC Submeasure 2: Brief Counseling

Note: Please refer to the CCBHC Technical Specification for guidance on inclusion/exclusion criteria, definitions and how to calculate the rates.



CCBHC Gamma needs to understand who to include in the denominator and 
numerator for ASC submeasure 2 (brief counseling):
• Client G is 45 years old and was screened using the AUDIT and received a score of 

7. Gamma does not need to provide brief counseling because that is below the 
AUDIT cut-off score of ≥ 8 .  Client G is not included in the denominator (nor the 
numerator).

• Client H is female and 45 years old and was screened using the AUDIT-C, receiving 
a score of 3. Gamma should provide brief counseling because that score for 
women on the AUDIT-C identifies her as having problematic alcohol use.

• Client I is 29 years old and comes in for an eligible encounter on March 17, 2025.  
He was screened using the AUDIT last year (score 6) on February 2, 2024. Gamma 
must screen him again because his last screening was more than 12 months 
before. This time he scores 10.  Gamma must provide him with brief counseling.
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ASC Submeasure 2: Case Study



ASC Submeasure 3: Screening & Brief 
Counseling
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Note: Providers are only required to use submeasures 1 and 2 unless they were reporting this measure 
as part of MIPS before 2017. Submeasure 3 is optional for others.



➢ Denominator is all clients in the Eligible Population 
(Clients 18 years or older with the requisite 
Measurement Year encounters identified in the 
specifications, who do not fall into any of the 
specified exclusions)

➢ Numerator is all clients in the Denominator who, in 
the past 12 months: 

➢ (a) screened positive using systematic screening method and 
received Brief Counseling OR

➢  (b) screened negative using systematic screening method

32

ASC Submeasure 3: Screening & Brief Counseling

Note: Please refer to the CCBHC Technical Specification for guidance on inclusion/exclusion criteria, definitions and how to calculate the rates.



33

Bonus Slides
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I-SERV



Denominator
Number of New Clients 
requesting CCBHC services 
during MY

2,000

Of those, requested service 
during last month of MY

-500

Of those, 11 years or younger on 
last day of MY

-150

Of those, never received Initial 
Evaluation

-125

Denominator 1,225

Numerator
Total number of days between 
request for services and Initial 
Evaluation for all clients in 
Denominator

9,889

Numerator 9,889
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I-SERV Submeasure 1: Practice Example

I-SERV submeasure #1 =  9,889/1,225 = 8 
This means it was an average of 8 days 
until Initial Evaluation at this CCBHC during 
this MY.



Denominator Numerator
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I-SERV Submeasure #2: Practice Example

I-SERV submeasure #2 = 7,789 /1,250 = 6.23
This means it was an average of 6 days until 
Initial Clinical Services at this CCBHC during 
this MY.

Number of New Clients 
requesting CCBHC services

2,000

Of those, requested service 
during last month of MY

-500

Of those, 11 years or younger 
on last day of MY

-150

Of those, never received Initial 
Clinical Services

-100

Denominator 1,250

Total number of days between 
request for services and Initial 
Clinical Services for all clients in 
Denominator

7,789

Numerator 7,789



Denominator Numerator
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I-SERV Submeasure 3: Practice Example

I-SERV submeasure #3 = 1,296 /372 = 3.48
This means it was an average of 3.5 hours until 
Receipt of Crisis Services at this CCBHC during 
this MY.

Number of Clients seeking Crisis 
Services from CCBHC or crisis 
DCO

600

Of those, also had requested 
crisis service during the prior 24 
hours

-100

Of those, 11 years or younger 
on last day of MY

-120

Of those, never received a Crisis 
Service

-8

Denominator 372

Total number of hours between 
Crisis Episode contact and 
related provision of Crisis 
Service for all clients in 
Denominator

1,296

Numerator 1,296
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I-SERV Submeasure 1: Flow Chart
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I-SERV Submeasure 2: Flow Chart
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I-SERV Submeasure 3: Flow Chart
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SDOH



HRSN is the term used by HHS to refer to an individual's unmet, adverse social 
conditions that contribute to poor health as a result of the community’s underlying 
SDOH. Examples of standardized HRSN screening tools include but are not limited to: 

• Accountable Health Communities Health-Related Social Needs 
Screening Tool (2017) 

• Accountable Health Communities Health-Related Social Needs 
Screening Tool (2021)

• The Protocol for Responding to and Assessing Patients’ Risks and Experiences 
(PRAPARE) Tool (2016) 

• WellRx Questionnaire (2014)

• American Academy of Family Physicians (AAFP) Screening Tool (2018)

42

SDOH Measure: Standardized Health-Related Social Needs (HRSN) Screening Tools

https://www.medicaid.gov/media/149161
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/media/document/ahcm-screeningtool-companion#page%3D55%26zoom%3D100%2C0%2C0
https://prapare.org/the-prapare-screening-tool/
https://www.jabfm.org/content/29/3/414.long
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-form-sdoh.pdf


Denominator

Number of people receiving 
CCBHC service in 
Measurement Year (MY)

2,500

Of those, service was one of 
the appropriate encounter 
codes

2,000

Of those, 18 or older at date of 
service

1,500

Denominator 1,500

Numerator

Number in Denominator 1,500

Screened for SDOH using 
standardized screener during MY

1,000

Not screened during MY 500

Numerator 1,000
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SDOH Measure: Practice Example

SDOH rate =  1000/1500 = .67. This means 
67% of the eligible population were screened 
using a standardized screener of SDOH.
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SDOH: Flow Chart
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ASC



For purposes of the ASC measure, brief counseling for 
unhealth alcohol use refers to one or more counseling 
sessions, a minimum of 5 to 15 minutes, which may 
include: feedback on alcohol use and harms; 
identification of high-risk situations for drinking and 
coping strategies; increased motivation and the 
development of a personal plan to reduce drinking.
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ASC Submeasure 2: Brief Counseling Defined

Note: Please refer to the CCBHC Technical Specification for guidance on inclusion/exclusion criteria, definitions and how to calculate the rates.



Denominator
Number of people receiving 
CCBHC service in Measurement 
Year (MY)

2,500

Of those, service was one of the 
appropriate encounter codes

2,000

Of those, 18 or older at date of 
service

1,500

Of those, no dementia, hospice 
use, or existing alcohol use 
disorder diagnosis

1,200

Denominator 1,200

Numerator
Number in Denominator 1,200

Screened positive using 
standardized alcohol screener 
(SAS) at or during 12 mos. before 
denominator visit(s)

250

Screened negative using SAS at 
or during 12 mos. before 
denominator visit(s)

400

Not screened at or during 12 
mos. before denominator visit(s)

550

Numerator 650
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ASC Submeasure 1: Practice Example
ASC rate #1 =  650/1200 = .54



Denominator
Number receiving CCBHC service 
in Measurement Year (MY)

2,500

Of those, service was one of the 
appropriate encounter codes

2,000

Of those, 18 + at date of service 1,500

Of those, no dementia, hospice 
use, or existing AUD diagnosis

1,200

Of those, screened positive using 
standardized alcohol screener 
(SAS) at or during 12 mos. before 
denominator visit(s)

250

Denominator 250

Numerator
Number in Denominator 250

Received brief counseling 150

Numerator 150
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ASC Submeasure 2: Practice Example

ASC rate #2 =  150/250 = .60



Denominator
Number of people receiving 
CCBHC service in Measurement 
Year (MY)

2,500

Of those, service was one of the 
appropriate encounter codes

2,000

Of those, 18 or older at date of 
service

1,500

Of those, no dementia, hospice 
use, or existing alcohol use 
disorder diagnosis

1,200

Denominator 1,200

Numerator
Number in Denominator 1,200

Screened positive using standardized 
alcohol screener (SAS) at or during 
12 mos. before denominator visit(s)

250

Screened positive and received Brief 
Counseling

150

Screened negative using SAS at or 
during 12 mos. before denominator 
visit(s)

300

Not screened at or during 12 mos. 
before denominator visit(s)

650

Numerator 450
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ASC Submeasure #3: Practice Example
ASC rate #3 =  450/1200 = .38
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ASC Submeasure 1: Flow Chart
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ASC Submeasure 2: Flow Chart



52

ASC Submeasure 3: Flow Chart
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License Agreements and Acknowledgements



Thank You

SAMHSA’s mission is to lead public health and service delivery 
efforts that promote mental health, prevent substance misuse, 
and provide treatments and supports to foster recovery while 

ensuring equitable access and better outcomes.

Direct Quality Measure Questions to: 

CCBHCMeasuresSubmission@samhsa.hhs.gov

www.samhsa.gov

1-877-SAMHSA-7 (1-877-726-4727) ● 1-800-487-4889 (TDD)
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Leigh Fischer, MPH, Principal | TriWest

Cassie Morgan, MSW, LCSW, Principal | TriWest



Why CQM Data is Important
• Establishes a baseline 

• Separates empirical evidence from anecdotes

• Allows monitoring of changes to ensure that improvements are 
sustained 

• Indicates whether changes lead to improvements 

• Allows comparisons of performance across sites/clinics/states



Steps to 
Establishing a 
Data 
Infrastructure 

Establish your quality measures team/workgroup.

Determine data needs and sources. 

Identify data collection methods.

Develop a data plan and workflows for data collection, analysis, and 
communication.

Pilot workflows and identify areas for improvement as needed.

Revisit steps to test changes or to address other issues as they arise.

Celebrate successes along the way!



Step 1: Establish Quality Measures Team

• Identify a data champion to spearhead the process 

• Provide initial training and ongoing coaching on the requirements

• Establish an interdisciplinary team, including all levels of the organization:
• Data specialists and IT staff

• Clinical staff

• Members of leadership

• Program managers

• Peer support specialists

• Others involved in data collection and analysis

• Establish routine meetings (e.g., weekly, biweekly, monthly)

• Enlist leaders to help build buy-in for data infrastructure



Step 2: 
Determine 
Data Needs 
and Sources

• Map data requirements, referencing SAMHSA’s Quality Measures for 
Behavioral Health Clinics: Technical Specifications and Resource Manual
• Crosswalk the CPT and HCPCS codes (used to identify clients) to your EHR codes and 

forms; you may need to add some eligible service codes to your EHR

• Review data sources and forms; strengthen where needed

• Identify new data sources and create/embed new forms as needed

• Integrate or link data from different systems while assuring client privacy

Step 2: Determine Data Needs and Sources



Step 3: Identify Data Collection Methods

With your team 
members, 

identify methods 
for gathering the 

data needed

Determine 
whether the 
methods are 

appropriate and 
equitable

Promote 
methods that are 

minimally 
burdensome on 
clients and staff

Develop data 
collection tools if 

needed



Step 4: Develop Data 
Plan and Workflows 

• Develop data processes: Determine how and when data 
will be collected and analyzed

• Build data collection and reporting into existing 
workflows

• Designate roles and responsibilities for each aspect of 
the data collection, analysis, and reporting process

• Build alerts into workflows and other automation into 
the EHR

• Include a plan for sharing data with others to gain 
context and interpret results



Step 5: Pilot Test and Refine Workflows

• Pilot test with a sample of client records to see how the processes fit into existing 
workflows

• Analyze data and review results to identify potential barriers and effective strategies 
to improve the workflow

• Perform data reliability and validity tests where necessary (e.g., pull reports from EHR 
on clients with missing intake/screening data, routinely check in with people 
responsible for data collection)

• Provide training and re-training as needed



Revisit 
Steps & 
Celebrate 
Successes

• Repeat steps to test different changes or to 
address other issues as they arise

• Consult team members about potential 
workflow changes

• Update workflows and documentation 
requirements accordingly, and communicate 
changes to all involved

• Use data dashboards to summarize outcomes 
related to the clinical quality measures; 
incorporate into quality improvement plans

• Celebrate successes with your team along the 
way! 



Recommendation: 
Assess Your EHR

• Does your current EHR meet the CCBHC Criteria?

• Do you have the data collection, analysis, and 
reporting infrastructure?

• Can you collect all required measures within your 
EHR?

• Will your EHR produce appropriate reports for the 
clinic quality measures?



Example from a 
Nebraska 
CCBHC

Developed a CCBHC clinical quality measures workgroup

Utilized the CCBHC Certification Criteria Manual and studied clinical quality 
measures and specifications

Evaluated how each measure would be documented in the electronic health record 
(i.e., SmartCare)

Consulted with providers and program staff for guidance with workflows

Produced training guides that included agreed upon workflows, documentation 
requirements, screen shots

Reviewed data frequently with workgroup, key program staff

Utilized Power BI reports to visualize/summarize outcomes



Data Dashboard Example 



Building Infrastructure for
Clinical Quality Measures
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John Gavino, LCSW, 
Director of CCBHC 
Fidelity and 
Compliance 





2000’s to Present Day
• 2000’s - Established Mental Health Division, Began integrated co-occurring 

services, PACT teams, Initiated 24/7 mobile crisis services, 24/7 Crisis Care 
Center.

• SAMHSA CCBHC grants 2018, 2020, & 2022

• CCBHC State Plan Amendment October 2021

• CCBHC Demo status October 2023

• Since 2022, hired nearly 50% of our current staff; over 1,400 employees

• Today, Family & Children’s Services provides hope and healing to over 115,000 
individuals each year (in/out of CCBHC), or one in six Tulsans.
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Learning Objectives

• Share our best practices, learned lessons, process of developing the 
infrastructure for collecting and reporting the clinic collected 
required Quality Measures.
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Quality Measures Specifications
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• Review the Specifications (Feb 2024) and FAQs (Sept 2024)



Quality Measures Webinars
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• Review the webinars (Oct & Nov 2023, March 2024)

• Webinar #1 Clinic Collected Required Measures

https://www.youtube.com/watch?v=rC36x391hLE


Quality Measures Workgroups
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• Family & Children’s Services (FCS)

• Director of CCBHC

• Executive Vice President of Continuous Quality Improvement (CQI)

• Business Intelligence (BI) Team 

• Senior Program Director of Children's CCBHC

• Vice President of Access

• Director of CQI

 



Quality Measures Workgroups
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• Oklahoma Department of Mental Health and Substance Abuse Services 

(ODMHSAS)

• Similarities and differences between SAMHSA and ODMHSAS

• ODMHSAS Contract Monitoring requirements

• 14 CCBHCs in Oklahoma



Quality Measures Workgroups
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FCS CCBHC Network of Champions

• High level

• Q&A

• CQI

• Pilot

• Demo reports

• Action steps

• Develop time limited workgroups

• Updates and changes

• Review outcomes



Quality Measures Workgroups
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• CCBHC Training with Supervisors and Data Specialists

• Program level details and specifics

• Live program examples and workflows

• Demo BI reports

• Technical Assistance, Q&A

• Encourage follow up questions

• Updates and changes



Quality Measures Workgroups
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• Other Oklahoma Agency partnership workgroup discussions

• Better understand how other agencies implement the QMs

• Ask questions

• Internal benchmarking

• Working and not working, successes and challenges



Service Codes
• Crosswalk service codes (HCPCS/CPT codes to EHR codes)

• Coordinate with Billing department and EHR department

• Add service codes  to EHR and programs

• EHR form creation and auto populate codes

• Train staff on definition and use of codes



Crosswalk Service Codes
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Form Creation
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• EHR Quality Measures Form Creation- 

• Copyrights and approvals to use forms and to embed in our EHR

• EHR vendors sometimes have these forms 

• Decide on the tool or questions to ask

• EHR Team collaboration

• Required sections on forms

• Auto populate service/reporting codes

• Tobacco- auto launch the Oklahoma 800-Quit Now website

• Testing of the form

• Data pulled into data warehouse and the BI reports

• Bundle forms together 



I-SERV: Initial Clinical Service
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I-SERV: Initial Clinical Service
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I-SERV
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• I-SERV: Time to Crisis Services



Social Drivers of Health
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• SDoH

• Form

• Piloting

• BI Report

• HIE 



Alcohol Screening 
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Reports 

87

• BI reports- 

• Pilot reports (Sandbox vs Live)

• Several Reports:

• Staff version (easy view)

• Clients Needing IEVAL

• Dashboard

• State Measure for 

Reporting includes eligible 

population, exclusions, 

etc. 



Reports 
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Reports 
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Reports 
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Workflow Development
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• Develop walk through of your system. Client perspective/staff perspective and resources.

• Minor and major changes that will occur.

• How will staff know which clients are due for QM, when are they due, how frequent, who 

sends the reports (Data Specialist on teams), when to review the reports?

• Which staff will obtain the QM, where, when, and how within the clinic workflow. 

• Train staff on documentation. If possible, make it easy for them such as required fields, auto 

populate service codes, etc.



Last Quarter of Measurement Year 
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Top Performers and Feedback
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• Service code report to show who our top 30 staff. 

• Obtain feedback on the measures and workflows. 



What Is Working?
• Reports give us the information we need. 

• Wellness services, connect to PCP & Nursing.

• Integrated and holistic care.

• Collaborate w/ physical health providers and 
other treatment facilities (ASAM, Detox, and 
Residential Treatment).

• Show stakeholders we are improving client’s 
health outcomes.

• Show the incremental gains teams are making to 
reach their goals.

• Show connection of how physical health impacts 
behavioral health.

• QM forms are a vehicle to start the conversation 
for treatment and get to the outcomes. Outcomes 
tell the story.

• SDoH form found it much more useful and 
insightful than the other QM forms. 

• Complete Quality Measures at Intakes and Care 
Plan Updates.

• Supervisor leads discussion in huddles and reports 
help with data tracking.

• Supervisors champion this initiative, how it 
benefits clients, staff, and program.

• Team effort on collecting Quality Measures.
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What Could Be Better?
• The process is time consuming. 

• Competing priorities for developing the  BI 
reports from the development team.

• Increasing staff and client investment and 
motivation to engage in quality measures.

• Incentives: wellness budget, resource room, 
thrift store tokens (active wear), nutrition 
groups, MyPlate portion food plates, 
MyStrength, water bottles, tape measures, 
pedometers, jump ropes

• How to motivate staff even when it feels like 
a compliance measure?

• Some Clients with SUD have difficulty 
remembering how many times they have 
drank X amount of drinks in the last year. 

• QM at times seems repetitive along with 
other state requirements.
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Questions?



CCBHC-E TTA Center Website

Access to our ever-growing resource 
library, upcoming trainings and events, 
and request for individualized support.



Questions or Looking for Support?

Visit our website and complete the
Request Technical Assistance form

https://www.thenationalcouncil.org/pro
gram/ccbhc-e-national-training-and-

technical-assistance-center/


	Slide 1: CCBHC-E National Training and  Technical Assistance Center  Building Infrastructure for Clinical Quality Measures: Session 1
	Slide 2: Acknowledgements and Disclaimer
	Slide 3: How to Enable Closed Captions (Live Transcript)
	Slide 4: Webinar Speakers:
	Slide 5: Clinic-Collected-Required Measures: Time to Services (I-SERV)  Social Drivers of Health (SDOH)  Unhealthy Alcohol Use: Screening and Brief Counseling (ASC)
	Slide 6: CCBHC Quality Measure Resources
	Slide 7: Time to Services (I-SERV)
	Slide 8: I-SERV Measure: Description and Source
	Slide 9: I-SERV Submeasure 1: Time to Initial Evaluation
	Slide 10: I-SERV Submeasure 1 – Time to Initial Evaluation
	Slide 11: I-SERV Submeasure 1 (New Clients): Case Study
	Slide 12: I-SERV Submeasure 1 (First Contact): Case Study
	Slide 13: I-SERV Submeasure 1 (Initial Evaluation): Case Study
	Slide 14: I-SERV Submeasure 2: Time to Initial Clinical Services
	Slide 15: I-SERV Measure 2: Time to Initial Clinical Services
	Slide 16: I-SERV Submeasure 2: Case Study
	Slide 17: I-SERV Submeasure 3: Time to Crisis Services
	Slide 18: I-SERV Measure: Time to Crisis Services
	Slide 19: I-SERV Submeasure 3: Case Study
	Slide 20: Screening for Social Drivers of Health (SDOH)
	Slide 21: SDOH Measure: Description and Source
	Slide 22: SDOH Measure: Case Study
	Slide 23: Unhealthy Alcohol Use: Screening and Brief Counseling (ASC)
	Slide 24: ASC Measure: Description and Source
	Slide 25: ASC Submeasure 1: Screening
	Slide 26: ASC Submeasure 1: Screening
	Slide 27: ASC Submeasure 1: Case Study
	Slide 28: ASC Submeasure 2: Brief Counseling
	Slide 29: ASC Submeasure 2: Brief Counseling
	Slide 30: ASC Submeasure 2: Case Study
	Slide 31: ASC Submeasure 3: Screening & Brief Counseling
	Slide 32: ASC Submeasure 3: Screening & Brief Counseling
	Slide 33: Bonus Slides
	Slide 34: I-SERV
	Slide 35: I-SERV Submeasure 1: Practice Example
	Slide 36: I-SERV Submeasure #2: Practice Example
	Slide 37: I-SERV Submeasure 3: Practice Example
	Slide 38: I-SERV Submeasure 1: Flow Chart
	Slide 39: I-SERV Submeasure 2: Flow Chart
	Slide 40: I-SERV Submeasure 3: Flow Chart
	Slide 41: SDOH
	Slide 42: SDOH Measure: Standardized Health-Related Social Needs (HRSN) Screening Tools
	Slide 43: SDOH Measure: Practice Example
	Slide 44: SDOH: Flow Chart
	Slide 45: ASC
	Slide 46: ASC Submeasure 2: Brief Counseling Defined
	Slide 47: ASC Submeasure 1: Practice Example
	Slide 48: ASC Submeasure 2: Practice Example
	Slide 49: ASC Submeasure #3: Practice Example
	Slide 50: ASC Submeasure 1: Flow Chart
	Slide 51: ASC Submeasure 2: Flow Chart
	Slide 52: ASC Submeasure 3: Flow Chart
	Slide 53: License Agreements and Acknowledgements
	Slide 54: Thank You
	Slide 55
	Slide 56: Why CQM Data is Important
	Slide 57: Steps to Establishing a Data Infrastructure 
	Slide 58: Step 1: Establish Quality Measures Team
	Slide 59: Step 2: Determine Data Needs and Sources
	Slide 60: Step 3: Identify Data Collection Methods
	Slide 61: Step 4: Develop Data Plan and Workflows 
	Slide 62: Step 5: Pilot Test and Refine Workflows
	Slide 63: Revisit Steps & Celebrate Successes
	Slide 64: Recommendation:  Assess Your EHR
	Slide 65: Example from a Nebraska CCBHC
	Slide 66: Data Dashboard Example 
	Slide 67: Building Infrastructure for Clinical Quality Measures
	Slide 68
	Slide 69: 2000’s to Present Day
	Slide 70: Acknowledgments 
	Slide 71: Learning Objectives
	Slide 72: Quality Measures Specifications
	Slide 73: Quality Measures Webinars
	Slide 74: Quality Measures Workgroups
	Slide 75: Quality Measures Workgroups
	Slide 76: Quality Measures Workgroups
	Slide 77: Quality Measures Workgroups
	Slide 78: Quality Measures Workgroups
	Slide 79: Service Codes
	Slide 80: Crosswalk Service Codes
	Slide 81: Form Creation
	Slide 82: I-SERV: Initial Clinical Service
	Slide 83: I-SERV: Initial Clinical Service
	Slide 84: I-SERV
	Slide 85: Social Drivers of Health
	Slide 86: Alcohol Screening 
	Slide 87: Reports 
	Slide 88: Reports 
	Slide 89: Reports 
	Slide 90: Reports 
	Slide 91: Workflow Development
	Slide 92: Last Quarter of Measurement Year 
	Slide 93: Top Performers and Feedback
	Slide 94: What Is Working?
	Slide 95: What Could Be Better?
	Slide 96: Questions?
	Slide 97: CCBHC-E TTA Center Website
	Slide 98: Questions or Looking for Support?

