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Overview and Executive Summary
In November 2004, California voters passed Proposition 63, also known as the
Mental Health Services Act (MHSA). The Act implemented a 1% state tax on income
over $1 million and emphasizes transforming the mental health system to improve
the quality of life for individuals living with mental illness and their families.
Behavioral Health Services Department (BHSD) uses a comprehensive stakeholder
process to develop local MHSA programs and services that range from direct
consumer care to innovative ideas aiming to change the behavioral health system.
Central to the development and implementation of all programs is the focus on
community collaboration; cultural competence; consumer and family-driven
services; service integration forconsumers and families; prioritization of serving the
unserved and underserved; and a focus on wellness, recovery and resilience in the
context of a public behavioral health system. The Stakeholder Leadership
Committee (SLC) comprised of 30-members, serves as the community stakeholder
representative group in County of Santa Clara. Each seat is representative of the
diversity in the county and aligned with the recommended composition listed on
the Act 1 . Formed by more than 60% client/consumers, the SLC provides a
comprehensive client/consumer lens in the development and validation of these
programs and services.
In the current Fiscal Year (FY) 2022 MHSA Plan Update (Draft Plan), the BHSD
proposes programmatic recommendations to existing programs focusing on
maintaining current services, modifying programs/services based on existing needs
exacerbated by the pandemic, and on staffing modifications. The program
modifications and adjustments come as a result of the rising behavioral health
needs in the community in the midst of the COVID-19 pandemic. Additionally, the
staffing adjustments come in response to a Board of Supervisor approved reorganization within BHSD and due to recent retirements, that were initiated by the
County’s Voluntary Separation Incentive Program (VSIP). This annual update represents
the culmination of planned and stakeholder reviewed program and service
modifications and adjustments. These changes amount to an annual budget of
$128,294,378 for FY2022.
The County of Santa Clara’s Draft FY2022 MHSA Annual Plan Update (“Draft Plan”)
1

Pursuant to the Welfare and Institutions Code Section 5848(a). Link: https://mhsoac.ca.gov/sites/default/files/MHSA%20Jan2020_0.pdf
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to the Three-Year Program and Expenditure Plan for FY 2021-2023 marks the
second year of the existing Three-Year plan. This draft plan update will be posted
for the required 30-day public comment period from April 19 – May 18, 2021. The
Public Hearing hosted by the Behavioral Health Board will be held at the close of
the 30-day public comment period (date to be determined) and submitted for
approval and adoption at the June 8, 2021 meeting of the Board of Supervisors.
Considering the COVID-19 Shelter in Place order by the County of Santa Clara Public
Health Department, the Behavioral Health Board Public Hearing of the draft plans
will be conducted virtually via zoom in accordance with the Governor’s
Executive Emergency Order N-29-20.
In summary, the Draft Plan presented in this document recommends: continuing
existing MHSA programs/services for FY2022 with certain adjustments to address
immediate emergent needs in various areas of the system; deferring the necessary
budget reductions to the County’s MHSA Plan to the FY2023 MHSA Annual Update
Process due to expected MHSA fund reductions as a result of delayed tax payments
in 2020, and in order to realign plan expenditures with projected revenues. BHSD
will work with stakeholders to develop a fiscally sustainable MHSA Plan to prepare
for when MHSA projected revenues align with expected MHSA plan expenditures;
and, convening SLC and public meetings to inform and solicit input throughout this
process.
MHSA Components and Funding Categories
MHSA funding is broken down into five components that are defined by the Act:
Community Services and Supports (CSS), Prevention and Early Intervention (PEI),
Innovation (INN), Workforce Education and Training (WET), and Capital Facilities
and Technological Needs (CFTN).
This Plan Update seeks to maintain and adjust services funding for all MHSA
components in FY2022, but most significantly in CSS, PEI and WET due to staffing
adjustments, reallocation of unspent funds within components to meet rising
service needs in both Children, Youth and Families System of Care and the Criminal
Justice Services Division. BHSD also saw expansion in INN component funding by
receiving approval by the Mental Health Services Oversight and Accountability
Commission (MHSOAC) to implement the stakeholder designed Innovation #16
Addressing Mental Health in Diverse Communities among Vietnamese and
African/Ancestry communities. A brief description and the funding level for each of
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these areas is provided below.
Community Services and Supports Component
CSS is the largest of all five MHSA components, 76% percent is allocated for
program maintenance, expansion and transfers to other components, such as the
WET and CFTN components. CSS supports comprehensive mental health treatment
for people of all ages living with serious emotional disturbance (SED) or serious
mental illness (SMI). CSS develops and implements promising or proven practices
designed to increase underserved groups’ access to services, enhance quality of
services, improve outcomes and promote interagency collaboration. The
component’s total MHSA annual budget is $83,068,396 in FY 2022.
Prevention and Early Intervention Component
MHSA dedicates 19% of its allocation to PEI, which is intended to prevent mental
illness from becoming severe and disabling and to improve timely access for people
who are underserved by the mental health system. The component’s total MHSA
annual budget is $25,902,571 in FY 2022.
Innovation Component
MHSA designates 5% of a County’s allocation to the INN component, which
specifically and exclusively dedicates funds to trying new approaches that
contribute to learning rather than expanding service delivery. Projects are timelimited to a maximum of five years and evaluated for effectiveness and
consideration for continued funding through an alternative source. This
component’s annual budget is $11,572,079 in FY 2022.
Workforce Education and Training Component2
WET is intended to increase the mental health services workforce and to
improve staff cultural and linguistic competency. The total transfer from CSS to
WET funding for FY 2022 is $2,621,821.
Capital Facilities and Technological Needs Component
2

Pursuant to the Welfare and Institutions Code Section 5892(b), Counties may use a portion of their CSS funds for WET, CFTN and the
Local Prudent Reserve. It is further specified that the total amount of CSS funding used for this purpose shall not exceed 20% of the total
average amount of funds allocated to that County for the previous five years. Once allocatedto either the WET or CFTN Plan, in order to
expend those funds, the County must also conduct a public process to specifically outline the intended use of those monies and receive
final approval from their Board.
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The CFTN component funds a wide range of projects necessary to support the
service delivery system and is currently funded through CSS in the County of Santa
Clara1. The annual budget is
$5,129,512 in FY 2022.
Annual Prevention and Early Intervention Report
Pursuant to Title 9, California Code of Regulations, Sections 3560.010 (a)(1), each
County must submit an Annual Prevention and Early Intervention (PEI) and Annual
Innovations Report to the MHSOAC as part of a Three-Year Program and
Expenditure Plan or Annual Update within 30 calendar days of Board of
Supervisors approval of the Plan or Update by June 30, 2021. Both Annual PEI
Report and Innovations Update (as INN programs are not fully implemented) are
included in this Plan Update.
Summary of Changes for Fiscal Year 2022
The County of Santa Clara lists its services not by component, but by system of care.
Within each system of care, several changes to CSS, PEI, WET and CFTN programs
are recommended to be incorporated into the FY 2022 Annual Plan Update. These
are those changes:
Programs for Children, Youth and Families (CYF) Proposed Adjustments
Increase Capacity and Match Service Needs:
• TAY Outpatient: There has been a consistent increased demand for TAY
Outpatient services in FY21. For the FY22 Annual Update, BHSD recommends
reallocating MHSA funds from TAY IFSP to TAY Outpatient to increase the TAY
Outpatient by 10 slots. The reallocation will result in moving funds from TAY
IFSP to TAY OP in the amount of $31,777 on a one-time basis for the FY22 Annual
Update. During the FY23 Annual Update process, commencing in a few months,
BHSD will revisit the need and assess ongoing plans for IFSP TAY and TAY OP.
• School-Linked Services (SLS): The Mental Health Assessment Services in Schools
is a proposed program modification in SLS. BHSD recommends a one-time
allocation of $180,000 to launch mental health assessment services at five
school districts in County of Santa Clara, which is important during this time with
students returning to schools. Funding provided by reallocating funds within
existing PEI programming ($150,000) and PEI fund balance ($30,000).
Redesign and Realign:
● Reach Out and Read: This is a partnership with the VMC Foundation which
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supports literacy by providing books to families. The recommendation is to
decrease the program's budget by $27,000 as there are surplus materials.
Program staff will collaborate on alternatives to support book purchases for
Valley Health Center’s clients if needed.
● Support for Parents: Trauma-Focused Cognitive Behavioral Therapy training
contract is recommended to be decreased by $15,000 in order to realign with
current utilization trends.
● Positive Parenting Program: In collaboration with contractor, program
realignment costs are recommended for a reduction in $11,500 while meeting
current program needs.
● School-Linked Services Unconditional Education: Realignment in service mix
based on underutilized case management in FY20 through FY21 with zero fiscal
impact - reducing case management from 20% to 9.5% and increasing mental
health services to 90% (previously 75%).
Programs for Adults and Older Adults (AOA) Proposed Changes
Increase Capacity and Program Support Services
• Criminal Justice Services (CJS) Division – Full Service Partnerships: Need for
services continues to rise, with the California Department of Corrections and
Rehabilitation (CDCR) funding reductions, in order to maintain the same level
of services, BHSD recommends reallocation of funding within AOA
(underutilization of Forensic Assertive Community Treatment, FACT) as a onetime reallocation for FY2022 to fund 30 CJS FSP slots. This results in zero fiscal
impact related to this programmatic adjustment within this program category.
• Cultural Communities Wellness Program (CCWP): Reclassify existing Health
Program Specialist to a Sr. Mental Health Program Specialist. Reallocate
$13,596 of funds to reclass the position. The position will be responsible for
developing policies and procedures; and, set up the implementation of Senate
Bill (SB) 803 to implement the Medi-Cal peer certification program.
• Consumer, Family Affairs, and Cultural Wellness Division: BHSD proposes
moving 1 FTE Program Manager II (PMII) from the WET component to the PEI
Component - Consumer, Family Affairs, and Cultural Wellness Division. PM II
will provide administration and project management support to the Consumer,
Family Affairs, and Cultural Wellness Division.
Redesign and Realign:
• Criminal Justice Services (CJS) Division - Faith Based Resource Centers: BHSD
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proposes Faith Based Resource Centers to be fully funded with AB109 and
Realignment for four vendors. Only the MHSA contribution to be removed due
to AB109 funding availability.
• Crisis Stabilization Unit (CSU): Capacity change from eight to four beds. CSU
provider requested a change in the bed capacity from 8 to 4 beds. MHSA
funding is no longer needed for this program, but the program will be funded
with Medi-Cal and Measure A funding. The MHSA funding removed is in the
amount of $935,426.
• Integrated Prevention Services Culture Community (IPSCC): This program’s
name has changed from Integrated Behavioral Health (IBH) to IPSCC. In
addition, BHSD recommends funding allocation to be more representative of
service utilization. Contracted agency conversations have taken place to finalize
the change. Adjusted contract amount from $1,098,390 to $850,000.
• Community Wide Outreach & Training: This program is not continuing and
proposing its $150,000 funds be reallocated to the SLC modification
(assessments in schools mentioned above) as PEI programs will be utilizing their
existing funds to cover costs of training and education as done in the past.
Programs for Access and Unplanned Services Division
• Suicide Prevention: Program adjustments related to consulting costs, social
media accounts, and switches to virtual training modules have resulted in cost
reductions in the amount of $100,940.
Workforce Education and Training
● Realignment of WET Program services and activities is recommended in this Draft
Plan. A complete list of all WET component recommendations is listed on the WET
section of this report.
● In compliance with Senate Bill (SB) 539, the California Office of Statewide Health
Planning and Development (OSHPD) will fund a 5-year education and training
development plan. The recommended utilization for these funds are loan
repayment and stipend incentives to help train and retain the professional
workforce needed to sustain the public mental health system in County of Santa
Clara. The requirement for these grants involve a matching fund amount of 33%,
for County of Santa Clara that amount is an estimated $609,477 (one-time
allocation). The expected fund allocation coming back to County of Santa Clara
are still being recalculated by OSHPD. It is expected that the county provides the
one-time matching funds before the end of FY2025.
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Three-Year Program and Expenditure Plan
Annual Update

MHSA COUNTY COMPLIANCE CERTIFICATION
County: Santa Clara
Local Mental Health Director
Sherri Terao, Ed.D.
(408} 885-5776
sherri.terao@hhs.sccgov.org

Program Lead
Evelyn Tirumalai, MPH
MHSA Coordinator
(408} 401-6117
Evelyn.tirumalai@hhs.sccgov.org

Local Mental Health Mailing Address:
County of Santa Clara Behavioral Health Services Department
Behavioral Health Administration
828 South Bascom Avenue, Suite 200San
Jose, CA 95128

I hereby certify that I am the official responsible for the administration of county/city mental
health services in and for said county/city, and that the County/City has complied with all
pertinent regulations and guidelines, laws and statutes of the Mental Health Services Act in
preparing and submitting this Three-Year Program and Expenditure Plan or Annual Update,
including stakeholder participation and non-supplantation requirements.
This Three-Year Program and Expenditure Plan or Annual Update has been developed with the
participation of stakeholders, in accordance with Welfare and Institutions Code Section 5848
and Title 9 of the California Code of Regulations section 3300, Community Planning Process. The
draft Three-Year Program and Expenditure Plan or Annual Update was circulated to
representatives of stakeholder interests and any interested party for 30 days for review and
comment and a public hearing was held by the local mental health board. All input has been
considered with adjustments made, as appropriate.
The annual update and expenditure plan, attached hereto, was adopted by the County
Board of Supervisors on _
.
Mental Health Services Act funds are and will be used in compliance with Welfare and
Institutions Code section 5891 and Title 9 of the California Code of Regulations section 3410,
Non-Supplant.
All documents in the attached annual update are true and correct.

Mental Health Director/ designee (PRINT}
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Signature

Date

MHSA COUNTY FISCAL ACCOUNTABILITY CERTIFICATION
Three-Year Program and Expenditure Plan
Annual Update
Annual Revenue and Expenditure Report
Local Mental Health Director
Sherri Terao, Ed.D.
(408) 885-5776
sherri.terao@hhs.sccgov.org

County Auditor-Controller/City Financial Officer
Alan Minato
Telephone Number: (408) 299-5201
E-mail: aIan.minato@fin.sccgov.org

Local Mental Health Mailing Address:
County of Santa Clara Behavioral Health Services Department
Mental Health Administration
828 South Bascom Avenue, Suite 200
San Jose, CA 95128
I hereby certify that the Three-Year Program and Expenditure Plan, Annual Update or Annual Revenue and
Expenditure Report is true and correct and that the County has complied with all fiscal accountability
requirements as required by law or as directed by the State Department of Health Care Services and the
Mental Health Services Oversight and Accountability Commission, and that all expenditures are consistent
with the requirements of the Mental Health Services Act (MHSA), including Welfare and Institutions Code
(WIC) sections 5813.5, 5830, 5840, 5847, 5891, and 5892; and Title 9 of the California Code of Regulations
sections 3400 and 3410. I further certify that all expenditures are consistent with an approved plan or
update and that MHSA funds will only be used for programs specified in the Mental Health Services Act.
Other than funds placed in a reserve in accordance with an approved plan, any funds allocated to a county
which are not spent for their authorized purpose within the time period specified in WIC section 5892(h),
shall revert to the state to be deposited into the fund and available for counties in future years. I declare
under penalty of perjury under the laws of this state that the foregoing and the attached update/revenue
and expenditure report is true and correct to the best of my knowledge.
Sherri Terao, EdD
_______________________________________

Mental Health Director/Designee (PRINT)

___________________________

________________________

Signature

Date

I hereby certify that for the fiscal year ended June 30, 2018, the County/City has maintained an interestbearing local Mental Health Services (MHS) Fund (WIC 5892(f)); and that the County's/City's financial
statements are audited annually by an independent auditor and the most recent audit report is dated for
the fiscal year ended June 30, 2020. I further certify that for the fiscal year ended June 30, 2020, the State
MHSA distributions were recorded as revenues in the local MHS Fund; that County/City MHSA
expenditures and transfers out were appropriated by the Board of Supervisors and recorded in
compliance with such appropriations; and that the County/City has complied with WIC section 5891(a),
in that local MHS funds may not be loaned to a county general fund or any other county fund. I declare
under penalty of perjury under the laws of this state that the foregoing, and if there is a revenue and
expenditure report attached, is true and correct to the best of my knowledge.
Alan Minato
_______________________________________
____________________________________
County Auditor Controller/City Financial Officer (PRINT)
Signature
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Date

Community Program Planning Process
The County of Santa Clara’s FY2022 MHSA Annual Plan Update (“Plan update” or
“Update”) to the Three-Year Program and Expenditure Plan for Fiscal Years 2021
through 2023 has been carried out as required by the California Code of Regulations
(CRR) Section 3300. This update marks the second year of the approved Three Year
Plan, following a mid-year adjustment conducted in FY2021.
The planning team was led by Dr. Sherri Terao, Director of the Behavioral Health
Services Department; Maretta Juarez, LCSW, Deputy Director, Service Delivery
Systems; Dr. Margaret Obilor, Director, Adult Older Adult System of Care; Zelia Faria
Costa, LMFT, Director, Children, Youth and Family System of Care; Jeanne Moral,
Program Manager III; Virginia Chen, MBA, Senior Departmental Fiscal Officer; Tina
Cordero, Health Care Financial Manager; Vince Robben, Health Care Financial
Manager; Roshni Shah, MPH, Prevention and Early Intervention Manager; Jeannette
Ferris, MPH, BHSD Senior Manager and WET Coordinator; and, Evelyn Tirumalai,
MPH, BHSD Senior Manager and MHSA Coordinator. The planning team carried out
multiple community meetings and information-gathering activities, including a
client/consumer survey, engaging stakeholders in all stages of the planning and
update process in order to ensure that the Plan Update reflects their experiences
and suggestions. A Kick Off event commenced the process in January 2021, followed
by an Innovation Component Update and Revised Innovation submission process
followed by 10 community-led Stakeholder Leadership Committee (SLC) discussions.
All meetings were open to the public and accessible via phone and virtual platform
(Zoom). The results and summary of the Client/Consumer satisfaction survey and
report is found in the Appendix section of this document (Appendix A). The FY2022
Draft Plan draws upon current community needs, it is a reflection of the rising gaps
and emergent needs among the BHSD Systems of Care, primarily among children
youth and families, transitional age youth, and justice-involved individuals.
Planning activities and their corresponding dates are presented in the table below.
Materials, handouts and video recordings links from these meetings are included in
this report as well as other meeting materials appear on the Appendix section of this
document.
Online Access for Draft Plan Review
The review stage of the planning process included two summary meetings with the
Stakeholder Leadership Committee on April 5 & 15, 2021 prior to the required 3011 |

day public comment period. The 30- day public comment period opened in April 19,
2020 and closes on May 18, 2021. BHSD has announced and disseminated the
FY2022 Draft Plan t o the MHSA Stakeholder Leadership Committee, Board of
Supervisors, Behavioral Health Board, County staff, service providers, consumers,
family members, and those whose email addresses are associated with the
stakeholder email list scompiled throughout this and past planning activities. A
public notice is posted on the County’s MHSA website www.sccbhsd.org/mhsa. The
FY2022 Draft Plan Update links can be found here and at the County’s website in
downloadable formats.
Public Comment Link:
The public is invited to submit comments directly to mhsa@hhs.sccgov.org as well as
the following link created for online comment entries:
MHSA FY2022 Draft Annual Plan Update 30-Day Public Comment Period Stakeholder
Comment Form Survey (surveymonkey.com)
Currently, electronic copies of the Draft Plan are accessible and easy to retrieve by
visiting the MHSA Website at www.sccbhsd.org/mhsa. To order a printed copy of
the Draft Plan, the public and all interested stakeholders are encouraged to:
Call the MHSA Coordinator at (408) 401-6117 or
Send an email request to MHSA@hhs.sccgov.org.
Public Hearing
At the end of the 30-day public comment period, the Behavioral Health Board (BHB)
will host a Public Hearing of the FY2022 Draft Plan Update. This date has not been
scheduled, but it is expected to take place following the May 18 closing of the public
comment period. This meeting is expected to take place virtually via Zoom and in
accordance with the requirements with shelter in place issued by the Health Officer
and the Governor’s Executive Order N-29-20 still operating in County of Santa Clara
at the time this report was prepared. The purpose of the Public Hearing is for the
public to provide additional comment and for the BHB to take action on the
recommended Draft Plan prior to submission to the Board of Supervisors’ (BOS)
June 8, 2021 meeting. Upon approval of the Draft Plan, it will be sent to the Mental
Health Services Oversight and Accountability Commission (MHSOAC) and the
Department of Health Care Services (DHCS) as required by law and on time to meet
the June 30, 2021 submission recommended date.
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Stakeholder Leadership Committee
Stakeholder
Committee
Since 2005Leadership
the Mental
Health Services Act (MHSA) Stakeholder Leadership
Committee (SLC) has been in place to provide input and to advise the County
Behavioral Health Services Department (BHSD) in its MHSA planning and
implementation activities. The MHSA SLC serves as the BHSD’s primary advisory
committee for MHSA activities. The MHSA SLC consists of representatives of
various stakeholder groups, including consumers, family members and
underserved cultural communities. The MHSA SLC members review, comment and
provide input on MHSA plans and annual updates. MHSA SLC meetings serve as a
forum to assure wide-ranging representation in the MHSA community planning
process. All MHSA SLC meetings are open to the public and allow for public
comment. At the beginning of each MHSA planning cycle, the BHSD holds MHSA
SLC meetings to discuss MHSA related business and programs. Since its
reorganization in 2018, the MHSA SLC was expanded to include additional
consumer representation by adding client/consumer-centered seats to the group.
The 30-member committee list of current members is listed on the Appendix. The
recent shelter in place and other disruptions in person’s lives have created a
number of vacancies to the group. For this reason, the Department will launch a
planning session in order to enhance and improve stakeholder member
recruitment, retention and participation and to revisit the length a member can
serve on the committee. This meeting is planned for April 29, 2021.
Community Program Planning Activities and Dates
The MHSA SLC hosted the following meeting, kicking off the community program
planning process on January 25, 2021. The meetings included a blend of listening
sessions are well as program report backs, finance updates and stakeholder public
comment. Additionally, each session included a post meeting survey where
additional input was received from the public following the meeting or after
watching the recorded meeting sessions. All materials were posted for stakeholder
review shortly after each meeting session. The following section provides a
complete list of all planning community discussions with links to materials and the
video recording of each meeting.
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Community Program Planning Activities and Dates. All meetings are open to the public.
Kick Off and Planning Meetings
MHSA-SLC Planning Kick Off
Monday, January 25, 2021 - 8:00AM – 10:00AM
• CPPP Timeline
• Community Needs Assessment Activities
• MHSA Finance Update
• Update on Current Programming (e.g. mid-year adjustment, etc)
• Q&A

Please find the meeting materials from this meeting:
Click Here
Meeting Recording

Meeting of INN Subcommittee
Friday, January 29, 2021 - 2:00PM – 3:00PM
• Innovation (INN) Projects Timeline
• Update on existing INN Projects, Highlights
• INN Idea Selection Process/New Project Development
• Q&A

Please find the meeting materials from this meeting:
Click Here
Meeting Recording

MHSA SLC Planning Meeting #1
Thursday, February 11, 2021 - 3:00PM – 5:00PM
• Review of Programs and Services
• Program Highlights by BHSD Division
• Breakout Sessions
• Q&A

Use the following links to access meeting materials:
1. MHSA SLC Discussion Session #1
2. Children Youth and Families System of Care Program
Packet
3. Meeting Recording

MHSA SLC Planning Meeting #2
Tuesday, February 16, 2021 - 3:30PM – 5:30PM
• Review of Programs and Services
• Program Highlights by BHSD Division
• Breakout Sessions
• Q&A

Use the following links to access meeting materials:
1. MHSA SLC Discussion Session #2
2. Adult/Older Adult and Client/Consumers Program
Packet
3. Meeting Recording

MHSA SLC Planning Meeting #3
Friday, February 19, 2021 - 3:00PM – 5:00PM
• Review of Programs and Services
• Program Highlights by BHSD Division
• Breakout Sessions
• Q&A

Use the following links to access meeting materials:
1. MHSA SLC Discussion Session #3
2. Criminal Justice System, Housing, LGBTQ, Suicide
Prevention/Suicide & Crisis Services, WET Program
Packet
3. Meeting Recording (partial recording due to
technical difficulties)

MHSA SLC Planning Meeting #4
Monday, March 1, 2021 - 12:30PM- 2:30PM
• MHSA Finance Review
• Breakout Rooms to continue through March 5
• Discussions & Q&A

Use the following links to access meeting materials:
1. MHSA SLC Meeting Materials
2. Meeting Recording

MHSA SLC Planning Meeting #5
Thursday, March 4, 2021 - 4:00PM- 5:00PM
• Breakout Rooms to continue through March 5: First Round of
Discussions on Program Priorities
• Q&A

Use the following links to access meeting materials:
1. MHSA SLC Finance Meeting
2. Meeting Recording
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Kick Off and Planning Meetings
MHSA SLC Planning Meeting #6
Friday, March 5, 2021 - 3:00PM- 5:00PM
• Breakout Sessions
• Summary of Recommendations
• Q&A

Use the following links to access meeting materials:
1. MHSA SLC Meeting Materials
2. Meeting Recording

MHSA SLC Planning Meeting #7
Friday, March 12, 2021 - 2:00PM- 4:00PM
1. Adult/Older Adult Programs’ Presentation
2. Discussion & Q&A

Use the following links to access meeting materials:
1. MHSA SLC Meeting Presentation
2. Meeting Recording

MHSA SLC Planning Meeting #8
Thursday, March 25, 2021 - 1:00PM- 2:00PM
• Access/Unplanned Services Division Programs’ Presentation
• Discussion & Q&A

Use the following links to access meeting materials:
1. MHSA SLC Meeting Presentation
2. Meeting Recording

MHSA SLC Planning Meeting #9
Monday, April 5, 2021 - 2:00PM- 3:30pm
• Departmental Update on MHSA
• Next steps in the Community Program Planning Process
• Discussion & Q&A

Use the following links to access meeting materials:
1. MHSA SLC Meeting Presentation
2. Meeting Recording

Plan Review
MHSA SLC Planning Meeting #10
Thursday, April 15, 2021 3:00PM- 4:00PM
• FY2022 Draft Plan Update Informational Session
• Discussion & Q&A

Use the following links to access meeting materials:
1. MHSA SLC Meeting Presentation
2. Meeting Recording

30-Day Public Comment Period of Draft Plan
April 19 – May 18, 2021
Plan Document can be accessed here: www.sccbhsd.org/mhsa
Public Comments can be sent using this link:
https://www.surveymonkey.com/r/FY22_30daypublicposting
By email at: MHSA@hhs.sccgov.org
or
By telephone: (408) 401-6117
Public Hearing of the Behavioral Health Board
Behavioral Health Board Meeting
June 8, 2021

15 |

TBA
Link: TBA

Overview of Programs and Services for Children and Youth
in Community Services and Supports: Fiscal Year 2022
Initiative

Full Service
Partnership for
Children, Youth,
and Families

Program

Maintenance
Children & TAY
Full Service
Partnership

Intensive
Children & TAY
Full Service
Partnership

Outpatient
Services for
Children and
Youth

Description

Proposed Changes

CSS: Full Service Partnership
Continuation of the FSP model from previously
No changes
approved plans. This tier of services will ensure that
individuals that currently receive FSP services will
continue to receive care without any reduction in
service. The FSP Maintenance service is a step down
from Intensive FSP for those who may still needs
services, including housing support, to remain
successful in the community. Maintain current
number of FSP slots: Child, TAY, Adult, Older Adult,
and Criminal Justice.
Full range of community and clinical services that
No changes
provides a higher per person funding allocation that
was not previously available to serve people with
serious mental health needs. These services represent
new intensive service slots for individuals and will assist
youth living with serious mental illness to reach their
wellness and recovery goals.
CSS: General System Development

Children and
Family
Outpatient/
Intensive
Outpatient
Services

Counseling, case management, and medication
management services for children who meet medical
necessity Long-term counseling, case management,
and medication management services provided at a
greater frequency and intensity for intensive
outpatient treatment

No Changes

TAY Outpatient
Services/
Intensive
Outpatient
Services

Outpatient programs for TAY ages 16-24 aim to
prevent chronic mental illness while improving quality
of life for youth; long-term clinical care and case
management to youth ages 8-12 to improve quality of
life for youth while preventing the later need for high
intensity care

Modified
BHSD recommends
reallocating MHSA
funds to increase the
TAY Outpatient by 10
slots. The reallocation
would involve moving
funds from TAY IFSP to
TAY OP in the amount
of $31,777 on a onetime basis for the FY22
Annual Update.

Specialty Services: Outpatient integrated behavioral health services to
children and youth with co-occurring mental health
Integrated
and substance abuse needs
MH/SUD
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No changes

Specialty
Services: Eating
Disorders for
Children and
Adults

Specialty clinical services such as counseling and case
management for children, youth and adults with
eating disorders

No Changes

Foster Care
Development

Short-term clinical mental health services for
children and youth placed at the Receiving,
Assessment, and Intake Center (RAIC)

No Changes

Independent
Living Program
(ILP)

Clinical, counseling and case management services to
youth who are involved in child welfare services and
are transitioning to independent living

No Changes

CSEC Program

Services and mental health support to children and
young people ages 10-21 who have experienced
commercial sexual exploitation to help them recover
from emotional, physical, and sexual trauma

No Changes

Services for
Juvenile Justice
Involved Youth

Education, training, and intensive case management
services for justice-involved children/youth including
aftercare services to assist them and their families in
developing life skills that will improve their ability to
live and thrive in community

No Changes

TAY Triage to
Support ReEntry

An array of peer counseling, case management, and
linkage services provided by dedicated TAY triage
staff at EPS and Jail to support re-entry

No changes

Crisis and DropIn Services for
Children and
Youth

Children’s
Mobile Crisis
(Uplift)

Onsite rapid-response crisis assessment and
intervention for children who are depressed,
suicidal, or having acute psychological crisis

No Changes

TAY Crisis and
Drop-In Center

Safe, welcoming, and inclusive spaces for youth to
receive access to behavioral health resources and
overnight respite

No Changes

TAY
Interdisciplinary
Services Teams

TAY
Interdisciplinary
Services Teams

Clinical and non-clinical services provided by
interdisciplinary service teams located at community
college sites, South and North County Youth wellness
spaces, and other youth friendly spaces

No Changes

Foster Care
Development

Juvenile Justice
Development

Prevention and Early Intervention: Program Summaries and Report appear in the Prevention and Early
Intervention Annual Report Section.
Added Proposed Service in PEI- School Linked Services:
Mental Health assessment services in schools for five school districts is being proposed as a one-time program
modification to School Linked Services to provide mental health assessment services in schools. There has been a rising
need during this time with students returning to schools. Funding for this program will involve reallocation of existing
funds within the Prevention and Early Intervention Component ($150,000) and PEI fund balance ($30,000). The one-time
allocation amount is $180,000. BHSD will review outcomes and bring back for future annual updates regarding
sustainability and any commitment around ongoing funding.
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Community Services and Supports: Full Service Partnership
Full Service Partnership
Children Full Service Partnership
Program Status

Priority Population

Service Category

Numbers Served in
2020

Modified

☒Children ages 0-15

FSP

205

Goals

Outcome 2:

Improve success in school and at home, and reduce the institutionalization and out of
home placements
Increase service connectedness for FSP enrolled children

Outcome 3:

Reduce involvement in child welfare and juvenile justice

Outcome 4:

Increase school engagement, attendance, and achievement

Outcome 1:

Maintenance FSP (MFSP) refers to the continuation of the FSP model from previously approved plans. This tier
of services will ensure that individuals that currently receive FSP services will continue to receive care without
any reduction in service. The FSP Maintenance service is a step down from Intensive FSP for those who may
still needs services, including housing support, to remain successful in the community. This strategy maintains
the current number of FSP slots.
Intensive FSP (IFSP) refers to the full range of community and clinical services that provide higher per person
fundingallocation that was not previously available to serve clients with serious mental health needs. These
services represent new intensive service slots that will assist children living with serious emotional disturbances
and serious mental illness to reach their wellness and recover goals with fewer barriers with support from
comprehensive services. There were 43 clients reported to have participated in this intensive FSP program.
Program began in October 2019, there was not enough data from the CANS to report on outcomes. There
was a reported 21% successful discharge rate for this group.
Description:
Children Full Service Partnership collaborative relationship between the County and the parent of a child with
serious emotional disturbance through which the County plans for and provides the full spectrum of
wraparound services so that the child can achieve their identified goals. Santa Clara County’s FSP provides
intensive, comprehensive services for seriously emotionally disturbed (SED) children within a wraparound
model. FSP serves children ages six years old to 15 years old with SED, particularly African American, Native
American, and Latino children and youth. Children and youth served may be at risk of or transitioning from
out-of-home placement; engaged with child welfare and/or the juvenile justice system; or at risk of
homelessness, incarceration or hospitalization. FSP is a team-based planning process intended to provide
individualized and coordinated family-driven care. FSP should increase the “natural support” available to a
family—as they define it— by strengthening interpersonal relationships and utilizing other resources that are
available in the family’s network of social and community relationships. FSP aims to engage underserved
children and their families who have not yet benefited from traditional outpatient mental health services due
to complex risk factors including substance abuse, community violence, interpersonal family violence, general
neglect, and exposure to trauma.
FSP requires that family members, providers, and key members of the child’s social support network
collaborate to build a creative plan that responds to the needs of the child and their support system. FSP
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services should build on the strengths of each child and their support system and be tailored to address their
unique and changing needs.

Children’s Full Service Partnership
ETHNICITY
ASIAN/Pacific Island
Black/African
American
Hispanic
Mixed Race
Native American
Other Race
Unknown
White
Total
GENDER
Male
Female
LANGUAGE
English
Mandarin
Spanish
Tagalog
Vietnamese
Other

FY19

FY20

10

13

16
148
0
3
8
4
35
224

12
142
0
3
4
3
28
205

101
123

82
123

182
0
40
0
0
2

163
0
41
0

1
0

Summary of Achievements for Maintenance FSP:
• 70% of consumers successfully discharged from the program.
• 4% of consumers reported an improvement in their behavioral/emotional needs, 12% of consumers
reported a reduction in Risk Factors, and 10% of consumers reported that their life function domain
improved.
Program Improvements:
• Due to the intensity of services provided with this program, COVID changed the way services were
provided. When appropriate and needed, clients were seen in person but many providers had to shift
services to telehealth which may have impacted client success.
Proposed Program Changes to Improve Consumer Impact:
• As COVID continues, BHSD will discuss strategies to help support providers in incorporating telehealth
and in-person visits to match the needs of the clients.
• Clients may have a higher rate of improvement in their outcomes if they are able to anticipate or
choose how services will be delivered.
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Community Services and Supports: General System Development (GSD)
Outpatient Services for Children and Youth
Children and Family Outpatient (OP)/Intensive Outpatient Services (IOP)/Ethnic Outpatient (EOP)
Program Status

Service
Category

Priority Population
☒ Children Ages 0-15
☒ TAY Ages 16-24

Continuing

GSD

Numbers Served in
2020
4101 (OP)
1009 (IOP)
168 (EOP)

Goals and Objectives
Outcome 1:

Reduce the need for a higher level of care for consumers

Outcome 2:

Reduce symptoms and impacts of mental illness for consumers who qualify for
specialty mental health services

Description
Outpatient (OP) mental health programs serve children and youth to help address mental health symptoms
and associated functional impairments. Santa Clara County contracts with various community-based
organizations that provide an array of outpatient support services for children and youth. OP programs serve
children and youth ages 0-16, particularly those from unserved and underserved ethnic and cultural
populations. Children and youth who meet medical necessity can access outpatient services.
The Intensive Outpatient Program (IOP) and Ethnic Outpatient (EOP) provide intensive, comprehensive, ageappropriate services for SED children, combining critical core services within a wraparound model in the ethnic
cultural context of the client/consumer. The purpose of IOP is to engage children and youth in mental health
services, maintain a healthy level of day-to-day functioning, and work toward optimal growth and development
at home and in the community.
IOP serves children and youth ages 6-21 who meet medical necessity for specialty mental health services.
Qualifying children and youth receive individualized services to incorporate their strengths and cultural
contexts. Services include intensive in-home support services, long-term counseling, individual, and or group
therapy, case management, crisis intervention, and medication support services. Services are provided at a
greater frequency and intensity than routine outpatient treatment.
OP/ IOP service delivery has a strong focus on providing services for unserved and underserved children and
youth, particularly those who are justice involved, uninsured, and from cultural/ethnic backgrounds. All OP/IOP
services are available to children and youth with Medi-Cal who meet medical necessity, as well as children and
families who are undocumented, unsponsored, or otherwise unfunded and youth experiencing homelessness
or youth at-risk of homelessness.
Summary of Achievements:
• 68% of clients who discharged (N=2623) from F&C OP, IOP and EOP had successful treatment outcomes.
o (91% in Ethnic OP (n=90), 71% in IOP (n=530) & 66% in OP (n=2003)).
• Child and Adolescent Needs and Strengths (CANS) data also suggests positive changes for clients in
each program type over time.
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o
o
o
o
o

17% of clients served in EOP showed reduction in their behavioral and emotional needs and
17% in risk behaviors.
7% of clients in IOP showed reduction in behavioral emotional needs and 13% in risk factors.
9% showed reduction in behavioral and emotional needs and 10% reduction in risk factors for
F&C OP services outcomes.
An increase in life domain is expected when we see a reduction in risk factors and reduction in
behavioral emotional needs.
CANS outcomes showed 14% improvement in EOP, 6% improvement in IOP and 7% in F&C OP

Program Improvements:
▪ FY20 provided an opportunity to Increase the size of some of our F&C IOP programs so that clients
do not have to be sent to F&C OP when they really need IOP. Due to the pandemic and
implementation of telehealth, F&C OP, EOP & IOP programs also had more client openings then in
prior years. Programs were encouraged during FY20 to transfer clients as appropriate to best
match client level of care needs. Program will continue to be monitored to determine continued
needs in the system.
▪ Programs should continue to conduct in depth assessments where needed and to match
Evidenced Based Practices (EBP) and Promising Practices (PP) to client needs and client conditions.
Providing additional training and support to providers specific to their target population may help
support their abilities to match EBPs and PPs to their client’s needs.
Proposed Program Changes to Improve Consumer Impact:
▪ It has been reported that at times, there is difficulty transitioning clients to the appropriate level of
care due to capacity constraints. F&C OP services has taken on higher acuity clients due to this
barrier. Program will be monitored to determine continued needs in the system.
▪ While some success appears to be indicated by the CANS data, it is preferred to see a higher
percentage of positive change in each domain for each program type. This might be partly due to
increased client needs and reactions to multiple stressors during FY20, including the pandemic,
social unrest, fires & financial instability.

Community Services and Supports: General System Development (GSD)
Outpatient Services for Children and Youth
Specialty Services: Integrated MH/SUD
Program Status

Priority Population
☒ Children Ages 0 – 15

Continuing

Service

Numbers Served

Category

in 2020

GSD

166

☒ TAY Ages 16-24
Goals and Objectives
Outcome 1:
Outcome 2:

Treat and ameliorate the behavioral health symptoms and dysfunction of children and
adolescents, and their families, in the least restrictive manner.
Improve the quality of life for children and families dealing with co-occurring
disorders.

Description:
BHSD has contracted with four providers to provide outpatient integrated behavioral health services to
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children and youth with co-occurring disorders. Services consist of culturally relevant outpatient mental health
and substance use treatment services to help children and their families who are having trouble functioning
personally and, in their relationships, and environments.
Integrated behavioral health service programs work with children ages 6 to 24 and their families to support
and address co-occurring mental health and substance abuse needs. BHSD has recognized the need to provide
such services both for adolescents as well as for younger children who are beginning to struggle with cooccurring disorders. Children and youth who qualify—based on individual need and Medi-Cal eligibility—
receive comprehensive biopsychosocial assessments to determine medical necessity and the appropriate level
of care for issues related to trauma, substance abuse, mental health, and family challenges. Integrated mental
health/substance abuse providers work together in care planning efforts with other child-serving agencies to
ensure a comprehensive continuum of care.
Summary of Achievements:
• The objective of having 60% or more clients discharge successfully was not met. 50% of clients who
discharged (N=103) from F&C Integrated OP had successful treatment outcomes.
• 33% of clients improved their Life Functioning Domain as demonstrated by CANS data.
• CANS data suggests positive change for clients served in the integrated program with 1% of clients served
improving in their life functioning domain in FY20. In FY19 it was 33%.
Program Improvements:
● Insure that all clinicians and appropriate staff are trained in co-occurring treatment and interventions, and
are receiving adequate supervision and support.
● Ensure that clients and their families are connected to additional supports as needed to support the
progress made in treatment services long term. Programs such as support groups or youth spaces can
support ongoing work to improve life functioning for children and families.
● More clients should gain access to this type of program, and experience increase care quality.
● Clients would be able to build upon their natural supports to continue the progress that was made during
treatment services. These natural supports built through the awareness of additional community
resources/programs may help clients access additional services that may be needed as they move
through their recovery (e.g. social services, housing, and employment resources).
Proposed Program Changes to Improve Consumer Impact:
• Clients in this type of program are often more complex and require more supports. Identifying clients who
have both mental health and substance use conditions was also initially challenging for our system. Early
detection is important because the longer the client struggles with both mental health and substance use
issues, the more severe the conditions can become.
• Due to the complexity of clients served, experiencing both mental health and substance use issues, clients
may need additional engagement work before they are ready for treatment. CANS data demonstrated an
improvement in behavioral and emotional needs for 7% of clients, and in risk factors for 32% of clients, which
may contribute to the slight improvement in life functioning and suggests that clinical focus for this group of
clients may have been centered on more acute needs in FY20.
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Outpatient Services for Children and Youth
Specialty and Outpatient Services:
Eating Disorders for Children, Youth and Adults
Program Status

Priority Population
☒ Children Ages 0 – 15
☒ TAY Ages 16-24
☒ Adults Ages 25-59

Continuing

Service

Numbers Served

Category

in 2020

GSD

12 (Residential)
32 (Partial Hosp)
32 (IOP)
8 (FFS)

Goals and Objectives
Outcome 1:

Support recovery with an age appropriate approach.

Outcome 2:

Increase self-help and consumer/family involvement.

Outcome 3:

Increase access to specialty eating disorder services in the community.

Description:
Santa Clara County offers a continuum of care for young people and their families that provides the help and
support they need in recovering from eating disorders. Service providers offer comprehensive youth-oriented
programs where participants can feel safe, nurtured, and hopeful. Clients/Consumers with the most intensive
needs enter the continuum through the Family & Children's Division (children/youth) and 24-Hour Care Unit
(adults) where a team evaluation determines the appropriate level of residential care. For the other
nonresidential services, clients/consumers are referred through the County’s Inpatient Coordinators. Services
include:
Unlocked Residential: This level of care provides structured supervision and monitoring of patients’ meals in
a residential setting to avoid further weight loss and decompensation. This residential treatment program
assists with stabilizing medical and psychological symptoms of eating disorder prior to beginning outpatient
treatment. The 24-Hour-Care unit authorizes placement in this level of treatment.
Update:
▪ Stabilized physical and mental health for clients with severe impairments due to eating disorders;
allowed for safe and effective transition between hospitalization and PHP-IOP programs.
▪ Difficulty getting clients to commit to treatment.
▪ Impaired cognition from malnutrition interferes with rational thought processes.
▪ Pandemic restrictions caused major disruptions for residential treatment programs.
▪ The program served a young mother during her pregnancy; she successfully gave birth and continued
to bond with her child while in treatment. The mother at birth had child welfare involvement, and
eventually was able to reunite with her child.
▪ Had one youth client that had previously discharged from the program suffered a relapse, but was able
to recover again.
▪ Continue to build and increase BHSD system awareness of the program.
▪ Served 12 clients/consumers (youth and adult)
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Partial Hospitalization Program: This is a structured and focused level of outpatient services where individuals
diagnosed with eating disorders participate in personalized outpatient treatment five days a week. During this
time, clients have two supervised meals and one afternoon snack. Patients also participate in two weekly
individual/family therapy sessions, nutritional counseling, psychiatric evaluation, and medication
management.
Update:
▪ Difficulty with getting clients and families to continue to commit to treatment; 2) impaired cognition
from malnutrition interferes with rational thought processes; 3) internal waitlist at providers caused
delays in access to services.
▪ Had three clients that relapsed, requiring increased levels of care, but later had successful stepdowns in treatment to eventual successful discharge at outpatient level of care.
▪ Successfully engaged with a gender non-binary client and two transgender clients, leading to
improved physical and mental health levels for all three clients.
▪ Continue to build and increase BHSD system awareness of the program.
▪ Utilize telehealth options where appropriate to be able to provide cost-effective services.
▪ Served 32 clients/consumers (youth and adults)
Intensive Outpatient: This level of care is a step down from partial hospitalization and provides half-day
treatment three times a week to monitor and assist patients with the recovery process. Intensive outpatient
care includes access to doctors, frequent monitoring of vitals and medication compliance, and access to labs
as necessary. Patients are provided with weekly individual and family therapy sessions, psychiatric and medical
consultations, daily to weekly weigh-ins, monitoring of calorie intake and therapeutic groups.
Update:
▪ Stabilized physical and mental health for clients with severe impairments due to eating disorders;
allowed for safe and effective transition between PHP and OP programs.
▪ Difficulty with getting clients and families to continue to commit to treatment.
▪ Impaired cognition from malnutrition interferes with rational thought processes.
▪ Internal waitlist at providers caused delays in access to services.
▪ Had several clients that relapsed, requiring increased levels of care, but later had successful stepdowns in treatment to eventual successful discharge.
▪ Continue to build and increase BHSD system awareness of the program.
▪ Utilize telehealth options where appropriate to be able to provide cost-effective services.
▪ Served 27 clients/consumers (youth and adults).
Fee-for-Service Outpatient Services: Treatment includes clinical evaluations, assessment, crisis intervention,
supportive counseling, individual and family therapy, and referrals and linkages to community-based mental
health services for ongoing stabilization. Outpatient services are staffed with licensed social workers, marriage
and family therapists, psychiatrists, and psychologists who specialize in working with patients diagnosed with
mental health issues and eating disorders.
Update:
• Stabilized physical and mental health for clients with severe impairments due to eating disorders;
allowed for safe and effective transition from intensive IOP programs back to normal functioning in the
community.
• Difficulty with getting clients and families to continue to commit to treatment.
• Clients may need to remain engaged at higher levels of service before beginning this level of service.
• Internal waitlist at provider caused delays in access to this level of service.
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•
•

Pandemic also affected provider ability to deliver services while maintaining COVID-19 restrictions
compliance.
New level of service for BHSD; had several clients that successfully entered from higher levels of eating
disorders treatment. 100% of clients that engaged at this level of treatment eventually discharged to
regular Outpatient, and have not returned to eating disorder treatment as of the time of this report.

Community Services and Supports: General System Development (GSD)
Foster Care Development Initiative
Foster Care Development
Program Status

Priority Population
☒ Children Ages 0 – 15

Continuing

Service

Numbers Served

Category

in 2020

GSD

8

☒ TAY Ages 16-24
Goals and Objectives
Outcome 1:

Provide mental health services that limit further trauma to the child/youth and
address the trauma that they have experienced.

Outcome 2:

Support continuum of care and services by providing linkages to services in the
community.

Outcome 3:

Assess children/youth to address immediate mental health needs.

Description:
The Foster Care Development program provides short-term clinical mental health services for children and
youth placed at the Receiving, Assessment, and Intake Center (RAIC), a facility operated by Social Services
Agency. Children that have been removed from their homes due to parent, legal guardian, or caregiver abuse
or neglect stay for a short period at the RAIC to be assessed for thoughtful placements. The RAIC operates as
a 24-hour facility, 365 days a year.
The RAIC serves as a transition point for children and youth experiencing a removal, placement disruption, or
new pending placement, while also addressing their interim needs. Children can remain at the RAIC for up to
23 hours and 59 minutes, until an appropriate and safe placement is determined. During the time that children
and youth are at the RAIC, they receive assessments of their emotional, psychological, medical, and behavioral
needs. BHSD provides the assessments, emotional support, counseling, and linkages and referrals to the
children’s system of care. All services are exclusive to child welfare involved children and are provided at the
RAIC.
Summary of Achievements:
• 100% of children have received a behavioral health screening and been referred for appropriate services
and supports.

Program Improvements:
▪ Monitor closely a subgroup of youth for whom it is difficult to close the loop on the linkage to services.
These are the youth placed out of county, or those awaiting a placement change.
▪ All youth are referred to services, in-county or out-of-county. However, at times youth engagement
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inthese referred services is difficult. Youth need to have adequate support of caregivers to support
their engagement.
Community Services and Supports: General System Development (GSD)
Crisis and Drop-In Services for Children and Youth
Children’s Mobile Crisis (Uplift)
Program Status

Priority Population
☒ Children Ages 0 – 15

Modified

Service

Numbers Served

Category

in 2020

GSD

702 (unduplicated)

☒ TAY Ages 16-24
Goals and Objectives
Outcome 1:

Improve the overall crisis response of community.

Outcome 2:

Reduce the trauma and stigma of crisis experience for children and families.

Outcome 3:

Reduce unnecessary, over-utilization of law enforcement resources and
hospitalizations.

Description:
The Mobile Crisis program— formerly known as the EMQ Families First Child and Adolescent Crisis Program
(CACP) program or Uplift Mobile Crisis — provides 24-hour stabilization and support services to children, youth,
and families in the community who are depressed, suicidal, a potential danger to themselves or others, or in
some other form of acute psychological crisis. Services include a 5150 assessment, safety planning, and
referrals to community-based mental health services. All children and youth in the County can receive services
regardless of placement or funding. Children and youth are typically referred to mobile crisis from parents,
family members, caregivers, friends, school, police officers, community service providers, or health
professionals. Length of service is two to four hours. Children’s Mobile Crisis teams consult, assess for risk and
safety, and intervene with the hope of promoting community stabilization. Through a family-centered,
strengths-based approach, clinicians utilize the least intrusive and restrictive means to work with children and
families on finding tools that promote ongoing health and growth and help maintain children in their homes
and communities. Contract services were expanded in FY2020 to increase access to youth needing assessment
and crisis intervention.
These tools consist of practical strategies to stabilize current and future crises, improve communication, and
facilitate positive outcomes; case-specific referrals; and access to information for ongoing treatment and
other supports. The CACP staff is diverse, multi-lingual, and multi-disciplinary. All CACP clinicians are
authorized 5150 evaluators and can place youth on 72-hour holds. Children’s Mobile Crisis services conclude
once a child is taken to the Crisis Stabilization Unit (CSU) or brought home with a safety plan.
Crisis response includes:
• Diagnostic interview
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•
•
•
•
•
•
•

Assessment of mental and emotional status
Risk assessment
Strengths-based family evaluation,
Safety planning
Facilitation of emergency hospitalizations
Crisis counseling, therapeutic supports
Case-specific referrals for follow-up or access to services

Summary of Achievements:
• Mobile Crisis received 2897 call and responded in community to 702.
• The diversion rate from hospitalization was 70%.
• In January 2021 Mobile Crisis started new program Mobile Response and Stabilization Services
(MRSS) which will provide a larger array of services, including 30 days post stabilization and mobile
response for situations where a crisis is not occurring.

Community Services and Supports: Full Service Partnership
Full Service Partnership
TAY Full Service Partnership
Program Status

Priority Population

Service Category

Numbers Served in 2020

Modified

☒TAY ages 16-25

FSP

318

Goals
Outcome 1:

Reduce out-of-home placements

Outcome 2:

Increase service connectedness

Outcome 3:

Reduce involvement in child welfare and juvenile justice

Maintenance FSP refers to the continuation of the FSP model from previously approved plans. This tier of
services will ensure that individuals that currently receive FSP services will continue to receive care without
any reduction in service. The FSP Maintenance service is a step down from Intensive FSP for those who may
still needs services, including housing support, to remain successful in the community. This strategy maintains
the current number of FSP slots.
Intensive FSP refers to the full range of community and clinical services that provide higher per person funding
allocation that was not previously available to serve clients with serious mental health needs. These services
represent new intensive service slots that will assist children living with serious emotional disturbances and
serious mental illness to reach their wellness and recover goals with fewer barriers with support from
comprehensive services. There were 49 (of 100 slots) clients reported to have participated in this intensive
FSP program. Program began in October 2019, there is not enough data from the CANS to report on
outcomes. There was a reported 20% discharge rate of those completing the program. This program began
in October 2019, referrals to the new program were slow, presentations were made to BHSD providers on
multiple occasions. Additionally, due to COVID some clients were not transferred to other programs to
support client care. Continued presentations and Outreach events have been scheduled as a continued
effort to publicize the program to providers and the community about this new level of services. The
program's criteria was reviewed and amended to help create better understanding of the target population
for the program.
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Modification Recommendation: IFSP is well funded during the Request for Proposal (RFP) process in
anticipation of the need for this service, but year to date, the service capacity has not been fully utilized. For
the FY22 Annual Update, BHSD recommends reallocating MHSA funds from TAY IFSP to TAY Outpatient to
increase the TAY Outpatient by 10 slots. The reallocation will result in moving funds from TAY IFSP to TAY OP
in the amount of $31,777 on a one-time basis for the FY22 Annual Update. During the FY23 Annual Update
process, commencing in a few months, revisit the need and assess ongoing plans for IFSP TAY and TAY OP.
Description:
The TAY Full Service Partnership (FSP) is a comprehensive, intensive mental health service designed specifically
to help TAY launch successfully into adulthood. FSP provides an individualized, team approach that aims to
address the entire family, as defined by the youth. Through a coordinated range of services, FSP supports youth
as they develop social, educational, and vocational skills.
FSP serves youth ages 16-25 who are experiencing physical, social, behavioral, and emotional distress. Through
its family-centered approach, FSP also provides support for parents or adult caregivers, and helps youth
improve their interpersonal relationships.
FSP Outreach Services assess the desire and readiness of youth for entering into partnership with the BHSD for
services. Using age-appropriate strategies during a maximum 30-day outreach period, FSP informs potential
clients about available services and determines if a referral will be opened. Once youth enter the program, FSP
requires chosen family, providers, and key members of the youth’s social support network to collaborate in
building a creative plan responsive to the particular needs of the youth and their support system.
Summary of Achievements:
•
•

61% of TAY successfully discharged from the program ETHNICITY
6% of consumers reported an improvement in their
Asian/Pacific
behavioral/emotional needs
Island
• 16% of consumers reported a reduction of Risk Factors
Black/African
and 1% of consumers reported that their life function
American
domain improved.
Hispanic
Mixed Race
Program Improvements:
Native
• Due to the intensity of services provided with this
American
program, COVID changed the way services were provided.
Other Race
When appropriate and needed, clients were seen in
Unknown
person, but many providers had to shift services to
White
telehealth which may have impacted client success.
TOTAL
• As COVID continues will discuss strategies to help support GENDER
providers in incorporating telehealth and in-person visits
Female
to match the needs of the clients
Male
LANGUAGE
Proposed Program Changes to Improve Consumer Impact:
English
• Clients may have a higher rate of improvement in their
Mandarin
outcomes if they are able to anticipate or choose how
Spanish
services will be delivered.
Tagalog
Vietnamese
Other
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FY19

FY20

19

27

18
161
0

14
183
0

0
13
11
55
277

1
16
20
57
318

141
136

164
154

256
0
20
0
0
1

284
1
28
0
3
2

Community Services and Supports: General System Development (GSD)
Outpatient Services for Children and Youth
TAY Outpatient Services/Intensive Outpatient Program (IOP)
Program Status

Priority Population

Service

Numbers Served in 2020

Category
Modified

☒ TAY Ages 14-25

GSD

365
91 (LGBTQ)

Goals and Objectives
Outcome 1:

Improve functioning and quality of life for youth.

Outcome 2:

Reduce symptoms and impacts of mental illness for youth.

Outcome 3:

Reduce the need for a higher level of care for youth.

Outpatient programs for TAY ages 14-25 aim to prevent chronic mental illness while improving quality of life
for youth and include age-appropriate services and gender- responsive services. Outpatient programs for TAY
place a particular emphasis on treatment for co-occurring disorders and trauma-informed care. Programs are
focused on preventing or improving symptoms that may lead to chronic mental illness while keeping youth on
track developmentally. Outpatient services for LGBTQ youth, in particular, include confidential counseling and
medication services.
Intensive Outpatient Programs (IOPs) aim to improve quality of life for youth while preventing the later need
for high intensity care. IOPs provide long-term clinical care and case management to youth ages 8 – 24. These
programs engage youth, many of whom may be homeless, and provide mental health services, promote
recovery, and reduce the likelihood that youth served will later require higher levels of care such as FSP.
IOPs serve youth who meet medical necessity for specialty mental health services and are eligible for MediCal.
IOPs focus on multidisciplinary, structured services for up to 4 hours per day, up to 5 days per week. IOPs are
distinct from FSPs in that they are generally office-based rather than community-based and engage youth at a
lower levels of intensity and frequency than an FSP.
There has been a consistent increased demand for TAY Outpatient services in FY21. IFSP was well funded during
the Request for Proposal (RFP) process in anticipation of the need for this service, but year to date, the service
capacity has not been fully utilized. For the FY22 Annual Update, BHSD recommends reallocating MHSA funds
from TAY IFSP to TAY Outpatient to increase the TAY Outpatient by 10 slots. The reallocation will result in
moving funds from TAY IFSP to TAY OP in the amount of $31,777 on a one-time basis for the FY22 Annual
Update. During the FY23 Annual Update process, commencing in a few months, revisit the need and assess
ongoing plans for IFSP TAY and TAY OP.
Summary of Achievements:
• 43% successfully discharged29% of consumers served reported improvement in Life functioning/ Social
Health Domain
• 10% of consumers reported improvement in their behavioral and emotional needs, and 25% of
consumers reported a reduction of risk factors and 10% reported increased functioning in their life
domain.
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LGBTQ Outpatient
• 75% successfully discharged
• There was no change in the risk factors for consumers served in FY2020. However, a 10% improvement
was reported in behavioral and emotional needs as well as a 10% improvement reported in their life
functioning domain.
• There have been new staff this year and will work with providers to see if staff would benefit from
additional CANS training.
• Due to the nature of LGBTQ population engagement in school, home and activities may sometimes be
difficult.
• This population tends to encounter systemic biases which may lead to additional anxiety.
Program Update:
• There was an increase in referrals this year perhaps due to COVID-19 pandemic.
• Programs were expanded to meet the demand, but the new staff may have interpreted the CANS tool
differently.
• Initiate discussion with providers regarding the CANS tool and how new staff are utilizing the tool to
see if refresher trainings are needed.
• Discussion with providers about continued educational trainings to support staff in providing
appropriate services to Transitional Age Youth, their families and natural supports.
• Continue conversation and help support providers with recruitment and retention of staff.
• Discuss with providers trainings needed for staff to feel more confident in the services they are providing
for TAY clients.

Community Services and Supports: General System Development (GSD)
Foster Care Development
Independent Living Program (ILP)
Program Status
Continuing

Priority Population
☒ TAY Ages 16-25

Service

Numbers Served in

Category

2020

GSD

48

Goals and Objectives
Outcome 1:

Increase self-sufficiency and independent living skills

Outcome 2:

Increase access to education and employment opportunities

Outcome 3:

Increase service connectedness

Description:
ILP services are available to help youth (including Dually-Involved Youth) achieve self- sufficiency and launch
into adulthood prior to and after exiting the foster care system. These services are available for current and
former foster youth between 16-25 years old.
ILP consists of psychiatric and medication services, case management support, individual and family therapy,
community linkage, housing placement, and a variety of rehabilitation services to help youth develop the
functional and emotional skills necessary for recovery and independence.
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Program Updates:
• 35% successful discharge from mental health services.
• Program's length of stay is only 5 months
• Referral process does not include the Department of Family and Children's Services providing direct
referrals into the ILP program and many referrals enter through a Hotline.
• Staff attrition in this program and continued collaboration with Department of Family and
Children's Services are important issues to address.
• Nurture the new partnership with Katie A program for direct referrals, continued collaboration with
The Hub (youth drop in center) for the Department of Family and Children's Services youth.
• Will work with provider to utilize CANS information at intake and prior to the youth exiting
program.
• Consumers will be better connected to community resources that can support their progress in
services and provide ongoing support after therapeutic support is completed. Training of staff on
accurate reporting of discharges will impact the client by accurately reporting their successes.

Community Services and Supports: General System Development (GSD)
Commercially, Sexually Exploited Children (CSEC)
Program Status

Priority Population
☒ Children Ages 0 – 15
☒ TAY Ages 16-21

Continuing

Service
Category

Numbers Served in 2020

GSD

62

Goals and Objectives
Outcome 1:

Identify CSEC youth and ensure their safety from sexual exploitation

Outcome 2:

Provide trauma-informed care and support

Outcome 3:

Increase service connectedness

Description:
The program for Commercially Sexually Exploited Children (CSEC) provides services and mental health support
to children and young people ages 10-21 who have experienced commercial sexual exploitation to help them
recover from emotional, physical, and sexual trauma. Referral to the CSEC program occurs through a number
of community sources including the juvenile hall; the Receiving, Assessment and Intake Center (RAIC); school
system; pediatrician or public health nurse; and KidConnections (KCN). Once a referral is received, the youth is
connected to an advocate that helps ensure their safety from exploitation. The youth is then assessed using
the Child and Adolescent Needs and Strengths (CANS) module and other developmental, mental health, and
substance use assessments. Treatment for CSEC youth includes Trauma-focused Cognitive Behavioral Therapy,
case management, medication management, coordination with advocates and linkage to additional services
and benefits. Due to the low number of youth that have completed the program, current CANS assessment
data related to engagement in school, home, and activities is not available for FY2019 (the reporting timeframe
for this report).
Program Updates:
• The program has worked with CSEC youth to ensure their safety from sexual exploitation. Youth have
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•
•
•
•

receive trauma- informed care and support.
100% of youth in the program are connected with an advocate, a clinician, a public health nurse, and
child welfare/probation support as needed.
The program was new in FY19 and in FY20, it has a limited data set with matched pairs.
100% of CANS data showing decreased oppositional and anger control.
50% of CANS data showing improvement in family functioning, social functioning, and decision making.

Community Services and Supports: General System Development (GSD)
Juvenile Justice Development
Services for Juvenile Justice Involved Youth
Program Status

Priority Population

Service

Numbers Served in 2020

Category
☒ Children Ages 0 – 15

Continuing

GSD

80

☒ TAY Ages 16-21
Goals and Objectives
Outcome 1:

Support juvenile justice involved youth as they return to their communities.

Outcome 2:

Reduce recidivism for juvenile justice involved youth.

Outcome 3:

Increase service connectedness.

Description:
Services for juvenile justice involved youth focus on the wellness and recovery of youth returning to their
communities as well as youth exiting into homelessness or unstable housing. Specific services include the
Aftercare Program and Competency Development Program.
The Aftercare Program (ACP) uses a strengths-based approach to help juvenile justice involved youth exit
detention and ranch programs and successfully reenter their communities. With the support of their families,
youth in this program develop life skills that allow them to thrive and possibly return to a school setting. The
average length of stay in the program is 8 months, with the possibility of additional time due to family crises,
hardship, or clinical necessity.
One arm of the Aftercare Program supports Seriously Emotionally Disturbed (SED) youth and youth with
specific treatment needs using evidenced-informed community treatment, medication support, and case
management. The diagnostic spectrum of youth in this arm of Aftercare includes schizophrenia and other
psychotic disorders, major affective disorders, post-traumatic stress disorder, disorders of behavior and bodily
function, anxiety and adjustment disorders, and dual diagnosis (mental health, developmental disability, or
drug and alcohol related diagnoses). These youth are identified through the Healthy Returns Initiative (HRI),
the current Multi-Disciplinary Team (MDT) at ranch facilities, and the Mental Health Juvenile Treatment Court’s
MDT. After assessing youth and family needs and strengths, the Aftercare program then employs a behavior
positiveplan to identify appropriate interventions and resources to help youth develop functional skills around
self- care, self-regulation, and address other functional impairments through decreasing or replacing nonfunctionalbehavior. Gender specific programming is available as needed.
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The Competency Development Program (CDP) aims to remediate youth determined incompetent to stand
trial. Juvenile competency restoration services are provided to juveniles who have been charged with a
delinquency offense before a juvenile justice court, found incompetent by the court, and ordered to receive
restoration services. Services include education, training, and intensive case management, and are provided
two to three times a week in the youth’s home, the home of another family member or caretaker, the school,
a juvenile detention center, or a jail. An initial judicial review occurs approximately 30 days after the court
order and additional reviews occur every 30-90 days. Restoration to competency will allow the youth to
continue with their court proceedings and potentially avoid time in detention centers awaiting restoration to
competency. If competency cannot be restored the court may civilly commit the juvenile to a mental health
facility, refer the juvenile for disability services, establish a conservatorship for the juvenile, or dismiss the
charges.
Program Update:
• When youth return to the community after in-custody, or other types of placement they have access
to comprehensive and coordinated services and support.
• For JCP, 100% youth engaged and successfully completed the process of competency development.
• For YTIP, 100% youth engaged in behavioral health services to support their transition to communitybased services.
• 80% successful discharge rate.
• CANS data reflects 92% of youth with no actionable items in the areas of family functioning
▪ 92% in the area of decision making.
▪ 98% in the area of oppositional behavior
▪ 93% in the area of anger control
▪ 75% in the area of social functioning.

Community Services and Supports: General System Development (GSD)
Crisis and Drop-In Services for Children and Youth
TAY Crisis and Drop-In Center
Program Status

Priority Population

Service

Numbers Served in 2020

Category
☒ TAY Ages 18-25

Continuing

GSD

182

Goals and Objectives
Outcome 1:

Provide a safe and inclusive environment for TAY

Outcome 2:

Increase service connectedness to behavioral health resources

Outcome 3:

Reduce the need for a higher level of care for youth

Description:
The TAY Crisis and Drop-In Centers provide safe, welcoming, and inclusive space for youth to receive access to
behavioral health resources. The centers conduct outreach and engage youth about their mental health and
basic needs. The centers provide outpatient mental health services and overnight respite services to youth 1825 years of age. Respite services can accommodate up to 10 TAY who are in need of respite as a result of crisis
or who are at risk of homelessness. Respite services allow TAY to self- manage and remain in their community,
which may impede crisis escalation. The centers also offer services to unsponsored/ uninsured youth and allow
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the TAY homeless population to access needed supports. Additionally, services specifically for LGBTQ TAY are
offered. Specific mental health outpatient service offered include: Assessments, treatment planning, brief crisis
intervention, case management, self-help and peer support, outreach and engagement activities for homeless
TAY.
Program Update:
• 43% successful discharges from mental health services
• 8% of consumers reported improvement in their behavioral and emotional needs. Consumers reported
17% increase in their Risk Factors and there was no change reported in their Life Functioning Domain.
• Clients are often homeless and isolated and can be difficult to engage into formal services. Due to
COVID, this program had to shift the way services were provided.
• Discussion with providers around how to better understand the needs of this population to support the
continued engagement into services. Discuss how to increase their life functioning domain as well as
better understand the risk factors this population faces.
• Implement new ways of engagement, lower barriers and serve more clients successfully. Client's risk
factors should decrease and life functioning should increase.
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Overview of Programs and Services for Adults and Older Adults: Fiscal Year 2022
Community Services and Supports
Initiative

Program

Description
Proposed Adjustments

Community Services and Supports CSS: Full Service Partnership (FSP)
Full Service
Partnership
for Adults,
Older Adults
and Justice
Involved

Assertive
Community
Treatment (ACT)
and Forensic
ACT (for justiceinvolved
consumers)

Intensive FSP

FSP
Maintenance

Permanent
Supportive
Housing

Permanent
Supportive
Housing

Assertive Community Treatment (ACT) is an
evidence-based behavioral health program for
people with serious mental illness who are at risk of
or would otherwise be served in institutional
settings (e.g. hospitals, jails/prisons) or experience
homelessness. The ACT model is a comprehensive
community-based model of treatment, support, and
rehabilitation for individuals with serious mental
illness who are unwilling or unable to engage in
mental health services and who are experiencing
frequent and repetitive hospitalizations and/or
incarcerations, likely to be homeless, and may suffer
from a co-occurring disorder. FACT’s structure is
similar to ACT for
justice-involved consumers.
Intensive FSP refers to the full range of community
and clinical services that provide higher per person
funding allocation that was not previously available to
serve clients with serious mental health needs. These
services represent new intensive service slotsthat will
assist children living with serious emotional
disturbances and serious mental illness to reach their
wellness and recover goals with fewer barrierswith
support from comprehensive services. New service
contracts were initiated this reporting year with
expected reporting outcomes for Fiscal Year
2020-2021.
Continuation of the FSP model from previously
approved plans during FY2020. This FSP level
provides needed, ongoing services for consumers
with SMI addressing needs that include housing
support and other clinical services.
Consists of County-operated services designed to
meet the housing and behavioral health service
needs of chronically homeless individuals with
severe mental health needs.
CSS: General System Development
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Modified FACT
BHSD recommends
reallocation of
funding within AOA
(underutilization of
Forensic Assertive
Community
Treatment, FACT) as a
one-time reallocation
for FY2022 to fund 30
CJS FSP slots.

No changes

Modified CJS – FSP by
funding 30 CJS spots,
one-time allocation in
FY2022 and reassess
for FY2023.
No changes

Outpatient
Clinical
Servicesfor
Adults and
Older Adults

County Clinics

Hope Services

CalWORKs
Community
Health Alliance
Outpatient
Services for
Older Adults

Criminal
Justice
System
Services
Initiative

Crisis
and
Hospi
tal
Divers
ion
Initiat
ive

An array of mental health supports including basic
mental health services and medication support. The
County’s clinics expand access to mental health
services by co-locating at health facilitiespeople are
likely to go to or be familiar with.
Counseling, case management, and psychiatric
services to children, adolescents, young adults,
adults, and senior citizens with a qualifying mental
health diagnosis and a developmental disability.

No changes

behavioral health services to adult clients enrolledin
the Welfare-to-Work (WTW) Program who
experience mental health and substance abuse
issues.
Counseling, case management, and medication
management services for adults who meet medical
necessity to improve quality of life, address unique
mental health needs, and prevent higher intensity
care by supporting aging in place whenever possible.
Increase funding allocation at these critical service
locations: Gardner and Goodwill (Mekong pending) in
AOA outpatient services.
Outpatient and residential services provided at a
wellness and recovery centers for individuals whoare
involved in the justice system to meet the needs of
re-entering the community

No changes

Criminal Justice
System
Services
Residential and
Outpatient
Criminal Justice Outpatient and intensive outpatient services for
System Services individuals who are involved in the justice system
IOP/Outpatient to meet the needs of re-entering the
community
Faith-based
Service coordination to individuals reenteringthe
Resource
community from jail provided by multi- agency
Centers
faith-based resource centers

Mental Health
Urgent Care

Screening, assessment, brief medication
management, and referral to other community
resources at walk-in outpatient clinic for County
residents who are experiencing behavioral health
crises
Crisis
Crisis support, counseling, and linkage servicesin
Stabilization
up to 24-hour stabilization unit and CRT. Crisis
and
Stabilization Unit: MHSA funding is no longer
Crisis Residential needed for this program, but the program will be
funded with MediCal and Measure A funding.
Removed for FY2022.
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No changes

No changes

No changes

No changes

Continuing
Adjusting funding
allocation to be more
representative of
service utilization
and reporting
requirements.
No changes

Continuing without
MHSA funding:
Measure A and
MediCal to cover
cost. Capacity
change from eight to
four beds. CSU
provider requested a

Older Adult
Community
Services
Initiative

change in the bed
capacity from 8 to 4
beds.
For a third year
in a row, there is
lack of Adult
Residential
Treatment
facilities for sale
to carry out this
program.
No changes

Adult
Residential
Treatment
Facilities

Full range of clinical and support services to
consumers who need an IMD/hospital diversion or
who have substance abuse and serious mentalillness
located at two new Institution of Mental Disease
(IMD) Stepdown/Diversion centers and co-occurring
treatment center.

Communit
y
Placement
Team

Case management, housing, and linkage support by
a 24-hour case management unit that provides
services to consumers returning to the community
from other settings

IMD
Alternative
Program

Comprehensive treatment services in a supportive,
structured environment as an alternative to a locked
setting serving up to 45 consumers for
approximately 6-months

No changes

Mobile Crisis

Immediate crisis support services including
assessment, crisis support, and linkage provided by
clinicians housed at Mental Health Urgent Care

No changes

Clinical Case
Management
Team for Older
Adults

An array of services provided to engage older adults
who may be reluctant or unable to access needed
mental health services due to geographic barriers,
limited mobility, health issues, or stigma associated
with receiving mental health services in a clinic
Case management and linkage services for older
adults who are at risk of abuse as part of a
collaboration with Adult Protective Services

No changes,
program pending
rollout.

Connections
Program

Elder’s
Storytelling

No changes

The new Elders’ Storytelling Program will serve
No changes
culturally isolated older adults with mild to
moderate depression to help reduce depressive
symptoms and restore social connectedness with
their family, friends, caregivers and community.
In Home
In Home
Targeted outreach and engagement teams to
No changes
Outreach
Outreach
identify and connect consumers with mental
health needs to services (based on RISE model
from Ventura County and IHOT model from
Alameda County)
Prevention and Early Intervention Program Summaries and Report appear in the Prevention and Early
Intervention Annual Report Section.
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Community Services and Supports: Full Service Partnership
Assertive Community Treatment
Program Status

Priority Population

Service
Category

Numbers Served in
2020

Continuing

☒ Adult Ages 25-59
☒ Older Adult Ages 60+

FSP

81

Goals
Outcome 1:
Outcome 2:
Outcome 3:

Promote recovery and increase quality of life
Decrease negative outcomes such as incarceration, hospitalization, and
homelessness
Increase positive outcomes such as increased life skills, access to benefits and income,
involvement with meaningful activities such as education and employment, and
socialization and psychosocial supports.

Assertive Community Treatment (ACT) is an evidence-based behavioral health program for people with serious
mental illness who are at risk of or would otherwise be served in institutional settings (e.g. hospitals,
jails/prisons) or experience homelessness. The ACT model is a comprehensive community-based model of
treatment, support, and rehabilitation for individuals with serious mental illness who are unwilling or unable
to engage in mental health services and who are experiencing frequent and repetitive hospitalizations and/or
incarcerations, likely to be homeless, and may suffer from a co-occurring disorder. Often referred to as a
“hospital without walls”, ACT teams provide community support characterized by:
• An interdisciplinary team with a low staff to consumer ratio that includes specific positions, including
team leader, psychiatrist (1:100) ratio, nurse (1:50), vocational and substance abuse specialists (1:50),
and peer counselor.
• A team approach to care in which: 1) all ACT team members know and work with all ACT consumers,
and 2) a practicing ACT team leader spends more than 50% of their time providing direct services to
ACT consumers.
• A high frequency and intensity of community-based services with at least four face-to-face contacts
per week for a minimum of two hours total per week, where at least 80% of services are provided in
the community, not in an office.
• Assertive engagement mechanisms that allow for longer periods of outreach prior to treatment
admission, including street outreach, working with informal support networks (e.g. family, landlord,
employer), and coordination of legal mechanisms such as outpatient commitment and court orders.
• ACT teams assuming total responsibility for treatment services, including crisis response, so that all
service needs can be met by ACT staff members who are available 24 hours per day, 7 days per week,
365 days per year.
When implemented to fidelity, ACT produces reliable results that decrease negative outcomes such as
hospitalization, incarceration, and homelessness, and improve psychosocial outcomes. When the ACT model
is modified, the reliability of expected outcomes is lessened. In other words, modified ACT programs are still
likely to produce similar results, but to a lesser degree and with less consistency. A budget increase was
necessary to appropriately execute the program to fidelity.
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Program Update:
• Contracted number 200 unduplicated clients 81 (program starting October 2019).
• 41 clients were discharged from an Institution of Mental Disease (IMD), of the clients discharged
only 4 have returned to an IMD
• 90% success in keeping clients out of IMDs
• Increase self-help activities and promote health with wellbeing for clients within a safe
environment by providing outreach and engagement activities.
• Assist the highest risk client with behavioral health needs to remain within the community, attend
school/work, prevent hospitalization and involvement in the justice systems.
• Improve access for and engagement of underserved Adults and Older Adult clients in order to assist in
managing their behavioral health needs.
• Decrease hospital and other institutional utilization by engaging clients in services that are relevant
and include evidence-based models/promising practices in the provision of individual, group and
family treatment modalities.
• Increase awareness and education regarding needs of the target population by integrating
partnerships with adult and older
Success Stories:
The Program has successfully worked with a client to stabilize her and engage her with treatment.
Following the housing first model, we assessed and continue to assess her for proper housing placement,
we moved her from an ILS and placed her in a hotel for a short time, then moved her to more stable
housing. Along the way we had almost daily visits and with proper medication support, she became more
organized in her thought process, she formed trusting bonds with our team. We support her in getting
her to PCP appointments and continue to foster her sense of independence with our wraparound
services.
Another Client is struggling with Bipolar Disorder and is recovering from alcoholism. He is a widower and
a father. Due to a manic episode, a restraining order was filed against him. After violating his restraining
order, Client was incarcerated. During this same manic episode, John’s daughter also moved out to live
with her aunt in order to have a more stable lifestyle and to be supported to graduate from high school.
Client came to our program in May of 2020. He was deeply depressed, with daily suicidal ideations,
feelings of loneliness, and was still mourning the death of his wife. He also felt like he couldn’t connect
with his daughter and was a burden to her. He expressed feelings of shame, since he was not able to
manage his finances properly, take care of his home, nor take care of his daughter. The ACT team met
with Client3x per week, working on his goal of building a better life for his daughter and for himself. The
ACT psychiatrist heard the client’s needs of medication adjustment, and the ACT team reconnected him
to AA meetings online (due to Covid-19). The team also offered him support through individual rehab and
therapy to feel more confident, find motivation and to decrease his feelings of depression.
After a few months, Client stated that he felt ready to work again. The ACT team worked with him to build
his resume, highlighting his strengths, which also empowered him to re-engage in pleasurable activities
such as playing the guitar and the piano. Client found a part time job that he likes. His daughter came back
home and graduated from high school, and still lives with Client now while she goes to college. The ACT
team continues to work with Client to support him to achieve new goals. Client wants to go back to school;
he was enrolled in a Master’s program to be a history teacher and is now determined to finish the program
and graduate.
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Intensive Full Service Partnership
Program Status

Priority Population

Service
Category

Continuing

☒ Adult Ages 25-59
☒ Older Adult Ages 60+

FSP

Numbers Served
in 2020
186

Goals
Outcome 1:
Outcome 2:

Promote recovery and increase quality of life
Decrease negative outcomes such as incarceration, hospitalization, and
homelessness

Outcome 3:

Increase positive outcomes such as increased life skills, access to benefits and
income, involvement with meaningful activities such as education and employment,
and socialization and psychosocial supports.

Description
Intensive FSP refers to the full range of community and clinical services that provide higher per person funding
allocation that was not previously available to serve clients with serious mental health needs. These services
represent new intensive service slots that will assist children living with serious emotional disturbances and
serious mental illness to reach their wellness and recover goals with fewer barriers with support from
comprehensive services. More robust data is expected for the next reporting period.
Program Update:
• 186 clients served of 400 slots (program launched in late December 2019)
• Serving previously unserved and/or underserved communities who have struggled to engage in planned
mental health services and reducing reliance on crisis and inpatient psychiatric care
• Increasing in the number of clients engaged in educational and vocational activities
• Increasing positive client service experience through several weekly contact
• Decreasing in the number of clients frequenting Emergency Psychiatric Services (EPS)
• Decreasing the number of Inpatient Hospitalization.
• Difficulty engaging clients face-face due to COVID restrictions and shelter in place
• Challenges: Decrease in providing weekly contact, due to clients resistance to the use of telehealth
Success Stories:
Client was referred to IFSP program from FSP program due to being hospitalized for continuous
decompensation within programs. Client suffers from Schizoaffective Disorder Bipolar type. Client was placed
into community FSP residential program for 28 days where he became stable and back on medications. Client
was seen 3x per with IFSP staff while in his FSP residential for the 28 days. Client was then released back to
his board and care where he continued to make progress. Client has been working and stable for the last 8
months. Client has been staying at his board and care with no issues, working, engaging in services, doing
labs independently for medication, and will be stepping down to a lower level of care. Client success was due
to intensive services, proper psychiatric care, and client determination.
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Adult Full Service Partnership (FSP)
Program Status
Continuing

Priority Population
☒ Adult Ages 25-59

Service

Numbers Served in

Category

2020

FSP

592

Goals
Outcome 1:

Promote recovery and increase quality of life

Outcome 2:

Decrease negative outcomes such as hospitalization, incarceration, and
homelessness

Outcome 3:

Increase positive outcomes such as increased life skills, access to benefits and
income, involvement with meaningful activities such as education and employment,
and socialization and psychosocial
supports

Description:
Santa Clara County has identified the need for multiple levels of Full Service Partnership (FSP) in order to
appropriately and efficiently serve individuals with varying levels of mental health needs, because the
intensity and frequency of service engagement should vary considerably based on level of need. FSP
programs provide a collaborative relationship between the County, the consumer, and— when
appropriate— the consumer’s family. Through this partnership, providers plan for and provide a full
spectrum of community services so thatthe consumer can achieve his/her identified goals.
Program Areas to Address:
• The program has been functioning above and beyond expectations in regards to number of consumers
•

contracted and served.
For this reason several clients obtained housing, some reported to have obtained employment, and most
discharged to outpatient services due to increase functioning.

Adult Full Service Partnership
Ethnicity
Asian/Pacific
Island
Black/African
American

FY2019

FY2020

78

71

40

37

Hispanic

95

126

Mixed Race

2

1

Native American

7

12

Other Race

24

30

Unknown

61

49

White

181

173

41

Gender
Female

178

212

Male

310

287

Language

FY2019

FY2020

English

421

437

Mandarin

1

0

Spanish

18

23

Tagalog

1

2

Other

10

13

Unknown

17

7

Vietnamese

20

17

Community Services and Supports: Full Service Partnership
Justice Involved FSP
Forensic Assertive Community Treatment
Program Status

Priority Population

Service
Category

Modified

☒ Adult Ages 25-59
☒ Older Adult Ages 60+

FSP

Numbers Served in
2020
64

Goals
Outcome 1:

Promote recovery and increase quality of life

Outcome 2:

Decrease negative outcomes such as incarceration, hospitalization, and
homelessness

Outcome 3:

Increase positive outcomes such as increased life skills, access to benefits and income,
involvement with meaningful activities such as education and employment, and
socialization and psychosocial supports.

Description
The Justice Systems (JS) The FACT program is an alteration of the Assertive Community Treatment (ACT)
program and focuses specifically on the treatment of justice involved individuals in order to decrease criminal
justice involvement. FACT program is to provide comprehensive evidence-based behavioral health services to
justice involved individuals (individuals) diagnosed with severe mental health and/or co-occurring conditions.
Services shall be the highest level of outpatient services, an intensive community-based service that uses a
multi-disciplinary team of behavioral health professionals and trained peers to provide and/or coordinate
treatment, rehabilitation, and community support services for clients who are recovering from severe mental
health conditions. Treatment focus is on addressing the factors that precipitated access to this service (e.g.,
changes in the consumer’s signs and symptoms, psychosocial and environmental factors, or level of
functioning) to the point that the client’s condition can be safely, efficiently, and effectively treated with the
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support of the program. Service shall utilize a multidisciplinary team (Team) approach by which clients are the
responsibility of the collective Team, and all Team members are expected to know and work with all FACT
clients. Although the physical program location shall be considered the home base for staff, it is expected that
80%-90% of outreach and services will be delivered in the community (e.g., jail, school, home, homeless
shelter, etc).
Recommendation: BHSD recommends reallocation of Forensic Assertive Community Treatment (FACT) funds as a
one-time reallocation for FY2022 to fund 30 CJS FSP slots. Only 64 of 100 spots have been utilized since FY2020.
Program Update:
• A total of 64 clients were admitted into FACT in FY 2020.
• 92% of clients were diverted from hospitalization.
• 59% were diverted from incarceration.
Criminal Justice Full Service Partnership
Program Status
Modified

Priority Population

Service
Category
FSP

☒ Adults Ages 25-59

Numbers Served in
2020
581

Goals
Outcome 1:

Promote recovery and increase quality of life

Outcome 2:

Decrease negative outcomes such as incarceration, hospitalization, and homelessness

Outcome 3:

Increase positive outcomes such as increased life skills, access to benefits and income,
involvement with meaningful activities such as education and employment, and
socialization and psychosocial supports

Description:
The Criminal Justice FSP programs provide wrap around services and support through a “whatever it takes”
philosophy to adults and older adults with severe mental health and/or co-occurring (mental health and
substance abuse) conditions who are involved in the criminal justice system. Services are provided in a clinical
setting, as well as, in the field, where clients conduct their lives and include individual/group therapy,
medication support services, case management services, and crisis residential services. Services focus on
behavioral health issues, including alcohol and drug problems, medication misuse and are guided by the
principles of cultural competence, recovery and resiliency with an emphasis on building the client’s strengths,
and resources in the community, with family, and with their peer/social network. Individuals served have a
history of utilizing correctional institutions, Institutes of Mental Disease (IMD), inpatient/state hospitals, and
are high users of EPS, crisis residential services, and/or frequent and extended hospitalizations.
Recommendation: Need for services continues to rise, with the California Department of Corrections and
Rehabilitation (CDCR) funding reductions, in order to maintain the same level of services, BHSD recommends
reallocation of funding within AOA (underutilization of Forensic Assertive Community Treatment, FACT) as a
one-time reallocation for FY2022 to fund 30 CJS FSP slots.
Summary of Achievements:
• 709 Total FSP program admissions
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•
•

Overserved the contracted annual client served by 220%
As of 12/31/2020, CDCR contract sunset, with CBOs successfully transitioning clients into appropriate
levels of care

Criminal Justice FSP
ETHNICITY
Asian/Pacific
Island
Black/African
American

FY19

FY20

45

68

72

104

145

168

Mixed Race
Native
American

2

3

7

15

Other Race

23

28

Unknown

28

44

White

139

151

Hispanic

GENDER

FY19

Female

128

155

Male

333

426

Community Services and Supports: General System Development (GSD)
Permanent Supportive Housing
Permanent Supportive Housing
Program Status
Continuing

Service
Category

Priority Population
☒ Adult 25-59

GSD

Numbers Served in
2020
147

Goals
Outcome 1:

Remove barriers for obtaining and maintain housing as a part of recovery

Outcome 2:

Decrease homelessness

Outcome 3:

Increase stability and quality of life

Outcome 4:

Reduce costs to various public service agencies, including health care (e.g., emergency
room visits, inpatient hospital services)

Description:
Permanent Supportive Housing (PSH) – Care Connection Program (CCP) combines low-barrier affordable
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housing, health care, and supportive services to help individuals with mental illness and their families to lead
more stable lives. The PSH model incorporates mobile care teams and peer case managers to support
individuals with mental illness who need intensive outpatient treatment, and who are not currently enrolled
in a Full Service Partnership or PSH program, with the goal of enabling them to successfully obtain and maintain
housing as a part of their recovery. Key components of PSH-Care Connection that facilitate successful housing
tenure include: 1) Individually tailored and flexible supportive services that are voluntary, can be accessed 24
hours a day/7 days a week, and are not a condition of ongoing tenancy; Leases that are held by the tenants
without limits on length of stay; and 2) Ongoing collaboration between service providers, property managers,
and tenants to preserve tenancy and resolve crisis situations that may arise. This model has been shown to not
only impact housing status, but also result in cost savings to various public service systems, including health
care.
Program Update:
• Total 147 clients served in FY20 across 3 MHSA funded programs.
• Out of the 147 clients, 81 clients had initial and subsequent follow up scores using an Evidence Based
Outcome tool called the DLA-20 (20-Daily Living Activities Assessment).
• Out of these 81 clients with initial and follow-up scores, DLA-20 for 56% clients indicated positive
change.
• Overall, for the MHSA Supportive Housing programs, the average change score for DLA-20 was
statistically significant.

Community Services and Supports: General System Development (GSD)
Outpatient Services for Adults and Older Adults
County Clinics
Program Status
Continuing

Service
Category

Priority Population
☒ Adult Ages 25-59

GSD

Numbers Served
in 2020
2,130

☒ Older Adult Ages 60+
Goals
Outcome 1:

Consumers are able to access medication and behavioral health support needed to
manage their symptoms and maintain wellness, as well as
avoid the need for more intensive interventions such as hospitalization

Description:
Central Wellness and Benefit Center (CWBC) provides ongoing medication management and monitoring,
short-term mental health services and limited case management. CWBC is open Monday - Friday from 8 am- 5
pm. CWBC is a mental health outpatient clinic for Santa Clara County residents who are uninsured and are
experiencing mental health issues. CWBC serves those who are dual diagnosed, homeless and/or recently
released from jail. CWBC also provides psychosocial assessment, crisis intervention, referrals, linkages, brief
therapy, rehabilitation & benefit enrollment services for adults (18 y/o & older). There are two levels of care
within CWBC: Specialty and the Mild to Moderate Program.

45

Downtown Mental Health Center Service Teams (DTMH) assists individuals within the context of a mutual
partnership effort to achieve higher levels of functioning, develop community/family support systems
wherever possible, promote self-reliance and self-sufficiency, and encourage individuals to work or to return
to work whenever possible. Service teams work with clients suffering from serious mental illness who exhibit
severe problems in normal daily functioning, offering a full array of mental health services including case
management services, crisis intervention and medication support services. DTMH has two fulltime service
teams comprised of case managers and a psychiatrist operating Monday through Friday. Valley Homeless
Healthcare Program locates some of its health care services for homeless residents at DTMH to facilitate
convenient access to care. Languages available at this center are English, Cantonese, Mandarin, Russian,
Spanish, & Vietnamese. Additionally, clients can participate in the onsite Wellness and Recovery Action Plan
(WRAP) Services that offer group experiences to prevent crises, promote adaptive behaviors, and develop skills
to maintain mental health stability. DTBH has served a total of 721 consumers during this reporting period.
Program Update:
• Increased clients served: from 1953 to 2130

Central Wellness and Benefits Center
Demographics
Asian
White
0%

10%

20%

30%

40%

50%

Demographics FY2021 (first 2 months)
Demographics FY2020

Demographics FY2019

Downtown Behavioral Health Clinic
Demographics
Black or African American
Asian
Hispanic or Latino
White
0%

10%

FY21 (first 2 months)
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Unduplicated Clients
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Central Wellness and Benefits

Success Story:
Client is a 42 year old Hispanic, English and Spanish speaking, employed (part-time), single, never married,
heterosexual male who is currently living alone.
Client was diagnosed with ADHD at the age of 19-20. He said since his doctor prescribed him with Ritalin,
his life has been “life changed.” He reported that he is now full of energy and is motivated to do things he
used to never think possible. He said he started working (part-time) and is now looking to apply for a
higher position (possibly management) within the company he works for. Client said his co-workers see
him as a leader, something he would have never thought would happen to him. Client said he is on top of
his duties and responsibilities at work and his life in general. He now can focus and complete tasks which
he was not able to do before. He was extremely complementary towards clinic staff and the County adult
outpatient team.
He reported that he recently moved out of his parents’ home which was causing him much “stress and
anxiety” given that his mother is a “major hoarder.” He shared that his goal is to save as much money as
possible and was able to buy an RV. He said that he has all the amenities he needs and lives very
comfortable. He said that this would have never happened without the support of both his county clinic
and the adult outpatient team. “Now I feel unstoppable and am very hopeful for my future.”
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Community Services and Supports: General System Development (GSD)
Hope Services: Integrated Mental Health and Autism Services
Program Status

Continuing

Priority Population
☒ Children Ages 0 – 15
☒ TAY Ages 16-24
☒ Adult Ages 25-59
☒ Older Adult Ages 60+

Service
Category
GSD

Numbers
Served in
2020
985

Goals
Outcome 1:

Individuals who have developmental disabilities and mental health issues are able
to access needed services to support their wellbeing

Outcome 2:

Consumers are stabilized or experience improved integration in social settings

Description:
Hope Services was designed to improve the quality of life for individuals with developmental disabilities
through providing counseling, case management, and psychiatric services to children, adolescents, young
adults, adults, and senior citizens with a qualifying mental health diagnosis and a developmental disability.
Hope Services supports consumers by providing treatment that supports both autism and mental health issues.
Without these combined services, consumers may engage in behaviors that result in institutionalization,
hospitalization, and arrest. Eligible consumers receive the following services at the San Andreas Regional
Center (SARC), where Hope Services is embedded within SARC’s outpatient services:
Wellness and Recovery Action Plan (WRAP) Services: Group experience to prevent crises, promote adaptive
behaviors, and develop skills to maintain mental health stability. Autism and Co-Occurring Disorders: Mental
health treatment for people with autism and coexisting behavioral health challenges.
Hope Services staff are fluent in 13 languages besides English: Russian, Spanish, Japanese, Italian, French,
Catalan, Cantonese, Mandarin, Portuguese, Hindi, Tagalog, German, and Vietnamese.
Program Update:
• The program has continued to stepdown of clients to primary care physician.
• This program has continued expansion of case management services (particularly in partnership with
housing agencies and training regarding housing).
• The program has been functioning above expectation due to the ongoing readiness to take on more
clients.
Success Stories:
The program assisted several long-term clients in transferring psychiatric care to primary care physician; case
managers attended medical appointments, built relationships with the primary care physicians, and were able
to successfully advocate on behalf of the client for step-down to primary care for continued medication
management.
Staff helped a neurotypical client with severe depression and anxiety remove a years-long bedbug infestation
(with support of a case manager, county flex funds, and a clinician).
Staff successfully advocated for a client experiencing homelessness who was able to qualify for motel voucher
and connect to housing agency.
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Community Services and Supports: General System Development (GSD)
CalWORKs Community Health Alliance
Program Status

Service
Category
GSD

Priority Population
☒ Adult Ages 25 – 59

Continuing

Numbers Served
In 2020
335

Goals and Objectives
Outcome 1:

Consumers develop increased self-sufficiency and work readiness.

Description:
The CalWORKs Community Health Alliance (Health Alliance) provides behavioral health services to adult clients
enrolled in the Welfare-to-Work (WTW) Program who experience mental health and substance use challenges.
Health Alliance is a partnership between Santa Clara County Social Services Agency, Substance use Treatment
Services (SUTS, formerly known as DADS) and BHSD. The purpose of this partnership is to provide
comprehensive behavioral health services for CalWORKs clients and their family members. CalWORKs places
mental health services within the employment support program to help address issues that prevent people
with mental health issues from obtaining and maintaining employment which can help them transcend
poverty.
Health Alliance uses a behavioral health model that focuses on the health of the whole person by providing
individualized counseling and other services to enhance and support self-sufficiency. These holistic services
include: on-site short-term solution-based therapy/counseling for clients who drop-in or call-in for short-term
issues; long-term off-site therapy/counseling for clients who require services longer than 3-4 visits; emotional
wellbeing; behavioral challenges; stress management; psychosocial functioning; and transitional housing
services. Health Alliance also partners with community college and adult education programs to provide onsite individual counseling, support groups, and educational forums to clients. Community-based providers
leverage Medi-Cal to fund services while the County CalWORKs team is completely funded by CalWORKs funds.
Program Update:
• Increased clients served.
• Penetration rate increased in several demographics
▪ Gender- male and female
▪ Ethnicity- African-American, Native American, White
▪ Age Group- 6-17, 18-59
• Improved timely access.
• Increased clients’ ability to gain and maintain meaningful employment.
• Increased clients’ ability to increase knowledge base and skill set through education and vocational
training.
• Limited access to Telehealth. Due to the COVID19 pandemic, mode of service delivery shifted from in
person home based to more telehealth. Majority of clients do not have access to personal devices that
can engage in telehealth. Office telehealth stations are provided but with limited usage.
• Hour of operation. Services are provided during working hours for many of our clients. Clients are
often having to choose to go to work or attend school (obligations for CalWORKs program) or attend
therapy/counseling. As a result, cancellations and no shows are very common.
• High staff turn over from County Contracted Providers. Frequent transition with providers
impedes treatment progress for clients.
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•

Taking care of children while attending therapy. Many of the CalWORKs clients are single mothers.
They often struggle engaging in therapy because of lack of childcare.

Success Story:
Client is a monolingual Spanish speaking individual. Client struggled with symptoms of PTSD including crying
spells, hypervigilance, nightmares, fear and associated feelings of depression and anxiety. Client experienced
many life stressors that intensified during the current pandemic. Client’s father suffered a stroke, a sibling
was infected with Covid while client was going through a child custody battle with her ex-partner. Client was
also homeless during this time, along with two boys. Community CalWORKs clinician provided a safe and
trusting environment for client, with a strength building approach to treatment. Clinician supported client by
providing linkages to resources in the community such as Next-Door Solutions for domestic violence support,
Second Harvest food banks, IEP resources for the son’s education, therapy for both children and housing
opportunity resources. Client was engaged and open in treatment. Client was able to refocus on self
wellbeing, by starting an outdoor exercise regimen and maintaining healthy eating, while making time for
own-self-care routine. Client learned to establish boundaries regarding personal needs with family needs and
improved communication skills. Became engages in children’s academic activities and goals, voices parental
needs in the courts. Eventually learning to self-advocate for housing and other supports from other service
teams and organizations. Client now has food services, housing support and is in school, actively working
towards a professional future. Client is ready to transition towards successful discharge from the program in
the coming weeks.

Justice Services Initiative
Criminal Justice Residential and Outpatient Treatment Programs
Program Status

Priority Population

Service Category

Numbers Served
in 2020

Continuing

☒ Adult Ages 25-59

GSD

163 (outpatient)
142 (residential)

Goals
Outcome 1:

Increase stability and quality of life.

Outcome 2:

Decrease homelessness.

Description:
Evans Lane Wellness and Recovery Center
Evans Lane Wellness and Recovery Center is dedicated to serving adults who suffer from mental health illness,
substance abuse issues, and involvement with the criminal justice system. The Center provides both residential
treatment through transitional housing, and a separate outpatient program. The philosophy of the Center is
grounded in the Wellness and Recovery Model which supports recovery by enabling consumers to take
responsibility for their lives, enhancing their self-sufficiency, developing their abilities and confidence,
enhancing their support network, assisting them in finding meaningful roles in the community, mitigating
health and behavior risks, and teaching them to manage their mental illness through a WRAP® (Wellness
Recovery Action Plan). Individuals can be connected to the Center through the following mechanisms:
o Gardner
o Community Solutions
o Catholic Charities
o Probation Department
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o
o

Parole
Drug Treatment Court

Evans Lane – Residential Treatment Program
Evans Lane’s Residential Treatment Program provides the following services for individuals involved with
justice system services: housing support, extended housing for up to one year, 24 hour support (support, group
counseling, group activities, evening and weekend group activities), services and activities are focused on
integrating the participants into the community so that they can be stepped down to the Center’s Outpatient
Treatment Program.
Evans Lane – Outpatient Treatment Program
The Outpatient Treatment Program is comprised of a psychiatrist, clinical managers, and community workers
that work in collaboration with the participant to provide psychiatric assessments, comprehensive case
management services, medication management, and representation in areas of legal implication. Clinical
managers work with participants to provide individualized treatment plans, which include individualized
and/or group therapy. While enrolled, clients are coached and encouraged to establish themselves back into
society with the proper tools and resources.
Program Update:
• In FY 2020, a total of 142 clients were served.
• Upon graduation 68% obtained stable housing, 38% obtained employment.
• 13% attended school and 68% maintained sobriety.
• 60% Success Rate in Outpatient Program discharges.
.

Criminal Justice Services - Outpatient Services
Program Status
Continuing

Service
Category

Priority Population
☒ Adult Ages 25-59

GSD

Numbers Served in
2020
163

Goals
Outcome 1:
Outcome 2:

Increase stability and quality of life
Decrease signs and symptoms of mental illness

Description:
Outpatient Treatment Programs
The County’s outpatient treatment programs for justice-involved individuals provide culturally andlinguistically
appropriate services including individual, group, and family counseling and education on wellness,recovery, and
resiliency. These programs offer comprehensive, coordinated services that vary in level of intensity. Outpatient
programs may address a variety of needs, including situational stressors, family relations, interpersonal
relationships, mental health issues, life span issues, psychiatric illnesses, and substance use disorders and other
addictive behaviors. There are three outpatient treatment program types in Santa Clara County that serve
justice involved individuals with mental illness:
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Intensive Outpatient Treatment Program – Momentum
Momentum’s Intensive Outpatient Treatment Program teaches justice involved consumers how to manage
stress, and better cope with emotional and behavioral issues. The program provides the following services:
Group, individual, and family therapy, frequent visits at home or in the community (usually 3-5 days per
week), and an average of 34 hours of treatment for a set period of time (often 4-6 weeks, depending on the
program). Individuals enrolled in the program may work and continue with normal daily routines. The
advantage of this type of program is that people have the support of the program, along with other people
working on similar issues.
Aftercare Outpatient Treatment Program – Caminar
Caminar’s Outpatient Treatment Program provides the services described above for justice-involved
individuals who have been stepped down from a residential treatment program in Santa Clara County, such
as Evans Lane’s Residential Treatment Facility.
Co-Occurring Outpatient Treatment – Community Solutions
Community Solutions provides outpatient services for individuals with co- occurring mental health issues
andsubstance use disorders. This programs has an increased emphasis on providing alcohol and/or drug
treatment services in additional to group, individual, or family therapy intended to support recovery from
mental health related issues.
Program Update:
• A total of 163 clients were admitted into IOP in FY 2020
• 53% were diverted from hospitalization.
• 53% were diverted from incarceration.

Community Services and Supports: General System Development (GSD)

Program Status
Modified

Faith Based Resource Centers
(Re-entry)
Priority Population
Service Category
☒ Adult Ages 24-59

GSD

Numbers Served
in 2020
2,938

Goals and Objectives
Outcome 1:
Successful re-entry into community.
Outcome 2:

Increase in quality of life and stability for those re-entering the community.

Description:
There are four Faith- Based Resource Center (FBRC) which are operated by three different faith-based
organizations in geographically diverse locations within Santa Clara County. The FBRCs are sites where services
are provided to people leaving jail or prison and returning to the Santa Clara County community. The Santa
Clara County Reentry Resource Center, located in downtown San Jose, serves as the main point of entry for
people leaving jail and entering the community. The Reentry Resource Center operates in collaboration with
several Santa Clara County departments including the Office of the County Executive, Probation Department,
Office of the Sheriff, Department of Correction, Mental Health Department, Department of Alcohol and Drugs,
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Custody Health, and the Social Services Agency.
Staff from BHSD that represent the Faith Reentry Collaborative are co-located at the Reentry Resource Center.
When an individual at the Reentry Resource Center expresses interest in receiving reentry services in a faithbased setting, he or she receives a warm handoff to the BHSD staff for an assessment and orientation to the
Innovation 06 project. If the individual wants to participate in one of the FBRCs, BHSD will request FBRC staff
meet the individual at the Reentry Resource Center or will arrange the participant’s intake at one of the FBRCs.
FBRC staff from the three organizations also rotate staffing the County’s Reentry Resource Center to assist in
the warm handoff.
Program Update:
• During FY2020, the FBRCs provided 14,933 services to 2,938 reentry clients
• In FY 2020, 58% of case managed clients successfully discharged from the program.

Community Services and Supports: General System Development (GSD)
Mental Health Urgent Care
Program Status

Priority Population

Service Category

Numbers Served
in 2020

☒ TAY Ages 16-24
☒ Adult Ages 25-59

Continuing

GSD

6,436

Goals and Objectives
Outcome 1:

Consumers are connected to urgent mental health care services and experience fewer
visits to EPS and episodes of hospitalization.

Description:
Mental Health Urgent Care (MHUC) is open every day including Holidays from 8 am- 10 pm. MHUC is a walk-in
outpatient clinic for Santa Clara County residents who are experiencing a mental health crisis. MHUC provides
needs and risks screening and assessment, 5150 screening and assessment, psychosocial assessment, crisis
intervention, consultation, referrals, linkages, psychiatric evaluation, brief medication management services
up to fifty-nine 59 days and short-term treatment for adolescents (16 y/o & older) and adults (18 y/o & older).
MHUC also conducts on- call consultation to Law Enforcement and responds to critical incidents. Law
Enforcement Liaison, clinician and the police conduct community crisis outreach and assessment services as
needed.
Program Update:
•
•
•

The program served over 6,436 clients in FY 20
Stepped up to act as the essential business during the pandemic
The program has been open 14 hours a day, 7 days a week
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Community Services and Supports: General System Development (GSD)
Crisis Stabilization Unit and Crisis Residential Treatment
Program Status

Priority Population
☒ Adult Ages 25-59
☒ Older Adult Ages 60+

Modified

Service Category
GSD

Numbers Served
in 2020
768

Goals and Objectives
Outcome 1:

Consumers experiencing crisis access the support they need to avoid
unnecessary hospitalizations or incarceration as a result of crisis episodes.

Description:
The County’s Crisis Stabilization Unit and Crisis Residential Program provides an unlocked, community-based
alternative to hospitals for individuals experiencing a mental health crisis who do not need services in a locked
setting. They support consumers in avoiding hospitalizations or incarcerations as a result of experiencing crisis
episodes.
Crisis Stabilization Unit (CSU): The CSU provides specialty mental health crisis stabilization lasting less than
24 hours to/on behalf of a beneficiary for a mental health condition that requires a more immediate
response than a regularly scheduled mental health visit. The CSU serves as an alternative to Emergency
Psychiatric Services (EPS) and provides consumers with a secure environment that is less restrictive than a
hospital. The CSU accepts individuals admitted on a voluntary basis. Services include crisis stabilization,
psychosocial assessment, care management, medication management, and mobilization of family/significant
other support and community resources.
Crisis Residential Treatment (CRT): In a continuum of care, CRTs are typically used for people who don't
need involuntary treatment and are used instead of inpatient hospitalization (I/P) or a Psychiatric Health
Facility (PHF) because they are less costly and they serve as home-like environments which facilitates an
easier to transition back into one's own home than from a hospital. In CRTs, the consumers assist with daily
household tasks like cooking a meal and doing the dishes, in addition to receiving psychiatric/recovery
services.
Recommendation: Capacity change from eight to four beds at the CSU. The CSU provider requested a change
in the bed capacity from 8 to 4 beds. MHSA funding is no longer needed for this program, but the program
will be funded with MediCal and Measure A funding. This program will be removed from the MHSA-funded
programs, if redommendation is adopted. But services will continue through MediCal and Measure A funds.
Program Update:
• Served 768 individuals during this reporting period with crisis residential facilities at capacity on any given
day.
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Community Services and Supports: General System Development (GSD)
Community Placement Team Services and Institution of Mental Disease (IMD)Alternative
Program Status

Priority Population

Service Category

Numbers Served
in 2020

☒ TAY Ages 16-24
☒ Adult Ages 25-59
☒ Older Adult Ages 60+

Continuing

GSD

77

Goals and Objectives
Outcome 1:

Increased connection to care to reduce the number of consumers cycling between
institutional settings and homelessness

Description:
The Community Placement Team (CPT) coordinates placement at MHSA-funded residential and temporary
housing programs for consumers being discharged from Emergency Psychiatric Services (EPS) and/or the
Barbara Arons Pavilion (BAP) who are also high utilizers of mental health services. The goal of the CPT is to
provide a smooth transition for consumers after they experience a crisis by identifying and facilitating a
supportive “landing pad” as they return to the community, preventing future crisis, and increasing participation
in services. CPTs may refer consumers to services that support breaking the cycle of hospitalization,
institutionalization, and homelessness. Such services include FSPs, clinic appointments, or supportive housing.
The Institution of Mental Disease (IMD) Alternative Program utilizes MHSA funds to provide intensive day
treatment services for consumers transitioning from IMDs back to the community. Services are co-located at
board and care facilities— Drake House and Crossroads Village— which provides housing to consumers
stepping down from an IMD level of care. Crossroads Village has a 45- bed capacity and serves adults ages 1859 with serious mental illness or co- occurring diagnoses. Crossroad Village uses a recovery-oriented approach
to developing treatment plans through an equal partnership between the individual and treatment team.
Services include clinical and psychosocial supports. Drake House offers quality residential programs and mental
health treatment services to adults and older adults in Monterey County. Services include: 24/7 Staffing,
Nursing Support Services and Medication Assistance.
Summary of Achievements:
• Crisis and hospital diversion
• CPT connects clients with FSP services, clinic appointments or supportive housing.
• 45 bed services at full capacity serving adults ages 18-54 yrs of age with serious mental illness (SMI) or cooccurring diagnoses.
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Older Adult System of Care (60 and older)
Community Services and Supports: Full Service Partnership
Full Service Partnership
Older Adult Full Service Partnership (FSP)
Program Status
Continuing
Goals
Outcome 1:
Outcome 2:
Outcome 3:

Service
Category

Priority Population
☒ Older Adult Ages 60+

FSP

Numbers Served in 2020
64

Promote recovery and increase quality of life
Decrease negative outcomes such as hospitalization, incarceration, and
homelessness
Increase positive outcomes such as increased life skills, access to benefits and
income, involvement with meaningful activities such as education and employment,
and socialization and psychosocial
supports.

Description:
As with the Adult FSP program, Santa Clara County has identified the need for multiple levels of Older Adult
FSP in order to appropriately and efficiently serve individuals with varying levels of mental health needs,
because the intensity and frequency of service engagement should vary considerably based on level of need.
Santa Clara County estimates that approximately 500 adults and older adults are in need of FSP services and
require high levels of intensity and frequency of services in order to maintain connected with their integrated
service team. The County also estimates the need for a lighter level of touch for a majority of individuals who
are currently engaged with the County’s FPSs (approximately 320 individuals), because they have become
stable through engagement with the program. For older adults, the following criteria must be met for FSP
enrollment: Their mental disorder results in substantial functional impairments or symptoms, or they have a
psychiatric history that shows that, without treatment, there is an imminent risk of decompensation with
substantial impairments or symptoms; due to mental functional impairment and circumstances, they are likely
to become so disabled as to require public assistance, services, or entitlements.
They are unserved and experience one of the following:
• Homeless or at-risk of becoming homeless;
• Involved in the criminal justice system; and/or
• Frequent users of hospital or emergency room services as the primary resource for mental health
treatment.
They are underserved and at-risk of one of the following:
• Homelessness; involvement in the criminal justice system and/or institutionalization.
• FSP programs provide a collaborative relationship between the County and the consumer and when
appropriate the consumer’s family. Through this partnership, providers plan for and provide a full
spectrum of community services so that the consumer can achieve his/her identified goals.
Summary of Achievements:
• 64 consumers enrolled in an FSP during this reporting period
• Clients were assisted with funding for housing.
• Each client that did not have a primary care physician at the time of enrollment was successfully linked to
primary care services.
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Older Adult Full Service Partnership (FSP)

ETHNICITY
Asian/Pacific
Island
Black/African
American

FY19

FY20
7

5
2
1

Hispanic

12

10

Mixed Race

0

0

Native American

0

2

Other Race

4

3

Unknown

8

10

White
GENDER

34

30

Female

42

40

Male
LANGUAGE

22

24

English

56

56

Mandarin

0

1

Spanish

3

3

Tagalog

0

0

Other

4

3

Vietnamese

1

1
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Community Services and Supports: General System Development
Outpatient Clinical Services for Adults and Older Adults
Outpatient Services for Older Adults
Program Status
Continuing

Priority Population

Service
Category

☒ Older Adult Ages 60+

GSD

Numbers Served in
2020
878

Goals
Outcome 1:

Improve functioning and quality of life for older adults.

Outcome 2:

Reduce symptoms and impacts of mental illness for older adults.

Outcome 3:

Reduce the need for a higher level of care for older adults.

Description:
Outpatient programs for older adults aim to improve quality of life, address unique mental health needs, and
prevent higher intensity care by supporting aging in place whenever possible. Santa Clara County’s older adult
outpatient programs provide a continuum of Outpatient and Intensive Outpatient services to adults age 60 and
over who are often dealing with symptoms of depression, anxiety, and mental health issues due to the loss of
loved ones, job loss or retirement, reduced income and status, isolation, medical issues, and changes inliving
situation. Programs under this category: Outpatient Program (formerly PEI Outpatient Services Program);
Intensive Outpatient Program; and, Golden Gate Comprehensive Older Adult Program.
Program Update:
• The count of unduplicated Older Adult clients seen by the three OA specific programs for the fiscal
year were 878.
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Community Services and Supports: General System Development
Older Adult Community Services Initiative
Connections Program
Program Status
Continuing

Priority Population

Service
Category

☒ Older Adult Ages 60+

GSD

Numbers Served
in 2020
60

Goals
Outcome 1:

Improve functioning and quality of life for older adults at risk of abuse and neglect.

Outcome 2:

Reduce symptoms and impacts of mental illness for older adults.

Outcome 3:

Reduce risk of abuse and neglect.

Description:
The Connections Program is a collaboration with Adult Protective Services (APS) to provide case management
and linkage services to older adults who are at risk of abuse or neglect and have come to the attention of
APS. The Connections Program primarily serves older adults with mental illness who are very isolated,
homebound, and not currently connected to mental health services. In addition to mental health needs, older
adults who come through APS referrals are often at risk for physical and financial abuse and neglect. Many
of the older adults who receive services through Connections have a serious mental illness— including
schizophrenia, anxiety, and bipolar disorder— and are experiencing untreated symptoms. Additionally,
serious financial abuse, the risk of losing one’s home, and lack of a support system are among the risk factors
commonly faced by consumers of this program.
Program Update:

•

Served 60 older adults with case management and linkages to behavioral health services
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Workforce Education and Training (WET)
Program Status: Modified

Description:
The original WET allocation, a one-time funding source that accompanied the passage of Proposition
63 was exhausted in June 2016. Santa Clara County has continued to allocate funding to WET as a
carve-out of CSS funding. The mission of the MHSA WET is to address community-based workforce
shortages in the public mental health system. It seeks to train community members and staff to
develop and maintain a culturally and linguistically competent workforce that includes consumers
and family members. The WET activities include:
1. Training Coordination (W1): Positions budgeted for Workforce, Education and Training
infrastructure are charged entirely to this budget. The infrastructure supports the education
and training of underrepresented populations to enter the mental health workforce and
advance within the system as desired.
2. Promising Practice-Based Training (W2): This activity expands training for BHSD and contract
CBO management and staff, consumers and family members, and other key stakeholders. The
training will promote and encourage the integration of Wellness and Recovery methods, the
value of providing peer support, and the use of staff with “lived experience” via a continuous
learning model.
3. Improved Services and Outreach to Unserved and Underserved (W3): This project expands
specialized cultural competency training for all staff to improve services to ethnic and cultural
populations. Ethnic and cultural populations are broadly defined to include marginalized
populations such as, people of color, the elderly, youth, people with disabilities, LGBTQ
individuals, immigrants and refugee populations.
4. Welcoming Consumers and Family Members (W4): This activity develops and implements
training, workshops and consultations that support an environment that welcomes consumers
and family members as contributing
partners in the public mental health system. It creates a Consumer/Family Member Training
Coordinator whose focus will be to advance the educational, employment, and leadership
opportunities for consumers and family members in public mental health.
5. WET Collaboration with Key System Partners (W5): This project builds on the collaboration
between the Mental Health Department and key system partners to develop and share
training and educational programs so that consumers and family members receive more
effective integrated services.
6. Mental Health Career Path (W6): This includes a position and overhead budgeted to support
the development of a model that supports BHSD’s commitment to developing a workforce
that can meet the needs of its diverse population. This action plan includes a program staff
who is trained in the principles of recovery, strength-based approaches and culturally
competent interventions. The needed “cultural change” in the transformation process is
expected to occur as the workforce’s composition changes to include more individuals who
have “lived experiences” as consumers and family partners and who come from the diverse
cultural, ethnic and linguistic underserved and unserved communities that the Santa Clara
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County BHSD seeks to serve.
7. Stipends and Incentives to Support Mental Health Career Pathways (W7):
This activity provides financial support through stipends and other financial incentives to
attract and enable consumers and family and community partners to enroll in a full range of
educational programs that are prerequisites to employment and advancement in public
mental health.

Program Update:
Workplan

Program Modification Recommendations for FY2020

W1.
Move current 1 FTE OS III position from the PEI component to the WET component.
Training
Funding from PEI to WET by $105,884. PEI to WET transfer.
Coordinatio
n
W2. Promising Move Pivotal Resources contract from the CSS component to the WET component.
Practice-Based
Training
W3. Improved
Services and
Outreach to
Un, Underserved
Populations

County employee supporting this work took the County’s Voluntary Separation Incentive
Program (VSIP). The position is still needed to support A/OA System of Care with
implementation of DLA-20 and clinical standards. Move position from the WET
component to the CSS component as part of quality management.
Move current position from the WET component to Quality Management under the CSS
component ($189,227)

A 0.50 FTE Mental Health Program Specialist II (MHPS II) position will be deleted. In its
place, a Management Aide (MA) position (alternately staffed to an Associate Management
Analyst (AMA) position) will be included in this workplan – the position is a VSIP
designated position, refer to VSIP slide for cost. The position will support 5150 trainings
(WIC 5150), other trainings and prepare reports and required MHSA reporting
submissions specific to WET. As for Crisis Intervention Trainings (CIT), they are now being
provided by the Law Enforcement Liaison (LEL) Team comprised of three LELs.
W4.
2 FTE Mental Health Peer Support Workers (MHPSW)
Welcoming
Move from the WET component to the PEI Component - Consumer, Family Affairs, and
Consumers and Cultural Wellness Division.
Family
1 FTE (PM II) Move from the WET component to the PEI Component - Consumer, Family
Members
Affairs, and Cultural Wellness Division
W5. WET
collaboration
with Key
System
Partners
W6. Mental
Health Career
Path

No changes

County employee serving as the Internship Program Coordinator took the County’s
Voluntary Separation Incentive Program (VSIP) however the position is still needed to
support the County Intern Program.
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W7. Stipends
and Incentives
to Support
Mental Health
Career
Pathways

In compliance with Senate Bill (SB) 539, the California Office of Statewide Health Planning
and Development (OSHPD) will fund a 5-year education and training development plan.
The recommended utilization for these funds are loan repayment and stipend incentives
to help train and retain the professional workforce needed to sustain the public mental
health system in County of Santa Clara. OSHPD projects the appropriation amount for
County of Santa Clara will be similar to the MHSA % distribution for Counties of similar
size. The requirement for these grants involve a matching fund amount of 33%. The
expected totals are still being calculated by OSHPD will be added here before the end of
the 30-day public review.

WET
This component supports managerial and clerical positions in Behavioral Health
Administration Administration, Contracts, Finance, Information Systems, Quality Assurance and other
system-wide administrative functions as it related to MHSA programs and services.
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Capital Facilities and Technological Needs (CFTN)
Program Status: Modified
Description:
The Capital Facilities & Technological Needs (CFTN) component works towards the creation of
facilities that are used for the delivery of MHSA programs and services consumers and their
families or for administrative offices. Funds may also be used to support an increase in peersupport and consumer-run facilities, development of community-based settings, and the
development of a technological infrastructure for the mental health system to facilitate the highest
quality and cost-effective services and supports for clients and their families. The following efforts
include development of varies capital facilities needs and technology uses and strategies. This
includes upgrades to community-based facilities, potential opportunity to purchase Adult
Residential Treatment services facilities which would support integrated service experiences that
are therapeutic and provide low-barriers in access to care.
Pursuant to the Welfare and Institutions Code (WIC) Section 5892(b), Counties may use a portion
of their CSS funds for WET, CFTN and the Local Prudent Reserve. It is further specified that the
total amount of CSS funding used for this purpose shall not exceed 20% of the total average
amount of funds allocated to that County for the previous five years. Once allocated to either the
WET or CFTN Plan, in order to expend those funds, the County must also conduct a public process
to specifically outline the intended use of those monies and receive final approval from their Board.
Furthermore, funds for capital facilities, technological needs, or education and training may be
retained for up to 10 years before reverting to the fund, WIC § 5892, (h)(1).
1. CFTN Support Staff: Leads, project team members and subject matter experts are participating
in the EPIC/ HealthLink electronic health record and Netsmart/ Practice Management System
Solution implementation. Participants include line staff and mid-managers with expertise in
clinical, billing and registration workflows. An annual budget of $1,129,512 for this effort.
2. Adult Residential Facilities. For the third year in a row, there is a lack of adult residential
facilities for sale capable to carry out this program service in the community. BHSD is looking
at other options in partnership with the Office of Supportive Housing to meet this program's
goal. The amount currently allocated in this component is $4,000,000. This fund balance also
supports the Technological Needs staffing listed on item #1 above, as this is a fund transfer
from the Community Services and Supports component approved in FY2019.
3. Realigning 1 FTE Peer Support Worker coordinating activities at Zephyr Self-Help Center for
Clients/Consumers under the Office of Consumer Affairs and out of Technological Needs (TN)
component.
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Approved, On-going Innovation Projects (INN) Report Update
The Innovations projects, listed below, will support service delivery transformation; integrated,
culturally- sensitive approaches to wellness; and a new prevention/early intervention model for
youth, modeled after an internationally recognized best practice.
Recommendation for FY2022: Remove vacant 1 FTE PSW II, as this position supported a completed
Innovation project in the CYF System of Care.
INNOVATION #10 Faith-Based and Spiritual Training and Supports: Often times congregants first
seek faith and spiritual leaders’ assistance when experiencing mental health distress. This two-year
project aims to increase faith- based leaders behavioral health knowledge, skills, and responses to
individuals seeking their help throughthe development of customized behavioral health training plans.
In turn, faith and spiritual leaders will enhance behavioral health services providers’ understanding
of the role of spirituality in client/consumer wellness and recovery goals. A service contract has been
executed with NAMI Santa Clara County and an evaluator has been secured. NAMI SCC is in the
process of hiring and training staff. Please note the following contractor updates:
Provider Education on Faith and Spirituality: There has been difficulty getting providers to give
us feedback on what kind of training they feel is needed around faith and spirituality. We held two
focus groups but only one person attending each. We also developed a survey which was sent out
widely to the County’s Behavioral Health providers with twenty people starting the survey but only
five people completing it. Program coordinator sent this limited feedback to the Steering
Committee which includes Reverend Bill Kruse, Arnold Fosah, Wes Mukoyama, and Anna Nguyen.
Together with them, program coordinator is beginning to design the training for providers.
Congregation Beth Am presented a movie at its Shabbat Service on February 26th which
celebrated more than a decade of a mental health support group called Beit R’fuah or House of
Healing. The movie will be available to other faith communities as a model of what a mental health
ministry might look like. Please refer to the Appendix for Evaluation consultant Annual Report.
INNOVATION #11 Client/Consumer Individual Placement and Support (IPS) Employment
Program: This three-year project seeks to transform how the service delivery system views
and supports employment, shifting from a single service to a critical component of recovery
and element of treatment. Using the consumer-driven Individual Placement and Support (IPS)
evidence-based practice, this project integrates employment as a wellness goal for clients/consumers
and provides an array of individual supports to help clients and consumers achieve their goals. A
contract with Rockville Institute was executed to provide training, technical assistance, and
evaluation services. Partner IPS agencies have been secured and they include Catholic Charities,
Fred Finch, and Momentum. Please note the following updates from the evaluation consultant:
Training
Due to the COVID-19 pandemic no onsite trainings or fidelity reviews took place during the
October-December 2020 quarter.
Technical Assistance
Three technical assistance (TA) calls (October 26th, November 30th, and December 21st) have taken
place with the providers/vendors. IPS supervisors who participated on the calls represented Fred
Finch; Catholic Charities; and Momentum Adult. The calls have focused on program updates that
included client enrollment rates, new job starts, successes and challenges.
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Ongoing efforts to improve IPS integration with mental health treatment teams, data collection
and the client satisfaction survey have also been topics for discussion during the monthly TA calls. In
addition, the calls have centered on how to provide IPS services during a pandemic. Evaluation
consultant in collaboration with program monitor conduct monthly or bi-monthly vocational unit
meetings with each team to model strengths-based group supervision based upon the IPS model.
Evaluation consultant in collaboration with program monitor facilitated virtual strengths-based
team meetings with Fred Finch on November 18th, Momentum on October 21st, November 25th,
and Catholic Charities on October 20thnd and December 8th. Evaluation consultants in collaboration
with program monitor offered to review quarterly outcomes with each site via zoom to study
trends and set goals. On November 19th separate meetings were held with each of the sites to
review their outcomes. In addition, on December 2nd evaluation consultant in collaboration with
program monitor had a phone call to discuss trainings and next steps to help the sites improve
implementation to the IPS model in 2021.
Evaluation
IPS Employment Center staff is preparing the second quarter Year 3 (October-December) data
reports that will be shared with the county and providers in January. For the previous quarter, one
hundred and forty-five were enrolled (Catholic Charities 62, Momentum 48, and Fred Finch 35). The
Quarter 9 competitive employment rate was 37% which represents an increase of 3% from quarter 8
(34%). This is commendable considering the current situation with the pandemic.
Impressions
The pandemic continues to present challenges for providing IPS services for the three pilot sites.
Due to a spike in positive COVID-19 cases the county went back into a shelter in place mandate.
Despite the challenges the IPS teams have maintained a can do attitude and recently held a virtual
combined site meeting to discuss strategies for remote job development. While reviewing their
quarterly outcome reports the sites continue to focus on increasing competitive employment rates
and re-engaging clients that have been out of touch. Fred Finch’s recent addition of providing IPS
services to the Intensive Full Service Partner (IFSP) team helped to increase their overall enrollment
rate from 25 to 35 participants. Evaluation consultant in collaboration with program monitor
facilitated five virtual vocational team meetings with the sites using the strengths-based group
supervision format. The time was spent describing the client’s strengths, what was getting in the
way of the IPS specialist helping the person to obtain employment, and brainstorming
strategies and supports to help the person accomplish their goal. The three pilot sites expressed an
interest in trainings in the coming year focused on: using data to improve outcomes,
documentation for IPS, and job development. In addition, the supervisors were interested in
continuing with the strengths based virtual vocational team meetings every other month.
The program lead successfully developed a business agreement plan so that Catholic Charities’ IPS
specialists can participate in the entire Central Wellness Benefit Center’s clinical treatment team
meeting. In addition, the program lead completed the IPS Employment Center/Westat January
leadership training.
INNOVATION #12 Psychiatric Emergency Response Teams (PERTs) and Peer Linkage Project: This
two-year project will utilize a co-response intervention model with teams that include a licensed
clinician paired with a law enforcement officer. The goals are to de-escalate crisis situations, prevent
unnecessary hospital visits, connect individuals to appropriate services and provide post-crisis peer
support services. The project will take place in Palo Alto and discussions have been occurring with
Palo Alto Police Department and the Sheriff’s Office. An evaluation contractor has been secured
and meetings are taking place on a bi-weekly basis. An informational interview was held with San
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Diego County’s PERT to learn about best practices. PERT and peer linkage workflow and an
evaluation plan are in the process of being developed.

Due to a delay in hiring licensed clinicians, the program paused. Now that a second clinician will be
joining the Sheriff’s PERT team, the program will resume. Peer Partners will be added as well. RDA will
resume their role of data collection and evaluation. Hiring will continue and as other clinicians are
hired, data and evaluation will be included from the three remaining teams, i.e., San Jose PD, Morgan
Hill PD, and Palo Alto PD.
INNOVATION #13: allcove (formerly headspace) Integrated Youth Health Centers Ramp-Up and
Implementation: This four-year project is presented in partnership with Stanford University’s Center
for Youth Mental Health and Wellbeing. The project will develop a “one stop shop” integrated health
and mental health care prevention center for youth ages 12-25, which will include on-site counseling
and psychiatric services, alcohol and substance use services, primary care, and educational and
employment resources. Two centers are expected to open in Palo Alto and San Jose in 2020. The
centers will be youth-friendly, culturally and linguistically responsive, and accessible to youth, with
involvement from a youth advisory group (YAG), helping to develop the centers from the ground up.
With direct youth input and guidance from the YAG, the services will be tailored to meet the needs of
the adolescents and young adults servedin each of the centers.
Learning goals include:
• Will an integrated service model increase access to services?
• What are the best approaches to engage youth in the design?
• What are the barriers and facilitators to accessing the sites?
• What financial model will be adopted?
• Will allcove improve social, emotional, physical well being indicators?
The YAG, which consists of 27 youth and young adult members representing the county’s diverse
population worked in partnership with IDEO.org to develop the allcove name, branding guidelines,
and a playbook which reflects the look, feel, and experience of the centers. The meaning behind
allcove is “all” stands for “all are welcome” and “cove” represents a “safe space for youth.” Please
refer to the Appendix section for the annual update prepared by the evaluation consultant.
INNOVATION #16: Addressing Stigma and Trauma in the Vietnamese and African American/African
Ancestry Communities Project, a three-year project, with a total INN funding request of $1,753,140
for the entire term of the project. This project was approved in February 26, 2021. This is a newly
approved project slated to launch in FY2022.
African American/ African Ancestry and Vietnamese residents are underrepresented in the behavioral
health system in Santa Clara County. In late 2016, Santa Clara County worked with Research
Development Associates (RDA) to conduct a county wide needs assessment utilizing focus groups,
surveys, demographics, and additional information to identify unmet needs. Staff Analysis—Santa
Clara County Based on the information gathered, RDA identified that:
•
•

African American/African Ancestry and Vietnamese communities in Santa Clara County have
lower engagement in mental health services than their White counterparts.
County mental health services may be more welcoming to White individuals than to Asian and
Pacific Islanders (including Vietnamese) and African Americans/African Ancestry and that the
disparity may also speak to higher levels of mental health stigma within these communities.
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•

•

Historic and contemporary trauma, racism, stigma, and cultural barriers, have contributed to
a distrust of government and authority, leading to delays or avoidance of mental health
treatment until a crisis occurs.
African American consumers identified a disparity in the level of treatment they receive from
law enforcement when experiencing crisis compared to other racial groups stating that they
are taken to jail and White counterparts are taken to emergency care.

Local data identifies that:
• African Americans are more likely to receive mental health services through the criminal justice
system: African Americans are overrepresented in AB 109 Full-Service Partnerships (15%).
• African Americans had significantly lower utilization of Emergency Psychiatric Services than
their White counterparts (7% and 38%), as well as lower engagement in Full-Service
Partnerships than their White counterparts (10% and 34%).
The California Reducing Disparities Project (CRDP) confirms a discrepancy in treatment between racial
groups concluding that, “African Americans... are much more likely to receive a diagnosis of a condition
with a poorer treatment outcome such as schizophrenia, while treatable conditions such as anxiety and
mood disorders often go untreated.
To address the mental health disparities facing the Vietnamese and African American/African
Ancestry communities, the County will release an RFP and contract with two local community-based
organizations to create an integrated service experience for clients and families. Through contracts,
the project will build and deploy two teams, one team for the Vietnamese Community and another
team for the African American/African Ancestry Community. Each team will partner/co-locate to
provide services in a trusted, culturally affirming community location that provides medical care and
other services.
Santa Clara County By leveraging trusted locations that provide medical care, dental care, and wellnessbased services, patients in need of mental health education and support will be directly referred to colocated partners offering services such as education through parent cafes, healing circles and linkages
to additional mental health services utilizing warm hand-offs with culturally affirming treatment
providers.
In addition to co-located services, this innovation investment will create the following:
• A community outreach stipend program (see page 11 of County plan)
• Development of new ethnic-cultural sensitivity trainings (see page 12 of County plan)
• A physician and faith-based leader strategic planning committee (see page 11 of County plan)
Santa Clara’s proposed activities are in line with the CRDP recommendations to:
• Increase opportunities for co-location of services and integration by locating mental health
services in community facilities, faith-based organizations, cultural centers, and other entities
where people are comfortable will increase access and combat stigma.
• Ensure that providers and partners have experience in mental health and are culturally and
linguistically competent to work with the community being served. These places (including
churches and faith-based organizations) must be affirming of LGBTQ individuals to foster a
welcoming place for all who seek mental health treatment.
• Ensure that community entities may enter contracts with the county department of behavioral
health and build their capacity to do so.
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Innovation Projects (INN): Pending MHSOAC Approval
INNOVATION #14: The Independent Living Empowerment Project (as recently renamed by the
community, formerly titled Independent Living Facilities Project) will create supports for independent
living facility owners through a voluntary membership. The aim is to promote the highest quality home
environment for low-income adults with mental illness in County of Santa Clara. Participant owners will
commit to have their homes meet a set of eight (8) quality living standards, as these quality standards
were identified as an important component in the San Diego County project. In exchange, the project
will connect owners to a variety of supportive resources. The objectives of this project are to 1) expand
the number of independent living facilities; 2) decrease the use of emergency services; 2) decrease
incarceration; and 3) prevent homelessness for persons in County of Santa Clara.
This project aims to expand the number of high-quality independent living facilities in the County of
Santa Clara and develop core quality living facility improvements for low-income, seriously mentally ill
(SMI) adult and older-adult residents. This effort will focus on improving health outcomes for residents
of independent living facilities through prevention of mental health decline and homelessness due to
unstable housing and will also reduce stigma through community education, collaboration, and peer
participation. As an Innovation Project, the Independent Living Empowerment Project intends to test
out new approaches to improve and increase access to mental health service delivery.
The initial innovation period of the Independent Living Empowerment Project will be 2 years to test out
an enhanced peer support model where peers function at all levels of the project, from delivery to
implementation and evaluation. Key components of the plan to improve the quality of independent
living facilities in County of Santa Clara include:
a. Creation of a system of supports though annual visits, peer support, multi facility coordination,
and ongoing quality improvement for independent living facilities;
b. Assessment of independent living facilities and offers of owner’s assistance to improve the
quality of the facility to meet a comprehensive set of best practices recommended for
independent livings;
c. Enrollment of Independent Living Facilities as quality living standards member homes; and
d. Inclusion of key opinion leaders such as the members of the Community Living Coalition, a
volunteer, peer-run advocacy and engagement group focused on improving the living
conditions of clients and consumers living in independent living homes in County of Santa
Clara.
This is a 2-year project with a requested amount of $990,000. The project is pending final review by
the MHSOAC.
INNOVATION #15: Community Mobile Response (CMR) Program seeks to maximize the ability to
expand crisis response for individuals and families by adopting a community model that uses
community residents, mental health workers, and emergency medical support to prevent crisis.
“Communities of color have a number of assets that form the foundation for a community based system
of services that meets the mental health needs of all Californians. Community resiliency is developed
when families, friends, churches, schools, and community groups work together to strengthen both
individuals and communities. Individuals with strong ties to their community are more likely to increase
their resilience, develop a positive cultural identity, and form networks.” (CRDP, 2018). The scope of
services will prioritize serving those who are deterred from calling 911 for assistance due to a history
of negative experiences with law enforcement. The program will consider population size, geography,
and trend/location usage, race and ethnicity, cultural and community representation, LGBTQ
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population, disability, and other aspects that affect how someone responds to a crisis.The CMR
program will provide a safe and welcoming environment in an effort to reduce stigma associated with
seeking mental health services. Ensuring that all aspects of the services are inviting by being
linguistically appropriate and lead by culturally informed individuals from the community with lived
experiences. As indicated in the California’s Reducing Disparities Project (CRDP) report from 2018:“In
order to effectively treat individuals with mental health needs, the system must provide safe and
welcoming environments that encourage clients to ask for help. Culturally and linguistically appropriate
outreach and education can help confront attitudes and beliefs about mental illness and cultural
prohibitions against talking about mental health.”
Community Mobile Response innovative approaches ideas:
A. Family involvement – Utilize Assembly Bill (AB) 1424 which requires that all individuals making
decisions about involuntary psychiatric treatment consider information supplied by family
members, to encourage family involvement from the phone screening through the entire
process including follow-up.
B. Prevention focused – Focus on lower acuity situations and diversion, by being culturally
intuitive, utilizing compassion and de-escalation techniques to prevent high stress situations
from becoming a crisis, and prevent future calls by providing resources pre and post response.
C. Access through a trusted community phoneline -a centralized 3-digit number that is not
911 or 311.
D. Transformed trauma-informed mobile response vehicle - Designed by a local community
artist and voted on by the community that can be utilized for field treatment or transport
when needed.
E. Community Collaborators - Utilize community members in all aspects of the design,
implementation, and evaluation process. Staff the program with individuals from the
community, prioritizing people with lived experiences. A model detailing community
collaboration can be found in the model titled “Community Collaborators” below.
F. Take a regional approach to learning by collaborating and communicating with other
counties with similar programs. Potentially create a county collaborative on mobile crisis
programming.
This is a 5-year project with a requested amount of $27,949,227. The project is pending
approval by the Board of Supervisors, to be presented at the April 20, 2021.
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PREVENTION AND EARLY INTERVENTIO N (PEI) DESCRIPTION
The MHSA PEI programs are intended to implement strategies that prevent mental illness from
becoming severe and disabling. Prior to the new PEI definitions and revised PEI regulations of October
15, 2015, Santa Clara County had developed and adopted PEI programs that emphasized reaching and
serving individuals and families who are subject to cumulative risk factors (prevention, early
intervention) as well as reducing disparities in access to services (access and linkage to treatment). The
PEI program priorities, based on those definitions, emphasize a lifespan approach, founded on strong
system partnerships, rooted in cultural competency throughout, and focused on connectedness.
In 2018, Santa Clara County released its FY 2018 – 2020 three-year plan along with the Santa Clara
County MHSA Needs Assessment Report conducted by Resource Development Associates (RDA). At this
time, the new PEI regulations, including program categories and program strategies, were incorporated,
aligned and measured. This served as the foundation for the categorization of PEI programs in the threeyear plan, and helped to initiate efforts to collect data for the programs in each of the strategies.
The FY2021 – 2023 MHSA Three-Year Plan community program planning process started 2020, followed
by the selection and orientation of the new MHSA Stakeholder Leadership Committee (SLC). An
innovative and collaborative MHSA Planning Forum was held in January 2020. At this planning forum,
which was widely publicized to community partners, consumers, providers and staff, the Santa Clara
County MHSA team provided an overview of the MHSA Community Program Planning Process, shared
preliminary data and findings from listening sessions, identified system strengths, service gaps and
opportunities, and provided participants with the opportunity to share their input on current and future
MHSA programming. The findings and recommendations serve as the foundation for the planning
process and were used to inform programming for the County’s FY2021-2023 MHSA Three-Year Plan.
For the purposes of this report, the state-defined categories are being aligned with Santa Clara County’s
existing PEI program structure. Additionally, the state-defined PEI strategies are being aligned based on
program goals and objectives in all existing PEI programs. As required, Santa Clara County MHSA PEI
programs all are stand-alone programs.
KEY STATE DEFINED PEI PROGRAMS
1.
2.
3.
4.
5.
6.
7.

Prevention Program
Early Intervention Program
Outreach for Increasing Recognition of Early Signs of Mental Illness Program
Access and Linkage to Treatment Program
Stigma and Discrimination Reduction Program
Timely Access to Services for Underserved Population Program
Suicide Prevention Program
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KEY STATE DEFINED PEI STRATEGIES
1.
2.
3.
4.

Access and Linkage to Treatment
Improving Timely Access to Services for Underserved Populations
Strategies that are Non-Stigmatizing and Non-Discriminatory
Outreach for Increasing Recognition of Early Signs of Mental Illness

This diagram shows the spectrum of MHSA services from prevention through treatment and recovery.
For purposes of this report, Prevention and Early Intervention programs will be addressed.

SANTA CLARA COUNTY PEI PROGRAM INITIATIVES
There are currently five PEI overarching initiatives offering a broad range of services and system
improvements targeted to age groups across the lifespan. Each initiative may have multiple program
components. These are the key PEI Program Initiatives:
1. PEI P1: Community Engagement and Capacity Building for Reducing Stigma and
Discrimination
2. PEI P2: Strengthening Families and Children
3. PEI P3: PEI Interventions for Individuals Experiencing Onset of Serious Psychiatric Illness
4. PEI P4: Primary Care and Behavioral Health Integration for Adults and Older Adults
5. PEI P5: Suicide Prevention Strategic Plan
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STAKEHOLDER DEFINED PRIORITY POPULATIONS IN SANTA CLARA COUNTY
The FY 2020 PEI report focuses on the five key PEI priority populations that resulted after the three-year
community planning process in the FY2018 – 2020 Three Year Plan:
1.
2.
3.
4.
5.

Underserved Cultural Populations
Trauma Exposed Individuals
Children and Youth in Stressed Families
Children and Youth at Risk for School Failure
Children and Youth at Risk of or Experiencing Juvenile Justice Involvement
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LOCAL PEI PROGRAM ALIGNMENT WITH STATE REQUIREMENTS
Current County PEI Plan
1.

2.

Community Engagement and Capacity
Building for Reducing Stigma and
Discrimination

Strengthening Families and Children

3.

Interventions for Individuals Experiencing
Onset of Serious Psychiatric Illness

4.

Behavioral Health Integration for Adults
and Older Adults

5.

Suicide Prevention Strategic Plan

PEI Program Name

State Defined PEI Program

Elder Story Telling
(not in implementation in FY20)

•

Early Intervention Program

Promotores
(not in implementation in FY20)

•

Prevention Program

Older Adult In-Home Peer Respite Program
(not in implementation in FY20)

•

Outreach for Increasing Recognition of Early Signs
of Mental Illness Program

Community Wide Outreach and Training

•

Outreach for Increasing Recognition of Early Signs
of Mental Illness Program

Law Enforcement Training

•

Outreach for Increasing Recognition of Early Signs
of Mental Illness Program

Cultural Communities Wellness Program
(formerly known as Ethnic and Cultural
Community Advisory Committee (ECCAC))

•

Stigma and Discrimination Reduction Program

Culture is Prevention

•

Stigma and Discrimination Reduction Program

Office of Consumer Affairs

•

Access and Linkage to Treatment Program

Office of Family Affairs

•

Access and Linkage to Treatment Program

Mental Health Advocacy Project

•

Access and Linkage to Treatment Program

Re-entry

•

Access and Linkage to Treatment Program

Culture-Specific Wellness Centers
(not in implementation in FY20)

•

Improve Timely Access to Services for Underserved
Populations Program

LGBTQ

•

Access and Linkage to Treatment Program

Violence Prevention Program
(not in implementation in FY20)
Intimate Partner Violence Prevention
(not in implementation in FY20)
Support for Parents
Services for Children 0-5
School Linked Services Initiative Program
Raising Early Awareness and Creating Hope
(REACH)

•

Prevention Program

•

Prevention Program

•
•
•
•

Prevention Program
Access and Linkage to Treatment Program
Early Intervention Program
Early Intervention Program

New Refugees Program

•

Stigma and Discrimination Reduction

Integrated Behavioral Health

•

Early Intervention Program

Suicide Prevention Strategic Plan

•

Suicide Prevention
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PEI P2 PLAN – VIOLENCE PREVENTION PROGRAM
Dating violence is more common than many people think. One in three teens in the U.S. will experience
physical, sexual or emotional abuse by someone they are in a relationship with before they become
adults. The good news is dating violence can be prevented through community education and evidencebased strategies, which are offered through the Healthy Relationships program, described below.
1. Healthy Relationships: a program of the Public Health Department (PHD) using evidence-based
strategies to increase awareness about community resources and healthy relationships among
youth. Outreach and education are a major component reducing violence in youth and younger
groups. Teams work with PHD to better educate and increase the public’s knowledge on
healthier ways to interact with each other and when to seek help.
2. In addition to this program, BHSD will partner with the County’s Office of Women’s Policy to
better address an alarming growing trend on intimate partner violence (IPV). The Centers for
Disease Control (CDC) describes IPV as a serious, preventable public health problem that affects
millions of Americans. The term “intimate partner violence” describes physical, sexual, or
psychological harm by a current or former partner or spouse. This type of violence can occur
among heterosexual or same-sex couples and does not require sexual intimacy. The goal is to
stop IPV before it begins.
The planning for the Violence Prevention Program was started in FY2020, and the Behavioral Health
Departments hopes to work with county partners and stakeholders to launch this soon.
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PEI P1 PLAN – ELDER STORYTELLING
The new Elders’ Storytelling Program will serve culturally isolated older adults with mild to moderate
depression using the culturally proficient technique of life review and storytelling (reminiscence) and
incorporating innovative service component to help reduce the elder client’s depressive symptoms and
restore their position of social connectedness with their family, friends, caregivers and community.
The storytelling practice model includes (1) a community outreach component to engage and screen the
elder participants who may be reluctant to seek mental health services and (2) the storytelling
intervention delivered by bilingual Peer Specialists with the ability to engage and support the elder
population and trained in delivering the storytelling practice model while being supervised by licensed
clinicians. The service is provided to elders who are screen to have mild to moderate depressive
symptoms. (Those elders identified as having severe depression will be referred to existing outpatient
mental health treatment services.)
Integral to the success of the model is the incorporation of the language, culture and life experience of
the clients served. Each client shares his/her story as it is elicited and documented by the Peer Specialist
who speaks the client’s language and is knowledgeable of their culture and life experience. The service
include family members, has a pre-tests and post-tests component, and service duration of 12 weeks
which concludes with a community event where the participants may share their story or related art
pieces with family and members of their community. This project began in Fiscal Year 2021, so data are
not available for FY2020.
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PEI P1 PLAN – MENTAL HEALTH ADVOCACY PROJECT
The Mental Health Advocacy Project (MHAP) was established in 1978 through the Law Foundation of
Silicon Valley, and provides legal and advocacy services to over 5,000 clients per year. MHAP is the only
legal assistance organization in Santa Clara County that provides specialized services for people
identified as having mental health issues or developmental disabilities. MHAP works to expand the rights
and promote the social dignity of consumers by participating in the reform of the political, economic,
and social structures that affect their lives, and by increasing public awareness of the social problems
they experience. MHAP’s mission is to empower people identified as having mental health issues or
developmental disabilities to live more independent, secure, and satisfying lives through the
enforcement of their legal rights and the advancement of their social and economic wellbeing.
MHAP provides free legal and advocacy assistance through the work of advocates and attorneys in three
practice units:
• Economic Rights provides assistance with public benefits, mainly SSI, SSDI, Medi-Cal, Medicare,
CalWORKs, Healthy Families, and General Assistance; some consumer rights; and equal access to
public services.
• Housing Rights addresses issues of housing and homelessness by defending against evictions;
assisting with housing complaints including discrimination, reasonable accommodations, abuse
and neglect, landlord/tenant conflicts, and habitability; addressing Section 8 voucher and public
housing terminations; and opposing shelter discharges.
• Patients’ Rights works on both the individual and system levels to ensure compliance with laws
governing mental health patients’ rights in psychiatric facilities and programs, and represents
patients in mental health due process hearings. They also help individuals with autism, mental
retardation, and similar conditions with complaints about developmental services, including
access to regional center services. All residents of Santa Clara County who are or have been
identified, or who self-identify, as having mental or developmental disabilities qualify for
services.
MHAP also provides information and referral in the areas of rehabilitation, employment, family, and
criminal law. During FY2020, this project expanded to increase service capacity.

7

PEI P1 PLAN – RE-ENTRY RE SOURCE CENTER
The Behavioral Health Treatment team (BHT) located at the Reentry Resource Center (RRC) provides
screenings, assessments, and linkage to Behavioral Health treatment services, which include mental
health and substance use treatment programs. The team works in conjunction with a delivery model
that facilitates interagency coordination with Probation, Adult Custody Health Services, Social Services
Agency, Probation, Pretrial and State Parole in assessing and providing relevant and effective
integration for incarcerated adults existing prison and jail settings. The BHSD team also provides
outpatient services at the RRC for immediate access to treatment.
Number of unduplicated individuals served in FY 2020 (July 1, 2019 – June 30, 2020): _715__
Demographics for FY2020
* Blank fields indicate that data was not available
AGE GROUP

The data noted below reflects the total number clients who successfully accessed behavioral health
treatment services.
FY 2020
Children/Youth (0--‐15)
Transition Age Youth (16--‐25)

79

Adult (26-‐‐59)

614

Older Adult (60+)

22

Declined to Answer
Unknown
Total Served

715

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020
Male

554

Female

134

Decline to Answer

23

Unknown

4

Total Served

715

Gender Identity:
FY 2020
8

Male

554

Female

134

Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity

4

Another Gender Identity
Decline to Answer

23

Unknown
Total Served

715

RACE (MULTI-SELECT)

FY 2020
American Indian or Alaska Native

32

Asian

51

Black or African American
Native Hawaiian or other Pacific Islander

92
7

White

163

Other
More than one race

370

Declined to Answer
Unknown
715

Total Served
ETHNICITY (MULTI -SELECT)

FY 2020
Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown

383

Total Served

383
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FY 2020
Non-‐Hispanic or Non-‐Latino as follows:
African

86

Asian Indian/South Asian

6

Chinese

4

Filipino

11

Japanese

1

Korean
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown

1
19
17
55

Total Served

200

Implementation Challenges in FY2020:
In 2020, the emergence of the COVID-19 Pandemic prompted procedural changes within the RRC-BHSD
Program. As such, the program had to modify their protocols to ensure adherence to the Public Health
Orders as well as ensure the safety of staff and clients. Initially, all in-person services were halted as the
County attempted to adjust to the rapidly changing Public Health mandates. Additionally, there was a
huge decline in clients seeking services. This may be partially due to changes in supervision by the
various criminal justice agencies, including but not limited to client supervision being conducted
remotely and officers not being able to force individuals to comply with treatment recommendations.
Additionally, the RRC has had to limit the number of individuals gathered within the building in order to
adhere to the CDC and Public Health Social Distancing mandates. These factors have resulted in a
decrease in the number of clients served during FY20.
Successes in FY2020:
In FY2020: During the FY20, the BHT served 715 unique clients over 1007 visits. At the time the clients
were seen at Re-Entry Center, 416 reported they were actively looking for employment. 280 clients
reported having access to their own transportation, while 412 relied on public transportation, 322
clients were reported as homeless.
Lessons Learned in FY2020:
In 2020, the program encouraged and supported cross training between law enforcement and CJS BHSD
to facilitate collaboration between workforces and agencies working with people with co-occurring
mental and substance use disorders who are involved in the criminal justice system.
It is critical to design and test an outcomes “dashboard” to track progress in addressing client needs in
multiple functional domains (health, mental health, substance abuse, housing benefits,
employment/education, benefit assistance, and social network).
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PEI P1 PLAN – LGBTQ ACCESS AND LINKAGE & LBGTQ Wellness Center
The Q Corner, comprised of the LBGTQ Access & Linkage Program and LGBTQ Wellness Center, is
the new Behavioral Health Services PEI Program that is aimed at ensuring LGBTQ Community
Members in Santa Clara County have access to welcoming, affirming, knowledgeable, and
competent behavioral health services, by providing peer support, resource linkage and navigation,
and community events, along with capacity building efforts such as trainings, resource
development, and consultation to support providers in improving their ability to support the
community.
The LGBTQ Trainings project was envisioned as an arm of LGBTQ Wellness services, as they are critical to
the success of providers to ensure services are welcoming, affirming, knowledgeable, and competent for
support LGBTQ individuals. In collaboration with the Office of LGBTQ Affairs, The Q Corner Team drafted
out about a dozen training courses that, together, would create a comprehensive menu of options to
provide education, support, and technical assistance to behavioral health providers, educators, families,
etc.
DUPLICATED NUMBERS SERVED:
•
•
•

TRAININGS: 530
PEER SUPPORT & COMMUNITY EVENTS: 990
TOTAL: 1,520
DEMOGRAPHICS FOR FY2020

AGE GROUP

FY 2020
FY 2020 Peer and
Trainings Community Support
Children/Youth (0--‐15)

0

1

Transition Age Youth (16--‐25)
Adult (26-‐‐59)

32

62

Older Adult (60+)

377
18

117
16

Declined to Answer

7

10

Unknown

96

784

Total Served

530

990
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SEXUAL ORIENTATION (SINGLE -SELECT)

FY 2020 FY 2020 Peer
Trainings
and
Community
Support
Gay or Lesbian

31

47

Heterosexual or Straight

296

68

Bisexual

32

54

Questioning or unsure of sexual orientation

4

4

Queer

33

17

Another sexual orientation

2

5

Decline to Answer

35

11

Unknown

97

784

Total Served

530

990

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020 FY 2020 Peer and
Trainings
Community
Support
Male
Female
Decline to Answer

96
326
12

47
148
11

Unknown

96

784

Total Served

530

990

Gender Identity:
FY 2020 FY 2020 Peer and
Trainings
Community
Support
Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity

84
311
4
4
18
3

37
129
6
9
11
1
12

Another Gender Identity
Decline to Answer
Unknown
Total Served

0
11
95
530

2
11
784
990

PRIMARY LANGUAGE (SINGLE SELECT)

FY 2020 Trainings

FY 2020 Peer and
Community Support

English

397

71

Spanish

24

3

Vietnamese

3

0

Chinese
Tagalog

2
3

0
1

Farsi
Other*

1
3

1
4

Declined to Answer

1

0

Unknown

96

910

Total Served

530

990

*If “Other”, please provide the name of the language and number below:
Language
FY 2020 Trainings
FY 2020 Peer and
Community Support
Korean
Cambodian
German
Mien
Portuguese

1
1
1

1

1
2

RACE (MULTI-SELECT)

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other

FY 2020 Trainings FY 2020 Peer and
Community
Support
10
0
74
15
18
3
8
0
245
42
50
21
13

More than one race
Declined to Answer

8
21

6
0

Unknown

96

899

Total Served

530

990

ETHNICITY (MULTI -SELECT)

FY 2020 Trainings

Declined to Answer

106
0
10
83
0
8
11
21

FY 2020 Peer and
Community Support
27
0
0
17
1
5
4
0

Unknown

96

893

Total Served

530

990

Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other

FY 2020 Trainings
Non-‐‐Hispanic or Non-‐‐Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese

FY 2020 Peer and
Community Support

Other

307
14
6
2
8
11
46
11
8
5
6
3
147

60
3
1
0
4
6
18
4
3
2
4
2
19

More than one ethnicity

40

7

Declined to Answer

21

0

Unknown

96

866

Total Served

530

990
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Implementation Challenges in FY2020:
Trainings:
Training vendors must be set up through fair and competitive Procurement Practices and Contracts take
significant time to set up. The BHSD Contracts team did not have bandwidth to do any Pilot Contracts, so
we had to rely on CEO Contracts team for some contracts (and this took significant time). COVID-19 then
caused further delays, as Procurement, Contracts, Program Staff, and others’ time and attention was
diverted to emergency response.
Trainings were all planned to be delivered in person. The first three cohort of the SOGIE 101 Train the
Trainer course were in person, and after that everything else scheduled had to be cancelled and
reimagined online. No one knew how long Shelter in Place would last, and at first trainings were paused.
Once timelines appeared to indicate that trainings would need to be online longterm, vendors began
adjusting all trainings to an online format. This took significant time and planning.
Trainers who were delivering trainings or planning future trainings, and/or The Q Corner and OLGBTQ
team members who would normally do program outreach, did not have the ability to meet with The Q
Corner or any other programs in person to get to know the services and landscape. Outreach about
trainings was also limited because many programs and teams were so focused on adapting their own
services because of COVID19, that they couldn’t prioritize time to discuss outside topics (such as
outreach about a training or new resource).
People who would have been interested in taking the trainings were pulled in other directions because
of COVID19 and not in a place to be able to take the trainings right away. This was specifically an issue
with the trainings targeted to educators, who were overwhelmed with getting their classes online.
Peer and Community Support:
Planning for The Q Corner began in early FY20, which included program design, strategic planning,
recruitment and hiring, and stakeholder engagement. The Program was designed with the intention of
being a physical space where people could drop in for support, community building, resources, etc. The
Program was scheduled to open the same month as COVID-19 Shelter in Place began.
The Q Corner was forced to quickly pivot to a providing remote services. For a brand new program that
was not yet familiar to the community or providers, outreach about the services, when in person
meetings and outreach was not possible, was a challenge. The only support the team was authorized to
provide was by phone or video, severely limiting the peer connection so greatly needed. The program
did not yet have a mailing list, social media presence, word of mouth network, or other social capital to
help share information about its existence, offerings, upcoming event opportunities, and more.
Additionally, program staff were needed to support with COVID19 emergency response efforts, as the
entire County system prioritized preventing the spread of, and deaths from, COVID.
Successes in FY2020:
Trainings:
SOGIE 101 Train the Trainer course delivered three successful in person cohorts and then was successful
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in pivoting to an online model and pilot it with a new cohort before the end of the fiscal year, which
went very well. Worked out issues around getting training materials to participants, maximize benefits
of zoom (break out rooms), etc.
SOGIE 101 Training – staff were able to begin working on online training that they would plan to pilot
the beginning of the coming next fiscal year, working on powerpoint, flyer, and schedule for pilot and
future trainings.
Family Acceptance Project – had to completely pivot to online, which trainer (founder and director) had
never done. Trainer used some time to do key informant interviews with local specialists, to inform
training being customized to County. The Q Corner helped her deliver the training for the first time ever
to a pilot group: NAMI Faith Net Innovation team, and it was a huge hit. We were able to deliver two
system-wide trainings in June! Got FAP Posters printed in three sizes for distribution and started working
on system to get materials to community, which will roll out next year.
Letter Writing – Were able to pilot two sessions online and participants expressed how helpful the
workshop was in learning and applying the materials. This is the successful beginning of helping to build
out resources for trans, non-binary, and gender expansive folks to be able to get the support needed
from their behavioral health providers in accessing gender affirming health services.
Gender Affirming Clinical Consultation was launched. We worked on marketing and outreach and
started with conversations/consultations with internal team members. Started getting requests from
outside providers in June!
Because of the massive impact of COVID19 on the BH system, the resource of a clinical consultant was
partially repurposed from a focus on clinical consultation to practitioners, to consultation for the system.
The Consultant began a resource mapping project to collaboratively 1) develop a map of community
resources that exist, and 2) a list of what is lacking for individuals of trans experience who seek services
to better align themselves and heal from the relentless on-going attacks of a society that reinforces antitrans ideology. This document would be utilized by the Behavioral Health Services Department (BHSD) in
order to identify how to allocate future efforts for helping trans folx heal.
Step In, Speak Out Training Launched – created comprehensive marketing campaign. Successful launch
at SCCOE to introduce the training and materials. Initially a lot of interest, but challenge with
implementation when schools all went remote and entire systems had to devote 100% of resources to
navigating that.
Out for Safe Schools – worked with County Office of Ed to get LGBTQ Resource Guide, and Out for Safe
Schools materials (badges, etc.) to
Began contract with Palo Alto University to create an LGBTQ Clinical Academy. They reviewed all existing
community input and research, had focus groups with clinicians and managers in our BHSD system,
spoke with key informants and other trainings (including Dr. Ryan of FAP), and prepared both an
Executive Summary of all the findings, along with an evaluation and roll out plan for the course.
Outreach for the course will begin in late summer!
Intentional Peer Support: Began planning process with a group of local stakeholders/SMEs along with
the organization to plan for the LGBTQ-focused IPS Training pilot (first of its kind) to be launched next
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year. The planning group conducted a surveyed and was able to draft out sample curriculum and an
action plan for implementing the training.
Peer and Community Support:
Despite all of the challenges that launching a brand new program during COVID presented, The Q Corner
exceeded all expectations. During the planning stages, the team was successful in garnering community
input for the services, conducting initial outreach and networking through a handful of meetings,
presentations, events, etc. This also included quarterly internal stakeholder alignment meetings with
county staff from other departments. We were very fortunate that all of this happened before COVID,
however because it was before our Program was created, there was not concrete information to provide
to groups yet.
The biggest success was finishing the program design for The Q Corner and actually creating and
implementing it. A small space within an existing BHSD building (which also houses the training
department, a SMH clinic, and a self help center) was designated for the program – just three blocks
down from the County Gender Health Center. The space was designed and decorated with LGBTQ art,
literature, and resources. As a program, we use many different visual cues to represent the safety in our
program space. Visual cues supporting the LGBTQ community can non-verbally show community
members that the space is open, welcoming, and knowledgeable of their needs. Some of the visual cues
we have used in our office space are: different community flags, such as the Philadelphia pride flag, the
lesbian community pride flag, and the intersex pride flag, among others. We have also put up different
art representing different intersections of the LGBTQ community and its underrepresented
communities, such as art supporting trans women of color, sex work positive art, immigrant art, etc. We
want our space to show that we acknowledge and respect people from all facets of the LGBTQ
community, and that everyone is welcome in our drop in center. Additionally the team created a
program name, contact information such as a program email, phone number, and webpage, and
marketing and engagement materials such as flyers, postcards, and branded outreach items.
Initial outreach events online were very promising. The very first was a Town Hall where The Q Corner
partnered with The County of Santa Clara Suicide Prevention team in order to bring mental health
resources during this unprecedented time to the LGBTQ+ community. We had a panel of content experts
which were also community members, who answered questions submitted prior to the event, as well as
a couple live questions. This event was extremely successful, with over 220 participants signing up, and
over 125 attending, which far exceeded any of the other culturally specific town halls held. This event
was recorded and made available publicly via the Behavioral Health Facebook page.
The team did also pilot initial online social events in collaboration with LGBTQ Wellness to host weekly
“watch parties” for the month of June by showing LGBTQ related films and episodes in honor of pride
month. Though our attendance was low, we did have good community connection through the
discussion groups and the chat through the Netflix Party platform.
Gender Health Center Peer Support Group Readiness:
Collaborating with the Gender Health Center to develop and implement peer support groups for
community members in a convenient location where they receive health care services to provide an
accessible opportunity to strengthen community social support
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As part of the UBT – unit based team, we worked with colleagues from The Gender Health Center, Social
Services Agency, and The Office of LGBTQ Affairs to develop badge attachment cards with information
on the four major LGBTQ Resources within The County that are most relevant to behavioral health along
with tips and best practices. On this badge, we also included a link and QR Code for the Behavioral
Health Services Department LGBTQ Resources website, which launched the webpage redesign. A
matching postcard version was also designed and printed as a resources for the system.
BHSD Infrastructure:
• Rainbow Report in BHSD Newsletter
o The Q Corner began a column in the bi-monthly department newsletter highlighting
news, events, trainings, and more related to the LGBTQ community and supporting the
LGBTQ community. This is the first time the BHSD has had a consistent way to message
out important LGBTQ related information to all staff.
• Behavioral Health Services Department (BHSD) LGBTQI Policies and Procedures
o Developing policies and procedures surrounding LGBTQI client care within the Behavioral
Health Services Department taking into consideration all aspects of care that might
impact an LGBTQ client in order to support providers in providing respectful and
supportive care to all clients
• Behavioral Health Services Department (BHSD) LGBTQ Resources Webpage
o Updating and organizing LGBTQ resources for continuing education and support materials
to behavioral health providers as well as community members to support continued
education and resource utilization.
• Creating a Q Corner Email distribution list
o By using a team email, we are able to stay informed and up to date on various events and
services offered by local organizations in order to relay the information to community
members
• SOGIE Data in Netsmart
o The Q Corner lead the efforts to get the question and answer sets built out for SOGIE data
collection in the new BHSD EHR and the team will lead the implementation efforts next
year when the system launches.
• Implement mandatory SOGIE 101 Training in contracts
The Q Corner advocated for, and was successful in getting the BHSD to include mandatory SOGIE 101
Training as a requirement for staff in all department contracts.
Lessons Learned in FY2020:
Trainings:
Piloting a training online for the first time with a small group is a great strategy for preparing for larger
more widespread trainings. This was very effective and we plan to continue to use this practice.
With the trainings moving online, the initial strategy for sharing training materials was to email them.
However, for several trainings this limited how accessible the online materials were while participants
were already using their screens to be in the training. For both the RISE TCI and FAP, we planned to
begin distributing physical copies of training materials (either by direct mailing and/or pick up) to
participants.
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For FAP, there was a lot of feedback to add specific examples related to supporting trans/non-binary
youth, suggestion of youth or parent panel in training. We ended up adding a guest speaker who is the
mom of a trans youth to the June 29th session, and that was a very celebrated and applauded part of the
training (which we will continue next year).
It became evident very quickly that a majority of practitioners do not have foundational SOGIE 101,
which is important for the more advanced trainings we would be offering (the Letter Writing Training
this year, and others next year). We learned it is not enough to state that it is required on outreach
materials, but to require and confirm minimum qualifications with registrants in advance.
In general, trainings always see some no shows, however due to the new online nature of the trainings,
cancellations and no shows are much higher. Work was done to try out different strategies to confirm
attendance, encourage planning in advance, different ways to send the zoom login in trainings materials,
and over-enrolling trainings to account for anticipated no shows/cancellations.
New strategies needed to be developed and implemented to ensure participation in online trainings,
such as using the chat box for intros and check ins, utilizing break out groups, videos, guest speakers,
and encourage full camera usage and verbal participation (rather than just the chat).
Peer and Community Support:
Social media is absolutely critical for successful engagement with LGBTQ folks, and especially during
Shelter in Place. A major impediment for the launch of this program was not having an online presence.
Advocating for this at the beginning of FY21 was a major focus (and we were successful in getting
approved and starting social media accounts in October of 2020!)
Relevant Examples of Success/Impact:
Trainings:
RISE TCI – 10-25% increase in knowledge of SOGIE content. Enhanced RISE TCI trainings – in person we
started doing tours, which then became virtual resource sharing
Created Community of Practice Group – 41 new Trainers plus others in the work. Huge step in
collaborative work, sharing resources, everyone getting to support and know each other. Started
process on shadowing and cofacilitating for new trainers to get comfortable, and then big lift to get
everything adapted to deliver online (and learn zoom navigation).
Family Acceptance Project: saw pre/post test improvements in all areas such as comfort level talking
about SOGIE, knowledge of risk and protective factors that impact mental/emotional wellbeing of
LGBTQ people, confidence in educating others about the important of increasing family support for
LGBTQ young people and being able to describe family behavioral that increase mental health risks and
those that help protect against risks for LGBTQ adolescents’ wellbeing. On a 5 point likert scale, the
average increase for most questions was at least a full point, with some questions at an increase of
almost 2 full points.
The attendees responded very positively to the online Family Acceptance Project training, sharing
countless positive comments and insights from the training. The overwhelmingly positive feedback
included particularly liking hearing from the parent, watching the videos, and discussing implementation
ideas about the materials (posters, etc.).
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Attendees of Step In, Speak Up noted that the training involved very realistic and helpful scenarios,
along with helpful language to learn and use.
We have received feedback from many other state and federal groups recognizing the expansive and
diverse menu of trainings and capacity building efforts that we have built out.
Peer and Community Support:
While shelter-in-place has made client connection more difficult, we have still found avenues to connect
with new clients, care providers, and the community at large or order to offer resources, referrals, and
connection to other community. People began reaching out by email and phone. Started process with
County to request own social media accounts. Many community and their providers have been looking
for specific mental health resources having to do with the added stress of this time – many have been
contacting through phone or email about referrals to talk therapy, inclusive housing for clients, and
group resources that are socially distant during this time. We were able to work through this, and the
client was able to successfully submit the paperwork when the courts reopened, and was able to have
their name and gender marker changed.
Some example of clients reaching out are multiple transgenders client who contacted us looking for
multiple transition related resources – healthcare (access to hormones, possible surgery in the future
and access to mental health care in order to receive letters needed by a licensed professional), legal
transition (name and gender marker change support), and well as resources and groups for other trans
people like themselves. We were able to connect those interested with the Gender Health Center,
provide all forms needed to start the process of legally changing name and gender marker, and
connected them with groups at local organizations such as the Billy DeFrank Center. One challenge we
had with this connection was at this point, because of shelter-in-place, the courts were currently closed
and the client was not able to file any paperwork at that time. While this was discouraging, it was
understandable because of the circumstances around COVID-19, and gave the client time to make sure
all paperwork was correct before filing.
An example of a provider reaching out for resources is a local LMFT reaching out on behalf of a trans
client looking for housing resources during shelter-in-place. We were able to connect the provider with
New Haven Inn, and LGBTQ-focused shelter in San Jose, and the client was able to be housed with them
shortly after the connection. We linked the two together, and provided the LMFT with the paperwork
necessary for the placement, as it needed to be filled out by a provider that had worked with the client
previously. The client was able to receive housing and a safe place to park their car, as well as food
resources and additional supports through the program. The only struggle with implementation was the
initial connection, but once we were able to connect the two there were no issues moving forward.
Shelter-in-place has been a learning curve with connection to all groups and parties, but we have
adapted and gotten used to alternative forms of communication other than meeting in person or going
out into the community, mostly working with internal and external community partners in order to let
folx know that the program is open and still providing resources during this time. Some positive
outcomes from this case on top of the client being housed at the shelter, is that the client has been able
to find work while staying at the shelter, and has been able to continue to look for more permanent
housing because of this.
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PEI P1 Plan – CULTURAL COMMUNITIES WELLNESS PROGRAM (CCWP)
CULTURAL COMMUNITIES WELLNESS PROGRAM aims to reduce disparities in service access by
unserved and underserved communities by providing outreach and engagement through
linguistic and culturally sensitive outreach and education, advocacy and peer support to ethnic
communities. The program’s goals are to reduce the stigma associated with behavioral health
conditions within the context of culture, increase community prevention, increase
understanding of behavioral health issues, increase willingness to seek help, and increase
access to behavioral health services.
Services include community engagement and education through 1) outreach to ethnic
communities and their cultural leaders and community based organizations, and 2) provide
workshops and trainings to providers who serve cultural communities, consumers, family
members and community members.
CCWP staff is multicultural and multilingual, representing at least 10 cultural communities, and
speaking at least 12 languages. There are 7 Cultural Communities Teams: African
Heritage, African Immigrant (Eritrean, Ethiopian, and Somali), Chinese, Filipino, Latino, Native
American, and Vietnamese and LGBTQ.
UNDUPLICATED NUMBER SERVED: 4,961

*Demographic data not available for FY20 due to technical limitations with database
migrations.
POSITIVE RESULTS
Pre COVID Success
• Collaboration with ethnic/cultural organizations such as City of San Jose, City and County
libraries, schools, faith based organizations, housing programs and shelters, community
centers will increase outreach and engagement efforts.
• Began partnership in training HomeFirst staff consisted of peers who were former homeless
individuals, clinicians, and case managers (Trainings provided were Mental Health First Aid,
Taste of WRAP, substance use workshop, and QPR Suicide Prevention Training).
• Continuous collaboration with SJPL San Jose Public Library to outreach events.
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PEI P1 Plan – CULTURAL COMMUNITIES WELLNESS PROGRAM (CCWP)
• Provided Adult Mental Health First Aid training to seniors and Youth Mental Health First Aid
training to parents/community members.
COVID Success
• African Ancestry hosted Mental Health Summit for the community, CCWP members were
part of the panel.
• Conducted virtual wellness groups during Pandemic and provide telehealth services for
individual and family support.
• Successfully transition to host virtual Resource Fair for the community.
• Provided support to the community regarding COVID resources, testing sites, and
vaccination information.
• New collaboration with CBOs for ethnic specific programs and Promotores program
(Community Navigators) to assist with providing peer support in board and care home
settings and community support.
• Program continue to receive request for trainings such as Mental Health First Aid, Question
Persuade and Wellness and Recovery Action Plan, and mental health workshops and
presentations.
• Despite technical challenges, the team was able to continue to provide individual and
family support to support consumers during the pandemic.
IMPLEMENTATION CHALLENGES
•
•

•

•
•
•
•
•

Pre-COVID Data collection limitations
The program discontinued using their database due to plans for technological improvement to
database as of 6/6/2019.
Participants often decline to answer demographic information which creates a barrier in
collecting PEI data. The teams make significant attempts to encourage participants and
cultivate trust with participants to provide demographic data and will continue to find ways to
help participants feel comfortable to provide data. Participants from underserved communities
often mistrust in government systems.
Participants express concerns regarding collection of personal PEI data such as disability,
gender identity and sexual orientation as a violation of privacy and at times it will trigger
participants into not answering the questionnaire.
Pre-COVID Staffing
The program did not have a dedicated manager from February 2020 to November 2020.
The program currently has 5 full time vacant codes and 1 (0.5) part time vacant code that has
been placed on hold for hiring due to budget concerns. The Latino team is vacant and the
Vietnamese team has 1 part time staff which has also created a barrier for outreach.
It is difficult to recruit and retain culturally and linguistically competent staff.
It is difficult to recruit and retention culturally and linguistically competent volunteers as part
of the community capacity building strategy.
Peer specialists operate in organizational silo which continues to be a challenge to deliver
interdisciplinary care to embed peer within other services and support structures.
COVID Related Challenges:
Staffing
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•
•
•

•
•

•
•
•
•

•

•

PEI P1 Plan – CULTURAL COMMUNITIES WELLNESS PROGRAM (CCWP)
The Cultural Communities Wellness Program team members were deployed as Disaster
Services Workers during the pandemic to assist in COVID-19 efforts throughout the county. As
of 3/21/21, 4 members from our African Heritage, African Ancestry and Chinese teams
continue to be deployed and we currently have only 5 team members in our program.
Training
It has been a challenge to provide virtual training such as Mental Health First Aid due to online
licensing fees and pre-registration fees due to county financial restrictions.
Traditional mental health trainings are held in classroom settings and companies who provide
the training material have not issued virtual training materials.
The team did not have work laptops or work cell phones to conduct individual support,
program outreach and engagement activities when Shelter in Place was ordered and staff
transitioned into working remotely.
There was a delay in obtaining work phones and equipment due to the lengthy backlog of other
county staff who were also ordered to work from home when the shelter in place was ordered.
It was a challenge to transition from in person training to a virtual platform as there were
challenges in obtaining the equipment and also the need for technical training and time to
develop online training material. The team requested technical training and support to ensure
they can effectively navigate virtual platforms.
Engagement
The Shelter in Place Order for COVID-19 limited the number of community outreach and events
provided by the program as the program traditionally outreach by visiting the communities and
meet participants in person through resource fairs, community events, and in person support.
Many individuals from the unserved and underserved communities do not have access to
internet or phones to engage in virtual activities hosted by the program.
While registration for events were high, attendance was low. This may be due to the uncertain
schedule of our clients or the interruption of children at home.
The targeted population of underserved ethnic communities are often people with limited
mobility, internet access, limited familiarity with computers and the internet, or time. It is a
challenge for people with low incomes, people working several jobs or working nontraditional
hours, and people who are English-language learners to connect virtually for support groups.
COVID-19 pandemic may have expanded that list to include people who have had to take on
additional child care, work, or schooling responsibilities to support their family and people who
have lost their jobs, become food insecure, or become housing instable. These conditions have
made it even more challenging for our participants to attend groups or connect for support due
to pandemic circumstances.
The population has a distrust with the government and feel uncomfortable sharing information
digitally versus in person where trust can be establish through cultural connections.
LESSONS LEARNED
Pre COVID Lessons Learned
Staffing
• Having staff with lived experience who have strong connections with their communities and
speak the languages of the communities contribute greatly to program success.
• Continuous training and support for program staff contribute to staff career development
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PEI P1 Plan – CULTURAL COMMUNITIES WELLNESS PROGRAM (CCWP)
and program success.
COVID Lessons Learned
• Staff needed county issued laptops and telephone to provide ongoing support and training
to the communities during the pandemic.
• It is essential to provide staff with adequate telehealth training and virtual platforms to
continue to provide support to the community during the pandemic.
• Engagement in a virtual setting for underserved communities is challenging during the
pandemic as our communities do not always have stable internet or equipment to utilize
services.
• Daily support was essential to ensuring the team feels comfortable with technological
transitions to virtual platform.
• Underserved communities trust COVID related information from peers who were of the
same ethnic background and spoke their language.
• New protocols needed to develop to face the technology challenges during COVID.
RELEVANT EXAMPLES OF SUCCESS
Cultural Communities Wellness Program continues to support the underserved communities by
providing trainings such as Mental Health First Aid, QPR to reduce risk of suicide and prolonged
suffering. Cultural Communities Wellness Program is dedicated to reducing stigmatization of
behavioral health conditions within the context of culture, increase community prevention,
increase understanding of behavioral health issues, increase willingness to seek help, and
increase access to behavioral health services.
Success stories:
1) A VIETNAMESE COMMUNITY MEMBER (MS A)
Ms A attended the East Side Union High School Parent Empowerment Conference
one year, which Era (Filipino team) and I (Chinese Team) were presenting at this
conference. She connected to our program and went on to take a YMHFA with Era
and I again. After the YMHFA training, Ms A approached me and wanted to talk
about her situation of dealing with depression and her son’s mental health problem
as well. We spent time having a good conversation about what she was dealing
with and she got linkage of resources through our mental health system. Ms A was
grateful for the support and help, she even became the volunteer for CCWP (back
then ECCAC). I had been working with her on different occasions ever since she
became our volunteer. Besides, she decided to pursue in the professional as a Peer
Support Worker.
2) A NEWLY IMMIGRATED CHINESE FAMILY (MR C)
I was tabling with another volunteer of our program in an outreach event organized
by the City of San Jose District 4. Mr C came to our table, I started talking to and
introducing our program to him. Throughout our conversation, I found out that he
was newly immigrated to the state with his wife and son from Hong Kong. Mr C
knew no one except his elder sister who was living in the Bay Area, he was lacking
the support as a new immigrant because he was not close to his sister. I introduced
different Chinese support groups to him and he successfully connected to a Chinese
support group to gain support and friendship from the community while adjusting
his new life in the state. Also he soon found a job from the State of California and
24

PEI P1 Plan – CULTURAL COMMUNITIES WELLNESS PROGRAM (CCWP)
got his own home for the family. Mr C was grateful to becoming part of the
community and had a sense of belonging here.
FY2022 PROGRAM MODIFICATIONS
• Cultural Communities Wellness Program (CCWP): Reclassify existing Health Program Specialist to a Sr. Mental
Health Program Specialist. Reallocate $13,596 of funds to reclass the position. The position will be responsible
for developing policies and procedures. Set up the implementation of Senate Bill (SB) 803 to implement the
Medi-Cal peer certification program.

• Consumer, Family Affairs, and Cultural Wellness Division: BHSD proposes moving 1 FTE Program Manager II
(PMII) from the WET component to the PEI Component - Consumer, Family Affairs, and Cultural Wellness
Division. PM II will provide administration and project management support to the Consumer, Family Affairs,
and Cultural Wellness Division.
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PEI P2 PLAN – STRENGTHENING FAMILIES AND CHILDREN
KIDCONNECTIONS NETWORK (KCN) is a coordinated system that identifies children through age five
with suspected developmental delays and/or social-emotional and behavioral concerns. KCN utilizes an
innovative model that blends First 5 and MHSA funds. Through KCN, BHSD bridges children ages Prenatal
to 5 years and their families to services to support their optimal growth and development. Children
receive assessment and treatment services aimed to intervene and address early signs of mental health
and developmental delays. Services for children ages 0-5 focus on providing quality screening,
assessment, early intervention and intervention services, and service linkages that promote the healthy
growth and development of children. Children who are Medi-Cal, Healthy Kids, and/or FIRST 5 eligible
qualify for these services.
MHSA funds a system of care manager appointed to oversee behavioral health services provided
through KCN for children ages 0-5. BHSD also provides a clinic manager to oversee therapeutic and
developmental services provided through KidScope. KidScope is a comprehensive assessment center
that serves children suspected of having complex developmental delays, serious behavioral problems, or
other undetermined concerns. As part of these services, KidScope provides targeted diagnostic
assessments (TDA) Level 2 for children and families needing this level of care. TDAs are multidisciplinary
assessments that include parent conferences to discuss developmental, medical, and/or mental health
findings and recommendations. BHSD supports TDA services by providing a manager to oversee TDAs
provided at KidScope.
UNDUPLICATED NUMBER SERVED: 2,110
POSITIVE RESULTS
• The KidConnections System developed protocols, procedures, and health screenings according to
Public Health guidelines in response to the pandemic, allowing a hybrid approach to providing
services via telehealth in addition to providing in-person care
IMPLEMENTATION CHALLENGES
• KidConnections system of care has been challenged with staff attrition impacting ability to meet
capacity and threshold languages in Santa Clara County. The KidConnections System of Care was
further challenged by the pandemic by switching in-person care to virtual platforms. Engaging
young children and their families via phone and video increased challenges in service delivery.
Implementing Telehealth while families were also engaging in distance learning and navigating
virtual platforms.
LESSONS LEARNED
•
Telehealth consideration for young children and their families impacted by the pandemic
consideration were critical to service delivery. Service delivery included shorter session times
and increase in frequency, linkage to resources and training on applying treatment intervention
via telehealth.
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FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP
FY 2020

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Older Adult (60+)
Declined to Answer
Unknown
Total Served

2110

2110

SEXUAL ORIENTATION (SINGLE -SELECT)
FY 2020

Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer
Unknown
Total Served

2110
2110

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020

Male
Female
Decline to Answer
Unknown
Total Served
Gender Identity:

1372
737
1
2110
FY 2020

Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity
Another Gender Identity
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Decline to Answer
Unknown
Total Served

2110
2110

PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

1218
746
27
6
6
7
9
4
87
2110

*If “Other”, please provide the name of the language and number below:
Language
FY 2020
Cantonese
1
Sign ASL
1
Korean
1
Mandarin
Cambodian
Hindi
2
Punjabi
4

RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other
More than one race
Declined to Answer
Unknown
Total Served

3
157
94
1636
99

121
2110
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ETHNICITY (MULTI -SELECT)
FY 2020

Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown
Total Served

1452

99
121
FY 2020

Non-‐ Hispanic or Non-‐ Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

94
157

184

2110

29

PEI P2 PLAN – STRENGTHENING FAMILIES AND CHILDREN
CULTURE IS PREVENTION PROGRAM, in partnership with Indian Health Center, is designed to provide
culturally-specific services to Indian/Alaska Native (AI/AN) adults that include, but not limited to,
traditional dancing, arts and crafts, ceremonies, and gatherings to identify and address early onset of
behavioral health issues, counter stressors, and build self-esteem and coping skills. The program also
provides outreach and engagement services in a variety of settings, including home, community clinics,
schools, and community agencies as needed depending on consumer needs. Additionally, program staff
promote mental health wellness, education, cultural sharing, outreach, and community collaboration
through workshops, trainings, presentations, and partnerships with local community organizations.
Program Description:
Goals: Reduce stigma, reduce disparities in service access, increase the number of individuals from the
target community who use mental health services, increase meaningful use of time and capabilities in
school, work, and activity, and increase the number of individuals from the target community who use
mental health services. Increase participants and client’s well being through connection with their
community.
San Jose Native Youth Empowerment Program:
A creative space for native youth to learn about their culture, higher education, art, health
education, healthy living, and to make positive changes in their community.
Song and Dance:
Song and Dance class was designed to improve and promote self-esteem, self-image, intergenerational
connectedness, and cultural native pride by teaching and providing a space to participate in powwow
singing and dancing.
Parenting Class:
Traditional Paths to Wellness Workshop is a six-week workshop series designed for American
Indian/Alaskan Native families to learn about cultural identity, health & fitness, traditional foods, and
healthy relationships.
Workforce Development:
Youth (13-17 years old) Workforce Development and Transitional Age Youth (18-24 years old) Workforce
Development are gatherings of space for American Indian/Alaskan Native identifying youth and TAY that
provides knowledge sharing, skill sharing, and resource sharing around workforce development. This can
include resume building, communication workshops, and financial literacy.
UNDUPLICATED NUMBER SERVED: 149
POSITIVE RESULTS & EVALUATION EFFORTS
○ With Covid-19 restrictions and considerations, the program still served/reached a fair
amount of unduplicated participants.
○ Staff Trained, learned new platforms, and strategized new approaches to serve our
community.
○ The Prevention Team had a smooth transition into Virtual delivery of services and support
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○ The Team worked well together to maintain safety within our Staff circle and within our
community circle.
○ Prevention Staff teamed up with our Agency Intertribal Resource Department to expand
our reach to serve our community elders, families, and individuals that experienced
hardships during the pandemic.
○ Increased capacity in Data Collection and streamlining strategies.
Program Performance Evaluation
When meeting with the youth and families, the program uses the following strategies:

The Prevention/ Early Intervention Staff utilize the SWS Process which was developed by their Lead
Evaluator. The SWS methodology is a variant of the Strengths, Weaknesses, Opportunities, Threats
analysis (Stanford Research Institute). The focus in this evaluation process is to build on community
strengths and ameliorate community weaknesses. Suggestions for improvement are asked to find out
how community members perceive what actions were needed to meet the community’s needs. During
the SWS process, notes are taken after each event, group and activity and our Evaluation Assistant
Coordinates the weekly and monthly written records. As a team, the Staff process out this performance
measure and are able to make immediate adjustments to program facilitation, logistical tasks, and
outreach methods based on each review.
In addition, IHC Staff utilizes our Community Advisory Board for inclusive participatory and culturally
competent oversight throughout our Prevention/Early Intervention programming. The CAB includes
community members representative of the population (e.g. age groups), health disparities advocates,
IHC system partners, and IHC clients/participants. Our intention is to engage the diverse group of
stakeholders (CAB) that shares a common interest in (a) reducing health disparities and (b) using
culturally-centered evaluation to help lessen those disparities.
Referral Process/ Recruitment
Ongoing efforts of Referrals and Recruitment are carried out via Website, Community Distribution Lists,
System Partners, Community GateKeepers, Existing and Past Program Participants, Agency Staff,
Community Advisory Board Members, and Youth or Parent Advocates.
IMPLEMENTATION CHALLENGES
○ The biggest challenge we faced was the Covid-19 pandemic and all of the challenges that
it brought to our Community.
○ Shelter-In-Place directives limited in person care and community activities.
○ Virtual Platforms/Approaches replaced our community gatherings, meetings, focus
groups, and support services.
○ Loss of one of our Team Members due to death.
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○ Loss of our Office Space due to increased rental fees and no face-to-face gatherings in
Prevention Services.
○ Increase of community needs/hardships and shift of priority of services to meet the
immediate needs of the community.
○ Productivity and “Working Compassionately” changes/adjustments within the team.
○ Reassessment of mode of delivery of services due to Covid-19 restrictions.
○ Restructuring all Programs, Projects, Workshops, and Groups to virtual platforms
○ Expedited planning and creating of Social Marketing Strategies
○ The team experienced challenges in attendance for several of our virtual events
throughout the year.
○ Planning strategies shifted due no in-person meetings
○ Cancelations of a variety of Annual gatherings occurred throughout the year
LESSONS LEARNED
○ Using the month of March 2020 to develop and strategize our social media to fit the
current climate of the COVID-19 pandemic.
○ Learned how to adjust and implement our prevention programming to virtual gatherings
on zoom.
○ Found other resources such as CANVA to utilize for creating social media posts.
○ Received productive feedback from our participants in how to structure our zoom
programs.
○ Process, planning, and developing useful trainings for our staff are important.
FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP
FY 2020

Children/Youth (0-‐‐15)

38

Transition Age Youth (16-‐‐
25)

40

Adult (26-‐‐59)

42

Older Adult (60+)

15

Declined to Answer

14

Unknown

0

Total Served

149
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SEXUAL ORIENTATION (SINGLE -SELECT)

FY 2020

Gay or Lesbian

3

Heterosexual or Straight

50

Bisexual

6

Questioning or unsure of sexual orientation

0

Queer

1

Another sexual orientation

4

Decline to Answer

36

Unknown

49

Total Served

149

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020

Male

60

Female

82

Decline to Answer

7

Unknown

0

Total Served

149

Gender Identity:
FY 2020

Male

0

Female

0

33

Transgender Male

0

Transgender Female

0

Genderqueer / Gender non-conforming

2

Questioning or Unsure of Gender Identity

0

Another Gender Identity

3

Decline to Answer

0

Unknown

144

Total Served

149

PRIMARY LANGUAGE (SINGLE SELECT)

FY 2020

English

126

Spanish

13

Vietnamese

0

Chinese

0

Tagalog

1

Farsi

0

Other

1

Declined to Answer

8

Unknown

0

Total Served

149

34

RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native

97

Asian

1

Black or African American

0

Native Hawaiian or other Pacific Islander

0

White

7

Other

4

More than one race

9

Declined to Answer

31

Unknown

0

Total Served

149

ETHNICITY (MULTI -SELECT)
FY 2020

Hispanic or Latino as follows:

0

Caribbean

0

Central American

0

Mexican/Mexican-‐‐American/Chicano

16

Puerto Rican

3

South American

1

Other

0

Declined to Answer

37

Unknown

0
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Total Served
FY 2020

Non-‐‐Hispanic or Non-‐‐Latino as follows:

0

African

0

Asian Indian/South Asian

0

Cambodian

0

Chinese

0

Eastern European

0

European

0

Filipino

0

Japanese

0

Korean

0

Middle Eastern

0

Vietnamese

0

Other

18

More than one ethnicity

14

Declined to Answer

60

Unknown

0

Total Served

149
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PEI P1 PLAN – Office of Family Affairs
OFFICE OF FAMILY AFFAIRS (OFA) provides families with direct support, information and education,
with the goal of providing recovery and hope. OFA provides Individual Peer Support and Family Wellness
Recovery Action Plan (WRAP) groups available in English and Spanish. WRAP is a wellness tool that
families and individuals can use to develop a plan that supports wellness and recovery for everyone in
the family.
UNDUPLICATED NUMBER SERVED: 402
POSITIVE RESULTS
• Family Affairs staff successfully worked together in managing the incoming referrals that they
received from Urgent Care, NAMI and other local agencies. Staff adapted in providing virtual
support, while recognizing the inherent limitations when working with families. Even though the
support group and Family WRAP group ceased once shelter in place went into effect, staff
worked with NAMI in providing needed support for families, clients, and community members.
• Family Affairs staff continue having effective working relationships with Court system – they are
able to work collaboratively with the Public Defender’s office that leads to better outcomes for
the clients – decreased or no jail time for clients suffering from Mental Illness.
• Family Affairs staff increased the understanding of mental illness to other court staff.
• Family Affairs staff provides education to law enforcement cadets and officers at CIT Trainings.
• Two staff participated in the creation of on-line videos for community members to access COVID19 resources in English and Spanish.
IMPLEMENTATION CHALLENGES
• Family Members negative perceptions and lack of knowledge of mental health and substance use
issues often lead to misinformation and conflict.
• Lack of resources and services for clients who want to leave a locked/correctional facility. Clients
stay longer than necessary in correctional sites because there are not openings for placement
that increases stressors for family members.
• When Shelter in Place (SIP) went into effect due to COVID-19, it took a few months for Family
Affairs staff to receive laptops and cell phones so that they could work effectively from home.
• The Family WRAP and Family Support groups were not able to continue after SIP.
• Some clients and family members do not have reliable access to the internet or WiFi to reach out
for virtual support. Family Members report missing the in-person peer support and ability to
network with other families.
• Data collection challenges continue as the Peer Support Division is working on developing a
central data tracking tool for all three PEI peer support programs.
• Challenges remain in filling vacant codes. As the County is working on budget reductions and cost
savings, there are delays in getting approval to fill vacant codes. Family Affairs manager position
is vacant as well 5 peer support worker positions. The vacancies limit our ability in expanding our
efforts in providing peer support services to family members of mental health clients/consumers
and clients throughout Santa Clara County.
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LESSONS LEARNED
• Family Affairs staff benefited from attending trainings to increase their skills and knowledge
when working with family members.
• Working remotely created challenges in collecting and storage of client data. New procedures
needed to be created and addressed.
• Staff reliance on technology increased significantly and training was needed to help staff using
new processes to outreach and engage with clients and family members – Zoom, Skype and
Teams.
RELEVANT EXAMPLES OF SUCCESS
• Staff report that clients have decreased jail times and increased treatment services.
• Family members report to staff that EPS visits have declined for their loved one in crisis due to
having a Family WRAP.
• Family members inform staff that were able to network and get support with other family
members at the Family WRAP groups.
FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP
FY 2020

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Older Adult (60+)
Declined to Answer
Unknown
Total Served

53
58
12
279
402

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020

Male
Female
Decline to Answer
Unknown
Total Served

93
30
279
402
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PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

79
24

299
402

RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other
More than one race
Declined to Answer
Unknown
Total Served

1
1
10
88

302
402
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PEI P1 PLAN – Office of Consumer Affairs
OFFICE OF CONSUMER AFFAIRS (OCA) Office of Consumer Affairs, (OCA) provides peer support in
two drop-in Self-Help Centers and two clinics. Self-Help Centers provide a safe, confidential, and
supportive environment for those who are living with behavioral health challenges and family
members who are striving to achieve wellness and recovery. Operated by mental health
consumers and family members, the self- help centers provide support for individuals who want to
take control of their lives by focusing on the dimensions of wellness as defined by SAMHSA;
emotional, financial, social, spiritual, occupational, physical, intellectual, and environmental. Staff
are dedicated to help bring about the highest level of wellness by modeling, sharing, and creating
safe spaces. Mutuality and compassion are intentional peer support practices as well as respect
and dignity used to support the consumers and family members served. Individuals who share a
disability or have supported someone with a disability have something to offer each other which
cannot always be provided by traditional services. The peer support services offered at the selfhelp centers and clinic offer consumers and family members support for their basic needs, for their
emotional support, for self-improvement as well as linkages. The Mental Health Peer Support
Worker (MHPSW) at the clinic maintains communication with psychiatrists, therapists,
rehabilitation counselors, and community workers via clinical consult meetings and staff meetings
regarding the client’s needs. The MHPSW’s at the self-help centers maintain communication with
professionals outside of the clinical setting which include CBO representatives, rehabilitation
counselors, community workers, and also communicate about the client’s needs at weekly staff
meetings. MHPSW’s provide supplemental support to clients in the form of a professional peerrelationship based on shared lived experience and understanding the challenges of the recovery
process, the sharing of healthy coping tools, and building hope within the recovery journey. Peer
support differs from clinical services as it provides trained peer staff with lived experience to help
individuals navigate the system and find their own path to wellness and recovery.
UNDUPLICATED NUMBER SERVED:
OCA Unduplicated Individuals served
Zephyr Self-Help Center unduplicated individuals served:

1,268

Esperanza Self-Help Center unduplicated individuals served:

121

East Valley Clinic unduplicated individuals served:

48

Downtown Behavioral Health Clinic unduplicated individuals served:

3

Total number of unduplicated individuals served:

1,440

OCA Unduplicated Number of Services Provided
Zephyr Self-Help Center unduplicated services provided:

231

Esperanza Self-Help Center unduplicated services provided:

139

40

East Valley Clinic unduplicated services provided:

116

Pandemic outreach calls offering services to consumers:

305

Pandemic unduplicated outreach calls resulting in services:

15

Total number of unduplicated services provided:

806

OCA Unduplicated Group Attendance
Zephyr Self-Help Center unduplicated group attendance:

484

Esperanza Self-Help Center unduplicated group attendance:

287

East Valley Clinic unduplicated group attendance:

48

Total number of unduplicated group attendance:

819

OCA Unduplicated Educational Event Attendance
Zephyr Self-Help Center unduplicated educational event attendance:

110

Esperanza Self-Help Center unduplicated educational event attendance:

62

Total number of unduplicated educational event attendance:

172

OCA Unduplicated Computer Lab Center Attendance
Zephyr Self-Help Center unduplicated computer lab attendance:

94

Esperanza Self-Help Center unduplicated computer lab attendance:

13

Total number of unduplicated computer lab attendance:

107

POSITIVE RESULTS
Pre COVID:
•

•

Percentage increase in number of individuals served based on comparison between unduplicated
FY19 and FY20
o Zephyr: 11%
o Esperanza: 26%
2-5 educational presentations, workshops, and collaboration events with community programs
ranging from NAMI, Sacred Heart, Mental Health Advocacy Project, AA/NA, Al Anon, Public
Defender’s Office Expungement Services, San Jose City College, San Jose Parks & Recs, Center for
Discovery Eating Disorders, Silicon Valley Independent Living Coalition, and Blackbird Peer
Respite House
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•
•
•

Ongoing computer related classes and 1:1 instruction assistance with resumes and email
accounts
Donations ranging from art supplies, hygiene products, and raffle prizes for events
Weekly meals donated 3 times per week from Pizza My Heart, Red White and Blue Charity,
Wilcox High School, and Santa Clara High School

IMPLEMENTATION CHALLENGES
Fiscal Year 2020 created new challenges due to our center’s closing on March 13, 2020. MHPSW’s began
working remotely during the 3rd quarter of the fiscal year thus creating barriers in providing direct
services to the consumers served and collecting pertinent PEI demographic data. Collecting PEI
demographic data while protecting PHI has been an ongoing challenge. The applications used to collect
data do not capture the PEI demographic data needed. Post the departments participation in a UBT
focusing on data collection, we began collecting hard copies of PEI demographic information. However,
transferring the hard copies into an EHR was also challenging because many of the PEI demographic
fields are not in UNICARE. Furthermore, any report pulled from UNICARE would be missing the data
points needed for PEI reports. Although hard copies of PEI demographic surveys were collected, our
program lacked the manpower to enter all information into UNICARE and an alternative EHR tool was
not created. An electronic version of the PEI data collection tool was created in late 2020, but not all of
the forms were transferred into an effective EHR application.
Mental Health Peer Support Workers did not receive the necessary technology to provide ongoing
services nor to accurately record services provided. County laptops and county cellphones were not
distributed until late 2020. OCA also had several vacant codes which caused barriers in providing
services to support the population served and also to support entering data into its relevant EHR.
Currently, there are three part-time vacant codes.
LESSONS LEARNED
The shelter in place orders closed the self-help centers and we learned the following:
•
•
•
•
•

Our center was not designed to work remotely
Staff did not have the tools nor was our data accessible remotely
Consumers communicated they preferred in person services and activities
Consumers also communicated they did not want to be contacted to receive services until we
reopened our centers
MHPSWs placed 305 calls to consumers between April and June which did not result in actual
services provided

In FY20, our program was exposed to several challenges and we have learned it is pertinent to utilize
electronic tools to better collect PEI information. The tools used to collect data must capture all of the
specific data points needed to provide the information requested. Furthermore, the tools created must
support the need to provide reports at any given time as effectively and accurately as possible. We must
also ensure all staff recognize and honor the need to collect demographic data so we may represent the
services provided. Lastly, it is vital our program consistently provides virtual services related to the state
defined PEI domains.
RELEVANT EXAMPLES OF SUCCESS
Pre COVID our program successfully provided the following:
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• We have supported clients getting employed or linked up to employment services for self-sufficiency.
• Clients have been housed, placed in shelters, peer respite, connected to supportive housing, and
registered in the VI-SPDAT homeless database.
• Clients have been placed into detox programs and entered substance abuse rehabilitation programs.
• Clients have been supported and completed the legal process of probation and supported with other
legal issues with positive outcomes.
• We have connected clients to many resources in the community for financial assistance with security
deposits, utility bills, past due rents, and first month’s rent to obtain or maintain their housing.
• We have supported clients with issues involving their Social Security Disability Income (SSI/SSDI)
payments, debit cards and overpayments.
• We have supported clients with hording cleanup assistance and post clean-up support.
• We have connected clients to in-home support services and other community independent living
programs and services to support their desire for independence with the least amount of support.
• We have connected clients to financial aid for going back to school.
Post COVID regarding FY20 our program successfully provided the following:
•
•
•

Virtual 1:1 peer support via Microsoft teams and telephone support to decrease isolation and
loneliness during the pandemic
Outreach to reconnect with clients offering peer support resources and keeping them up to date
with the status of shelter in place orders
Educational information related to COVID
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PEI P1 PLAN – Office of Consumer Affairs
FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP
FY 2020

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Older Adult (60+)
Declined to Answer
Unknown
Total Served

3
87
35
2
127

SEXUAL ORIENTATION (SINGLE -SELECT)
FY 2020

Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer
Unknown
Total Served

17
1

1
4
6
29

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020

Male
Female
Decline to Answer
Unknown
Total Served
Gender Identity:

60
59
1
5
125
FY 2020

Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity

7
13

1
44

Another Gender Identity
Decline to Answer
Unknown
Total Served

1
6
28

PRIMARY LANGUAGE (SINGLE SELECT)

FY 2018

FY 2019

FY 2020

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other
Declined to Answer
Unknown
Total Served

88
8
1
1
1
3
5
90
197

RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other
More than one race
Declined to Answer
Unknown
Total Served

7
15
5
2
40
9
2
109
189

ETHNICITY (MULTI-SELECT)
FY 2020

Hispanic or Latino as follows:
Caribbean
Central American

45

45

Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown
Total Served

1
1
47
FY 2020

Non-‐ Hispanic or Non-‐ Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

1

2

3
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PEI P2 PLAN – Dependency Advocacy Center
DEPENDENCY ADVOCACY CENTER (DAC) provides the Mentor Parent Program, a program designed to
provide guidance to parents in the child welfare system who are struggling with drug and/or alcohol
addiction. This program provides the opportunity for parents involved in the child welfare system and
Dependency Wellness Court (DWC) to be paired with a Mentor Parent who has first-hand experience
navigating the system and supporting recovery efforts.
UNDUPLICATED NUMBER SERVED: 277
POSITIVE RESULTS
DAC acquired funding donation to purchase computers and created a computer loaner program to
support clients participation in services, court hearing and maintain connection with the DAC legal team.
In partnership with FIRST 5 Santa Clara County were able to assist clients obtain “comfort kids and
diapers, and mentor parents increased participation in Child, Family Team meetings.
IMPLEMENTATION CHALLENGES
Due to the pandemic and Shelter in Place Orders, mentor parent program had to change their outreach
efforts and service delivery. This was a significant challenge as hearings, engagement and connection
required virtual participation and, in many cases, clients did not have the access or equipment to engage
in virtual platforms. Clients working on sobriety appeared to have additional challenges as they were
impacted by SIP orders of isolation, connect to resources, reduction in court hearings and pause in DWC
applications. In addition, mentor parents impacted by secondary trauma and maintain their own
sobriety.
LESSONS LEARNED
The Mentor Parent Program acknowledged the need to adjust service delivery to provide more frequent
contact with clients and increase in check-ins to reduce the sense of isolation. The need to increase
supervision, offer clinical support and training to support staff learn and manage secondary trauma.
RELEVANT EXAMPLES OF SUCCESS
84% of graduates were able to reunify or were working towards reunification with their child(ren).
Connecting with community partners during the pandemic resulted in supporting clients engage in
virtual connections, access to gift cards, diapers, calming kits and navigation connections to Recovery
programs to ensure reunification efforts could be maintained.
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PEI P2 PLAN – Dependency Advocacy Center
FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP
FY 2020

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Older Adult (60+)
Declined to Answer
Unknown
Total Served

43
234

277

SEXUAL ORIENTATION (SINGLE -SELECT)
FY 2020

Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer
Unknown
Total Served

209
5

7
56
277

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020

Male
Female
Decline to Answer
Unknown
Total Served
Gender Identity:

111
166

277
FY 2020

Male
Female
Transgender Male
Transgender Female

111
162
1

48

Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity
Another Gender Identity
Decline to Answer
Unknown
Total Served

3
277

PRIMARY LANGUAGE (SINGLE SELECT)

FY 2020

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

232
40

5
277

RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other
More than one race
Declined to Answer
Unknown
Total Served

9
17
16
200

32
3
277

ETHNICITY (MULTI -SELECT)
FY 2020

Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other

2
1
3
1
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Declined to Answer
Unknown
Total Served

15
FY 2020

Non-‐ Hispanic or Non-‐ Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

7

1
13
4

3
5
141
28
53
277
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PEI P2 PLAN – Nurse-Family Partnership Program
THE NURSE-FAMILY PARTNERSHIP PROGRAM is an evidenced-based community health program that
empowers the vulnerable, low-income first-time mothers by partnering an expectant mother with a
specially trained nurse home visitor starting early in their pregnancy and continues services through the
child’s second birthday.
UNDUPLICATED NUMBER SERVED: 129
POSITIVE RESULTS
Innovative ways to problem solve staffing changes by continued support from Generalist PHN into the
NFP Program as a reserve PHN. She will continue to provide home visiting services to 2-3 clients and will
serve as a backup PHN to future staff who will be out on medical leave or retirement. Onboarded three
new full-time nurse home visitors who were sent to training in August and December 2019. NFP
Graduation--We successfully hosted an NFP Graduation on October 21, 2019. We had 46 graduates
from the program. There were 23 graduates who attended the event. NFP Store event—We successfully
hosted the NFP Store event on July 19, 2021. The NFP clients receive free items for participating in the
program. We had 49 clients who attended the NFP Store event.
IMPLEMENTATION CHALLENGES
Staffing changes (i.e. Staff deployment to COVID-19 work, Leaves, Retirements, County contract
negotiations, Promotions, Transfers to other Public Health program outside of NFP), affected caseload
building and capacity. Change in visit services from home visit to telehealth visit via phone due to Stay at
Home order. Home visit flatform not defined since Zoom, and Skype were not approved by the County
during this time. Client attrition (i.e. moving out of area to less expensive area). Not enough staff to
properly serve high risk/vulnerable areas and staff schedule in home office decreased. Needed client
resources in the community not available or difficult to obtain (i.e. Housing, childcare).
LESSONS LEARNED
Continued outreach in the community is important to maintain a steady flow of client referrals.
Partnering and collaborating with other community agencies is vital in obtaining needed resources for
clients. Continued contact with clients during staffing changes is important in keeping clients engaged
with the program and to decrease attrition.
RELEVANT EXAMPLES OF SUCCESS
85.7% of participants continue to be breastfeeding at 6 months. Decrease in the use of emergency room
visits or hospitalizations: There were 70 (22%) urgent care visits and 17(5%) emergency room visits. The
reason for majority of the visits for urgent care and emergency room were upper respiratory problem,
ear infection, and digestion issues. There was no report of any injuries or accidental ingestion during
this time.
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PEI P2 PLAN – Nurse-Family Partnership Program
FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP
FY 2020

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Older Adult (60+)
Declined to Answer
Unknown
Total Served

70
59

129

SEXUAL ORIENTATION (SINGLE -SELECT)
FY 2020

Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer
Unknown
Total Served

129
129

GENDER IDENTITY (SINGLE-SELECT)

Assigned sex at birth:
FY 2020

Male
Female
Decline to Answer
Unknown
Total Served
Gender Identity:

48
81

129
FY 2020

Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity

48
81
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Another Gender Identity
Decline to Answer
Unknown
Total Served

129

PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

61
47
2

5
14
129

RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other
More than one race
Declined to Answer
Unknown
Total Served

15
1
2
66
5
8
323
129

ETHNICITY (MULTI -SELECT)
FY 2020

Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other
Declined to Answer
53

Unknown
Total Served

129
129
FY 2020

Non-‐ Hispanic or Non-‐ Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

129
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PEI P2 PLAN – Reach Out and Read
REACH OUT AND READ (ROR) is an early literacy and education program in partnership with pediatric
clinics to make early literacy promotion an essential part of pediatric health care. At every well-child
check-up, from six (6) months through five (5) years, pediatric providers give each child a new and
developmentally appropriate book to take home and read with parents. Physician screening for
developmental delays is part of the program, and children with identified developmental delays are
referred to specialists for further services to ensure that problems are addressed quickly, before
adverse effects are fully realized in a school setting.
DUPLICATED NUMBER SERVED: 13,149
POSITIVE RESULTS
•
•
•

Implementation of new practices for better service delivery of book
Inventory tracking
Ordering to reduce excessive book stockpile and limited bonus books.

IMPLEMENTATION CHALLENGES
•
•
•
•

High attrition of program manager that impacted service delivery and meeting program
expectations
Inconsistent book inventory tracking
Inconsistent training/certification of ROR sites
Difficulties with data collection

LESSONS LEARNED
•
•

Consistent engagement and connections between ROR program monitor
ROR MD champion and sites to ensure emphases ROR fidelity standards and requirements.

RELEVANT EXAMPLES OF SUCCESS / IMPACT
Launched #ReadTogether campaign in partnership with National Reach Out & Read. Providers were able
to self-record themselves reading program books and uploaded for community and patients to access.
https://www.youtube.com/channel/UCxw3j-HgCGtmXib5LElsNsw
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PEI P2 PLAN – Reach Out and Read
FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP

FY 2020

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Older Adult (60+)
Declined to Answer
Unknown
Total Served

13,149

13,149

SEXUAL ORIENTATION (SINGLE -SELECT)

FY 2020

Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer
Unknown
Total Served

13,149
13,149

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020

Male
Female
Decline to Answer
Unknown
Total Served
Gender Identity:

6802
6347

13,149
FY 2020

Male
56

Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity
Another Gender Identity
Decline to Answer
Unknown
Total Served

13,149
13,149

PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

7794
4673
252
141
27
123
139
13,149

*If “Other”, please provide the name of the language and number below:
Language
FY 2020
Portuguese
19
Arabic
20
Punjabi
48
Amharic
36
RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other
More than one race
Declined to Answer
Unknown
Total Served

1651
361
10,052
353

732
13,149
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ETHNICITY (MULTI -SELECT)
FY 2020

Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown
Total Served
Non-‐ Hispanic or Non-‐ Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

482
6775
21
72
1904
221

FY 2020
3,658

16
13,149

FY2022 PROGRAM MODIFICATIONS
Reach Out and Read: This is a partnership with the VMC Foundation which supports literacy by providing books to
families. The recommendation is to decrease the program's budget by $27,000 as there are surplus materials.
Program staff will collaborate on alternatives to support book purchases for Valley Health Center’s clients if needed.
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PEI P2 PLAN – Children Youth & Families
Santa Clara County Behavioral Health Services Department (BHSD) provides TRAUMA-FOCUSED COGNITIVE
BEHAVIORAL THERAPY (TF-CBT) TRAINING AND CONSULTATION with Developer Anthony Mannarino, Ph.D.
This includes a two day in person training and 12 consultation calls with direct feedback on case
presentations and group discussion. TF-CBT is an evidence–based model designed to treat posttraumatic stress and related emotional and behavioral problems in children and adolescents (ages 3 to
17 years). More information about the TF-CBT National Consultation Program is available at tfcbt.org.
UNDUPLICATED NUMBER SERVED: 85
POSITIVE RESULTS
•
•
•
•
•
•
•

After Covid-19 forced the cancellation of the June 2020 in person training, BHSD was able to shift
to offering a virtual training via Zoom.
This allowed for two additional consultation cohorts to be launched for the June 2020 training.
Applicants to the in person training were able to attend the virtual training after the in person
training was cancelled.
For the in person training, participants reported high satisfaction.
As of the December 2019 training and also for the virtual June 2020 training, the online survey
was launched gathering the demographics and other PEI required information for program
funded by MHSA PEI.
For FY2020, both trainings gathered the PEI report data contained in this report, for the first
time.
The consultation program has greatly increased the commitment and quality of services of those
fully participating.

IMPLEMENTATION CHALLENGES
•

•

•
•

After Covid-19 forced the cancellation of the June 2020 in person training, BHSD was able to shift
to offering a virtual training via Zoom. For the virtual training offered via Zoom in June of 2020,
participants reported that they wished they could have had the training in person to interact
more with other participants and to complete small group activities
All clinicians were required to participate not only in the 2 day training, but also in six months of
consultation calls and case presentations with one of the TF-CBT developers, which determined
many from participating.
This also led to a much smaller number of participants, and less general knowledge of TF-CBT
amongst many newer clinicians to the field.
Due to the limited availability of Dr. Mannarino, we are only able to offer a limited number of
available time slots for consultation. Not everyone is able to accommodate those times.

LESSONS LEARNED
•

In previous years, the online 10 hour pre-requisite course was free because it was sponsored by a
national grant. The new version of the online training required a $35 fee, which some
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•
•
•

participants expressed that they would want reimbursement for. Other than County staff who
were able to use tuition reimbursement, it is possible this was a deterrent to others.
Similarly, the $250 fee for applying and testing for National Certification has been reportedly a
deterrent to some agencies’ clinicians applying, despite the County fully funding the consultation
and training portion.
Only a small number of clinicians across agencies have participated, and reportedly the agencies
do not have many staff actively using the model.
Some agencies have never participated in the consultation program, despite outreach by
multiple County managers overseeing their programs.

FY 2020 PROGRAM DEMOGRAPHICS
AGE GROUP

FY 2020
0
85
0
0

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26--‐59)
Declined to Answer
Unknown

0

Total Served

85

SEXUAL ORIENTATION (SINGLE -SELECT):

Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer
Unknown
Total Served

FY 2020
3
64
10
1
1
1
5
0
85

GENDER IDENTITY (SINGLE -SELECT)

ASSIGNED SEX AT BIRTH:
FY 2020

60

Male

14

Female

71

Decline to Answer

0

Unknown

0

Total Served

85

GENDER IDENTITY:

Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity
Another Gender Identity
Decline to Answer
Unknown
Total Served

FY 2020
14
71
0
0
0
0
0
0
0
85

PRIMARY LANGUAGE (SINGLE SELECT)

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

FY 2020
79
3
0
1
0
0
2
0
0
85

*IF “OTHER”, PLEASE PROVIDE THE NAME OF THE LANGUAGE AND NUMBER BELOW:
Language
FY
2020
61

French

2

RACE (MULTI-SELECT)

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other non-White
More than one race
Declined to Answer

FY 2020
0
17
6
0
62
0
0
0

Unknown

0

Total Served

85

ETHNICITY (MULTI -SELECT)

HISPANIC
Caribbean OR LATINO AS FOLLOWS:
Central American
Mexican/Mexican--‐American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown
Total Served

FY 2020
0
0
3
30
0
1
0
0
0
34
FY 2020

NON-‐‐HISPANIC
OR NON-‐‐LATINO AS FOLLOWS:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese

6
3
1
1
1
28
1
1
2
1
1
62

Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

2
0
0
3
51

Notes: Other includes Hong Kong (n=1) and Laotian (n=1)
FY2022 PROGRAM MODIFICATIONS
Support for Parents: Trauma-Focused Cognitive Behavioral Therapy training contract is recommended to be
decreased by $15,000 in order to realign with current utilization trends.
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PEI P2 PLAN – School Linked Services (SLS)
SCHOOL LINKED SERVICES (SLS) program in Santa Clara County includes various components:
•
•
•
•

School Linked Services (SLS) Behavioral Health
School Linked Services (SLS) Family Engagement Program
School Linked Services (SLS) Prevention & Early Intervention (PEI) Strengthening Families & Children
Project
School Linked Services (SLS) Unconditional Education (UE) Program

These programs and associated program data and outcomes are described in detail on the following pages.
FY 2022 PROGRAM MODIFICATIONS
Mental Health Assessment Services in Schools: BHSD recommends a one-time allocation of $180,000 to launch
mental health assessment services at five school districts in County of Santa Clara, which is important during this
time with students returning to schools. Funding provided by reallocating funds within the PEI programming.
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PEI P2 PLAN – School Linked Services (SLS) Behavioral Health Program
SCHOOL LINKED SERVICES (SLS) BEHAVIORAL HEALTH PROGRAM provides mental health treatment
services by master’s level clinicians, including access to child psychiatry services, if needed. Services are
provided primarily in the school setting, although may be accessed at clinic, home, and community
agencies as necessary and as needed by the clients served. Services will be individualized and tailored to
the needs of the youth based upon age, developmental functioning level, and history of trauma, cultural
values, family environment and physical health. Services target students ages 6-18 with Medi-Cal and
reside within High Risk Areas (HRAs) of Santa Clara County in designated SLS schools. HRAs were
determined by a County commissioned study on zip codes with high levels of poverty, substance abuse,
child removals, juvenile justice involvement, mental health clients, school dropout rates, single parent
households, felony arrests, teen mothers, low state-wide test scores, and low birth weight.
UNDUPLICATED NUMBER SERVED: 990
POSITIVE RESULTS
• After Covid-19 caused a reduction in referrals, BHSD was able to expand services to district-wide
at the targeted school districts.
• Some in person services were able to re-launch with safety protocols in place: In person options
including outdoor student groups, home visits, home learning environment assessments and
parent coaching for assisting students with learning from home.
• A variety of creative virtual services were launched, such as the following: Classroom wide
observations and advice for teachers on students who appear disengaged on zoom, classroom
observations for individual students, both those who have been referred and those who may
need a referral and assessment, individual therapy, family therapy via online platforms, such as
zoom, in person and classroom services will resume (if safe and with permission) in 2021 with the
return of students to in person instructions and teacher drop in virtual groups for support
(weekly in evenings).
IMPLEMENTATION CHALLENGES
• As a result of Covid-19, schools closed and there was limited contact with students, who were
distance learning.
• Covid-19 forced a Shelter-In-Place to go into effect mid-March of 2020, resulted in a halting of
new referrals.
• Students disengaged in services after transitioning to distance learning in 2020.
• Recruitment of bilingual staff was difficult, so interpretation services for caregivers was required
in some cases.
LESSONS LEARNED
• Covid-19 created a need for virtual support for teachers who struggled with assisting students
while also learning the new virtual platforms and have other concerns.
• It was possible to engage in more collateral support with families virtually and on the phone,
even though students were less accessible during school hours.
• In person services were still needed, especially in assisting with setting up distance learning
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•
•

environments at homes, including ensuring students had a place to sit with as few distractions as
possible.
Schools struggled significantly with providing referrals and identifying school when distance
learning began, but as the year progressed more time was able to be allocated to referrals to
behavioral health services.
No shows were more common with the virtual services offered, than previously when services
were in person. This was especially common with intake appointments.

RELEVANT EXAMPLES OF SUCCESS
CONSUMER SUCCESS STORIES
*Names changed to protect client confidentiality*
“Mateo” is a 7 year old male student who we provided services to at his school and in his home. He was
experiencing bullying at school, which exacerbated his angry outbursts and negative self-image. Mateo had
few friends and was failing academically. Through therapy, Mateo was able to build up his self- image and
take pride in his abilities and interests. He felt empowered to ask for help when needed, just like the super
heroes he loves sometimes work together as a team. The Clinician also worked closely with Mateo’s family,
to coach them on how best to support him by not teasing him and giving him more independence to increase
his self-efficacy and confidence. At the time he graduated from services, Mateo had a peer group of friends
and the IEP process was well underway with his parents and the school to address academic issues that were
unrelated to his mental health needs.
CHILD AND ADOLESCENT NEEDS AND STRENGTHS OUTCOMES

Outcomes Measure
Suicide
Incarceration
Incarceration
School failure or drop
out
Unemployment
Homelessness
Homelessness
Removal of children
Prolonged Suffering

CANS Identifier
Suicide Risk item
Legal item
Delinquency item
School Attendance
item

FY 2020
98%
98%
99%
92%

Job Functioning item
Living Situation item
Residential Stability
item
Safety item
Behavioral and
Emotional domain

93%
94%
95%
99%
Reduction
in domain
score by
13%

Notes: (1) Source: Child and Adolescent Needs and Strength Questionnaire (CANS 5+). (2) N/A=Not
available (3) Discharge CANS. (4) Assessment Type. (5) % is the percent of CANS Discharge Assessments
with a rating of 0 or 1, a non-actionable rating.
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SUCCESSFUL DISCHARGE BY FISCAL YEAR
FY 2020
62%

Successful Discharge
Source: BHSD PLM Tableau Dashboard

FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP

FY 2020
Children/Youth (0--‐15)

904

Transition Age Youth (16--‐25)

86

Adult (26-‐‐59)
Declined to Answer

0

Unknown

0

Total Served

0
990

SEXUAL ORIENTATION (SINGLE -SELECT):
FY 2020
Gay or Lesbian

0

Heterosexual or Straight

0

Bisexual

0

Questioning or unsure of sexual orientation

0

Queer

0

Another sexual orientation

0

Decline to Answer

0

Unknown

990

Total Served

990

Note: Data was not collected by program for consumers ages 12+.
GENDER IDENTITY (SINGLE -SELECT)
ASSIGNED SEX AT BIRTH:

FY 2020
Male

549

Female

441

Decline to Answer

0

Unknown

0

Total Served

990

67

GENDER IDENTITY:
FY 2018

FY 2019

FY 2020

Male
Female

0

0

0

0

0

0

Transgender Male

0

0

0

Transgender Female

0

0

0

Genderqueer / Gender non-conforming

0

0

0

Questioning or Unsure of Gender Identity

0

0

0

Another Gender Identity

0

0

0

Decline to Answer

0

0

0

Unknown

829

1049

990

Total Served

829

1049

990

Note: Data was not collected by program for consumers ages 12+.
PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020
English

656

Spanish

273

Vietnamese

7

Chinese

1

Tagalog

0

Farsi

0

Other*

3

Declined to Answer

0

Unknown

50

Total Served

990

IF “OTHER,” PLEASE PROVIDE THE NAME OF THE LANGUAGE AND NUMBER BELOW:
Language
FY 2020
Italian
1
Korean
1
Portuguese
1
RACE (MULTI-SELECT)
FY 2020
American Indian or Alaska Native

9

Asian

47

Black or African American

29

Native Hawaiian or other Pacific Islander

0

White

70

Other non white

680

68

More than one race
Declined to Answer

0
0

Unknown

155

Total Served

990

ETHNICITY (MULTI -SELECT)
FY 2020
HISPANIC OR LATINO AS FOLLOWS:
Caribbean

0
0

Central American

0

Mexican/Mexican-‐‐American/Chicano

0

Puerto Rican

0

South American

0

Other
Declined to Answer

649

Unknown

31

Total Served

680

0

FY 2020
NON-‐‐HISPANIC OR NON-‐‐LATINO AS
African
FOLLOWS:
Asian Indian/South Asian

29
5

Cambodian

3

Chinese

2

Eastern European

0

European

0

Filipino

8

Japanese

2

Korean

1

Middle Eastern

0

Vietnamese
Other

21
239

More than one ethnicity

0

Declined to Answer

0

Unknown

106

Total Served

204
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PEI P2 PLAN – School Linked Services (SLS) FAMILY ENGAGEMENT PROGRAM
SCHOOL LINKED SERVICES (SLS) FAMILY ENGAGEMENT PROGRAM is a partnership with school districts
to comprehensively integrate and streamline coordinated services for students and families. SLS Family
Engagement encompasses service coordination through SLS Coordinators to school-based behavioral
health programs such as Prevention and Early Intervention (PEI) services and SLS behavioral health (SLS
BH) services in addition to community resources. The program provides family engagement events and
workshops and series to engage and welcome families and to increase their knowledge. SLS Family
Engagement services are conducted through a community participatory approach, through which
partnerships between schools, public agencies, and community-based organizations are developed in
Santa Clara County.
DUPLICATED NUMBER SERVED: 6,980
POSITIVE RESULTS
• Most districts utilized their SLS coordinator to be part of the emergency support system to
support families during shelter-in-place.
• SLS Coordinators adapted to new functions supporting families with basic needs, supporting
community partnerships for virtual resources and technology access during distance learning.
• SLS Coordinators facilitated reengagement groups and mental health outreach to support
student and family needs with virtual groups like mental health townhalls.
• Behavioral health services and PEI services were offered to all school sites within the districts.
• Access to community supports were streamlined with the use of established partnerships among
SLS coordinators and CBOs.
• 75% of families reported that SLS services they received helped them learn more about the
services and supports available in their community as well as their health and well-being (73%).
• The SLS Family Engagement program improved caregivers ability to find resources for their child
(67%), helped them advocate for their child (65%), and increased their child’s academic success
(76%). 83% of Superintendents, school administrators and faculty reported t SLS Family
Engagement has improved school-family-community partnership. SLS administrators feel the
program’s most significant benefits involve connecting diverse community partners in lasting
relationships.
IMPLEMENTATION CHALLENGES
• With shelter-in-place orders and distance learning, transitioning from in-person services to
remote services was challenging. Outpatient mental health services were transitioned to
telehealth. Families found it challenging to engage with their treatment team in an effective
manner and to navigate communication and technology issues. Community-based organizations’
capacity was limited due to shelter-in-place.
• It was challenging to secure access to additional supportive resources outside of mental health
resources during shelter-in-place, connecting with at-risk families remotely, and streamlining SLS
online referral system during distance learning. Persistent confusion and frustration from families
adjusting to distance learning.
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•
•
•
•

Fewer students and families participated in family engagement one-time event and series due to
the COVID-19 pandemic and school closures.
BHSD needed to revamp the quarterly narrative reporting tool to more directly align with the
goals of SLS evaluation.
Updating and improving data collection to gather additional datapoints such as insurance type,
reason for referral, additional services provided by the SLS Coordinator etc. which resulted in
missing data.
Transitioning data & evaluation contractors at the end of the fiscal year was a large undertaking
that required significant time and effort to facilitate.

LESSONS LEARNED
• Availability to seek partnerships with CBOs in order to address the needs of school districts was
crucial. Support systems needed to be established to manage the increase in need for basic
needs with families.
• Parent communication and engagement was key in the success of distance learning during
adjustment periods.
• School district administrators reported value in the program’s ability to streamline referral
processes, which in turn saved families and staff time and resources. SLS coordinators played an
important case management role, helping families access a variety of services through the school
and local service organizations.
• COVID-19 amplified the needs of families for basic resources and served as a crisis trigger for
many of those at risk, resulting in what felt like an increase and spike in referrals, testing the
capacity of the SLS program. In many cases, parents had misconceptions about the availability of
resources and eligibility criteria.
• SLS coordinators identified a need to transition and streamline referral processes during distance
learning due to COVID-19.
• BHSD, school districts, SCCOE, and the new evaluation contractors needed to work together to
update the Service Link App to improve data collection.
• Indicators for data collection needed to expand to include reason for referral and insurance
status.
RELEVANT EXAMPLES OF SUCCESS / OUTCOMES
• Most of the families that completed an End-of-Year Family Survey reported that SLS services they
received helped them learn more about the services and supports for their health and well-being
(73%). Most families that completed the Family Survey reported that SLS services they received
helped them advocate for their child (65%) and increased their child’s academic success (76%).
• The vast majority (92%) of staff members who completed the SLS Superintendent and Supervisor
Survey believe that SLS increased families’ access to community resources and services, with the
same percentage believing that the initiative improved student health and well-being.
SUCCESS STORIES
A Franklin McKinley School District student was referred by school staff for housing support. The family
had been staying in a motel for about a week. The family was in distress because they were running out
of money to pay for their room and food. When the SLS coordinator received the referral, she
immediately contacted the parent to provide assistance and resources. Based on the family’s need for
case management services, she connected the family to Uplift Family Services (Uplift) for a Family
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Partner to support the family in navigating the County’s safety net resources for food and other basic
needs. Meanwhile, the SLS coordinator contacted the City of San Jose’s Homelessness Response Team
who then connected the SLS Coordinator with a staff member from People Assisting the Homeless
(PATH) to support the parent with an intake process over the phone. The PATH case manager let the SLS
coordinator know that the family qualified for a long-stay hotel voucher program with Abode Services
(Abode). Abode assured the family that they would not be separated and would have their own room in
a family shelter. The parent was relieved and appreciated the collaboration between the SLS coordinator
and community-based organizations to connect his family to food, safe shelter and case management
services aimed at transitioning the family into more stable housing. The family was successfully
connected to a long-stay hotel.
FY2020 PROGRAM DEMOGRAPHICS
AGE GROUP

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Older Adult (60+)
Declined to Answer

FY 2020
5,527
1,451
0
0
0

Unknown

2

Total Served

6,980

SEXUAL ORIENTATION (SINGLE -SELECT)

Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer

FY 2020
0
1
0
0
1
0
249

Unknown

6,729

Total Served

6,729

GENDER IDENTITY (SINGLE -SELECT)
ASSIGNED SEX AT BIRTH:

FY 2020

72

Male

3,583

Female

3,375

Decline to Answer

0

Unknown

22

Total Served

6,980

GENDER IDENTITY:

FY 2020
Male

0

Female

0

Transgender Male

0

Transgender Female

0

Genderqueer / Gender non-conforming

0

Questioning or Unsure of Gender Identity

0

Another Gender Identity

0

Decline to Answer

0

Unknown

6,980

Total Served

6,980

PRIMARY LANGUAGE (SINGLE SELECT)

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

FY 2020
2,988
3,225
425
0
82
0
235
0
25
6,980

73

*IF “OTHER”, PLEASE PROVIDE THE NAME OF THE LANGUAGE AND NUMBER BELOW:

Language
Arabic, Cantonese, Mandarin,
Tagalog, Other

FY 2020
235

RACE (MULTI-SELECT)

American Indian or Alaska
Native
Asian
Black or African American
Native Hawaiian or other
Pacific
White Islander
Other
More than one race
Declined to Answer
Unknown
Total Served

FY 2020
0
869
299
0
429
4,812
559
0
12
6,980

ETHNICITY (MULTI -SELECT)

FY 2020
HISPANIC OR LATINO AS FOLLOWS:

Caribbean
Central American
Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown

0
0
0
0
0
4,812
0
0

Total Served

4,812
FY 2020

NON-‐‐HISPANIC OR NON-‐‐LATINO AS

African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European

follows:
299
0
0
0
0
0
74

Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity

0
0
0
0
0
1,298
559

Declined to Answer

0

Unknown

12

Total Served

2,168
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PEI P2 PLAN – School Linked Services (SLS) PEI STRENGTHENING FAMILIES & CHILDREN
PROJECT
SCHOOL LINKED SERVICES (SLS) STRENGTHENING FAMILIES AND CHILDREN PROJECT works to prevent
or intervene early in the development of emotional and behavioral problems in school children by
providing outcome-based parenting strategies, mental health promotion and outreach services,
classroom wide social skills training, family workshops, and short term therapy services. This array of
available services support children who may be experiencing symptoms ranging from
behavioral/emotional distress to depression and anxiety caused by trauma or other risk factors. Services
are provided to students ages 6-18 attending a PEI designated school, their siblings, and their families.
Siblings ages birth to 5 are linked to specialty early childhood services designed for younger children and
their families.
DUPLICATED NUMBER SERVED: 1,336
POSITIVE RESULTS
• After Covid-19 caused a reduction in referrals, BHSD was able to expand services to district-wide
at the targeted school districts.
• Some in person services were able to re-launch with safety protocols in place: In person options
including outdoor student groups, home visits, home learning environment assessments and
parent coaching for assisting students with learning from home.
• A variety of creative virtual services were launched, such as the following: Classroom wide
observations and advice for teachers on students who appear disengaged on zoom, classroom
observations for individual students, both those who have been referred and those who may
need a referral and assessment, Individual therapy, family therapy via online platforms, such as
zoom, teacher drop in virtual groups for support (weekly in evenings).
IMPLEMENTATION CHALLENGES
• As a result of Covid-19, schools closed and there was limited contact with students, who were
distance learning.
• Covid-19 forced a Shelter-In-Place to go into effect mid-March of 2020, resulted in a halting of
new referrals.
• Many students disengaged in services after transitioning to distance learning in 2020.
• Recruitment of bilingual staff was difficult, so interpretation services for caregivers was required
in some cases.
• After clinician positions became vacant, it took a significant time to hire replacements.
LESSONS LEARNED
• While distance learning, it was essential to keep contact with families as they transitioned from
services online from in person school based services.
• “Zoom fatigue” and other challenges with the online format have to be accommodated for with
scheduling changes and adapting the length and frequency of services.
• Referrals were a challenge that school staff larger were unable to focus on as they focused on the
academic issues related to transitioning to online learning.
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RELEVANT EXAMPLES OF SUCCESS / OUTCOMES
Outcomes Measure
Suicide
Incarceration
Incarceration
School failure or drop
out
Unemployment
Homelessness
Homelessness
Removal of children
Prolonged Suffering

CANS Identifier
Suicide Risk item
Legal item
Delinquency item
School Attendance
item
Job Functioning item
Living Situation item
Residential Stability
item
Safety item
Behavioral and
Emotional domain

FY 2020
99%
100%
99.6%
97%
96%
99.7%
99%
100%
Reduction
in domain
score by
18%

Notes: (1) Source: Child and Adolescent Needs and Strength Questionnaire (CANS 5+). (2) N/A=Not
available (3) Discharge CANS. (4) Assessment Type. (5) % is the percent of CANS Discharge Assessments
with a rating of 0 or 1, a non-actionable rating.
SUCCESSFUL DISCHARGE BY FISCAL YEAR

Successful Discharge

FY 2020
73%

Source: BHSD PLM Tableau Dashboard

SUCCESS STORIES
*Names changed to protect client confidentiality*

These past few months “Vanessa” has had difficulty engaging in distance learning. She struggles to
express herself when she is upset and has a hard time seeking support from school. Two weeks ago, in a
session “Vanessa” shared that she wanted to start working and saving for college, so she began to apply
for jobs. Due to her low grades she did not qualify for a Work permit. She began to practice in session
and role play seeking support from her school staff to raise her grades. Even though engaging with
school staff was difficult for her, she has been able to raise her grades. “Vanessa” still has work ahead of
her to complete assignments, but she has been granted a temporary Work permit as a result of her hard
work. She is on her way to raising her grades and saving for college.
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FY2020 PROGRAM DEMOGRAPHICS
AGE GROUP
FY 2020
Children/Youth (0--‐15)

1316

Transition Age Youth (16--‐25)

24

Adult (26-‐‐59)
Declined to Answer

0

Unknown

0

Total Served

0
1336

SEXUAL ORIENTATION (SINGLE -SELECT):
FY 2020
Gay or Lesbian

0

Heterosexual or Straight

0

Bisexual

0

Questioning or unsure of sexual orientation

0

Queer

0

Another sexual orientation

0

Decline to Answer

0

Unknown

1336

Total Served

1336

Note: Data was not collected by program for consumers ages 12+.
GENDER IDENTITY (SINGLE -SELECT)
ASSIGNED SEX AT BIRTH:

FY 2020
Male

776

Female

559

Decline to Answer

0

Unknown

1

Total Served

1336

GENDER IDENTITY:
FY 2020
Male
Female

0

Transgender Male

0

Transgender Female

0

Genderqueer / Gender non-conforming

0

0
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Questioning or Unsure of Gender Identity

0

Another Gender Identity

0

Decline to Answer

0

Unknown

1336

Total Served

1336

Note: Data was not collected by program for consumers ages 12+.
PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020
English

918

Spanish

312

Vietnamese

6

Chinese

3

Tagalog

0

Farsi

0

Other*

3

Declined to Answer

0

Unknown

94

Total Served

1336

IF “OTHER,” PLEASE PROVIDE THE NAME OF THE LANGUAGE AND NUMBER BELOW:
Language
FY 2020
Japanese
0
Middle Easter
0
Portuguese
0
Punjabi
1
Russian
2
RACE (MULTI-SELECT)
FY 2020
American Indian or Alaska Native

1

Asian

66

Black or African American

39

Native Hawaiian or other Pacific Islander

0

White

123

Other non white

951

More than one race
Declined to Answer

0
0

Unknown

156

Total Served

1336
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ETHNICITY (MULTI -SELECT)
FY 2020
HISPANIC OR LATINO AS FOLLOWS:
Caribbean
Central American
Mexican/Mexican-‐‐American/Chicano
Puerto Rican
South American
Other

932

Declined to Answer
Unknown

19

Total Served

951
FY 2020

NON-‐‐HISPANIC OR NON-‐‐LATINO AS FOLLOWS:
African

39

Asian Indian/South Asian

4

Cambodian

7

Chinese

6

Eastern European

0

European

0

Filipino

8

Japanese

0

Korean

1

Middle Eastern

0

Vietnamese

32

Other

153

More than one ethnicity

0

Declined to Answer

0

Unknown

135

Total Served

385
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PEI P2 PLAN – School Linked Services (SLS) UNCONDITIONAL EDUCATION PROGRAM
SCHOOL LINKED SERVICES (SLS) UNCONDITIONAL EDUCATION PROGRAM is grounded in a Multi-Tiered
System of Supports (MTSS) framework that fully integrates trauma-informed prevention and early
intervention within the provision of academic, behavioral, and social-emotional interventions for
students. In partnership with school communities, the UE program works to build the capacity of
teachers and caregivers to identify and respond to behavioral health needs, while providing coordinated
and universally accessible behavioral health supports for students. The primary result is improved
academic performance and social-emotional well-being for the most struggling students, including
students with disabilities, students who experience chronic stress and trauma, students who are English
language learners, students in foster care, and systems-involved youth, as well as a safer and more
engaging culture and climate for your school(s).
UNDUPLICATED NUMBER SERVED: 26
POSITIVE RESULTS
•
•
•

•

Completed transition of services from Legacy Academy to Rosemary Elementary and Fremont High
School.
Retained staff during transition of schools, including a significant difference in location of the
original school from the two new schools.
Seneca quickly pivoted into working remotely and staying connected with students, families, and
teachers through remote platforms (phone, FaceTime, Zoom) to help everyone get through this
strange and unique time. The team stayed connected with the students and families on the clinical
caseload as much as possible.
Seneca worked to provide case management and support for the holistic needs of families,
connecting families with resources such as food pantries, unemployment benefits, rent support,
and eviction protection.

IMPLEMENTATION CHALLENGES
• Due to Legacy Academy closing due to low enrollment, this program was transitioned to
Rosemary Elementary and Fremont High School, resulting in a new ramp up and associated
challenges.
• As a new program at the two identified schools, the program had to start with new referrals at
the beginning of the school year.
• Delays with Medi-Cal site certification resulted in delays in being able to accept referrals and
open them on staff caseloads.
• Covid-19 forced a Shelter-In-Place to go into effect mid-March of 2020, resulted in a halting of
new referrals.
• Many students disengaged in UE services after transitioning to distance learning in 2020.
• UE Program services are heavily in person focused, and the distance learning format was not
conducive to having staff in the virtual classroom.
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LESSONS LEARNED
• Transitioning from the most established middle school model to the elementary and high school
versions was a challenge that needed extensive planning and adaptations.
• It is vital to have regular, such as monthly, site collaborative meetings amongst providers and
school point people.
• Consistent communication and meetings with the Superintendent and District Level leadership
assists with trouble shooting.
RELEVANT EXAMPLES OF SUCCESS / OUTCOMES
Seneca adapted their support for the school staff in implementing trauma informed practices. They
facilitated staff support circles (on Zoom during staff meetings) to give staff a chance to process the
changes they were experiencing due to the COVID-19 pandemic. In addition to the COVID-19 pandemic,
this recent quarter saw a surge in overall awareness and outrage about the centuries-old racial injustice
in our country and the collective racialized trauma that has been affecting Black communities as well as
Indigenous communities and other communities of color. Seneca’s team supported the school in
leading reflection circles with staff (on Zoom during staff meetings) about personal identities and how
that relates to the work as anti-racist educators.
FY2020 PROGRAM DEMOGRAPHICS
AGE GROUP

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Declined to Answer
Unknown
Total Served

FY 2020
23
3
0
0
0
26

Sexual Orientation (Single-select):
FY 2020
0
0
0
0
0
0
0
26
26
Note: Data was not collected by program for consumers ages 12+.
Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer
Unknown
Total Served
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GENDER IDENTITY (SINGLE-SELECT)

Assigned SEX AT BIRTH:

Male
Female
Decline to Answer
Unknown
Total Served

FY 2020
16
10
0
0
26

GENDER IDENTITY
FY 2020
0
0
0
0
0
0
0
0
26
26
Note: Data was not collected by program for consumers ages 12+.
Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity
Another Gender Identity
Decline to Answer
Unknown
Total Served

LANGUAGE
FY 2020
English

13

Spanish

13

Vietnamese

0

Chinese

0

Tagalog

0

Farsi

0

Other*

0

Declined to Answer

0

Unknown

0

Total Served

26
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RACE (MULTI-SELECT)

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other Non-white
More than one race
Declined to Answer
Unknown
Total Served

FY 2020
0
1
0
0
1
20
0
0
4
26

ETHNICITY (MULTI-SELECT)

FY 2020
HISPANIC OR LATINO AS FOLLOWS:
Caribbean
Central American
Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other
Declined to Answer

0
0
0
0
0
20
0

Unknown

0

Total Served

20
FY 2020

NON--‐HISPANIC OR NON--‐LATINO AS
FOLLOWS:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino

0
0
0
0
0
0
1

Japanese

0
84

Korean
Middle Eastern
Vietnamese
Other

0
0
0
2

More than one ethnicity

0

Declined to Answer

0

Unknown

3

Total Served

6

FY2022 PROGRAM MODIFICATIONS
School-Linked Services Unconditional Education: Realignment in service mix based on underutilized case
management in FY20 through FY21 with zero fiscal impact - reducing case management from 20% to 9.5% and
increasing mental health services to 90% (previously 75%).
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PEI P2 PLAN – Triple P (Positive Parenting Program)
TRIPLE P (POSITIVE PARENTING PROGRAM) is a parenting series implemented throughout Santa Clara
County to support families in learning positive parenting techniques to foster positive relationships in
the family and reduce challenging behaviors in children zero through 12. Triple P provides various levels
and lengths of workshops to support various behavioral and parenting challenges (levels 2, 3, 4, and 5).
DUPLICATED NUMBER SERVED: 729
POSITIVE RESULTS
BHSD acknowledged the need for Vietnamese materials per provider reports and facilitated the
connection between Vietnamese provider and Triple P America to translate Triple P materials in
Vietnamese. The ability to offer materials in a threshold language would support family’s engagement,
increase consistency translation among providers and reduce individual transition of materials per
family. System planning and collaboration to support Triple P through virtual platforms.
IMPLEMENTATION CHALLENGES
Providers implementing Triple P reported an increase of individual follow up and review of Triple P
strategies limiting their capacity to offer additional seminars. Training was postponed to the second half
of the fiscal year allowing agencies to onboard new staff, however, unable to attend training as
scheduled due to Shelter in Place Order. Trainings were further postponed as agencies were impacted
by shift in service delivery as they worked to identify appropriate virtual platforms.
LESSONS LEARNED
Each provider and family need for internet and devices that support video conference and applications
such as Zoom, Skype or Microsoft Teams. The consideration of virtual platform guidelines,
confidentiality, and training on virtual facilitation.
RELEVANT EXAMPLES OF SUCCESS
Providers, Parents /Caregivers increase need of parenting strategies to manage an increase of parental
stress with many challenges induced by the Pandemic.
FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
All data are for parents in the program
AGE GROUP
FY 2020

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Older Adult (60+)
Declined to Answer
Unknown
Total Served

34
48
491
69
87
729
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SEXUAL ORIENTATION (SINGLE -SELECT)
FY 2020

Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer
Unknown
Total Served

729
729

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020

Male
Female
Decline to Answer
Unknown
Total Served
Gender Identity:

729
729
FY 2020

Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity
Another Gender Identity
Decline to Answer
Unknown
Total Served

151
558

20
729
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PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

241
297
87
30

3
10
61
729

*If “Other”, please provide the name of the language and number below:
Language
FY 2020
Japanese
3

RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other
More than one race
Declined to Answer
Unknown
Total Served

0
185
23
7
448
17
11
6
32
729

ETHNICITY (MULTI -SELECT)
FY 2020

Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown

33

88

Total Served
FY 2020

Non-‐ Hispanic or Non-‐ Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

2
1

10

6
677
729

FY2022 PROGRAM MODIFICATIONS
Positive Parenting Program: In collaboration with contractor, program realignment costs are recommended for a
reduction in $11,500 while meeting current program needs.
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PEI P3 PLAN – RAISING EARLY AWARENESS CREATING HOPE (REACH)
RAISING AWARENESS CREATING HOPE (REACH) is a collaborative effort between Momentum for
Mental Health (MMH) and Starlight Community Services (SCS). Together, REACH is committed to
providing early intervention and prevention services for youth and young adults who are clinically high
risk for psychosis (CHR-P) throughout Santa Clara County. Our mission is to raise awareness and
understanding of mental illness, specifically early signs of psychosis, within the community while
offering culturally competent and evidence-informed treatment to underserved youth and young
adults, ages 10-25, and their families. Program services include case management, therapy, psychiatry,
occupational therapy, education and employment support, peer and parent mentorship, and various
groups, including Multi-Family Group.
UNDUPLICATED NUMBER SERVED: 104
POSITIVE RESULTS
• EBPS’s learned and applied include Cognitive Behavior Therapy (CBT), Cognitive Behavior Therapy
for Psychosis (CBTp), Multi-Family Group (MFG), and Structured Interview for Psychosis-Risk
(SIPS).
• Targeted outreach efforts focusing on engaging local hospital pediatrics, child & adolescent
psychiatry, and adult psychiatry departments about the REACH program.
• Successful connections were made with local hospitals, medical specialty clinics, psychiatric
providers, schools, and community-based organizations throughout the County.
• Start of the professional evaluation process to complete data collection and process/outcome
evaluation for the REACH program in effort to support continuous quality and consumer
satisfaction improvements along with service delivery.
• Adaptation of County and REACH provider staff to a remote work environment, utilizing a variety
of web-based platforms to conduct both tele-health and interdisciplinary day to day functions
virtually.
IMPLEMENTATION CHALLENGES
• Referrals of consumers experiencing active trauma, substance use, or homelessness which
required consumer connection to other targeted services, outside of REACH programming.
• Consumers being referred after a First Episode of Psychosis (FEP) occurred whom would not be
appropriate for REACH intervention and requires referral to a higher level of care to address the
active phase of psychosis.
• Data collection gaps due to inconsistent data collection by service providers. The NOMS
outcome measure is a lengthy process leading to consumers declining to participate in the data
collection process
• The Covid-19 global pandemic impacted daily operations due to the County Shelter In-Place
Order (SIP Order) issued March 2020. During early phase of the pandemic, REACH direct service
providers had to close their offices to consumers. Staff have pivoted from in-person working to
remote working utilizing multiple web-based platforms.
• Outreach had a limited response by organizations due to the global pandemic. Multiple
organizations cancelled outreach presentations and providers were not available for outreach
efforts as they were focused pandemic response strategies.
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LESSONS LEARNED
• Place importance on relationship building with community partners including expanding
outreach to medical specialty clinics and faith-based organizations to increase awareness of both
REACH programs and screening tools for CHR-P.
• There is a need for maintenance support for consumers post CHR-P program discharge.
• Development of an enhanced referral pathway between CHR-P and FEP programs is needed.
• Many consumers, due to Shelter-In Place, have limited access to technology or a confidential
location to conduct tele-health or screening processes; given most consumers are residing in a
multi-generational or temporary housing arrangement.
• Staff retention at the REACH program level continues to be a barrier to providing skilled services
to the CHR-P population
RELEVANT EXAMPLES OF SUCCESS
• Increased outreach has led to an increase in awareness of the program and population and
consultation support to the Family and Children System of Care programs.
• Participation in multiple evidenced based practice trainings has improved utilization and program
adherence to fidelity models.
• Professional evaluation services have begun which will support program implementation and
improvement.
• Successful adaptation to a remote work environment by program and provider staff while also
adapting strategies to engage program consumers.
OUTCOMES
CHILD AND ADOLESCENT NEEDS AND STRENGTHS OUTCOMES
Outcomes Measure
CANS Identifier
FY 2020
Suicide
Suicide Risk item
90.25%
Incarceration
Legal item
92.69%
Incarceration
Delinquency item
92.68%
School failure or drop out
School Attendance item
87.81%
Unemployment
Job Functioning item
92.68%
Homelessness
Living Situation item
92.68%
Homelessness
Residential Stability item
65.86%
Removal of children
Safety item
68.29%
Reduction in
Prolonged Suffering
Behavioral and Emotional
domain score
domain
by 19%
Notes: (1) Source: Child and Adolescent Needs and Strength Questionnaire (CANS). (2) N/A=Not available (3) Discharge CANS.
(4) Assessment Type. (5) % is the percent of CANS Discharge Assessments with a rating of 0 or 1, a non-actionable rating.

CANS information listed is only for consumers discharged within the FY timeframe. The percentages
noted are the percentage of youth at discharge, who demonstrated non-actionable needs relating to the
identified outcome measure. For example, For FY20 at time of discharge, 90.25% of CANS participants
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demonstrated non-actionable needs relating to suicide risk. The remaining 9.75% of CANS participants
would had actionable needs relating to suicide risk and would have received clinical intervention.
FY 20 CANS Successful Discharges (Negative % Equals POSITIVE Change and 0% Equals No Change)
YBEN
First
CANS

YBEN
Last
CANS

YBEN %
Change

YRB First
CANS

YRB Last
CANS

YRB %
Change

LDF First
CANS

LDF Last
CANS

LDF %
Change

48

39

-19

18

15

-17%

38

29

-24%

Notes: (1) YBEN - Youth Behavioral Emotional Needs, YRB - Youth Risk Factors, LDF - Life Domain Functioning; (2) Source: FY20
Child and Adolescent Needs and Strength Questionnaire (CANS).

•
•
•

Consumers improved in their behavioral and emotional well-being as evidence by a 19%
reduction in CANS Behavioral and Emotional domain score.
Consumers reduced their risk factors as evidenced by a 17% reduction in CANS Youth Risk Factors
domain score.
Consumers improved in their daily life functions as evidenced by a 24% decrease in CANS Life
Functioning domain score.

SUCCESSFUL DISCHARGE BY FISCAL YEAR

Successful Discharge

FY 2018
Not Available

FY 2019
Not Available

FY 2020
57%

Source: BHSD PLM Tableau Dashboard

CONSUMER SUCCESS STORY

FY20 example of consumer success
The consumer was a transitional aged youth (TAY) male referred to REACH program after an increase in
auditory hallucinations leading to withdrawal from community tasks and social settings, involvement in
the legal system including incarceration, and use of illicit substances. His family and significant other
expressed concerns on how to provide support for the consumer. He also struggled with years of
childhood trauma events and had a history using therapy services.
The consumer utilized REACH services including individual therapy, mental health rehab, occupational
therapy, family-peer advocacy, case management, psychiatry, and multi-family groups to support his
treatment. He learned skills including reality testing hallucinations, adaptive coping skills, and worked
with the REACH team members in lessening drug use while increasing social support. His family,
including significant other, actively participated in multi-family group, and served as a model for the new
attendees on how it could support a family in supporting each other.
The consumer experienced many personal challenges both financially and with the sudden death of his
adoptive mother. During his time in the REACH program, he was able to move out of his family’s home
and in with his significant other. He also used skills learned to address grief and anger while avoiding
drug use and legal system involvement. He also successfully managed transportation needs to attend
monthly clinic appointments to receive a long-acting injectable medication to address ongoing mental
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health symptoms. He reported to REACH staff he “hadn’t felt this good in a long time.” The consumer
successfully transferred to an Adult program from REACH to provide ongoing supportive services
including employment assistance.
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FY 2020 DEMOGRAPHICS:
AGE GROUP
FY 2020
Children/Youth (0--‐15)

53

Transition Age Youth (16--‐25)

51

Adult (26-‐‐59)

0

Older Adult (60+)
Declined to Answer

0

Unknown

0

Total Served

0
104

SEXUAL ORIENTATION (SINGLE -SELECT)
FY 2020
Gay or Lesbian

0

Heterosexual or Straight

0

Bisexual

0

Questioning or unsure of sexual orientation

0

Queer

0

Another sexual orientation

0

Decline to Answer

0

Unknown

104

Total Served

104

GENDER IDENTITY (SINGLE-SELECT)

ASSIGNED SEX AT BIRTH:
FY 2020
Male

45

Female

59

Decline to Answer

0

Unknown

0

Total Served

104

GENDER IDENTITY
FY 2020
Male

45

Female

59

Transgender Male

0

Transgender Female

0

Genderqueer / Gender non-conforming

0

Questioning or Unsure of Gender Identity

0
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Another Gender Identity

0

Decline to Answer

0

Unknown

0

Total Served

104

PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020
English

84

Spanish

13

Vietnamese

2

Chinese

0

Tagalog

0

Farsi

0

Other*

0

Declined to Answer

0

Unknown

5

Total Served

104

RACE (MULTI-SELECT)
FY 2020
American Indian or Alaska Native

1

Asian

6

Black or African American

7

Native Hawaiian or other Pacific Islander

0

White

9

Other

81

More than one race

0

Declined to Answer

0

Unknown

0

Total Served

104

ETHNICITY (MULTI-SELECT)
FY 2020
HISPANIC OR LATINO AS FOLLOWS:
Caribbean

0

Central American

0

Mexican/Mexican-‐‐American/Chicano

0

Puerto Rican

0

South American

0

Other

58

Declined to Answer

0

Unknown

0
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Total Served

58
FY 2020

NON‐HISPANIC OR NON-LATINO AS follows:
African

7

Asian Indian/South Asian

0

Cambodian

0

Chinese

0

Eastern European

0

European

0

Filipino

2

Japanese

0

Korean

0

Middle Eastern

0

Vietnamese

4

Other

21

More than one ethnicity

0

Declined to Answer

0

Unknown

12

Total Served

104

96

PEI P1 PLAN – LAW ENFORCEMENT TRAINING
LAW ENFORCEMENT LIAISON (LEL) AND INTERACTIVE VIDEO SIMULATION TRAINING (IVST)
Santa Clara County provides a collection of support mechanisms for police officers— who are often the
first to respond to a mental health crisis— because police officers’ ability to assess a situation and
respond appropriately is critical in creating positive outcomes. The County’s Law Enforcement Liaison
(LEL) Team provides specialized training, including trauma-informed police training, to improve officer
responses to people with mental health issues, while also working to enhance relationships with law
enforcement through greater collaboration and information sharing so that officers can support
individuals they come into contact with by connecting them with mental health services. Additionally,
the LEL Team develops and implements Interactive Video Simulation Trainings (IVST) for officers looking
to increase their ability to interact more effectively and safely with those experiencing a mental health
related crises.
Law Enforcement Liaison (LEL) Team
In Santa Clara County, mental health professionals from BHSD provide specialized training to police
officers through the LEL Team to improve their responses to a person with a mental health issue. The
mission of the LEL Team is to build and enhance teamwork, training, discussion, and collaboration with
law enforcement agencies throughout the County. The ultimate goal of the LEL Team is to provide police
officers with the support and tools they need to improve their responses to someone experiencing a
mental health crisis. The training is also meant to provide law enforcement departments with
information so they can help residents get the mental health services and support they need.
Interactive Video Simulation Training (IVST)
One of the hallmarks of the LEL Team is the ongoing development and implementation of IVST. IVST is
a four-hour program that was developed for officers to increase their ability to interact more effectively
and safely with those experiencing a mental health related crisis. The focus is on greater understanding,
sensitivity, recognition, and effective de-escalation techniques. As part of the training, participants
apply what they have learned in interactive video simulations. These simulations depict people
experiencing a myriad of mental health related challenges.

Trauma-Informed Policing
In order to cultivate and sustain effective relationships with the individuals police officers come into
contact with, it is critical for police officers to able to recognize and address trauma. Trauma-Informed
Policing trainings present a framework for law enforcement which acknowledges the prevalence of
trauma and its related symptoms, and employs response tactics accordingly. Some of the key elements
of trauma-informed police training include identifying signs and symptoms of trauma, and learning
appropriate genera- and situation specific (e.g., interaction with victim of domestic violence) traumainformed responses.
Mobile Response to a Crisis (De-escalation)
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Law enforcement or contracted law enforcement liaisons act as liaisons between BHSD, especially the
MCRT team and Law Enforcement Agencies to identify services or treatment that are most appropriate
to meet the individual’s needs. Depending on the level of risk, mobile crisis staff may provide immediate
support to stabilize the person and then make a same-day referral to a mental health clinic, or arrange
transportation for people experiencing crisis to Emergency Psychiatric Services (EPS) or Mental Health
Urgent Care (MHUC) as needed. The mobile crisis team may also place 5150 involuntary holds. Mobile
crisis staff are co-located with MHUC and in Gilroy and are trained to meet the specific needs of youth,
adults, and older adults.
FY2020 Total number potential responders (outreach audience): 1,571
FY2020 Number of individuals with SMI or SED referred to BHSD treatment system (includes county and CBO
providers): 600

POSITIVE RESULTS
The LEL Liaisons relationships, contacts and knowledge with local LE contributed significantly to the
relationship between Mobile Crisis Response Team (MCRT) and local LE. The LELs have been able to
“sell” the use of MCRT with LE and consequently the number of calls by LE to MCRT has seen significant
growth. Both LE and MCRT recognize their joint objective of reducing incarceration of clients and
intervening before the situations deteriorate.
IMPLEMENTATION CHALLENGES
The biggest challenge this year involved the limitations on training due to COVID. This not a training
platform that works well in a virtual environment. As restrictions on in person gatherings increased,
many training sessions had to be cancelled.
LESSONS LEARNED
The videos that were developed to IVST training have aged and have been seen by many local LE officers
multiples times over the last 8-9 years. Keeping the videos fresh and relevant will make the training
more effective with officers who receive the training on a repeat basis every 2-3. years. It will also allow
for creation of new content using what has been learned over the last 8-9 years.
RELEVANT EXAMPLES OF SUCCESS
A local large police department has seen significant value in IVST training, collaboration with LELs and
working with MCRT. In a desire to further increase the value they have witnessed working in
collaboration, this department has obtained funding to staff officers dedicated to working with BH on
part-time basis to have dedicated officers who can respond to mental heath cases that are the most
challenging within the community.
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OUTREACH NUMBERS
July 1, 2019 – June 30, 2020 (FY2020)
Total number of potential responders (outreach audience): 1,571
List type of setting(s) in which the potential responders were engaged and the type(s) of potential
responders engaged in each setting:
Type of Setting(s)
(ex: school, community
center)

Type(s) of Potential Responders
(ex: principals, teachers, parents, nurses, peers) Separate each type of
responder with a comma.

BHSD Staff Central
Wellness

Clinicians

SCC Assessor's Office
Staff

Staff

South County Re-Entry
Staff

Staff

San Jose Police Dept.
(SJPD) CIT Academy

Police Officers

SCC PSOs County Social
Services Building

Staff

San Jose PD CSO
Academy

Police officers

SCC CIT Academy at Santa Police Officers
Clara Mission Library
Mountainview/Los Altos
PD SWAT Team

Police Officers

SCCSO Corrections

Staff, Police Officers

SCC CIT Academy
Police officers
Sunnyvale Sunnyvale DPS
Gilroy PD

Police Officers

Stanford Dept. of Public
Safety

Public Safety Staff, Officers
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Bill Wilson Center Staff
Santa Clara Veteran’s
Hospital PD. Palo Alto

Staff, Clinicians

Veteran’s Hospital PD.
Palo Alto

Police Officers

Los Altos PD

Police Officers

Santa Clara PD

Police Officers

SCCSO Deputies

Police Officers

Palo Alto Children’s
Health Council Staff

Staff

Santa Clara PD Reserve
Officers Momentum for
Mental Health Staff, S.J.

Police Officers

Momentum for Mental

Staff

SCC CIT Academy at
Police officers at Mountainview
MVPD Mountain View PD

Veteran’s Hospital
HomeFirst Veteran
Services Homeless
Outreach

Staff

HomeFirst Veteran
Services

Staff

San Jose PD CIT Academy

Police Officers

BHSD/SUTS

Substance Abuse Staff, Clinicians

South Bay Regional
Explorer

Staff

Gardner Family Health

Staff, Clinicians
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Number of individuals with SMI or SED referred to BHSD treatment system (includes county and
CBO providers): 600
List type(s) of treatment referred to:
•
•
•
•

Mobile Crisis Response Team
Mental Health Urgent care (MHUC)
Outpatients Services
Community Resources
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PEI P4 PLAN – PRIMARY CARE/BEHAVIORAL HEALTH INTEGRATION FOR ADULTS AND
OLDER ADULTS
NEW REFUGEES PROGRAM, in collaboration with Asian Americans for Community Involvement (AACI)
and Gardner Health Services, provides mental health prevention, outreach, and early intervention
services that target refugees of all ages, and their families that have newly arrived in Santa Clara County
and are unfamiliar with community mental health services or are reticent in identifying themselves or
their family members as experiencing mental health symptoms.
UNDUPLICATED NUMBER SERVED: 96
POSITIVE RESULTS
The AACI’s CST program adjusted to the new circumstances and as essential service thrived to provide a
safe and welcoming space for survivors of torture to find social and emotional support, community,
access to basic resources for daily living, employment support, housing and rent support, and support
with applying for residency, citizenship, and others.
NRP-was able to support our clients during the height of the COVID-19 pandemic. Even though in-person
services halted to a stop, CST program continued to provide essential services mostly via Telehealth. This
was possible because case managers were able to educate clients in learning a new skill, which is how to
navigate remote telehealth services regardless of the many barriers. This allowed for continuity of care
as clients remained connected to their providers.
Despite the physical distance of working from our homes, CST staff members also welcomed new
referrals in order to connect refugees to critical services as their lives were even more disrupted by
social isolation and fear. Many of our clients who are older adults expressed great pride in learning how
to navigate new platforms such as Zoom after sometimes more than an hour of guidance over the
phone. Even though our limitations in meeting practical needs due to pandemic restrictions, many
clients have been even more engaged in therapy and individual rehabilitation because they both desire
the social interaction and are not impeded by barriers such as public transportation and childcare.
To address this increase in anxiety and social isolation, CST Team was able to work together in order to
create a personalized relaxation care package which included emergency kits, aromatherapy, painting
rocks, sewing kits, gift cards and education supplies for the children. We were able to work together and
deliver them to clients and their families. In addition, AACI For asylum seekers court dates were
postponed, asylum interviews as well, indefinitely. The government refused to say whether cases would
be rescheduled in a matter of weeks, or months, or even years. Clients were anxious and despondent,
having already waited so long for their hearing dates to approach. Our initial hope was that we would all
be back in the office, meeting clients in person, within a couple of months. As time passed with COVID19 cases escalating, with more warnings being issued, with science competing with rumor and
conspiracy theory, it became evident that we were settling in for a long haul and could not postpone
either the mental health of our clients or the advancement of When the pandemic first hit, some of the
forensic evaluators expressed they were extremely reluctant to shift to remote treatment, and not only
because it was a bit technologically unfamiliar the real concern, however, was losing all of the subtle
body language—the glances, the eye contact, chairs moving closer or further apart, our own
observations on how a client is sitting, whether they have taken off their jacket, or whether they clutch
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their purses in their laps—that can become compressed and overlooked when viewed remotely on a
screen. Gone, too, would be the human element, the act of merely sitting with a client in the room that
can be so powerful for the clinician and so therapeutic for the client. An essential component to trauma
work is creating a sense of safety, a space where unspeakable things can be said, and heard, and held, in
the strictest confidentiality. How could that type of connection be created and sustained when client
and clinician are in two different locations? With no sense of who might be listening in or creating a
distraction right outside the frame of the camera.
Clients have shown great resilience and flexibility to accommodate and adapt to changes in their mental
health services (including individual, collateral, case management and evaluations/assessment),
particularly in regards to telehealth and services via phone. For some clients, that their cases have been
opened via remotely, this has been the norm from the beginning of their treatment. With the support of
NRP services and to deal with the stressors of the current pandemic, a client was able to use coping skills
that they learned during sessions in addition to relying on his cultural spiritual beliefs such as praying in
order to cope with the change in his job. Client was able to navigate how to work remotely and find
resources to have a private space since he lives in a shared housing and made it difficult to work as a
substitute teacher.
continued to provide support through the Lyft vouchers which allowed our newly resettled families to
continue integrating into society by going to their medical appointments, to the grocery, to the bank and
all essential activities that would be otherwise difficult to navigate with limited transportation resources.
•

To address possible food insecurity, CST continued to provide Shelter in Place kits which included
non-perishable food items and simple board game activities that the families can utilize to cope
with the social isolation.

IMPLEMENTATION CHALLENGES
With the COVID-19 pandemic and social issues affecting our nation, state and county, “unprecedented”
is an all too familiar word to describe the current times. During this pandemic, our organization, AACI,
quickly realized that shifting from a normal to a crisis intervention mode is necessary in order to serve
our clients and community in the best way possible, given the current situation and public health
guidelines. To help with this effort, we shifted from in-person services only to add the Telehealth
services. AACI shifted quickly and all departments adjusted to the new circumstances of COVID-19.
•

Starting services with new clients over telehealth has been especially challenging for two
reasons: 1. Clients most often do not have a safe and private space to talk about trauma
(either they are sharing space with others who could interrupt at any time, or they have to
leave their home to a public space such as a park), which complicates both assessment and
therapy. 2. Providers are not able to observe clients' full body language to monitor signs of
distress, and are helpless to intervene if a client has a dissociative episode or panic
attack. For these reasons some clients chose to not engage in services at this time despite a
belief that they truly needed them. Linking clients to resources has been extremely difficult
given both our inability to meet with them face to face and the extreme limitations on access
to resources in the community at large (i.e. courts, social services offices, and schools are
closed). This has been especially difficult for clients who arrived at the begging of 2020, most
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•

•

•

of whom had not yet found employment: 1. they had not yet paid taxes, leaving them
ineligible for both stimulus checks and similar funds available to undocumented immigrants,
as well as ineligible for unemployment because they had not lost job-related income. 2. They
did not have a job, job search support (and essentially all resettlement support) was now all
remote/virtual, they did not have English skills to complete applications independently, and
few business were hiring due to the pandemic. 3. Children who spoke minimal English
struggled to participate in virtual learning. Many of these individuals still remain unemployed
and are significantly behind in their resettlement process despite initial service timelines now
being past.
When the pandemic first hit, some of the forensic evaluators expressed they were extremely
reluctant to shift to remote treatment, and not only because it was a bit technologically
unfamiliar the real concern, however, was losing all of the subtle body language—the
glances, the eye contact, chairs moving closer or further apart, our own observations on how
a client is sitting, whether they have taken off their jacket, or whether they clutch their
purses in their laps—that can become compressed and overlooked when viewed remotely on
a screen. Gone, too, would be the human element, the act of merely sitting with a client in
the room that can be so powerful for the clinician and so therapeutic for the client. An
essential component to trauma work is creating a sense of safety, a space where unspeakable
things can be said, and heard, and held, in the strictest confidentiality. How could that type of
connection be created and sustained when client and clinician are in two different locations?
With no sense of who might be listening in or creating a distraction right outside the frame of
the camera.
During this time we noticed not only a rise in corona anxiety, stress and health anxiety
amongst people, but our staff, are also dealing with diverse and significant issues. With the
on-going pandemic social distancing, isolation, fear of infection, marital conflicts, and loss of
income are causing immense distress, impacting our staff and taking a toll on their mental
health. Also, the risk of emotional contagion, compassion fatigue secondary traumatic stress
became a real factor in our work. We are now witnessing a heightened level of work
overload, restricted work environment, challenges to come up with effective strategies to
help address concerns of different population and to keep themselves updated with the
resource material which can be of help to the clients. With job demands out numbering job
positives, we are at the greatest risk of facing burnout during COVID-19.
Additionally, uncertainty and unpredictability of the pandemic has increased the likelihood
for people as well as the professionals to experience post COVID-19 stress along with
secondary mental health issues. It therefore becomes of paramount importance for health
care providers to address their own psychological health so as to avoid deleterious
aftershocks of this pandemic.

LESSONS LEARNED
• Despite all the challenges, our clients continued to live their daily lives with resilience. Most of
the individuals that we serve are considered frontline workers, they continued to work at grocery
stores, as caregivers to others, and/or mothers with young children who had to navigate school
systems remotely. Regardless of the barriers, they continue to be hardworking almost not
wanting to take time off because they have families to take care of. As staff members, we were
also able to work collaboratively as a team in order to serve the most vulnerable in our
communities.
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•

•

•

Our clients remain tremendously resilient and taught us a tremendous amount about navigating
a community trauma such as this. Their focus shifted and their survival mode turns on toward
basic needs. Most retained hope by focusing on the positive things in their lives. Many shared
with us, "I have lived like this before. Money is money. I am alive, I am safe, and money can
come later." Clients reacted much more strongly to the riots following the murder of George
Floyd, which triggered memories of civil war and terrorism in their home countries. Education
about free speech, civil rights, and race relations in the United States was essential to provide
context. Clients were grateful for the context, as they began assimilating the difference between
free speech and civil war, and learned the rights of prisoners in the United States.
In terms of forensic psychology, seeing clients remotely has assured the momentum and integrity
of their asylum cases. Seeing them remotely has allowed a clinician, to interview them, test
them, write up reports to support them, and to be able to testify on their behalf. Remote
sessions have allowed us to be able to help them be released from detention centers on bond
and rejoin their families. Our new interns and staff have been able to join the team and become
integrated, and receive supervision. Trainings have been held. Remote technology has helped all
of us at CST, and AACI, to keep doing this work that is so important and, indeed, “essential”. For
all the losses we have grieved for in the past six months, it is good to be reminded of how
resilient we have been in turn.
Another lesson learned is that clients who do not speak English as a first language are much more
likely to engage over text message; personally, no-shows and cancellations have decreased
significantly. Confusing questions can be texted so that clients can run them through an
interpretation app.

RELEVANT EXAMPLES OF SUCCESS
FY 18-20 OUTREACH/PROMOTION GOALS & RESULTS:
Outreach/Promotion (Source: Internal Excel Data)
Total number of attendees (duplicated count) participating in outreach
Outcome: CONTRACTOR will provide
Percent Achieved of Target (600) annually
Prevention and Outreach services to a
minimum of 600 duplicated refugees, and
their families annually residing in Santa Clara
FY 2018 Total: 2765
County.
FY 2019 Total: 2989
FY 2020 Total: 833
6587/1800 = 366% achieved of target
FY 18-20 CLIENT OUTCOME RESULTS AND RELEVANT EXAMPLES OF IMPACT:
The CST’s New Refugee Program (NRP) uses these measurements to track clients’ outcomes: 1)
Current Adaptive Functioning Index-Cross-Cultural Version (CAFI-XC), 2) Client Satisfaction Surveys.
The CAFI-XC (Current Adaptive Functioning Index - Cross-Cultural Version) is a professional
rating tool developed by The Center for Multicultural Human Services. The CAFI-XC is useful for assessing
the functional needs and progress of cultural and language minority clients in eight key areas—Basic
Resources, External Risks, Mental Health, Family Relations, Social Connections, Educational
Achievement, Language Barriers and Cultural Navigation Barriers. Each area or domain is rated on a
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scale of 1 to 5, with 1 being “in-crisis” and 5 being “thriving.” Through CST’s services we can impact the
client’s functioning directly in the areas of Basic Resources, Mental Health, Family Relations and Social
Connections, while linking clients with cultural and educational resources and English as a Second
Language classes.
The Client Satisfaction Survey is administered annually to ensure that our clients are satisfied with their
quality of care. Possible responses range from strongly disagree (1) to strongly agree (4). Survey scores
indicate that all CST clients who responded either agreed (3) or strongly agreed (4) in all of the
categories. The category that received the highest percentage of “Strongly Agree” responses was “Staff
respects cultural background” with 100% of respondents. Overall, survey results have consistently
shown that CST services are accessible, culturally sensitive, and satisfy clients’ needs.
FY2020 Data

FY 20 - CST Client Satisfaction Results (n=22)
3.68

10. Overall, feel better as a result

3.39

9. Helped me cope with outcomes

3.63

8. Involved in treatment goals

3.73

7. Staff respects cultural background

3.62

6. Would recommend
5. Likes services received

3.83

4. Received service in preferred language

3.80
3.54

3. Easy to change schedule

3.44

2. Staff meets me at locations convenient

3.68

1. Location is convenient
1.00

1.50

2.00

2.50

3.00

3.50

4.00

Relevant Examples of Success in FY 2020:
• This uninterrupted contact remained crucial to clients. How devastating and lonely our
interactions would have been without remote technology, without the ability to even see each
other’s’ faces. Zoom technology allowed us to continuing seeing clients, and for clients to
continue feeling seen and validated. Rather than having to put a bookmark in our services, and
pause indefinitely, we have been able to keep working, connecting, moving forward. The hard
work of clients’ trauma therapy was able to continue, as well as the forensic work necessary to
help secure them asylum. Our work with our clients became even more important, as clients now
had even more anxiety and depression and re-traumatization to contend with, due to the
pandemic and the further stress and burden of financial and academic and family uncertainty. As
the old saying goes, “If the Mountain cannot come to Muhammad. Muhammad came to the
mountain.” Our clients have not been able to come to 2400 Moorpark Avenue, but we were able
to come to them, to each individual home and family.
•

One clinician shared the example of working with a CST’s client together with an interpreter to
scribe a Cambodian refugee and genocide survivor’s life story. The experience provided the client
with a deep sense of healing, the ability to reflect and review her life in one complete narrative,
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and to feel genuinely seen, heard, acknowledged, and valued. The clinician is planning to submit
this life narrative to a historical archive in order to honor client’s history and preserve her
courageous testimonial.
•

A critical example of success is our ability to continue providing an important service of helping
survivors of torture take one step closer to United States Citizenship through N-648 evaluations.
Most of the clients that we serve had to live through trauma reminders as they socially
quarantine. For example, many of them heard of friends and or acquaintances that passed away
in their home countries due to the COVID-19 virus. For an individual who has not been able to
visit their home country because of limitations imposed by not being a US Citizen this carries an
immense feeling of guilt.

•

A client with severe social anxiety due to self-consciousness about facial scars was forced to face
this fear when her ESL classes transitioned to the Zoom and she was required to keep her camera
on; she discovered that her fears were unfounded, and was able to make new friends. Another
client completed coursework in her MFT program, and is now beginning her practicum as a
virtual therapist. Another has almost completed an internship in her field, and the entire
company is pressing her to apply for a job there. Clients forced to be in prolonged close quarters
with family members are taking steps toward setting boundaries and improving communication.
1. Clients have reported that they have been able, at different degrees, to cope with multitasking
with different functions (parenting, schooling, working from home or outside home, caregiving
to another person, etc.). Resources from the community have been crucial for clients and their
families to retain some normalcy with their routines and basic needs (e.g., codes for free
transportation through Lyft to support clients to maintain job or attend medical appointments).
2. A newly resettled older adult Afghan refugee was supported by our program by linking her with
access to basic needs during the shelter in place. Client was linked to AACI’s Senior Wellness
Program in which she was provided with non-perishable food items, fruits and vegetables to
support in food insecurity. She was also linked to Lyft $50 ride vouchers in order to support in
transportation in which she utilized to go to her medical appointments to address her physical
pain and health needs.
In the end, we are able to provide a glimpse of hope during a disheartening global pandemic.
Despite remote work, we collaborated successfully and helped clients from war-torn countries
dream that one day they will be able to visit their birthplace.

FY 20 DISCHARGED CLIENTS OUTCOME GOALS & RESULTS:
Outcome Goal: 60% of those New Refugees receiving services for a minimum of 60 days will
demonstrate at least one point improvement on the Current Adaptive Functioning Index-Cross-Cultural
Version (CAFI-XC) between the pre and post assessments across the following three domains: Mental
Health; Social Connection and Family Relations. These outcomes will be reported to the MHSA OAC for
the purpose of evaluating the Early Intervention Program.
Scoring:
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1 = Daily functioning severely compromised or in crisis.
2 = Daily functioning significantly limited or vulnerable to enter crisis.
3 = Daily functioning somewhat impacted or fragile.
4 = Daily functioning stable.
5 = Daily functioning thriving
On the CAFI-XC, the following improvements were noted for 23 discharged clients who received services
for a minimum of 60 days in FY 2020.
Average
CAFI
Intake

CAFI-XC Domains

Average
CAFI
Discharge

% of Clients
% of Clients
that Showed that
Improvement Maintained

Basic Resources

2.89

3.86

65%

30%

External Risks

3.59

4.35

65%

30%

Mental Health

2.94

3.55

65%

26%

Family Relations

3.58

3.83

26%

65%

Social Connections

2.22

3.09

78%

13%

Language Barrier

2.53

2.98

48%

35%

Navigation of Cultural Barriers

2.30

2.78

48%

52%

FY 2020 - Average CAFI Intake vs Discharge
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FY 2020 - DISCHARGED CLIENTS CAFI -XC
(N=23)
1

1

2Improved

7

7

6

Maintained
2

Declined
2

3

8

15
15

15

4

12

18

15

11

11

6

FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP
FY 2020

Children/Youth (0--‐15)
Transition Age Youth (16--‐25)
Adult (26-‐‐59)
Older Adult (60+)
Declined to Answer
Unknown
Total Served

5
14
62
15
96

SEXUAL ORIENTATION (SINGLE -SELECT)
FY 2020

Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Decline to Answer
Unknown
Total Served

2
73

21
96

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020
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Male
Female
Decline to Answer
Unknown
Total Served
Gender Identity:

43
53
96
FY 2020

Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity
Another Gender Identity
Decline to Answer
Unknown
Total Served

35
45
1
15
96

PRIMARY LANGUAGE
FY 2020

English
Spanish
Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

22
11
3
14
20
26
96

*If “Other”, please provide the name of the language and number below:
Language
Arabic
Russian
Sign ASL
Other Non-English
Turkish
Cambodian
French
Mandarin

FY 2020
6
2

3
1
3
5
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RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other
More than one race
Declined to Answer
Unknown
Total Served

12
23
36
13
2
10
96

ETHNICITY (MULTI -SELECT)
FY 2020

Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐ American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown
Total Served
Non-‐ Hispanic or Non-‐ Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

15
15
23
3
2
5

14
25
2
5
2
96
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PEI P4 PLAN – Integrated Primary Services Culture Community (IPSCC)
THE INTEGRATED PRIMARY SERVICES CULTURE COMMUNITY (IPSCC) PROGRAM, FORMERLY KNOWN AS
INTEGRATED BEHAVIORAL HEALTH (IBH) program provides low-to-moderate behavioral health services
to patients. These services help patients cope with stressful situations, behaviors or moods that may affect
their overall medical condition and recovery. Primary care providers and IBH staff work as a team to help
patients learn how to cope with depression, anxiety, and other issues related to their medical condition;
make appropriate lifestyle changes; and increase their self-efficacy.
People with mental and substance abuse disorders may die decades earlier than the average person —
mostly from untreated and preventable chronic illnesses like hypertension, diabetes, obesity, and
cardiovascular disease that are aggravated by poor health habits such as inadequate physical activity,
poor nutrition, smoking, and substance abuse. Barriers to primary care — coupled with challenges in
navigating complex healthcare systems — have been a major obstacle to care.
At the same time, primary care settings have become the gateway to the behavioral health system, and
primary care providers need support and resources to screen and treat individuals with behavioral and
general healthcare needs. Integrated care offers a systematic coordination of general and behavioral
healthcare. Integrating mental health, substance abuse, and primary care services produces the best
outcomes and proves the most effective approach to caring for people with multiple healthcare needs.
This program intends to:
1. Provide outreach and services to people 18 and older; and
2. Implement an integrated behavioral health services model within local Federally Qualified Health
Centers that serve underserved ethnic minorities building on successes from previous years.
The target population for these services include adults/older adults at risk of mental health issues
instead of those already experiencing mental health problems.
UNDUPLICATED NUMBER SERVED: 867
POSITIVE RESULTS
In the last fiscal year, we have been able to provide early intervention services for patients who
frequently visit the Emergency Rooms with symptoms associated with anxiety and panic attacks. By
participating in IBH services many of these patients discontinued using the emergency rooms and visits
to EPS. Although this information is not tracked we do know that it is a significant amount of individuals.
Another success is that we have been able to retain staff throughout the entire fiscal year and this
helped maintain continuity of services to patients. As a department we were able to meet and exceed
the expected productivity which roughly translates to 600 encounters per clinician per year. Despite the
challenges that were brought upon by Covid-19 e.g. staff getting sick, patients getting sick and patients
cancelling due to fear of exposure to the virus, by offering tele health services, the IBH department was
able to continue to provide services to our patients and will continue to do so as long as it is necessary.
In fact, the IBH department was able to meet and exceed productivity through the use of tele health to
pre covid-19 numbers. Through the use of tele health services we are able to reach out to more patients
112

who would otherwise not be able to visit the clinic due to transportation issues or fear of exposed to
Covid-19.
The IBH staff was able to get together in the beginning of the fiscal year to develop department goals for
the fiscal year such as: participate in evidence based trainings that have been proven to be effective in
short term therapy, ensuring that every single clinician is certified in providing 5150 holds, completing
the IT MTTTRs curriculum which focuses on providing medical assisted services to treat Opioid Use
Disorder, as well as completing an LGBTQ cultural sensitivity training.
The IBH Department was also instrumental in providing emotional support to patients who were
exposed to the Garlic Festival shooting that took place early in the fiscal year. Many of the patients
developed trauma, Acute Stress Disorder, and Posttraumatic Stress Disorder and our department was
able to assess, refer out as necessary and treat patients in a timely fashion.
Patient stories from 2 different IBH staff:
November 2019: Patient was a 55-year-old, heterosexual, Spanish-speaking, Mexican female, and
mother of 2 kids who was a resident of San Jose area. Pt lived with her husband and two children. Pt.
made an appointment with her PCP due to “emotional” symptoms, but also physiological symptoms.
This patient was referred to IBH services by her PCP due to sleep disturbance, depressed mood,
irritability/tearfulness, difficulty engaging in daily activities, feeling anxious and difficulty relaxing,
headache and muscle tension. During pt.’s treatment (about 6 sessions), clinician worked with her in
developing coping skills in order to decrease pt.’s symptoms. Some of these coping skills were:
mindfulness, engagement in self-care and communication skills with her relatives, in order for her to get
the support at home around home responsibilities and allowing herself to practice relaxation at home.
These changes allowed for pt. to feel empowered and supported as she stated that her tension and
headaches went away, her tearfulness decreased completely and felt more open to having
conversations with her family, instead of isolating from them. Pt also stated that her sleep improved and
felt “rested” in the mornings. Having an integrated team at the health center allowed this pt. to work
with her PCP in reducing her physiological symptoms and reducing the stigma around accessing
behavioral health services. This integrated model also provided pt. with having a therapist on the same
location, which was already seen as a familiar and trustworthy place by this patient. Collaboration
between PCP and therapist were essential as the team worked on supporting the pt. in reducing her
symptoms, improving her overall health, and preventing the development of serious mental and medical
illness.
June 2020: Patient was a 17-year-old heterosexual, cisgender, Taiwanese American female who
immigrated to the U.S. in 2016. The patient was referred to the Integrated Behavioral Health (IBH)
program by her primary care provider for symptoms of depression and history of self-harm. The IBH
clinician conducted a warm hand-off session during the patient’s visit with the primary care provider
(PCP). During the session, the clinician met with the patient and her parents to understand the patient’s
symptoms, introduce them to IBH services, provide education on the integration of mental and physical
health care, discuss treatment plan, and make an appointment for the patient to begin individual
therapy. The warm hand-off session significantly reduced barriers to mental health services through
psychoeducation and treatment planning. When the patient first began treatment, she presented with
symptoms of depression, including low mood, insomnia, fatigue, feelings of worthlessness, suicidal
ideation, and self-harm in the form of cutting her wrist with a craft knife. The clinician worked with the
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patient to create a safety plan to maximize the patient’s utilization of positive coping strategies (e.g.,
social support) and minimize her risk for self-harm and suicidal behaviors. The clinician was able to
involve the patient’s parents in treatment as she was able to conduct collateral sessions in Mandarin.
The patient attended weekly individual therapy sessions at the health center with the IBH clinician.
Holding therapy sessions at the same location as her PCP appointments helped reduce the stigma
surrounding mental health treatment and promoted the patient’s engagement in treatment. By the end
of a three-month period, the patient showed significant reduction in her depressive symptoms, including
a complete remission of self-harm behaviors and suicidal ideation.
IMPLEMENTATION CHALLENGES
The biggest challenge during this fiscal year was the pandemic which caused major changes in the way
the company and its clinics provided services to the patients. In April 2020, most of the clinicians were
given remote access and began to provide mental health services using tele health. This required that
the department develop tele health protocols that aligned with county and state guidelines. Due to the
pandemic Gardner Health Services laid off ¼ of the work force and this translated to IBH having to lose
all of the peer partners. This meant that on top of providing tele health services and learning a new way
of delivering services, the clinicians all had to take over peer partner responsibilities and roles. This
created a huge strain in our resources and many clinicians started to feel burned out quickly. In addition,
there was a higher need for clinicians to take on additional patients as more and more patients were
being referred to IBH by their PCP due to the pandemic and shelter in place orders.
Another challenge is that many of the patients who receive IBH services are unsponsored thus they
don’t qualify for many of the state and federal programs that offer financial assistance or food
resources. Thus, clinicians are actively looking and researching for different local resources that offer
these much needed services. Furthermore, the word Covid-19 started to become associated with death
which created a lot of loss for patients all over the community. Many of these patient’s family members
were either linked to specialty mental health services when appropriate, linked to IBH or referred to the
Center for Living With Dying. This also created an extra layer of concern for IBH clinicians as many of
them started to experience secondary trauma as they listened to these stories on a daily basis or they
themselves experience their own loss of a loved one or a friend. This has precipitated that during our
own weekly meetings we debrief, consult, and discuss patient’s cases as well as transference issues that
may come up in the field during the course of the week. IBH clinicians have been provided with EAP
information for additional support.
Stigma around mental health is a barrier that we continue to experience with implementation of IBH
services in our Health Center. Patients are not typically coming into our clinic seeking MH services and
often choose not to use services after the medical provider has introduced it to them. There has been
significant challenges around engaging the Vietnamese-speaking population into services. The stigma
around this community accessing mental health services is still great. Some of the clients have expressed
that they do not feel comfortable in talking about “their issues” or “family issues” with providers.
• Ongoing changes in staffing have also been challenging. In FY 19/20, we had the following
changes in staffing: We were able to hire a full-time licensed social worker who speaks Spanish
who started 3/3/20. It took 5 months of advertising and searching to find this candidate. Our .80
FTE IBH Manager left on 3/12/20 and we will not have a replacement until 8/1. We have had a
.50 FTE psychological practicum student who will be leaving at the end of June and will not be
replaced.
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•

•

The onset of the coronavirus pandemic in mid-March 2020 has severely impacted referrals to
IBH because starting in late March all visits have been done by phone or video (telehealth).
Patients were not being brought into the clinic for routine or sick care. We began providing
telehealth services through video and phone calls, but patients had difficulty engaging in therapy
and expressed not feeling comfortable using telehealth or phone services. At the end of May we
started considering how we might open up again to routine and sick care, and are now providing
in-person care.
Because of loss of employment, patients expressed wanting to get more support around getting
a job, and discussing behavioral and emotional issues. We have worked with patients to connect
them with the appropriate resources, based on their needs. These resources were provided by
using our Patient Navigators, case managers in our Behavioral Health department, and
community resources.

LESSONS LEARNED
As a department IBH has been instrumental in recruiting patients referred by their PCP due to mental
health concerns that otherwise may have gone undiagnosed or untreated or perhaps would have
frequent visits to Emergency Psychiatric Services. IBH clinicians are equipped and trained in determining
the level of care that a patient needs and through some of the most current data we have been able to
determine that IBH keeps most of the patients referred to our department. This means that less and less
patients are being referred to specialty mental health services or have to ensure suffering that can result
from an untreated mental health illness. IBH has been shown to prevent patients from entering a higher
level of care or before they develop a serious mental health illness.
Over the years IBH has also developed a true integration with the primary care providers which has led
to a collaboration between colleagues that truly makes a difference in patient care. IBH staff often
meets with providers on a monthly basis to discuss challenges, setbacks, and progress in the IBH
department which foster education, training and communication. All IBH clinical staff is certified on how
to write 5150 holds and they are constantly being utilized by providers as consultants whenever
providers have questions about diagnosis, treatment, suicide risks, etc. IBH staff also attend monthly
staff meetings at the clinic level to provide all staff support by providing updates, identify each clinic’s
needs, and explore solutions to these needs. Lastly, providers have access to the lead psychiatrist that
they can contact for consultation about meds, diagnosis, etc.
In addition, IBH staff meets on a weekly basis to conduct a staff meeting that promotes consultation,
training and challenges that may be unique to each clinic. During this meeting, an emphasis is placed on
case conferencing, case consultation, sharing resources and provide support to each other. A lead
psychiatrist is present during this meeting along with the department director to ensure that staff feels
supported in being able to verbalize their own needs whether is additional training or questions about
the day to day operations. During this meeting the peer partners also participate in identifying and
verbalizing their own struggles in the field and explore ways that clinicians, department director and
psychiatrist can assist in addressing those barriers.
RELEVANT EXAMPLES OF SUCCESS
Currently, IBH doesn’t track any of the state defined PEI outcome measures in terms of data collection.
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However, IBH clinicians do screen for all of these PEI domains in all patients as it is part of the behavioral
health questionnaire. This questionnaire is used as part of the psycho social assessment that focuses on
different issues such as personal history of depression, suicide, psychiatric history, financial concerns,
school and work performance, living situation and any risk of becoming homeless, etc and all of these
issues are taking into consideration when making a mental health diagnosis and developing a treatment
plan. This information is entered into the patient’s intake note however there is no current mechanism
in place that tracks this information for analysis purposes.
Some other measures of success include:
• Vendors now have 5 medical providers to make referrals. All of them are familiar with and
appreciative of the services that IBH staff offer. IBH licensed providers attend monthly provider
meetings and are fully integrated into the Health Center’s functioning.
• Vendors maintained the capacity for Spanish-speaking referrals, which has helped increase
access to care for the Latinx community.
• Vendors utilized IBH Psychiatry services in collaboration with the PCP when determining the best
care for the patient. Our psychiatrist provides continuous support to the physicians and is readily
available for consult by phone whenever needed. This has worked especially well for patients
that may present with suicidal ideation or risk, mood disorders, and psychosis, among others
symptoms.
• Vendors have been able to provide IBH services in both Mandarin and Spanish, in addition to
English.
• Vendors have been able to reach out to our Latinx and Chinese communities in providing the
support and services around navigating different systems.
• Vendors worked in collaboration with PCP and Nurses around the best patient care and when
assessing appropriate services.
• Vendors have transferred cases to BH/higher level of care once the patient was assessed within
IBH program.
FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP
FY 2020

Children/Youth (0-‐15)
Transition Age Youth (16-‐25)
Adult (26-‐59)
Older Adult (60+)
Declined to Answer

215
518
104

Unknown
Total Served

867

SEXUAL ORIENTATION (SINGLE -SELECT)
FY 2020

Gay or Lesbian
Heterosexual or Straight
Bisexual

17
576
12
116

Questioning or unsure of sexual orientation
Queer
Another sexual orientation
Unreported/Refused to report
Decline to Answer
Unknown/Don’t know
Total Served

1
162
99
867

GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020

Male
Female
Decline to Answer
Unknown
Total Served
Gender Identity:

210
644
13
867
FY 2020

Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity
Another Gender Identity
Decline to Answer
Unknown
Total Served

192
591

13
71
867
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PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020

English
Spanish
Vietnamese
Chinese
Cantonese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

412
406
1
26
1
5
2
3
1
857

*If “Other”, please provide the name of the language and number below:
Language
Portuguese
Russian
Cambodian
Cantonese
Other Non-English

FY 2020
2
1
7
2
1

RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Unreported/Refused to Report Race
More than one race
Declined to Answer
Unknown
Other

12

Total Served

867

76
15
9
229
484
19
9
9
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ETHNICITY (MULTI -SELECT)
FY 2020

Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown
Total Served

626

9

5
14
6
660
FY 2020

Non-‐Hispanic or Non-‐Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

136
2
1
6
32

3
2
5
6
11
3
847

FY2022 PROGRAM MODIFICATIONS
Integrated Primary Services Culture Community (IPSCC): This program’s name has changed from Integrated
Behavioral Health (IBH) to IPSCC. In addition, BHSD recommends funding allocation to be more representative of
service utilization. Contracted agency conversations have taken place to finalize the change. Adjusted contract
amount from $1,098,390 to $850,000.
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PEI P5 PLAN – SUICIDE AND CRISIS SERVICES (SACS)
SUICIDE AND CRISIS SERVICES (SACS) provides a suicide and crisis hotline 24 hours a day, 7 days a week,
to assist individuals in crisis providing suicide assessment, crisis intervention, emotional support, and
referrals of community resources to callers.
In addition, we also provide an Emergency Department (ED) Outreach Program. This program provides
face to face contacts with patients who received medical treatment at Emergency Department of Santa
Clara Valley Medical Center (VMC) due to self-harm injuries/behaviors or suicide attempt. Through the
ED Outreach Program, SACS volunteers/interns meet with patients, one on one, to provide resources
and follow up support.
Furthermore, SACS provides support to individuals who lost a love one to suicide through the weekly
Survivor of Suicide (SOS) support group.
DUPLICATED NUMBER SERVED: 32,534
POSITIVE RESULTS
More than 30% of crisis calls that reached the suicide and crisis hotline comes from repeat callers.
Anecdotally, the callers share that our services are truly helpful and effective due to authentic and caring
volunteers/crisis counselors that we have. This is the main reason that they call back for additional
assistance and support in coping with their crisis situations.
Regarding the ED program, none of the clients that seen by a SACS volunteer/staff was readmitted to
the ED/ER for re-attempt of suicide.
IMPLEMENTATION CHALLENGES
Staffing shortage is the main challenge for Suicide and Crisis Services. We do not have enough paid staff
and therefore have had to recruit many additional volunteer crisis counselors to answer suicide and
crisis calls. This was a temporary and short-term fix for an on-going challenge. This challenge intensified
in FY2020 when we had increase in call volume but did not have enough volunteers to handle the calls.
In addition, the COVID-19 pandemic prevented many older volunteer counselors to come the crisis
center to handle the calls.
LESSONS LEARNED
Suicide and Crisis hotline volunteers/counselors learned that for any calls that comes in, they need to
first assess suicide or crisis situation of the callers. After they are able to build rapport, assisted the caller
to cope with his/her crisis situation, then strategically ask the caller for demographic information
relating to his/her in non-threatening ways. Volunteers/crisis counselors will not interrupt callers if
determine he/she is a risk of suicide or self-harm to obtain information that might not be relevant to the
crisis situation.
RELEVANT EXAMPLES OF SUCCESS
Every month, Santa Clara County Suicide and Crisis hotline receives on average 3-4 Suicide in Progress
calls and 35-36 calls from individuals considered high risk of suicide. We initiate rescue procedures to
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suicide in progress callers and help high risk callers to de-escalate and cope with their crisis situations.
We assist them developing Safety Plan and conduct follow up calls to ensure their safety.
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FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP (UNDUPLICATED)

FY 2020
Children/Youth (0--‐15)

185

Transition Age Youth (16--‐25)

1,409

Adult (26-‐‐59)

4,383

Older Adult (60+)

1,043

Declined to Answer

25,472

Total Served

32,534

RACE (UNDUPLICATED)
* Suicide and currently only documents and tracks caller’s demographic information by race. It does not track crisis callers’ information by ethnicity.

FY 2020
American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Hispanic

2
2,908
234
2
4,149
949

More than one race

2

Declined to Answer

24,288

Total Served

32,534
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PRIMARY LANGUAGE

FY 2020
English
Spanish
Chinese Dialect
Filipino Dialect
Vietnamese
Korean
Russian
Cantonese
Mandarin
Farsi

26,765
454

55
2
2
4
14

Ilocano
Total Served

32,534

SEXUAL ORIENTATION

FY 2020
Gay or Lesbian
Heterosexual or Straight

171
2,182

Bisexual

35

Questioning or unsure of sexual orientation

46

Queer

0

Another sexual orientation

0

Decline to Answer

30,100

Total Served

32, 534

DISABILITY
Regarding the suicide and crisis hotline, crisis callers usually do not provide information regarding their
disability unless it was one of the issues that caused caller’s distress (reasons for calling). Data
information below were issues/concerns brought up and discussed during crisis calls.
Of all clients seen through Emergency Department (ED) Outreach services and Survivor of Suicide
support group, none of the clients observed or reported having any disability.
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FY 2020
Yes
Communication Domain:
Difficulty Seeing
Difficulty hearing, or having
speech understood
Other (specify)
Mental Domain
Physical/Mobility Domain
Chronic Health Condition
Other
No
Decline to Answer

12,381
827

VETERAN STATUS

FY 2020
Yes

32

GENDER

FY 2020
Assigned Sex at Birth:
Male
Female
Decline to Answer
Current Gender Identity:
Male
Female
Transgender
Genderqueer
Questioning or Unsure of Gender Identity

8,910
12,942
23
0
2

Another Gender Identity
Decline to Answer

10,657
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PEI P5 PLAN – Suicide Prevention Strategic Plan – Suicide Prevention Program
THE SUICIDE PREVENTION PROGRAM seeks to reduce suicide among high-risk groups throughout
Santa Clara County and is intended to directly support the implementation of the County’s
Suicide Prevention Strategic Plan (SPSP), which was approved by the Board of Supervisors in
August 2010. The goal of the SPSP is to reduce suicide deaths and attempts in Santa Clara County.
The County implements the five distinct but related strategies of the SPSP, resulting in
comprehensive suicide prevention and awareness activities countywide. The SPSP’s five
strategies have multiple recommendations, all of which will be implemented over time, with
input from the Suicide Prevention Oversight Committee (SPOC) and its workgroups.
The Suicide Prevention Program takes a population-level, public health approach to suicide prevention.
Program activities include trainings with community members and community-serving agencies,
community outreach, mass media campaigns, and policy advocacy and implementation.
DUPLICATED NUMBER SERVED:
•

Trainings: 3,892

•

Outreach: 1,281

•

Crisis Text Line: 528

COMMUNICATIONS CAMPAIGN: 7.3 million (=2,484,932 reach + 4,862,357 impressions) (* measured
through digital news ad impressions and reach of radio, newspaper, YouTube, and Facebook ads)
*Note: This program cannot differentiate among duplicated individuals as no PHI is collected among trainings, outreach
activities, and communications campaigns. The reach of different communication campaign materials may also be duplicated;
i.e., the same individual may have seen the campaign different times and on different channels.

POSITIVE RESULTS & SUCCESS
Outcome objective 1: Increase early identification and support for people thinking about suicide
•

Helper trainings

•

In FY20, the program trained 3,670 community members and/or service providers through
community helper trainings. The year’s training numbers were significantly impacted by COVID-19,
as all in-person sessions were put on hold after shelter-in-place orders went into effect on March 16,
2020. The SP Program has pivoted its training offerings by providing four of the eight trainings
virtually via Zoom. In aggregate, across all trainings offered, participants reported statistically
significant improvements in eight outcome measures related to knowledge, attitudes, and
preparedness around being community helpers for suicide prevention (see Relevant Examples of
Success/Impact).
Culturally competent trainings
As part of ongoing cultural competency efforts with Palo Alto University (PAU), during FY20, the SP
Program and PAU partners continued piloting the original Be Sensitive, Be Brave (BSBB) culturally
competent training content. These trainings include introductions to mental health and suicide
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prevention and are tailored to address the training needs of the County’s diverse community
members, as identified by the SP Program. The 11 pilot BSBB trainings hosted in FY20 solicited
feedback from participants to support the refining of materials.
Outcome objective 2: Increase use of mental health services
• Campaign to increase help-seeking among older adults
In FY20, the SP Program’s Communications Workgroup planned, developed, launched, and evaluated
a mass media campaign to support suicide prevention among older adults in the County. The
campaign’s primary objectives for the older adult population were to improve knowledge of suicide
prevention resources; to improve attitudes toward seeking help for suicide; to increase help-seeking
behavior through suicide prevention resource utilization; and to increase community awareness of
older adults struggling with their mental health and suicide ideation. The campaign ran from July 9,
2019 to October 21, 2019 and was comprised of print materials and radio, digital (online), and social
media advertisements. These assets promoted the County Suicide and Crisis Hotline and a campaignspecific web page, www.scchope.org, designed to address the campaign objectives. The campaign’s
reach data are included in the table below. See “Relevant Examples of Success/Impact” for campaign
outcomes.

“Benjamin” older adult campaign reach and impressions
Medium (Campaign Ad Run Dates)
Digital (7/12 – 10/21)

Metric

Campaign Website Visits Attributed

4,862,357 impressions

2,628

1,642,509 impressions
YouTube Ad (7/17 – 9/14)

3,451
339,937 full video views

Facebooka (7/17 – 9/28)
Radio (7/9 – 9/18)

723 individuals reached

NT

792,200 individuals
reached

2,884b

126

Print (7/19 – 8/16)

49,500c individuals
reached

NT

a. Unpaid, organic posts from County account made 1-2 times per week during the campaign
b. Determined by the number of visits occurring within an 8-minute time window of the ad airing
c. Total weekly readership for print media in which campaign ads appeared
NT = Not Tracked
•

Community outreach
Community outreach in FY20 focused on reaching transitional-aged youth (16-25), middle-aged
adults (45-55), and older adults (65+). Activities included tabling, resource fairs, partnership-building
with community-based organizations and colleges, and expanding the volunteer program. Due to
COVID-19, several tabling events were cancelled, as well as the second annual Santa Clara County
Suicide Prevention Conference, scheduled for May 2020. The SP Program pivoted its community
outreach efforts by transitioning to virtual events and outreach phone calls.
- 30 tabling events attended

- 1,281 people reached with resources through tabling events
- 1 mental health resource fair hosted at Eastridge Mall in September 2019, for Suicide Prevention
Month

- 5 volunteers recruited and onboarded to support community outreach efforts (bringing the SP
Program’s volunteer base to 11 individuals)

- Outreach materials updated and translated:
o Mental health guide for immigrants brochure, (see Attachment 1)
o Handout on LGBTQ+ mental health and suicide prevention resources (see Attachment 2)

- 54 outreach phone calls made to local skilled nursing facilities, offering suicide prevention
resources and trainings

- 11 virtual town halls held with different cultural communities, on the topic of mental health and
COVID-19, during May’s Mental Health Awareness Month. The town halls reached at least 470
individuals live and the recordings have had more than 2,200 views on the Behavioral Health
Services Department’s Facebook page. Cultural groups reached include Chinese, Korean, Nepali,
Hispanic/Latinx, Vietnamese, Indian, and the LGBTQ+ and youth communities.
•

Suicide and crisis services
Santa Clara County community members may text RENEW to the national Crisis Text Line number,
741741, to access trained volunteer crisis counselors via text message (free, 24/7, anonymous). In
FY20, 795 text conversations by 630 texters took place under the County’s CTL. Large increases in
CTL usage were seen in August 2019, when the shooting at the Gilroy Garlic Festival occurred (173
conversations), and in March 2020, when the COVID-19 shelter-in-place order initially took effect
(171 conversations). The increases in usage lowered but remained higher-than-average in April
through June 2020 (76, 68, and 61 conversations, respectively).
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As a response to COVID-19 and the increase in CTL conversations, the Communications Workgroup
executed a social media campaign promoting CTL. The campaign targeted County youth and young
adults who had family members who were healthcare workers; who had lost relatives due to COVID19; and/or who had suffered economic hardship. Airing from June 12 to July 10, 2020, the social
media campaign created 3.1 million impressions through mobile banner ads, Facebook, Instagram,
Snapchat, and YouTube.
Run by Suicide and Crisis Services (SACS), the Suicide and Crisis Hotline received a total of 32,451
calls from July 1, 2019-June 30, 2020. This number represents a 29.5% increase from the 25,067 calls
received in FY19. The increase is attributed to increased staffing on the hotline. The SACS team was
able to recruit more volunteers to answer calls on the hotline in FY20; in addition, the state allocated
funds to enhance staffing capacity in answering National Suicide Prevention Lifeline calls, which are
routed through local hotlines, including Santa Clara County’s.
In FY20, 31 unduplicated clients participated in the Survivors of Suicide (SOS) support group, which
convenes weekly in San Jose. The last SOS support group was held on March 2, 2020 due to the
COVID-19 pandemic. In addition, Suicide and Crisis Services’ (SACS’) Emergency Department (ED)
Patient Support Program provides face-to-face contacts with patients who received medical
treatment at the ED of Santa Clara Valley Medical Center (VMC) due to self-harm injuries/behaviors
or suicide attempts. In FY20, SACS staff made initial contacts and provided follow-up services to 55
individual clients at VMC’s Emergency Department. SACS staff has not been able to see clients at
VMC’s Emergency Department since Shelter-in-Place mid-March this year.
Outcome objective 3: Strengthen community suicide prevention and response systems
•

School-based suicide prevention partnership
State policies AB2246 and AB1767 mandate that public schools serving grades K-12 adopt policies
addressing suicide prevention, crisis response, and student mental health. The SP Program launched
the first year of the school-based suicide prevention partnership in 2018 as a response to a needs
assessment conducted with districts on their progress with implementing these policies. In FY20, the
SP Program kicked off the second year of the partnership, named it Schools for Suicide Prevention
(S4SP), and expanded district participation to include five additional districts. The S4SP partnership
encourages school districts to follow a comprehensive, tiered approach to trainings in suicide
prevention and mental health, which ensures that school personnel and mental health professionals
are first trained to handle referrals of students who may be struggling with suicide, then moving
upstream to student and family trainings, as well as social-emotional learning efforts.
In the 2019-20 academic year, more than 1,600 school staff were trained in online Kognito modules
in identifying, supporting and referring students in psychological distress. Completed simulations
included the Kognito “At Risk” and “Trauma-Informed Practices” modules, which allow users to
practice simulated conversations about mental health with students and parents. In addition,
ongoing assistance from the Stanford/HEARD Alliance team included reviewing existing protocols
and procedures, advising on the formation of crisis response teams at each school site, and piloting
parent education on mental health and suicide prevention. In FY20, the HEARD Alliance team
completed more than 30 consultations with administrators and staff from all 11 participating
districts. For S4SP outcomes, see Relevant Examples of Success/Impact.
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The SP Program’s conference abstract proposal titled “Preventing Youth Suicides: A multi-sector
school-based partnership” was accepted for a workshop at the American Association of Suicidology’s
2020 Annual Conference in Portland, OR. Due to COVID-19, the conference presentation took place
virtually to more than 60 participants in April 2020. The presentation highlighted steps to developing
the S4SP partnership and tips to support the advancement of public/private partnerships to address
youth suicide prevention.
•

Engaging with health systems
An FY19 process evaluation of the SP Program included a recommendation to expand the SP
Program’s work “downstream” to include an additional focus on clinical interventions for suicide.
Furthermore, The Joint Commission adopted a National Patient Safety Goal on Suicide Prevention in
Healthcare Settings, effective July 1, 2019.
In FY20, the SP Program began to engage with the Santa Clara County Health and Hospital System on
suicide prevention efforts. In partnership with Palo Alto University, the SP Program piloted the
clinical training, “Suicide Prevention 201: Advancing Suicide Prevention and Clinical Management for
Diverse Clientele” with 98 BHSD clinicians and managers. In addition, the SP Program took initial
meetings with primary care staff at Valley Medical Center (VMC) to discuss the best ways to engage
with VMC clinics on suicide prevention efforts.

•

City-level suicide prevention efforts
San Jose: City Council unanimously passed a suicide prevention policy on March 3, 2020. San Jose
joins six other cities in the County that have adopted suicide prevention policies, all with the support
of the SP Policy Workgroup. Under the new policy, the City of San Jose will:
- inform its current and former employees of prevention and identification methods;
- ensure that public safety response protocols to suicide attempts on City facilities are updated;
- collaborate with the County of Santa Clara to promote suicide awareness and prevention events
and resources; and
- coordinate with outside agencies to increase awareness of and reduce deaths by suicide.
Milpitas: Following the passage of a city suicide prevention policy in 2018, the city of Milpitas
established a suicide prevention task force called HOPE (Helping Others Process Emotions) and
began offering suicide prevention trainings for Milpitas city staff and residents. In the reporting
period, the task force expanded its suicide prevention efforts through increased community
outreach and event promotion, in addition to its continued offering of suicide prevention gatekeeper
trainings. Its FY20 accomplishments include creating a tentative marketing plan to effectively target
quarterly prevention work to specific city populations based on suicide death data; and evaluating
Milpitas city protocols on communication with family and next-of-kin of suicide decedent in order to
better support those affected by a suicide death.
South County: The South County Suicide Prevention Workgroup formed in September 2017 in
response to the EpiAid report on youth suicides, which found that Morgan Hill had the secondhighest rate of youth suicides in the County. Examples of the workgroup’s FY20 accomplishments
include holding gatekeeper trainings for youth-serving organizations in South County; gathering and
reviewing multiple sources of data to identify risk and protective factors for suicide and guide
workgroup’s strategies; and forming a subgroup to engage the faith community as the entry point
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for mental health conversations with middle-aged and older adults; and, in response to shelter-inplace, the workgroup pivoted from a review of all local services and developed a time-sensitive
COVID-19 Resources and Services resource.
Outcome objective 4: Reduce access to lethal means
The SP Program participates in the County’s Gun Safety and Violence Prevention (GSVP) team, which is a
workgroup of the Public Health Department’s (PHD’s) PEACE Partnership for violence prevention and
community safety in East San Jose. Other GSVP participating agencies include the District Attorney’s
Office, PHD, and the City of San Jose. The GSVP team stopped meeting in early 2020 as the PEACE
Partnership and PHD focused its work entirely on the COVID-19 pandemic. In the first half of FY20, the
SP Program supported gun safety efforts in the following ways:
● Gave out gun safety brochure at outreach events and trainings;
● Incorporated information about the Gun Violence Restraining Order at community suicide
prevention trainings;
● With the GSVP team, distributed approximately 500 suicide prevention outreach materials and
free gun locks at two gun buyback events in Gilroy (December 2019) and in Sunnyvale (February
2019);
● With the Communications Workgroup, designed focus groups with gun owners to gather
information to develop a gun safety/safe storage public awareness campaign in FY21.
Outcome objective 5: Improve messaging in the media about suicide
• In 2019, the SP Program continued to systematically track and respond to local media coverage on
suicide, working with the Communications Workgroup as a Media Response Team. Through weekly
monitoring of the media, in FY20, the SP Program reviewed 90 local articles on suicide and
responded to reporters of 17 of these articles, either reminding them about the safe messaging
guidelines (example, left) or thanking them for following the guidelines. Communications Workgroup
members also conducted interviews and/or provided information about mental health or suicide
prevention for 18 local media stories.
Strengthen data and evaluation
• Suicide data
Between 2014-17, the County’s suicide death rate saw a slight decrease. In contrast, the FY19 annual
report shared that the suicide Emergency Department (ED) and hospitalization rate for attempts and
ideation increased during the period of 2007-14. To better understand this increase, in FY20, the
Data Workgroup conducted an in-depth review of the suicide attempt and ideation data that is
available from the state’s Office of Statewide Health Planning and Development (OSHPD), through
the County’s Public Health Department (PHD). As part of this review, the Data Workgroup examined
suicide attempt and ideation data from 2014-17 (the same period as the noted decrease in deaths).
The Data Workgroup also determined what additional data and analyses could help to understand
the increase during this period, and requested analyses of these three research questions
disaggregated by cultural/demographic variables.
After January 2020, the PHD’s work on this data analysis stopped short because of the pandemic and
the PHD epidemiologists’ need to focus on COVID-19 data and disaster response. Through its
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partners at Palo Alto University (PAU), the Data Workgroup is now developing a proposal to the
Institutional Review Board (IRB) to directly obtain suicide attempt data for analysis.
RELEVANT EXAMPLES OF SUCCESS/IMPACT
Outcome objective 1: Increase early identification and support for people thinking about suicide
In aggregate, across all trainings offered, participants reported statistically significant improvements in
eight outcome measures related to knowledge, attitudes, and preparedness around being community
helpers for suicide prevention (see figure below). Four of the outcomes showed an average and
statistically significant increase of 0.9 points (on a five-point scale) from pre- to post-training. These
outcomes included the following:
•
•
•

I am aware of the resources necessary to refer someone in a suicide crisis;
I have the skills necessary to support or intervene with someone thinking about suicide; and
I feel prepared to help people from diverse cultural backgrounds with their suicidal distress.

Change in community suicide prevention helper training measures, July 2019-June 2020
PostTraining

PreTraining
(N=18972283)

(N=11171206)

M

SD

M

SD

t-test

Cohen’s d

Effect size

I know the warning signs for
suicide.

3.55

.88

4.38

.71

-28.06***

-.90

Large

I am able to identify someone
who is at risk for making a
suicide attempt.

3.36

.91

4.27

.76

-29.64***

-.94

Large

I feel prepared to discuss with
someone my concern about the
signs of suicidal distress they
are exhibiting.

3.41

.99

4.27

.76

-25.63***

-.86

Large

I am aware of the resources
necessary to refer someone in a
suicide crisis.

3.34

1.00

4.34

.72

-30.88***

-.98

Large

I am confident in my ability to
make a referral for someone in
a suicide crisis.

3.31

1.01

4.26

.78

-28.28***

-.91

Large

Variables
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I have the skills necessary to
support or intervene with
someone thinking about
suicide.

3.18

1.01

4.17

.78

-29.75***

-.95

Large

I understand and can identify a
number of ways in which
culture affects how suicide is
expressed and experienced.

3.29

.96

4.06

.83

-23.56***

-.78

Medium

I feel prepared to help people
from diverse cultural
backgrounds with their suicidal
distress.

2.97

.98

3.94

.85

-28.28***

-.93

Large

Mean Score, all 8 items

3.30

.76

4.22

.65

-35.57***

-1.08

Large

Note. M=Mean. SD=Standard Deviation. Scores: 1=Strongly Disagree, 2=Disagree, 3=Neither disagree
or agree; 4=Agree; 5=Strongly Agree. *** p < .001.
Note re: interpretation tips: Any t-test value that has *** next to it is showing that there is a change that
is more significant than chance. For example, we see that in “1. I know the warning signs for suicide”
goes from an average of 3.55 on the pre-survey (most people chose either 3=Neither disagree or agree to
4=Agree) to a 4.38 on the post-survey (most people chose 4=Agree to 5=Strongly agree) with a
significant t-test value of -28.06 (meaning the change from 3.55 to 4.38 was significant enough that it is
likely NOT due to chance).
Note re: Cohen’s d: Small effect size if d .2, medium effect size if d .5, large effect size if d .8
(meaning 1 group scored .8 standard deviations above the other group)
Outcome objective 2: Increase use of mental health services
In FY20, the SP Program and Data Workgroup worked to improve the evaluation of this objective in a
couple of ways. First, the SP Program completed the contracting process to engage an agency to
evaluate annual suicide prevention public awareness campaigns. Second, the Data Workgroup partnered
with the PHD on their annual Behavioral Risk Factor Surveillance Survey (BRFSS). The Data Workgroup
collaborated with PHD epidemiologists to design the BRFSS Behavioral Health Module, to include
questions about knowledge and use of County mental health services, as well as help-seeking behaviors
for mental health and suicidality. This survey was conducted at the end of 2019, with 1,030 respondents.
The PHD began to analyze the results in January 2020, but these efforts stalled due to COVID-19. The
Data Workgroup confirmed with the PHD that BRFSS data could not be transferred to another
organization to complete the analysis.
•

Campaign to increase help-seeking among older adults
To assess the impact of the campaign, calls to the Suicide and Crisis Hotline during the campaign
months July, August, and September in 2019 were compared to the same months in 2018. This
three-month span in 2019 showed a total increase of 268 calls to the hotline, compared to the same
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period in 2018. Furthermore, the share of 2019 hotline calls made by the target audience (age 55
and older) was far greater than the respective proportion in 2018. The percentage of calls to the
hotline by adults age 55 and older increased from 22.2% in July 2018 to 30.2% in July 2019; from
16.5% in August 2018 to 28.9% in August 2019; and from 19.7% in September 2018 to 30.0% in
September 2019. This increase in hotline utilization indicates a strong campaign impact and
increased help-seeking behavior among the target audience. Additionally, from August 1, 2019 to
September 26, 2019, the campaign website received 12,693 visits and 13,563 page views, reflecting
wide reach and receptivity to seeking help online.
•

Suicide and crisis services
FY20 volume of Crisis Text Line conversations, by month

The top issues discussed on the County CTL were anxiety/stress, relationships, depression/sadness,
school, and COVID-19. The CTL reaches a larger percentage of cultural minorities compared with
their representation in the County. For example, in FY20, 47.4% of texters reported being of
Hispanic, Latinx, or Spanish origin; 55.3% reported being LGBTQ+; and 23.8% reported having
Attention Deficit Disorder (ADD) or Attention Deficit Hyperactivity Disorder (ADHD). In terms of age,
32.5% of texters reported being age 17 or younger, while 47.5% reported being age 18-34.
Outcome objective 3: Strengthen community suicide prevention and response systems
•

School-based suicide prevention partnership
Pre-, post-, and follow-up training survey results from the Kognito At-Risk online training indicated
statistically significant differences in respondents’ preparedness to support students with
psychological distress (see Figure 12). School staff who took the training reported more
preparedness and confidence to recognize signs of psychological distress, and to support the student
through discussion and referral to mental health services.
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Figure 12. Mean preparedness and self-efficacy measures reported by users of Kognito At-Risk online
training (for elementary, middle, high school educators)
Combined preparedness measures
Mean

Std. Deviation

Pre

3.23

.69

Post

4.08

.61

Follow Up

3.75

.71

F-value

Post hoc tests

34.99***

All are significantly different from each other

Notes. 5-point scale. Combined 5 measures. Sample measures: How would you rate your preparedness
to: Recognize when a student is showing signs of psychological distress; Discuss with a student your
concern about the signs of psychological distress they are exhibiting; Recommend mental health
support services to a student exhibiting signs of psychological distress
Combined self-efficacy measures
Mean

Std. Deviation

Pre

3.01

.59

Post

3.36

.54

Follow Up

3.16

.44

F-value
6.99**

Post hoc tests
Pre and post are significantly different

Notes. 4-point scale. Combined 5 measures. Sample measures: I feel confident in my ability to:
Discuss my concern with a student exhibiting signs of psychological distress; Recommend mental
health support services to a student exhibiting signs of psychological distress; Help a suicidal student
seek help
Pre-, post-, and follow-up training survey results from the Kognito Trauma-informed online training
indicated statistically significant differences in respondents’ confidence in supporting students with
psychological trauma or distress (see Figure 13). School staff who took the training reported more
confidence in their ability to recognize signs of psychological trauma or distress; to support the
student through discussion and referral to mental health services; and to implement traumainformed approaches in their teaching.
Figure 13. Self-efficacy measures reported by users of Kognito Trauma-informed online training
Pre-Test
Mean
(SD)

PostTest

Follow
-Up

ANOVA
F-test

Post hoc
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Mean
(SD)
Self-Efficacy: I feel confident…
I feel confident in my
3.54
ability to recognize when a (.92)
student is showing signs of
psychological trauma or
distress
I feel confident in my
3.44
ability to discuss with a
(.81)
student my concern about
the signs of psychological
trauma or distress they are
exhibiting
I feel confident in my
3.48
ability to motivate students (.81)
exhibiting signs of
psychological trauma or
distress to seek help
I feel confident in my
3.51
ability to use
(.78)
communication strategies
to help a student exhibiting
signs of psychological
trauma or distress feel safe
I feel confident in my
3.43
ability to teach students
(.91)
activities to manage their
stress and emotions
I feel confident in my
3.23
ability to implement
(.89)
trauma informed
approaches in teaching
Composite Self-Efficacy
3.44
(.74)

Mean
(SD)

4.03
(.69)

3.98
(.70)

16.20***

Pre is sig diff
than post and
follow up

4.00
(.71)

3.92
(.72)

21.95***

Pre is sig diff
than post and
follow up

4.01
(.68)

3.88
(.77)

15.95***

Pre is sig diff
than post and
follow up

4.00
(.69)

3.86
(.73)

14.70***

Pre is sig diff
than post and
follow up

3.81
(.79)

3.72
(.81)

7.85**

Pre is sig diff
than post and
follow up

3.83
(.79)

3.55
(.83)

17.48***

All sig diff

3.95
(.65)

3.82
(.68)

24.25***

Pre is sig diff
than post and
follow up

Note. Items were on a 4-point scale. * p < .05, ** p < .01*** p < .001 Post hoc tests were conducted
with a Bonferroni adjustment. N=64-65
In addition, school district progress on the partnership goals is summarized below (see Figure 14).
Figure 14. School district progress on S4SP goals/tasks
District goals/tasks, Year 1 of partnership
Intervention: Establish a crisis response system
 Train all teachers and staff in the Kognito “At Risk”
module

Number of districts completed
or status
3 of 5 new districts; extension
provided for 1 district
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 Identify and put together Crisis Response Teams (CRT)
 Send CRT members/mental health staff to ASIST
 Review crisis response protocol forms against K-12
Toolkit forms
 Revise/adapt/develop crisis response protocol forms
 Train CRT members and all mental health staff in crisis
response protocol forms
 Begin using updated protocol forms in live situations
with students
District goals/tasks, Year 2 of partnership
Mental Health Promotion: Integrate upstream and/or Tier 1
(parent/student) trainings
 Train any new teachers and staff in Kognito “At Risk”
 Ensure Year 1 tasks are completed and any new mental
health staff are trained in new protocol forms

9 of 11 districts
Ongoing participation by district
staff and administrators
10 of 11 districts
9 of 11
5 of 11 districts; others in progress
4 of 11 districts; others pending
protocol training in FY21
Number of districts completed
or status
5 of 6 continuing districts
5 of 6 continuing districts engaged
with rollover work from Year 1
tasks
5 of 6 continuing districts

 Train all teachers/staff in upstream Kognito training
(e.g., Trauma-Informed Practices)
 Integrate student Kognito training (e.g., Friend 2 Friend) Extension provided for 2 districts
1 district
 Develop/introduce parent education series in mental
health and suicide prevention (e.g., BSBB Mental Health,
Youth Mental Health First Aid, workshops, panels)
Outcome objective 5: Improve messaging in the media about suicide

To evaluate the progress of these efforts, since 2018, the SP Program has been developing a safe
messaging evaluation tool that rates articles and publications on their adherence to the safe messaging
guidelines. In 2018, the SP Program used the evaluation tool to conduct a baseline media analysis study,
which evaluated how well local and national media adhered to the safe messaging guidelines in the
wake of two high-profile celebrity suicides. In FY20, the SP Program formed a partnership with Stanford
University’s Center for Youth Mental Health and Wellbeing and Palo Alto University to revise and
strengthen the safe messaging evaluation tool, as well as publish the tool and disseminate it in various
formats with the media and suicide prevention fields. The results of this collaboration will allow for
more targeted work with the media by the Communications Workgroup; drive more accurate evaluation
of the SP Program’s work with the media; and allow other media and suicide prevention professionals to
clearly assess the media and evaluate their own efforts with safe messaging.
IMPLEMENTATION CHALLENGES
•

•

Outcome objective 1: Increase early identification and support for people thinking about suicide
o With in-person gatherings banned, there was a need to pivot and quickly explore how to
adapt training content for a digital platform
o Lack of training offerings for more advanced audiences (e.g. clinicians, mental health
providers)
o Inability to translate key training (ASIST) to virtual platform left a gap in our offerings
Outcome objective 2: Increase use of mental health services
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•

•

o Developing, launching, and evaluating communications campaigns virtually, or with limited
in-person interaction due to the pandemic. Challenges included:
▪ conducting focus groups virtually to test materials and messaging with the target
audience;
▪ creating campaign materials such as video and radio advertisements;
▪ distributing surveys to evaluate the campaign; and reaching the target audience with
travel and societal engagement limited. Evaluating communications campaigns in
ways that determine success in reaching target audiences and in improving attitudes
and behaviors toward seeking help.
▪ Demonstrating success in improving help-seeking behavior is difficult since calls to
suicide hotlines or visits to mental health professionals cannot be definitively linked to
campaigns and may be attributed to many “causes.”
o Outreach
▪ Limited opportunities to reach the public during the pandemic. Inability to connect
with the public one-on-one. Phone banking only works for reaching organizations, not
the general public.
▪ Retaining and providing volunteer involvement while outreach opportunities declined
due to the pandemic. Related, many volunteer requests were for working on the
hotline and not to support outreach efforts.
▪ Community engagement at outreach events due to high stigma.
▪ Engaging/accessing middle-aged adults for outreach efforts, for example through
workplace outreach.
▪ Finding a replacement co-chair for some community stakeholder workgroups.
▪ Had to cancel 2nd annual SP Conference due to the pandemic.
▪ Engaging with specific the Pacific Islander community, where both stigma and suicide
rates are high. Initial traction was slow and then interrupted by pandemic.
Outcome objective 3: Strengthen community suicide prevention and response systems
o School-based systems partnership/work
▪ Supporting staff at the start of a pandemic required addressing immediate needs and
pushing back initial plans for moving partnership areas forward
▪ While some districts were able to rollout trainings, others had to push their efforts to
the Fall
▪ Planning for an upcoming academic year left districts unsure about how to support
staff which required multiple meetings to touch base on how to best support
▪ HEARD Alliance had to discuss how to support districts virtually with areas of the
Toolkit and address response systems
o Engaging with the health system, specifically primary care, on suicide prevention efforts.
Challenges included:
▪ understanding organizational structure of the health and hospital system;
▪ identifying entry point to open dialogue on partnering (e.g. clinic level, system
administration level);
▪ learning suicide prevention protocols and practices in place within different parts of
the health system; and
▪ identifying most effective routes to communicate with care providers on improving or
incorporating suicide prevention in their practice.
Outcome objective 4: Reduce access to lethal means
o Carrying out lethal means restriction for hangings, which are the first or second most
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•

•

commonly-used means for suicide in the County. Research and evidence-based approaches
for restricting access to ligatures is limited.
Outcome objective 5: Improve messaging about suicide in the media
o Gaining traction with the news media and reporting community to encourage safe reporting
around suicide is difficult, especially as many outlets measure success for pieces by clicks,
views, and shares.
▪ This measurement practice tends to promote more sensational coverage on deaths by
suicide, directly opposing safe reporting guidelines.
▪ Additionally, those reporting on suicide do not often respond to contact efforts
encouraging safer reporting, perhaps due to a high volume of contacts from outside
avenues or due to indifference.
o Evaluating success or improvement on media messaging around suicide at a local level does
not have a large evidence base, making “improvement” difficult to demonstrate.
o National outlets have the widest audiences and often publish problematic reporting around
suicide. Attempts to engage these outlets yields little response and have not shown to be
productive uses of time.
Data and evaluation
o Quick access to suicide data, particularly in response to crises like the pandemic. The program
has sped up collection, entry and analysis of suicide death data as much as possible, but
timely access to suicide attempt data remains an issue.
o Evaluating primary prevention efforts, such as access to lethal means/firearms or social
connectedness.
o Lack of staff capacity to devote time to data and evaluation.

LESSONS LEARNED
• The ability of programming to adapt to the COVID-19 pandemic and shelter-in-place order was highly
dependent on the infrastructure and relationships that were already in place. Examples of
infrastructure and relationships that were helpful for adaptation to the pandemic include the
following:
o The County’s suicide prevention strategic plan, passed in 2010; established funding; and highlevel support by the Board of Supervisors
o Existing suicide prevention workgroups, committees, and community stakeholders
o Established relationships with school districts under the Schools for Suicide Prevention
partnership
o Relationships with training companies and particularly online training providers, such as
Kognito and LivingWorks Start
o Partnership with Palo Alto University on developing new and tailored training content in
suicide prevention and mental health—allowed for quick and flexible change to virtual
training offerings
• During the COVID-19 pandemic, the virtual format and cultural outreach of online town halls
attracted engagement of those not typically reached by traditional County programs and
opportunities to engage with the public.
o Relatively higher participation was seen among cultural communities that did not fall into the
communities represented by the County’s five threshold languages. This finding indicates the
need for the County to acknowledge and provide culturally appropriate services for the many
other racial/ethnic cultures that do not represent the majority numbers of languages spoken.
o The format of the town halls attracted people who did not typically engage in mental health
138

•

•

•

•

services or resources. The town hall format, along with the opportunity to have open twoway dialogue, provided a more inviting format for the public to be heard, as compared to a
therapy support group or an official Board meeting or press conference. With the virtual
format participants could also stay anonymous and with their cameras turned off.
o Cultural brokers were essential in the success of each town hall. For example, people
connected to the cultural community were needed to distribute invites and get participants;
speakers needed to be able to resonate with that community in terms of language and style;
and peers with lived experience effectively connected with each group. The most effective
way of engaging youth was through panel discussion format (vs. lecture by adult providers),
which allowed organizers to identify and connect one student to services in the background
during the youth town hall. The youth and LGBTQ+ town halls attracted a large percentage of
providers, in addition to members of these communities.
The town halls highlighted the need for more safe, culturally appropriate, and low-cost mental
health services to be available, particularly for the LGB and transgender communities. Similar
questions about such services came in from the Punjabi- and Korean-speaking communities. Another
highlighted need was for safe and culturally appropriate crisis services; for example, for the
transgender and other cultural communities who do not feel safe with police.
School-based systems work
o The ability to offer Kognito training modules virtually is an asset in distance learning
environments with increased digital usage
o School district crisis response work is challenging when attempting to connect with students
via digital classrooms
o There is a need to strengthen and support districts in adapting guidelines or protocols for
online learning and how to best respond to mental health crises virtually
o Digital consultations and/or debriefs are convenient for district leads who are often jumping
from meeting to meeting
o As a result of the pandemic and distance learning requirements, school districts showed an
increased focus on integrating social-emotional learning (SEL) into curricula and school
culture. SEL efforts are scattered and inconsistent across school districts, with many in need
of support around one or more of three areas: 1) SEL policy/gaining political will, 2)
implementation of SEL curricula in classrooms, and 3) evaluation of SEL efforts.
Health system engagement
o Establishing a prior relationship with Primary Care Behavioral Health administration proved
to be beneficial in bringing primary care providers to the table to discuss suicide prevention
efforts.
o Relying on existing partnerships with Palo Alto University aided greatly in pursuing a needsbased assessment approach at the clinic level to begin health system engagement.
Public awareness campaigns
o Consulting directly with cultural communities through advisory groups proved to be crucial in
shaping communications campaign messaging, creating materials, and effectively engaging
with the target population.
o Using online, particularly programmatic, advertising has proven to be the most effective way
to reach communications campaign target audiences as online activity and fluency continue
to increase in the general population, especially since the onset of the pandemic.
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o Looking to “influencers” or community leaders that regularly attract attention, particularly
online, with wide audiences in campaign target populations are tremendous resources to aid
in campaign promotion and evaluation.
Trainings
o Need to ensure the availability of both in-person and digital trainings to meet the needs of
both basic and advanced audiences. With the phasing out for suicide to Hope training, there
is a gap for clinician audience trainings
o Culturally competent trainings (i.e. Be Sensitive, Be Brave series) were well received, yet
require tailoring when delivering to specific audiences (e.g. youth trained should have
familiarity and comfort discussing mental health; parents may need less clinical material;
organizations and staff trained should have debriefs or understanding of internal protocols)
Outreach
o With the need to adapt outreach to shelter-in-place orders, volunteers were able to help with
making outreach phone calls to organizations. Volunteer onboarding was also able to
continue, the expectation that they would begin after in-person events begin again.
o Partnerships with new programs and organizations helped to market resources and materials
to audiences not typically reached by the program.
o Need to use and practice with technology for meetings, trainings, and the annual conference.
Safe messaging
o Tailoring language to contain specific story details in media outreach appears to garner
attention and response from journalists and reporters.
o Redesigning a previous Program project which yielded a reporting assessment tool has been
fruitful in establishing a method for evaluating reporting quantitatively.
▪ The redesign effort is in collaboration with Stanford University and will allow for
determination of media adherence to safe messaging guidelines.
▪ The resulting tool is intended to be refined, packaged, and disseminated to the media
and reporting community to broadly aid in increasing safe messaging around suicide.
o Seeking out suicide prevention advocates, professionals, and other stakeholders to generate,
and sign on to, detailed responses to especially problematic stories from national outlets may
be an effective way to engage larger outlets.
The COVID-19 pandemic seemed to have a mixed impact on service usage. Calls to the Suicide and
Crisis Hotline were not significantly higher than the same months in prior years, but Crisis Text Line
usage spiked in March, when the county’s shelter-in-place order first took effect, and then gradually
decreased but stayed at higher levels for a matter of months. Service users expressed higher levels
of stress and anxiety over the uncertainty posed by the pandemic.
As of August 2020, a comparison of suicide death counts indicated that suicide deaths did not
increase during the COVID-19 pandemic. From January to August 2019, 113 suicide deaths occurred
in the County, compared with 106 deaths during the same period in 2020. (Note that these numbers
may increase for two reasons: 1. The Medical Examiner-Coroners’ Office still had pending cases for
2020, and 2. This data does not include suicide deaths of County residents occurring outside of the
County; this data is captured by the state.) However, the initial death counts from 2020 suggest that
suicide death increases seen in 2018 and 2019 sustained in 2020, regardless of the COVID-19
pandemic.
The pandemic highlighted the need for faster access to suicide death and attempt data. Increases in
service usage caused local media to incorrectly and sensationally report that suicides had increased
dramatically as a result of the pandemic. The lag in access to data prevented the county from
140

correcting these assertions and stymied the county’s and service providers’ ability to monitor and
respond to the issue.
FY2022 PROGRAM MODIFICATIONS
Suicide Prevention: Program adjustments related to consulting costs, social media accounts, and switches to virtual
training modules have resulted in cost reductions in the amount of $100,940.
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PEI P5 PLAN – Suicide Prevention Strategic Plan – Suicide Prevention Program
FISCAL YEAR 2020 PROGRAM DEMOGRAPHICS
AGE GROUP

FY 2020

Children/Youth (0-15)
Transition Age Youth (16-25)
Adult (26-59)
Older Adult (60+)
Declined to Answer
Unknown
Total Served

15
452
1948
162
74
1241+528*
4420

*Reported in different age groupings
SEXUAL ORIENTATION (SINGLE -SELECT)

FY 2020

Gay or Lesbian

64

Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation
Queer
Another sexual orientation

2450

Decline to Answer
Unknown
Total Served

281

71
10
18
8

1241+277*
4420

* Reported as LGBTQ in one category
GENDER IDENTITY (SINGLE -SELECT)

Assigned sex at birth:
FY 2020

Male
Female
Decline to Answer
Unknown
Total Served

663
1872
114
1243
3892
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Gender Identity:
FY 2020

Male
Female
Transgender Male
Transgender Female
Genderqueer / Gender non-conforming
Questioning or Unsure of Gender Identity
Another Gender Identity
Decline to Answer
Unknown
Total Served

772
2271
2+26*
1
22
2
5
104
1241
4420

*Reported as one “Trans” category
PRIMARY LANGUAGE (SINGLE SELECT)
FY 2020

English
Spanish

2272

Vietnamese
Chinese
Tagalog
Farsi
Other*
Declined to Answer
Unknown
Total Served

31

185

20
17
3
92
31
1241
3892

*If “Other”, please provide the name of the language and number below:
Language
FY 2020
Arabic
3
Other Non-English
53
Japanese
1
Sign ASL
1
Korean
6
Russian
2
Italian
1
French
6
Cantonese
9
Portuguese
6
Armenian
4
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RACE (MULTI-SELECT)
FY 2020

American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White
Other
More than one race
Declined to Answer
Unknown
Total Served

10
576
97
22
1217
36
224
197
1241
3620

ETHNICITY (MULTI -SELECT)
FY 2020

Hispanic or Latino as follows:
Caribbean
Central American
Mexican/Mexican-‐‐American/Chicano
Puerto Rican
South American
Other
Declined to Answer
Unknown
Total Served
Non-‐ Hispanic or Non-‐ Latino as follows:
African
Asian Indian/South Asian
Cambodian
Chinese
Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
More than one ethnicity
Declined to Answer
Unknown
Total Served

251
4
31
523
15
29
21

874
343
54
72
6
108
51
449
103
22
25
20
95
297
332
260
1375
3612
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FY 2020-21 Through FY2022-23 Three-Year Mental Health Services Act Expenditure Plan
Funding Summary
County: Santa Clara

Date:
MHSA Funding

A

B

C

Community
Services and
Supports

Prevention and
Early
Intervention

Innovation

D

Workforce
Education and
Training

E
Capital
Facilities and
Technological
Needs

4/19/21

F
Prudent
Reserve

A. Estimated FY 2021/22 Funding
1. Estimated Unspent Funds from Prior Fiscal Years

25,252,428

15,375,918

28,284,869

2. Estimated New FY2021/22 Funding

89,548,979

22,386,093

5,891,320

a/

3. Transfer in FY2021/22

(3,751,333)

0

2,796,502

2,621,821

1,129,512

4. Access Local Prudent Reserve in FY2021/22
5. Estimated Available Funding for FY2021/22
B. Estimated FY2021/22 MHSA Expenditures

0
111,050,073

37,762,011

34,176,189

2,621,821

3,926,014

83,068,396

25,902,571

11,572,079

2,621,821

5,129,512

C. Estimated Local Prudent Reserve Balance
1. Estimated Local Prudent Reserve Balance on June 30, 2021

18,703,637

2. Contributions to the Local Prudent Reserve in FY 2021/22

0

3. Distributions from the Local Prudent Reserve in FY 2021/22

0

4. Estimated Local Prudent Reserve Balance on June 30, 2022

18,703,637

a/ Pursuant to Welfare and Institutions Code Section 5892(b), Counties may use a portion of their CSS funds for WET, CFTN, and the Local Prudent Reserve. The total amount of CSS funding used for
this purpose shall not exceed 20% of the total average amount of funds allocated to that County for the previous five years.

FY 2021-22 Mental Health Services Act Annual Update
Community Services and Supports (CSS) Component Worksheet
County: Santa Clara

Date:

Fiscal Year 2021/22

A

B

C

Estimated Total
Mental Health
Expenditures

Estimated CSS
Funding

D

Estimated Medi- Estimated 1991
Cal FFP
Realignment

E
Estimated
Behavioral
Health
Subaccount

4/19/21
F
Estimated
Other Funding

FSP Programs
1. C01 Child Full Service Partnership

8,719,861

2,052,232

3,553,481

3,114,149

2. T01 Transitional Age Youth FSP

9,218,410

2,046,071

3,923,420

3,248,918

10,661,071

6,100,265

4,560,806

4. A03 Criminal Justice FSP

5,053,178

2,436,236

2,616,942

5. A03 Forensic Assertive Community Treatment

4,851,874

3,050,504

1,801,370

6. OA01 Older Adult Full Service Partnership

2,355,962

1,220,820

1,135,142

7. A02 Assertive Community Treatment

6,667,696

4,114,572

2,553,124

8. A02 Crisis Stabilization Unit and Crisis Residential Treatment

4,699,033

2,333,648

2,365,385

9. A03 Criminal Justice Residential and Outpatient Treatment Programs

2,873,654

2,873,654

4,272,534

3,330,847

917,687

36,131,734

5,990,686

18,042,011

792,200

296,100

496,100

3. C03 Foster Care Development

1,346,596

912,617

433,979

4. C03 Services for Juvenile Justice Involved Youth

3,273,457

1,756,298

874,446

5. C03 CSEC Program

886,649

886,649

6. C03 Children's (Uplift) Mobile Crisis

786,484

550,539

235,945

55,707

20,252

35,455

1,761,321

612,706

927,793

879,644

439,822

439,822

1,648,813

898,813

750,000

739,822

739,822

12. T02-04 TAY Interdisciplinary Service Teams

1,500,000

750,000

13. Specialty Services- Eating Disorders --- Child/Adult/Other combined

1,400,000

1,400,000

14. A02 Adult Residential Treatment

2,848,095

1,172,745

1,675,350

15. A02 Outpatient Services for Adults

12,286,410

9,286,410

3,000,000

16. A02 Crisis Stabilization Unit and Crisis Residential Treatment

11,313,986

800,038

10,513,948

17. A02 Hope Services: Integrated Mental Health and Autism Services

2,047,988

899,492

1,148,496

18. A02 CalWORKs Community Health Alliance

2,410,386

1,023,206

705,340

681,840

19. A02/A04 County Clinics

9,757,352

4,256,692

5,110,339

390,321

20. A04 Mental Health Urgent Care

4,586,258

2,134,503

2,451,755

21. A04 Community Placement Team Services and IMD Alternative Program

4,939,785

4,196,544

743,241

22. A03 Criminal Justice Residential and Outpatient Treatment Programs

3,874,719

3,874,719

23. A03 Criminal Justice Outpatient Services

1,724,820

871,410

24. OA02-04 In-Home Outreach Teams

1,840,308

1,840,308

25. OA02-04 Outpatient Services for Older Adults

3,593,585

2,260,000

1,333,585

26. OA02-04 Clinical Case Management for Older Adults

2,300,000

1,150,000

1,150,000

151,000

151,000

2,194,165

2,194,165

2,144,011

2,144,011

3. A01 Adult Full Service Partnership

10. HO01 Permanent Supportive Housing

24,000

Non-FSP Programs
1. C03 Children & Family Behavioral Health Outpatient/IOP Services
2. C03 Specialty Services - Integrated MH/SUD

7. C03 Independent Living Program (ILP)
8. T02-04 TAY Outpatient Services
9. T02-04 Intensive Outpatient Program (IOP)
10. T02-04 TAY Triage to Support Reentry
11. T02-04 TAY Crisis and Drop In Center

27. OA02-04 Connections Program
28. LP01 Learning Partnership
CSS Administration
CSS MHSA Housing Program Assigned Funds
Total CSS Program Estimated Expenditures
FSP Programs as Percent of Total

12,099,037

217,779

424,934

220,822

750,000

853,410

0
178,588,568
71.5%

83,068,396

75,098,372

0

18,900,705

1,521,095

FY 2021-22 Mental Health Services Act Annual Update
Prevention and Early Intervention (PEI) Component Worksheet
County: Santa Clara
A

Date:

Fiscal Year 2021/22

B

C

D

Estimated Total
Estimated PEI Estimated Medi- Estimated 1991
Mental Health
Funding
Cal FFP
Realignment
Expenditures

E
Estimated
Behavioral
Health
Subaccount

4/19/21
F
Estimated
Other Funding

PEI Programs - Prevention
1. P2 Violence Prevention Program

199,020

199,020

2. P2 Intimate Partner Violence Prevention

250,000

250,000

3. P2 Support for Parents

660,000

660,000

4. P9 Promotores

900,000

900,000

5. P3 Raising Early Awareness Creating Hope (REACH)

1,428,361

1,009,597

6. P4 Integrated Prevention Services Cultural Communities (IPSCC)

1,098,390

1,098,390

400,000

400,000

19,317,234

10,382,019

400,000

400,000

0

0

304,244

304,244

691,043

691,043

1,744,116

1,744,116

15. P2 Services for Children 0-5

388,527

388,527

16. P8 Office of Consumer Affairs

956,021

956,021

17. P8 Office of Family Affairs

773,377

773,377

18. P6 Criminal Justice Re-Entry

377,462

377,462

19. P7 LGBTQ Access & Linkage

649,500

649,500

1,799,696

1,799,696

1,454,769

1,454,769

1,464,790

1,464,790

35,256,550

25,902,571

PEI Programs - Early Intervention

7. P9 Elder Story Telling
8. P2 School Linked Services (SLS) Initiative

311,376

107,388

5,464,660

3,470,555

PEI Programs - Outreach for Increasing Recognition of Early Signs of Mental Illness
10. P9 Older Adult In-Home Peer Respite Program
11. P1 Community Wide Outreach and Training
12. P9 Law Enforcement Training
PEI Programs - Stigma and Discrimination Reduction
13. P4 New Refugees Program
14. P1 Cultural Communities Wellness Program (CCWP)
PEI Programs - Access and Linkage to Treatment

PEI Programs - Suicide Prevention
20. P5 Suicide Prevention Strategic Plan
PEI Programs - Improve Timely Access to Services for Underserved Populations
21. P1 Culture-Specific Wellness Centers
PEI Administration
Total PEI Program Estimated Expenditures

5,776,036

0

3,577,943

0

FY 2021-22 Mental Health Services Act Annual Update
Innovations (INN) Component Worksheet
County: Santa Clara

Date:

A

B

Fiscal Year 2021/22
C

D

Estimated Total
Estimated INN Estimated Medi- Estimated 1991
Mental Health
Funding
Cal FFP
Realignment
Expenditures
INN Programs
1. INN10- Faith Based Training and Supports Project
2. INN11- Client and Consumer Employment
3. INN12- Psychiatric Emergency Response Team (PERT) and Peer Linkage
4. INN13- Allcove Implementation Project
5. INN14- Independent Living Empowerment Project
6. INN15- CMR Community Mobile Response Project
7. INN16- Addressing MH & Trauma in Diverse Communites Project
INN Administration
Total INN Program Estimated Expenditures

150,000
734,000
850,000
3,814,531
495,000
3,800,778
584,380
1,143,390
11,572,079

150,000
734,000
850,000
3,814,531
495,000
3,800,778
584,380
1,143,390
11,572,079

0

0

E
Estimated
Behavioral
Health
Subaccount

4/19/21

F
Estimated
Other Funding

0

0

County: Santa Clara

FY 2021-22 Mental Health Services Act Annual Update
Workforce, Education and Training (WET) Component Worksheet
A

Date:

Fiscal Year 2021/22
D

C

B

Estimated Total
Estimated WET Estimated Medi- Estimated 1991
Mental Health
Cal FFP
Realignment
Funding
Expenditures

E
Estimated
Behavioral
Health
Subaccount

4/19/21
F
Estimated
Other Funding

WET Programs
1. W1 WET Coordination

425,798

425,798

2. W2 Promising Practice Based Training

354,583

354,583

3. W3: Improved Svcs/Outreach to Unserved/Underserved Populations

288,240

288,240

4. W4: Welcoming Consumers and Family Members

315,320

315,320

5. W5: WET Collaboration with Key System Partners

25,000

25,000

6. W6: Mental Health Career Pathway

195,454

195,454

7. W7: Stipends and Incentive to Support MH Career Pathways

654,000

654,000

363,426

363,426

2,621,821

2,621,821

WET Administration
WET Regional Partnership Contribution
Total WET Program Estimated Expenditures

0

0

0

0

FY 2021-22 Mental Health Services Act Annual Update
Capital Facilities/Technological Needs (CFTN) Component Worksheet
County: Santa Clara
A

B

Date:

Fiscal Year 2021/22
C

D

Estimated Total
Estimated CFTN
Estimated
Estimated 1991
Mental Health
Funding
Realignment
Medi-Cal FFP
Expenditures

E
Estimated
Behavioral
Health
Subaccount

4/19/21
F
Estimated
Other Funding

CFTN Programs - Capital Facilities Projects
1. Residential Facilities

0

2.

0

3.

0

4.

0

5.

0

4,000,000

CFTN Programs - Technological Needs Projects
6. CFTN Support Staff
7.

0

8.

0

9.

0

10.

0

CFTN Administration
Total CFTN Program Estimated Expenditures
Note:

1,129,512

1,129,512

0
1,129,512

5,129,512

0

For a third year in a row, there is lack of Adult Residential Treatment facilities for sale to carry out this program.
BHSD is looking at other options in partnership with the Office of Supportive Housing.

0

0

0

MHSA Consumer Survey Findings, March 2021

Mental Health Services Act (MHSA) Stakeholder Survey Findings Report
Prepared by Research & Outcome Measurement Division, Substance Use Treatment Services
Towards the goal of continuous quality improvement across the County of Santa Clara
Behavioral Health Services (BHS) system, the Department solicited feedback from
consumers/clients via an online survey (Appendix A) administered through the month of
February 2021. The survey and guidance were introduced to providers throughout BHS via
stakeholder meetings, information notices, email distributions and through departmental staff.
Providers were asked to share the survey with and invite their clients to complete the survey.
The survey was available for clients to complete online, remotely, over the phone, or at the
location where services were received. Throughout the month, providers received reminders
and were encouraged to share the survey link. A total of 269 respondents returned completed
surveys. This section provides a profile of respondents and their perceptions of BHS from a
consumer lens. The survey was available in Spanish, Chinese, Vietnamese, English, and
Tagalog.
The State of California has identified five Threshold Standard Languages, those which are
spoken by 3,000 or more (or ≥ 5%) Medi-Cal beneficiaries in Santa Clara County: Spanish,
English, Vietnamese, Tagalog, and Chinese (combined total of Mandarin and Cantonese). Table
X1 summarizes the preferred languages survey respondents reported, juxtaposed with the
preferred languages reported by BHS beneficiaries, overall, during calendar year 2020. As
shown, regarding language preference, survey respondents were sufficiently representative of
our overall BHS beneficiary population. For example, while 5% of BHS consumers report
Spanish as their preferred language, over 30% of survey respondents reported Spanish as their
preferred language. This is important, as it ensure the voices of the few are not drowned out by
the voices of the many and affords equal weight to all perspectives.
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Table X1. Preferred language reported by survey respondents (N= 269) compared
with County of Santa Clara BHSD beneficiaries
Survey
Respondents
Language Preference

#

County of Santa Clara
BHS Consumers

%

English
175
65%
85%
Spanish
86
32%
5%
Vietnamese
6
2%
2%
Tagalog
1
<1%
<1%
Mandarin or Cantonese
0
0
<1%
Farsi
1
<1%
<1%
Romanian
1
<1%
<1%
Cambodian/Khmer
1
<1%
<1%
Punjabi
0
0
<1%
American Sign Language
0
0
<1%
NOTE: Percentages may not total 100% due to rounding and not all respondents answering all
survey items
A total of 191 respondents specified the race with which they identify, and 197 reported their
ethnicity (Hispanic/Not Hispanic). As shown, survey responses were collected from a
representative sample of BHS consumers across racial and ethnic lines. For example, Black
consumers comprise 8% of County of Santa Clara BHS consumers and 10% of survey
respondents, and over 70% of survey respondents self-identified as Hispanic/Latino.
Table X2. Racial Make-up of Survey Respondents (N= 191) with BHS and County Racial
Breakdowns
Survey
County of Santa Clara County of Santa Clara
Race
Respondents
BHS Consumers
General Population
African American/Black
19
10%
8%
2%
American Indian/Native Alaskan
14
7%
2%
1%
Asian or Pacific Islander

37

19%

4%

Multi-Race
White/Caucasian
Hispanic/Latino

11
110
120

6%
58%
61%

20%
39%
50%

4%
Not reported at county
level
31%
30%

Survey responses were received from consumers across the county, proportionally, as shown.
As San Jose is our largest city, it is no surprise that the majority of survey respondents report
residing in San Jose. Individuals who report being homeless are underrepresented in our survey
sample, as compared to the proportion of BHS consumers who report being homeless,
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underscoring the difficulties in surveying that population, even when they are engaged in
services within the BHS system.
Table X3. Survey Respondents Self-reported City of Residence (N=268)
Survey
Respondents
San Jose
Sunnyvale
Santa Clara
Mountain View
Gilroy
Palo Alto
Cupertino
Los Altos
Milpitas
Morgan Hill
Los Gatos
Campbell
Homeless

#

%

165
28
27
15
7
7
5
3
3
3
2
1
2

62%
10%
10%
6%
3%
3%
2%
1%
1%
1%
1%
<1%
1%

County of Santa Clara
BHS Consumers
56%
8%
7%
4%
3%
4%
3%
2%
4%
2%
2%
2%
17%

The age distribution of survey respondents closely mirrors that of the BHS consumer
population, with the majority being between 25 and 59 years old. Females are overrepresented
in our survey sample as compared to the overall BHS population, which is more evenly
distributed among males and females. Nonbinary individuals comprise a small proportion of
survey respondents and BHS consumers, alike (Tables X4 and X5).
Table X4. Survey Respondents Age Ranges (N=270)
Age Ranges
#
%
Under 16
14
5%
16 - 24
41
15%
25 - 59
145
54%
60 and older
70
26%
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Table X5. Survey Respondents Gender (N=275)
#
Female
Male
Nonbinary
213
53
9
A majority of respondents (61%) were, themselves, consumers of BHS. The next largest
proportion were parents of youth BHS beneficiaries. One respondent was the adult child of a
BHS beneficiary.
Table X6. Relationship to Consumer (N=269)
Self
Parent
Child
Other Family Member
Provider
Friend
Legal Guardian

#

%

164
93
4
4
2
1
1

61%
35%
1%
1%
1%
0%
0%

Survey respondents were also asked about other community affiliations. This item is useful in
evaluating how well survey sampling has done to collect responses from as wide a swath of
consumers as possible, and to ensure beneficiaries from all sectors of the community are
provided an opportunity to make their voices heard. As shown, a majority of respondents
identified their only affiliation as that of being a community member, indicating that no
particular sector is overrepresented in the survey sample.

Page 4

MHSA Consumer Survey Findings, March 2021

Table X7. Community Affiliations
Community member
Community-based organization
Court-ordered
Education agency
Government agency (City or County)
Medical or health care organization
Other (please specify):
Provider of alcohol and other drug services
Provider of mental health/substance use treatment services
Social service agency
Student

#

%

153
62
1
2
8
16
12
1
16
2
3

55%
22%
0%
1%
3%
6%
4%
0%
6%
1%
1%

The remainder of this section summarizes consumer responses to survey items by race,
ethnicity, gender, and age-group where appropriate. Tables correspond to survey sections and
include all items from that section. Note that while 271 surveys were returned, most items
included a “not applicable” (NA) response option. NA were not included in tallies of the
number of responses. As such, on average, between 175 and 200 responses were received across
all survey items.
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Table X8. Getting in and getting help (N=188)

Survey Item
I know where to go if I need mental health/substance
use treatment services.
I know who to call if I need mental health/substance
use treatment services.
I don’t have to sit in the waiting room too long.

African
American/
Black
89%

American
Indian/ Native
Alaskan
100%

Asian or
Pacific
Islander
94%

MultiRace

White/
Caucasian

All
Respondents
Combined
177
94%

91%

94%

89%

100%

92%

100%

94%

177

94%

92%

92%

89%

71%

93%

127

91%

African
American/
Black

American
Indian/ Native
Alaskan

Asian or
Pacific
Islander

Multi
-Race

White/
Caucasian

88%

83%

84%

91%

91%

162

89%

93%

92%

97%

91%

91%

159

92%

Table X9. Getting referred to other services: (N=176)

Survey Item
Providers talk with me about services that might help
me.
My different services fit together well.

Page 6

All
Respondents
Combined

MHSA Consumer Survey Findings, March 2021

Table X10. Talking with providers/staff:
African
American/
Black
88%

American
Indian/ Native
Alaskan
83%

Asian or
Pacific
Islander
84%

MultiRace

White/
Caucasian

91%

91%

Staff are friendly.

100%

100%

97%

100%

99%

94

99%

Staff ask questions.

89%

100%

91%

100%

95%

176

95%

Staff are helpful.

94%

100%

92%

100%

98%

181

97%

The provider discussed my rights with me.

94%

93%

94%

100%

93%

176

94%

I feel like I can talk about problems or complaints
with my provider.
My provider answers my questions.

94%

86%

95%

100%

95%

180

95%

94%

93%

97%

100%

99%

186

98%

My provider accepts me for who I am.

100%

100%

100%

100%

99%

189

99%

My provider respects me.

100%

100%

97%

100%

100%

189

99%

My provider understands my culture.

82%

100%

100%

100%

99%

174

98%

My provider is from my culture/looks like me.

47%

64%

81%

43%

77%

106

72%

Services are available in my language.

100%

100%

91%

82%

98%

170

96%

Survey Item
Providers talk with me about services that might
help me.
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Table X11. Your recovery
African
American/
Black

American
Indian/ Native
Alaskan

Asian or
Pacific
Islander

MultiRace

White/
Caucasian

My provider gives me choices.

94%

93%

97%

100%

96%

178

96%

My provider asks me what I think.

94%

93%

100%

100%

95%

179

96%

I choose what I get to work on.

94%

93%

100%

91%

96%

177

96%

Services meet my needs.

94%

93%

95%

100%

97%

179

96%

Services focus on my recovery.

94%

100%

100%

100%

100%

180

99%

Services help me.

89%

100%

97%

100%

99%

182

98%

African
American/
Black

American
Indian/ Native
Alaskan

Asian or
Pacific
Islander

MultiRace

White/
Caucasian

88%

78%

96%

100%

96%

130

94%

80%

78%

96%

89%

92%

124

91%

69%

50%

88%

75%

92%

109

85%

75%

78%

81%

88%

83%

109

82%

Survey Item

All
Respondents
Combined

Table X12. Family Involvement (N=140)

Survey Item
My provider asks me who I want involved in my
recovery.
My provider includes people I’ve identified as
important to me.
Providers have helped my family better support
me.
Family members support my recovery.
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Table X13. Treatment Team

African
American/ Black

American
Indian/ Native
Alaskan

Asian or
Pacific
Islander

MultiRace

White/
Caucasian

Treatment team provides me with whatever type of
help I need.

78%

100%

94%

100%

93%

168

93%

Treatment team provides as much help as I need
when I need it.

89%

93%

94%

100%

92%

168

93%

Treatment team acts professionally.

94%

100%

100%

100%

99%

180

99%

I’m satisfied with my mental health/substance use
treatment services.

94%

86%

97%

100%

96%

176

96%

Survey Item
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Telehealth
Respondents were asked whether they had engaged in any telehealth services over the prior six months. As shown, engagement in telehealth was
high across all racial and ethnic categories.
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Table X14. Telehealth
African

American

Asian or

Multi-

White/

Hispanic

American/Black

Indian/Native

Pacific

Race

Caucasian

(n=120)

Female

Male

binary

(n=14)

Alaskan (n=19)

Islander

(n=11)

(n=110)

7 (67%)

91 (83%)

98 (82%)

90%

81%

100%

4

Survey Item

Non-

(n=37)
8 (56%)

% Respondents who reported a

19 (100%)

33 (90%)

telehealth session with their behavioral
health provider
How many times did you participate in a telehealth session?
20+

5

12 - 19

2

2

4

2

19

14

19

5

6

1

15

11

9

11

7 - 11

2

7

1

18

10

25

14

2

4-6

2

3

1

14

14

13

4

1

4

6

1

12

6

2

6

1-3

3

Telehealth Method
Phone Audio only

8

6

21

5

62

40

57

33

5

Video

2

4

5

1

16

8

11

8

2

48

26

36

25

5

25

12

25

15

1

2

4

1

1

In Public

1

3

2

4

1

It varies

1

2

5

2

Where were you when you accessed most of your telehealth sessions?
Home - Private Space

9

Home - Shared Space

5

21

2

4

Residential Treatment
At the Clinic

1

3

1
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Finally, consumers were asked to rate the greatest needs and accomplishments across BHS. Tables show wide variation in consumer perceptions of
what is most necessary with regards to their services, as well as what consumers consider to be the greatest accomplishments. For example, there
was a relatively high agreement that BHS “Services should be focused on wellness, recovery and hope”, and this item was also perceived as a great
accomplishment.
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African
American/
Black

American
Indian/ Native
Alaskan

Services are focused on wellness, recovery, and hope.

3

4

My mental health/substance use treatment providers talk to each other.

4

Services are helpful.

5

Survey Item

Asian
or
Pacific
Islander
What is the greatest accomplishment of the mental health/substance use treatment system?

Multi
-Race

White/
Caucasian

9

4

28

1

4

1

17

3

4

1

14

1

11

7

2

9

Services help me accomplish my goals.

7

1

9

Services are consumer and family driven.

1

5

3

5

My mental health/substance use treatment services coordinate with
other services, like CPS or probation.
Service providers understand my needs.

1
4

2

1

Services are provided by people who represent people being served.

4

Services help me achieve my goals.
I can get help from peers, people who have similar experiences.

1

1

2
1

Stabilizing symptoms with medication
I can get services in a crisis.

1
1

Services are easy to get to (e.g., easy to get appointments, good
locations/times).
Coping skills & tools
Psychiatrists / detoxification staff work and coordinate with other
agencies and services
Services keep me alive. Without therapy, I'd be dead.
They really work with you
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Greatest needs of the mental health/substance use
treatment system?
Service providers do not understand my needs.

African
American/Black
1

American
Indian/Native
Alaskan

Asian or Pacific
Islander
1

MultiRace
1

White/Caucasian
2

Services and referrals aren’t helpful.

1

1

1

2

Services are hard to access (e.g., difficult to get
appointments, inconvenient locations/hours).

1

2

1

2

There aren’t enough services.

2

4

3

20

Services have gotten worse over time.

2

5

1

14

Service providers should talk to each other.

1

2

6

2

23

Services should focus on what I think is important.

6

3

6

2

28

Services should employ more peer support staff (i.e.
people with similar experiences).

8

2

7

4

26

We need different types of services.

1

2

8

3

33

2

1

8

1

20

1

1

8

2

23

6

2

10

1

8

2

1

10

1

18

7

7

11

2

34

Mental health/substance use treatment providers
should talk to other types of programs (e.g., legal,
child welfare).
Service providers should go out into the community.
Services should be provided by people who look
like me.
Services should be available in my preferred
language.
Services should be focused on wellness, recovery
and hope.

2
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MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
JANUARY 25, 2021
TOPIC

TIME

1. Introductions (Sherri Terao)

8:00 8:15 AM

2. Welcome by Director/Executive Team

8:15 - 8:25

3. Innovation Projects Updates (Jeanne Moral/Evelyn Tirumalai)

8:25 8:30

4. Overview of CPPP and Timeline (Roshni Shah/Evelyn T)

8:30 8:50

5. FY 2022 MHSA Revenue Projections & Estimated Expenditures
a) Revenue (Tina Cordero)
b) Budgets & Program Overview (Vince Robben)
c) Q&A (Evelyn T)

8:50 9:35

6. Next Steps (Evelyn T)

9:35 - 9:50

7. Survey, Closing & Q&A

9:50 10

MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
MONDAY, JANUARY 25, 2021 - 8:00AM
VIRTUAL MEETING

INNOVATION PROJECTS UPDATES*

FY2022 MHSA ANNUAL PLAN UPDATE
COMMUNITY PROGRAM PLANNING PROCESS

Data Collection (program
outcomes, utilization, etc)
Surveys and Listening
Sessions
Review of MHSA legislation
Fiscal Review Status

Community Program
Planning Process
Planning Sessions
Program Outcomes and
Highlights by System of Care
Program Packets

Kick Off Activities

December 2020 January 2021
4

Project Name

MHSA SLC Meetings
INN Subcommittee Meetings
Behavioral Health Board
Board of Supervisors
MHSOAC

Plan Review

February 2021

April 2021

May 2021 June 2021

Update

Next Steps

INN #14: Independent
Living Facilities

Reviewed by County Counsel (1/14/2021)
Echo back/revised project details sent to Mental
Health Services Oversight and Accountability
Commission (MHSOAC) on 1/15/2021

Pending a consultation meeting

INN #15: Community
Mobile Response Program

Provided an update to the BHB on 12/8/2021
Conducting planning input sessions 12/12/2020
1/15/2021

Analyze gathered input/feedback from the
planning input session with the MHSA
SLC/BHCA via a workgroup committee 1st
week Feb 2021
Hold an MHSA SLC meeting February 2021
to share updated plan / Post Plan for 30days

INN #16: Mental Health
and Stigma in Diverse
Communities

BHB Public Hearing 12/8/2021
Board of Supervisors Approval 12/15/2021
Submitted INN 16 Plan to the MHSOAC

Upcoming presentation to request
tentatively scheduled MHSOAC
Commission Presentation of INN 16
tentatively scheduled for 2/25/2021

*January 29, 2021 MHSA SLC INN Subcommittee at 2-3 PM Learn more details about the three
projects and discuss possible options on the next round of INN planning/process.
3

FY2022 MHSA COMMUNITY PROGRAM PLANNING PROCESS SURVEY
Purpose: to gather feedback from our
clients/consumers on MHSA-funded programs
and services
Survey Languages: English, Spanish,
Vietnamese, Chinese, Tagalog, Farsi
Survey Administration:
Online using SurveyMonkey
English: January 20 February 26,
2021
Other Languages: February 2021
Survey Time: ~ 6-8 minutes

FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
OVERVIEW OF CPPP AND TIMELINE
Local Needs
Assessment

Reconvene
MHSA SLC

January

Program input,
service
outcomes,
Surveys (paper,
online)
*Outcomes
Data Due: Feb 8
*Stakeholder
Satisfaction
Surveys through
Feb 5
*Stakeholder
Virtual Town
Hall Meetings

MHSA SLC
Planning
Sessions

Kick Off Event

Feb 2021 March 2021

MHSA regulations,
review of planning
process, MHSA
Finance Update,
INN Planning
Monday, January
25 (8am-10am)

Focus on program
success, program
modifications, draft
document.

30 Day
Public
Posting

Public
Hearing

April 2021

Draft document for
public comment
input and review.
www.sccbhsd.org/mhsa

SLC Meeting #1
February 11 (3:00pm5:00pm

May 10, 2021

June 8, 2021

Request BHB to
take action
related to Draft
FY2022 MHSA
Annual Plan
Update (Draft
Plan)

Request BOS to
approve/adopt
FY2022 MHSA
Annual Plan Update
(Draft Plan) and
authorize BHSD to
submit Plan in
accordance with
WIC Section 5847 (a)
to the MHSOAC
before June 30

SLC Meetings #2
February 16 (3:30pm-5:30pm),
SLC Meeting #3
February 19 (3pm5pm)
SLC Meeting #4
March 5 (3pm-5pm)

FY2022 MHSA COMMUNITY PROGRAM PLANNING PROCESS SURVEY
Please help us spread the word!
English Survey Link:
https://www.surveymonkey.com/r/21MHSASurvey_Eng
Seeing clients in person?
Contact the MHSA team for simple links to collect the
data in person

FY2022 MHSA REVENUE PROJECTIONS & ESTIMATED EXPENDITURES

Questions?
Contact Evelyn Tirumalai at
Evelyn.Tirumalai@hhs.sccgov.org
Contact Roshni Shah at Roshni.shah@hhs.sccgov.org

BOS
Approval

10

9

12

11

14

13

FY2022 MHSA BUDGETS AND ESTIMATED EXPENDITURES

15

NEXT STEPS
ACTIVITIES

Purpose

Community Needs Assessment

Surveys
Virtual Listening Sessions/Town Hall meetings
Review of Programs

MHSA SLC INN Subcommittee
Friday, January 29, 2021 2:00PM 3:00PM

Innovation (INN) Projects Timeline
Update on existing INN Projects, Highlights
INN Idea Selection Process/New Project Development

MHSA SLC Planning Session #1
Thursday, February 11, 2021 3:00PM 5:00PM

Children, Youth and Families Program Highlights and Discussion

MHSA SLC Planning Session #2
Tuesday, February 16, 2021 3:30PM - 5:30PM

Adult/Older Adult, LGBTQ, Client/Consumer Program Highlights and
Discussion

MHSA SLC Planning Session #3
Friday, February 19, 2021 3:00PM 5:00PM

Criminal Justice System, Housing, Workforce Education & Training,
Suicide Prevention/Suicide and Crisis Services Program Highlights and
Discussion

MHSA SLC Planning Session #4
Friday, March 5, 2021 3:00PM- 5:00PM

Summary of Findings, Discussion and Next Steps

ROLE OF MHSA Stakeholder Leadership
Committee Member
Develop a deeper
Participate, engage,
Identify and prioritize the
understanding of the
most important problems collaborate in validation
strengths and needs in
of FY2022 MHSA draft
to solve with available
the systems of care and
plan.
resources
community stakeholders

meeting:
https://www.surveymonkey.com/r/Jan25_SLC_Feedback

Comments & Questions
19
20

THANK YOU

For questions, additional information or other concerns, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
1-408-401-6117

21

AGENDA

1. Welcome & Introductions
2. Goals of today’s SLC Innovation Subcommittee meeting (5 minutes)
3. Current Innovation Project Updates (15 minutes)
a. INN 14 – Independent Living Project Update
b. INN 15 – Community Mobile Response Program Update
c. INN 16 – Addressing Stigma and Trauma in the Vietnamese and African
American/African Ancestry Communities Update
d. Q&A on INN Project Updates
4. New Innovation Project Planning Process and Timeline (5 minutes)
5. Discussion Forum (35 minutes)

SLC INNOVATION SUBCOMMITTEE MEETING
JANUARY 29, 2021
INNOVATION PROJECT UPDATES FOR INN 14, 15, AND 16 &
FY22 NEW MHSA INNOVATION PROJECT PLANNING

1

2

INN 15 – Community Mobile Response (CMR) Program Update

UPDATES ON INNOVATION PROJECT #14:
INDEPENDENT LIVING FACILITIES PROJECT
Project
Independent Living Facilities INN Project
#14: BHSD, in partnership with the
Community Living Coalition, will launch
residential facility supports for independent
living spaces.

Revisions
•
•
•

The Independent Living Project in
collaboration with the Community Living
•
Coalition, would assist independent living
owners, residents and community by
•
providing tools and resources to promote and
support high quality homes, thriving
residents, and safe communities.
•
CCL under the regulation found in 22 CCR Sec. 80000, et
seq, unless they are exempt from licensure under Sec.
8000. Cal. Code Regs. tit. 22, § 80005.

Room and Board only
Owners, not operators
Independent living
facilities, not to be
called unlicensed
facilities (to prevent
confusion)
Annual home visits,
not inspections
Two-year time frame
for an estimated cost
of $495,000 annually
Name enhancement:
Independent Living
Empowerment Project
(ILEP)

COMMUNITY MOBILE RESPONSE PROGRAM (CMRP)
COMMUNITY PLANNING AND PROGRAM DESIGN TIMELINE
2020-2021

Update
•
•
•
•
•
•
•

•

Approved 6/2/2020
Submitted to MHSOAC
6/15/2020
Echo back received
10/30/2020
County counsel reviews
Stakeholder discussions:
12/29/2020 & 1/6/2021
County counsel review
Echo back and project plan
revision sent back to
MHSOAC 1/15/2021
Consultation meeting with
MHSOAC staff scheduled
for February 10, 2021.

Obtain input
on new
CMR
Program
from SLC
members.
Hold INN Planning
Meeting

Hold Diverse
Community
Feedback
Meetings

Community
planning
input
sessions:
Dec 2020–Jan
2021

Fall 2020

• Workgroup
Meetings
• MHSOAC/BHSD
consultation(s)
• County
Counsel/BHSD
review and
meeting(s)
Convene Workgroup
Program Design Sessions
& BHSD Research

Dec 2020 - Jan 2021

Revise draft, Hold SLC
review meetings, post
publicly for 30 days

• SLC Innovation
Subcommittee
special review
meeting early Feb
2021
• 30 day public
posting of the plan
• SLC review of
public comments
and revised draft

Jan 2021 – Feb 2021

• March
2021 BHB
Public
Hearing
• March
2021 BOS
Meeting

MHSOAC
Approval

• Submit to
MHSOAC
for
review.

BHB Public
Hearing and BOS
Approval

Feb-March 2021

4

3

3

2

4

1

INNOVATION 16 UPDATE: ADDRESSING STIGMA
AND TRAUMA IN THE VIETNAMESE AND AFRICAN
AMERICAN/AFRICAN ANCESTRY COMMUNITIES
Completed Steps:
1. BHB Public Hearing – INN 16 approved
by the BHB to move forward to the BOS
on December 8, 2020
2. Board of Supervisors Approval Received
at the December 15, 2021 BOS Meeting
3. Submission of INN 16 Final Plan to the
MHSOAC on January 15, 2021
Upcoming Step: Presentation for the final
MHSOAC approval of INN 16 -Tentatively
scheduled for February 25, 2021
---------------------------------------------------------

Note: Pending the State-MHSOAC approval,
BHSD will initiate a Request for Proposal
(RFP) with the goal to implement INN 16 in
FY 2022

5

Q&A ON INN 14, INN 15, AND INN 16

6

PROPOSED PROCESS FOR NEW INNOVATION
PROJECT SUBMISSION PROCESS

2021-2022 NEW
INNOVATION PLANNING
PROPOSED PROCESS AND
TIMELINE

Orientation to describe process for new INN idea proposal submissions
Provide a proposed timeline

Describe process & requirements

Offer technical assistance & workshops to assist in completion of forms
45-60 day window for community
members to submit draft proposals

Provide proposers with BHSD feedback
for resubmission of proposals, if desired

Review and selection of new INN Project ideas/proposals
BHSD internal review to confirm project
proposals meet INN requirements

8

7

7

SLC review and selection of proposals to
move forward for development

8

2

Discussion Topic #2: Process and Timeline

Discussion Topic #1: Options for Next Steps

What timeline and strategies for technical assistance for interested
community members would enable the most possible people to
develop and submit their new INN project idea proposals?

Which Proposed INN Next Steps options would the SLC consider for new FY22
INN Project Planning?
Option 1: Proceed with revisiting existing INN Project Ideas from the last
cycle (5 remaining ideas).
Option 2: Open a new submission window for new ideas that includes the
proposed Youth Technology Grants idea from the FY21 MHSA Mid-Year
Adjustment.
Option 3: Combine all existing ideas (options 1 and 2) with new community
innovation ideas for Spring of 2021.
Option 4: Participate in a Statewide INN Projects currently under
development
Option 5: Other options from SLC member participants

Discussion Forum

1.

Timeline:
a) Is the window of 45 - 60 days for writing and submitting proposals
reasonable?
b) Would 45 days or 60 days be preferable?
c) What would the SLC’s goal timeframe be for beginning to discuss
development of the selected new FY22 INN Projects?
2. Proposed assistance strategies for community members to complete
the new INN project idea proposals:
d) Will the proposed plan for support in drafting proposals be sufficient
or conversely too extensive?

Discussion Forum

9

10

9

10

Survey: Please share any other ideas!

https://www.surveymonkey.com/r/Jan29_SLC_INN_
Feedback

FY22 NEW INN PROJECT PROPOSAL
SELECTION PROCESS:
DISCUSSION FORUM
12

11

12

3

MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
FEBRUARY 11, 2021
TOPIC

TIME

1. Introductions (Sherri Terao)

3 3:10PM

2. Welcome by Director/Executive Team

3:10 3:15PM

3. Overview of Planning Sessions and Timeline (Roshni Shah/Evelyn T)

3:15 3:25PM

4. Update on MHSA Fiscal Projections (Tina)

3:25 3:35PM

5. Children, Youth & Families System of Care Presentation
a. Program Highlights, Utilization & Spending
b. Ideas & Q & A

3:35 4:45PM

6. Next Steps, Survey, Closing & Q&A

4:45 5PM

FY2022 MHSA ANNUAL PLAN UPDATE
COMMUNITY PROGRAM PLANNING PROCESS

Data Collection (program
outcomes, utilization, etc)
Surveys and Listening
Sessions
Review of MHSA legislation
Fiscal Review Status

Community Program
Planning Process
Planning Sessions
Program Outcomes and
Highlights by System of Care
Program Packets

Kick Off Activities

December 2020 January 2021
4

MHSA SLC Meetings
INN Subcommittee Meetings
Behavioral Health Board
Board of Supervisors
MHSOAC

Plan Review

February 2021

April 2021

May 2021 June 2021

MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
THURSDAY, FEBRUARY 11, 2021 3PM
VIRTUAL MEETING

MHSA FINANCIAL PROJECTIONS

FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

Deficit projected FY22 based on FY21-23 Revenue Projections in November 2020

February 11, 2021: Children,
Youth & Families System of

February 16, 2021:
Adult/Older Adult,

Presentation & Discussion

Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and

March 1, 4 & 5, 2021:
Discussions of Suggested
Recommendations

Discussion

SLC Members and Members of the Public are encouraged to provide their
feedback and input during meetings and after meetings through postmeeting surveys.

6

5

MHSA FINANCIAL PROJECTIONS
Updated FY21-23 Revenue Projections in February 2021 no longer projections deficit in FY22.
Current level expenditures and revenues projected in FY23 will result in a FY24 deficit due to

decline in unspent balances

PROGRAM HIGHLIGHTS: CHILDREN, YOUTH & FAMILIES SYSTEM OF CARE

7

April 1 30, 2021: 30 day
public posting period
May 2021: BHB public
hearing
June 2021: share draft plan
with BOS

MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 MHSA Annual Update Community Planning Process
Children, Youth and Family System of Care
MHSA Program Highlights
February 11, 2021
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SYSTEM PRIORITIES

COORDINATED SYSTEM OF CARE

Co-occurring disorder capacity in all programs
Trauma-informed and culturally responsive system of care

Behavioral
Health
Primary
Care

Schools

Managed
Care Plan

Child
Welfare

Consistent recovery orientation across all programs
Access to timely services
Equity for unserved and underserved populations
Evidence-based approaches to maximize improvements in health

Juvenile
Probation

CYF FY20 MHSA PROGRAMS

SCHOOL LINKED SERVICES
School-based coordinated services to address the needs and wellbeing gaps of
families through a community participatory approach.
Family Engagement
Tier 1 services: Universal
Access
Referral, Linkage, and Triage
Family Engagement OneTime Events
15 SLS School Districts
29 SLS Coordinators
Serves 10,000+ students and
families annually
OUTCOMES
Increase family access
Increase knowledge
Improve student academic
outcomes, health and wellbeing.
Improve school climate and
school-family partnership
Increase student and family
satisfaction

Prevention and Early
Intervention (PEI)
Tier 1 & 2 services: Least
intensive
Group and specific
population supports and
services
Skills streaming
Therapeutic Groups
Parenting Groups: Positive
Parenting Program (Triple P)
and Strengthening Families
11 school districts
8 Community Based
Providers
Serves 2000 students
annually
OUTCOMES
Early identification of needs
Increase parental
competency
Increase school readiness
Increase access
Maintain school functioning
and engagement

SLS Behavioral Health

Unconditional Education

Tier 3 services: Intensive
service
Outpatient services at school
setting
Individual Therapy
Case Management & Linkage
Medication Support
13 school districts
7 Community Based
Providers
Serves 750 Medi-Cal or
uninsured students annually

Tier 3 Services
Program team includes
Education Coach,
Clinician, and Student
Support Assistants
2 school districts
1 Community Based
Providers
Serves 30 Medi-Cal or
uninsured students annually

OUTCOMES
Improve student behavioral
and emotional well-being
Improve student functioning
(behavior, achievement)
Increase (or maintain)
school attendance

School Liked Services (SLS) and Prevention Programs

Outpatient Services School Aged and Transitional Aged Youth

OUTCOMES
Reduce office disciplinary
referrals
Increase social and
emotional well-being
Increase satisfaction
Increase parent involvement
Increase access to resources

Juvenile Justice Development Youth Therapeutic Integrated Program (YTIP)

Crisis and Drop In Services Mobile Crisis

YOUTH THERAPEUTIC INTEGRATED PROGRAM (YTIP)

OUTPATIENT SERVICES

(CONTRACTED TO STARLIGHT COMMUNITY SERVICES)

72 youth served
80% successful discharges
(Care Plan Goals were Met)
100% of youth were
connected to support
services after discharge

Integrated (Co-Occurring) Behavioral Health Services

Screening and Assessment
Individual and Family Therapy
Mental Health Consultation
Individual, Group, and Family Counseling
Care Coordination
Crisis Intervention

16

Community and
Clinic Based
Services
Screening and
Assessment
Individual, Group,
Family Therapy
Case Management
Care Coordination
Medication Support

17 Community Based
Providers
3 County Operated
Clinics
Ethnic Specific Services
Served over 4,200

Outcomes
78% successfully
discharged from
Outpatient and Ethnic
outpatient services

Transitional Age Youth (16-25)

Reduce Juvenile Justice Involvement
Focus on transition to community services and
stabilizing the family and community systems
The program assists youth in developing life skills
that will improve their ability to live and thrive in
the community.

Services

Target Population and Primary Goals

School Age (6-21)

Data Highlights

5 Community Based
Providers
1 County Operated
Clinic
LGBTQ Specialty
Services
Served over 400
Transitional aged
Youth

Outcomes
64% successfully
discharged from TAY
and TAY LGBTQ
outpatient services

MOBILE CRISIS: PROVIDER UPLIFT FAMILY SERVICES

Increased frequency and shorter sessions has been
beneficial for some consumers
Some consumers have enjoyed walking sessions and
outdoor sessions
Provision of therapeutic supplies/care packages have
been useful for youth to use during and outside of session
Family and support persons can join sessions with ease
Reduced number of missed or rescheduled sessions
Using a hybrid approach to telehealth (in-person and
virtual services) provides access when transportation,
dependent care, or time prevents office visits
Use of taxi vouchers and ride-share companies (e.g.,
Uber) for consumers to attend in-person supports at
community sites with PPE and other safety measures
Psychoeducation and outreach groups have worked well
with a variety of populations
Increased case management and linkage to resources for
basic needs during the Pandemic
Understanding how we learn to adapt to evolving
influences
Learned how to have greater impact and access to
families through school websites, robocalls, town halls
and platforms like Facebook Live

TELEHEALTH
ADAPTATIONS
MOVING
FORWARD/LESSONS
LEARNED

Total Calls: 2897

Services Provided

Total Responses: 702

Telephone Screening

Diversion Rate: 70%

Youth/ Family risk Assessment
Hospital Diversion
De-Escalation

Gender and Age
For Calls Responded to in
the Community

Behavioral Health Services
Safety Planning
Connect youth with supportive

Female: 425
Age: (5-12 ) 110
(13-17) 315

adults in the community
Connect parents/caregivers to
Community supports

Males: 277
Age: (5-12) 88
(13-17) 189

Identification of coping strategies
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BUDGET ANALYSIS COMMUNITY SERVICES AND SUPPORTS (CSS)
OUTPATIENT SERVICES SCHOOL AGED AND TRANSITIONAL AGED YOUTH

BUDGET ANALYSIS COMMUNITY SERVICES AND SUPPORTS (CSS)
JUVENILE JUSTICE DEVELOPMENT AND CRISIS/DROP-IN SERVICES FOR CHILDREN AND YOUTH

FY20 MHSA
FY20
Funds
Medical FFP
(Actuals)

FY20
Behavioral
FY20 Other
Health
Subaccount

Total
Expenses*

FY20 Payroll

FY20 CBO

FY20 Object 2

Services for Juvenile Justice Involved
$ 2,387,857
Youth

$ 1,156,526

$ 1,203,425

$ 27,906

$ 2,155,446

$ 122,321

$ 110,089

$ -

$ -

$ 3,324,361

$ -

$ 1,419,546

$ 1,002,535

$ 902,281

$ -

Program Name

$ 3,324,361

Program Name

Total Expenses* FY20 Payroll

FY20 Object 2

Children and Family
Outpatient/Intensive Outpatient
Services

$ 31,573,443

$ -

$ 31,572,366

$ 1,077

TAY Outpatient Services/Intensive
Outpatient Services

$ 1,159,840

$ 222,914

$ 936,881

$ 45

* Total Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).
* Total Expenses as reported on the Fiscal Year 2020 Revenue and Expenditure Report

FY20 CBO

FY20 MHSA
FY20
Funds
Medical FFP
(Actuals)

FY20
Behavioral
Health
Subaccount

$ 2,432,615 $ 15,336,631 $ 13,802,968

$ 297,937

$ 453,633

$ 408,269

FY20 Other

$ 1,228

$ -

BUDGET ANALYSIS PREVENTION AND EARLY INTERVENTION (PEI) SCHOOL LINKED SERVICES

Program Name

Total
Expenses*

FY20 Payroll

School Linked Services**
$ 15,717,976 $ 2,462,245
(SLS) PEI

FY20 CBO

FY20 Object 2

$ 12,092,960

$ 1,162,771

FY20 MHSA
FY20 Medical FY20 Behavioral
Funds (Actuals)
FFP
Health Subaccount

$ 9,891,371

$ 3,065,504

$ 2,758,954

FY20
Other

$ 2,148

MHSA CYF BUDGET ANALYSIS: UTILIZATION REVIEW
*Total Expenses as reported on the Fiscal Year 2020 Revenue and Expenditure Report
**Note: All SLS components were transferred to PEI in FY20 (previously, PEI: $ 669, 631)
.

NEXT STEPS

MHSA CLIENT/CONSUMER SURVEY
ACTIVITIES

Please help us spread the word!
English Survey Link:
https://www.surveymonkey.com/r/21MHSASurvey_Eng
Spanish Survey Link:
https://es.surveymonkey.com/r/21MHSASurvey_Spanish

Tagalog Survey Link:
https://www.surveymonkey.com/r/21MHSASurvey_Tagalog

Chinese Survey Link:

https://www.surveymonkey.com/r/21MHSASurvey_Chinese

Seeing clients in person?
Contact the MHSA team (mhsa@hhs.sccgov.org) for
simple links to collect the data in person

Purpose

Community Needs Assessment

Surveys
Virtual Listening Sessions/Town Hall meetings
Review of Programs

MHSA SLC Planning Session #1
Thursday, February 11, 2021 3:00PM 5:00PM

Children, Youth and Families Program Highlights and Discussion

MHSA SLC Planning Session #2
Tuesday, February 16, 2021 3:30PM - 5:30PM

Adult/Older Adult, LGBTQ, Client/Consumer Program Highlights and
Discussion

MHSA SLC Planning Session #3
Friday, February 19, 2021 3:00PM 5:00PM

Criminal Justice System, Housing, Workforce Education & Training, Suicide
Prevention/Suicide and Crisis Services Program Highlights and Discussion

MHSA SLC Planning Session #4
Monday, March 1, 2021 12:30PM - 2:30PM

Discussion of Children, Youth & Families Program Findings

MHSA SLC Planning Session #5
Thursday, March 4, 2021 4 - 5PM

Discussion of Criminal Justice System, Housing, Workforce Education &
Training, Suicide Prevention/Suicide and Crisis Services Program Findings

MHSA SLC Planning Session #6
Friday, March 5, 2021 3:00PM - 5:00PM

Discussion of Adult/Older Adult, LGBTQ, Client/Consumer Program Findings

HTTPS://WWW.SURVEYMONKEY.COM/R/FEB11_SLC_FEEDBACK

Comments & Questions

26
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THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org
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MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
FEBRUARY 16, 2021
TOPIC

MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
TUESDAY, FEBRUARY 16, 2021 – 3:30PM
VIRTUAL MEETING

1

TIME

1. Introductions & Welcome by Director (Sherri Terao)

3:30 – 3:40PM

2. General Public Comments

3:40 – 3:50PM

3. Overview of Planning Sessions and Timeline (Roshni Shah)

3:50 – 3:55PM

4. Update on MHSA Fiscal Projections (Tina Cordero)

3:55 – 4:00PM

5. Cultural Communities Wellness Program & Office of Family & Consumer Affairs
Presentation
a. Program Highlights
b. Utilization & Spending (Tina Cordero / Vince Robben)

4:00 – 4:15PM

6. Ideas & Q&A on Family & Consumer Affairs Programs

4:15 – 4:35PM

7. Adult/Older Adult System of Care Presentation
a. Program Highlights
b. Utilization & Spending (Tina Cordero / Vince Robben)

4:35 – 4:50PM

8. Ideas & Q&A on Adult/Older Adult Programs

4:50 – 5:20PM

9. Next Steps, Survey, Closing & Q&A (Roshni Shah)

5:20 – 5:30PM

2

FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

February 11, 2021: Children,
Youth & Families System of
Care Programs’
Presentation & Discussion

February 16, 2021:
Adult/Older Adult,
Client/Consumer Programs’
Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and
Crisis Services Programs’
Discussion

March 1, 4 & 5, 2021:
Discussions of Suggested
Recommendations

April 1 – 30, 2021: 30 day
public posting period
May 2021: BHB public
hearing
June 2021: share draft plan
with BOS

SLC Members and Members of the Public are encouraged to provide their
feedback and input during meetings and after meetings through postmeeting surveys.

4

3

4
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MHSA FINANCIAL PROJECTIONS

MHSA FINANCIAL PROJECTIONS
Updated FY21-23 Revenue Projections in February 2021 no longer projections deficit in FY22.
Current level expenditures and revenues projected in FY23 will result in a FY24 deficit due to

Deficit projected FY22 based on FY21-23 Revenue Projections in November 2020

decline in unspent balances

5

6

5

6

GUIDING QUESTIONS
Based on the presentation and data shared:
• Which Community Services & Supports (CSS) programs or services stand out to
you as priority?
• Which Prevention & Early Intervention (PEI) programs or services stand out to
you as priority?
• Things to consider when prioritizing:
• Future Fiscal Projections
• Program Outcomes & Highlights
• Priority Needs in the Community

Use the chat box
to enter your
responses.

PROGRAM HIGHLIGHTS: CULTURAL COMMUNITIES WELLNESS PROGRAM, OFFICE OF
FAMILY & CONSUMER AFFAIRS

7

7

8
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CONSUMER AFFAIRS, FAMILY AFFAIRS AND
CULTURAL COMMUNITIES WELLNESS PROGRAM
DIVISION UPDATES
 New Division Director position filled as of March, 2020 – Mikelle
Le
 New Program Manager position filled for CCWP as of October,
2020 – Suzanne Chiu
 Staffing: 42% of staff deployed as Disaster Services Workers

MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 MHSA Annual Update Community Planning Process
Consumer Affairs, Family Affairs and Cultural Communities Wellness Program

9
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CURRENT SERVICES UPDATE

CURRENT SERVICES UPDATE
Peer Support Services:

Trainings:



Community, Client, Family support



1:1 phone support



Virtual Wellness Groups



LGBTQ Support Groups, Grief Groups, Book Club

 WISE



COVID resources for the community

 Interactive Video Simulation Training (IVST/ Verbal de-escalation)



Mental Health Community Conference (Facilitate and Panel Participant)

 Overview of SB803



Collaboration with Community (SJ Libraries: Lunar New Year Celebration Care Packages)



Trainings for CBOs (Suicide Prevention)



Collaboration with CBOs and county teams on new projects that include peer support

 Virtual Platforms
 Equipment
 Aunt Bertha (resources for community)

 Specialized Peer Support Trainings: Personal Care, Modeling the
way, Leadership
 Be Sensitive, Be Brave Train the Trainer (Palo Alto UniversityPsychology Dept Collaboration)

11

engagement and services for clients (Promotores, Community Mobile Response Input
Sessions)

12
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FUTURE PLANS:

FUTURE PLANS:

Peer Support Services:

Trainings and Meetings:

Consumer Affairs

 Certified Peer Specialist Supervisor Course (Leads and Managers)

 Virtual Groups
 healthy boundaries
 Racial Healing
 Wellness Workshop
 Positive Thinking
 Reframe, Rewire and Reconnect
 Mindfulness and Meditation

 Cross County Collaboration through Department of Health Care Services (DHCS) and County
Behavioral Health Directors Association of California (CBHDA) for the development of Peer
Support Specialist Certification. (SB803)
 Documentation
 Confidentiality

Family Affairs
 Focus Groups- How can we better support and serve
families?
 Family WRAP

 Safety and Crisis
 Professional Boundaries

Cultural Communities Wellness Program
 Ethnic Specific Support Group
 Virtual Support Groups
 Wellness Groups
 Focus Groups for Community Needs
 Resource Booths at Community Events
 Community Outreach and Engagement to destigmatize
Mental Health
 Collaboration with CBOs, Community Clinics
 Collaboration with Ethnic Specific Wellness Centers

 Self Awareness and Self Care
 Leadership Development
 Cultural Competency
 Trauma Informed

13
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GUIDING QUESTIONS

BUDGET ANALYSIS – PREVENTION & EARLY INTERVENTION (PEI)
OFFICE OF FAMILY & CONSUMER AFFAIRS

Program Name

ECCAC (now called
Cultural Communities
Wellness Program)
Office of Consumer
Affairs

FY20 MFO
Amount

Adjusted
MHSA
FY20
FY20 FY20 Total
FY20 Annual
FY20 Payroll FY20 CBO
Funds Medi-Cal
Object 2 Expenses*
MHSA
(actual)
FFP
Budget

$1,968,270

$1,850,000

$1,215,521

$1,002,856

$429,651

$1,039,953

Office of Family Affairs $1,125,707

$733,377

$331,795

Total Combined Budget
(CCWP, Office of
$4,096,833
Consumer Affairs, &
Office of Family Affairs)

$3,013,028

$2,587,269

SR23
--

---

--

Based on the presentation and data shared:
• Which Prevention & Early Intervention (PEI) programs or services stand out to
you as priority?

Other

$250,101 $1,465,622

$1,465,62
2

--

--

$ 8,393 $1,048,346

$1,048,34
6

--

--

$10,859 $342,654 $342,654

--

--

$2,855,62
$269,353 $2,855,622
2

--

--

• Things to consider when prioritizing:
• Future Fiscal Projections
• Program Outcomes & Highlights
• Priority Needs in the Community

Raise your hand or
use the chat box to
provide your
responses.

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).
16

15

16

4

Slide 15
SR23 Need to verify this as per Suzanne's email. Awaiting response from
Amber/Vince.
Shah, Roshni, 2/17/2021
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MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 MHSA Annual Update Community Planning Process
ADULT SYSTEM OF CARE

PROGRAM HIGHLIGHTS: ADULT/OLDER ADULT SYSTEM OF CARE

17
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SYSTEM PRIORITIES

ADULT SYSTEM OF CARE OVERARCHING GOALS
interrupt the cycle of EPS,
hospitalization, and
incarceration and facilitate
connection to care

strengthen the communitybased system of care for people
with the most intense service
needs

• Targeted outreach and engagement teams for high utilizers
• Modified MH Urgent Care to become a primary point of entry and include
same-day access and short-term outpatient treatment

Consistent
recovery
orientation
across all
programs

• Strengthened existing FSP programs
• Implemented Assertive Community Treatment
• Created Adult Outreach Teams
• Strengthening Adult Residential Treatment

Traumainformed
system of
care
Co-occurring
disorder capacity in
all programs, and
especially FSP/ACT

facilitate access to the

appropriate level of care
and align capacity to
demand

• Building processes for county-led level of care determinations and
authorizations

19

19
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AOA PROGRAM HIGHLIGHTS

ADULT INPATIENT AND RESIDENTIAL SERVICES HIGHLIGHTS
The adult residential system of care is designed to provide support for individuals with a serious mental illness who are ready for community transitions
from locked psychiatric settings to lower levels of care. The step-down placement approach will further support stabilization and facilitate transitions to a
more stable environment in the community.

FSP, ACT
Outpatient Clinical Services
(AOA)
Peer
Supports

Family
Supports

Crisis and
Hospital
Diversion

CRISIS STABILIZATION UNIT (CSU)
Provides short-term (23.9 hours length of
stay) to individuals experiencing a mental
health crisis. Services include medication
evaluations, crisis prevention, assessments,
and community linkages.

TRANSITIONAL HOUSING

SUPPLEMENTAL BOARD AND CARE HOMES

Provides short-term (90 days) transitional
housing services for individuals with cooccurring disorders who require mental
health and substance use services

Provides long-term (12 months or longer)
residential care services that include ADL
assistance, medication assistance, supervision,
transportation, and life skills required for
future independent living.

Recommendation/Data

Adult Full-service partnership (FSP)
Assertive Community Treatment

•
•

•
•
•
•
•
•

•
•

IHOT- In-Home Outreach Team

•
•
•
•

23

Crisis : 160
CSU: 768
RCFs : 424
THU: 83
Adult Residential treatment: 51
Residential Care Facilities: 165

PROGRAM-SPECIFIC OUTCOMES/HIGHLIGHTS

Full-Service Partnership Maintenance

FY20 UTILIZATION OF SERVICES BY NUMBER OF
CLIENT SERVED:

22

Program

Intensive FSP

ADULT RESIDENTIAL TREATMENT
Provides long term (12 months), less restrictive,
treatment setting structured clinical treatment
services in a residential setting

DATA CORNER

Older Adult
Community
Services

21

CRISIS RESIDENTIAL
Provides short-term (30 days), less restrictive,
structured, voluntary therapeutic residential
services to individuals who are experiencing a
mental health crisis

Contracted number: 200
Served a total of 130 clients (program started in October 2019). In 2019, 25 of the clients served
prior to enrollment had at least one EPS visit, while in 2020 only 15 of the 25 clients had an EPS
visit  this reflects a 40% reduction in EPS utilization
Contracted number 400
Served a total of 326 clients (program started in late December 2019)
In 2019 prior to enrollment, 123 of the clients had at least one EPS visit; in 2020 only 50 of the
clients visited EPS  this reflects a 59% reduction in EPS utilization
The program addresses the needs of high-end users of EPS and acute services
Contracted to serve: 327 ; Unduplicated clients served: 592
This program addresses recidivism to EPS. In 2019, 174 clients had at least one EPS, while in 2020
the number of clients who had at least one EPS visit reduced to 138  this reflects a 22%
decrease in EPS utilization
The program has continued to assist in addressing the high utilization of intensive services since
its inception in 2008.
The criteria of this program was reduced to 2 hospitalizations in 12 months to increase access for
clients who are lower functioning & clients who require wrap around services to stabilize and
maintain in the community.

PROGRAM-SPECIFIC OUTCOMES/HIGHLIGHTS
Program

Recommendation/Data

Outpatient Clinical Services for AOA
County Clinics Downtown & Central Wellness & Benefit
Services

•
•
•
•

2,130 clients served
Clinics continue to operate during the pandemic
Services are open to approximately 300 clients who receive injection medication
Both sites have been flexible in serving clients in the outpatient program

Older Adult Outpatient Services

•
•
•

The program is contracted to serve 408
The program served 88 unduplicated clients
These specialized OA Outpatient Programs provide unique comprehensive outpatient
services.

Urgent Care

•
•

The Behavioral health Urgent Care has been the essential entry point for BHSD.
The program served over 6,436 clients in FY 20 and stepped up to act as the essential
business during the pandemic
During shelter-in-place the program has been open 14 hours a day, 7 days a week

•

286 clients served
This program manages outreach to high utilizers of EPS, ED & acute services.
The program works very closely with EPS liaison & 24 Hour Care to divert clients from
homelessness, and acute hospitalization
The program is working on linkage & outreach services for clients placed at Fontaine Inn from
EPS

24
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BUDGET ANALYSIS – COMMUNITY SERVICES & SUPPORTS (CSS)
ADULT/OLDER ADULT SYSTEM OF CARE

Program Name

FY20 MFO
Amount

Crisis Stabilization
Unit/Crisis
Residential
Treatment

$23,015,213

Adjusted
County
FY20
FY20 Annual
Personnel
Payroll
MHSA
Budget
Budget

$190,907

$25,001,871

FY20 CBO

FY20 FY20 Total
Object 2 Expenses*

$ 188,618 $ 34,279,811

$-

MHSA
FY20 MediOther
Funds
Cal FFP
(actual)

$ 34,468,429 $18,780,813 $15,672,321 $15,295

MHSA ADULT/OLDER ADULT BUDGET ANALYSIS: UTILIZATION REVIEW

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).
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BUDGET ANALYSIS – COMMUNITY SERVICES & SUPPORTS (CSS)
ADULT/OLDER ADULT SYSTEM OF CARE

Program Name

Assertive
Community
Treatment (ACT)
Intensive FSP for
Adults/Older Adults
Full-Service
Partnership
Maintenance
IHOT- In-Home
Outreach Team

FY20 MFO
Amount

$9,039,376

$21,770,538

$1,935,635

BUDGET ANALYSIS – COMMUNITY SERVICES & SUPPORTS (CSS)
ADULT/OLDER ADULT SYSTEM OF CARE

Adjusted
County
MHSA
FY20 Annual
FY20 FY20 Total
Personnel
FY20 Payroll FY20 CBO
Funds
MHSA
Object 2 Expenses*
Budget
(actual)
Budget
--

--

$607, 258

$ 3,508,848

$12,005,717

$ 1,860,000

$0

$0

$ 373,109

$ 2,769,585

$12,013,414

$ 619,344

$-

$ 337

$ 373,109

$ 2,769,585 $2,545,815

FY20
Medical
FFP

Other

$ 223,771

--

$12,013,750 $8,987,405 $3,026,345

$ 992,453

$ 992,453

$-

--

--

Program Name

Adjusted
County
FY20 Annual
Personnel
MHSA
Budget
Budget

FY20
Payroll

FY20 CBO

MHSA Downtown MH
Clinic- Central Wellness &
Benefit Services (County
Clinics)

--

$9,084,589

$ 9,084,589

$ 6,679,621

$-

Older Adult Outpatient
Services (includes Ethnic
Specific Outpatient
Services)

$3,775,959

$113,414

$2,173,893

$ 108,777

$ 4,050,520

--

$4,086,258

$4,086,258

$ 2,629,675

$-

Urgent Care

*Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).
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FY20 MFO
Amount

FY20 FY20 Total
Object 2 Expenses*

MHSA
Funds
(actual)

$ 1,078,947 $ 7,758,568 $7,758,568

$ 927

FY20
Medi-Cal Other
FFP

$1,601,701

--

$ 4,160,224 $2,232,691 $1,927,532

--

$ 2,442,490 $ 5,072,165 $5,072,165

$807,087

--

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).
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GUIDING QUESTIONS

NEXT STEPS
ACTIVITIES

Based on the presentation and data shared:
• Which Community Services & Supports (CSS) programs or services stand out to
you as priority?
• Things to consider when prioritizing:
• Future Fiscal Projections
• Program Outcomes & Highlights
• Priority Needs in the Community

Raise your hand or
use the chat box to
provide your
responses.

Purpose

Community Needs Assessment

• Surveys
• Virtual Listening Sessions/Town Hall meetings
• Review of Programs

MHSA SLC Planning Session #1
Thursday, February 11, 2021 3:00PM – 5:00PM

• Children, Youth and Families Program Highlights and Discussion

MHSA SLC Planning Session #2
Tuesday, February 16, 2021 3:30PM - 5:30PM

• Adult/Older Adult, LGBTQ, Client/Consumer Program Highlights and
Discussion

MHSA SLC Planning Session #3
Friday, February 19, 2021 3:00PM – 5:00PM

• Criminal Justice System, Housing, Workforce Education & Training, Suicide
Prevention/Suicide and Crisis Services Program Highlights and Discussion

MHSA SLC Planning Session #4
Monday, March 1, 2021 12:30PM - 2:30PM

• Discussion of Children, Youth & Families Program Findings

MHSA SLC Planning Session #5
Thursday, March 4, 2021 4 - 5PM

• Discussion of Criminal Justice System, Housing, Workforce Education &
Training, Suicide Prevention/Suicide and Crisis Services Program Findings

MHSA SLC Planning Session #6
Friday, March 5, 2021 3:00PM - 5:00PM

• Discussion of Adult/Older Adult, LGBTQ, Client/Consumer Program Findings

29

29

30

MHSA CLIENT/CONSUMER SURVEY
PLEASE PROVIDE YOUR FEEDBACK ON TODAY’S MEETING:
Please help us spread the word!
 English Survey Link:
https://www.surveymonkey.com/r/21MHSASurvey_Eng
 Spanish Survey Link:

HTTPS://WWW.SURVEYMONKEY.COM/R/FEB16_SLC_FEEDBACK

https://es.surveymonkey.com/r/21MHSASurvey_Spanish

 Tagalog Survey Link:
https://www.surveymonkey.com/r/21MHSASurvey_Tagalog

 Chinese Survey Link:

https://www.surveymonkey.com/r/21MHSASurvey_Chinese

Seeing clients in person?
 Contact the MHSA team (mhsa@hhs.sccgov.org) for
simple links to collect the data in person
32
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THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH – Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org

Comments & Questions

33
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MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
FEBRUARY 19, 2021
TOPIC

TIME

1. Introductions & Welcome by Director (Sherri Terao)

3:00 – 3:10PM

2. Public Comment Period

3:10 – 3:15PM

3. Overview of Planning Sessions and Timeline (Roshni Shah)

3:15 – 3:20PM

4. Update on MHSA Fiscal Projections (Tina Cordero)

5. Preliminary MHSA Client/Consumer Survey Findings (Kimberly D’zatko) 3:20 – 3:35PM
MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
FRIDAY, FEBRUARY 19, 2021 – 3:00PM
VIRTUAL MEETING

1

6. Program Highlights, Utilization & Spending
a. Criminal Justice System
b. Housing
c. LGBTQ
d. Suicide Prevention/Suicide & Crisis Services
e. Workforce Education & Training (WET)

3:35 – 4:00PM

7. Ideas & Q&A

4:00 – 4:50PM

8. Next Steps, Survey, Closing & Q&A (Roshni Shah)

4:50 – 5:00PM

2

FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

February 11, 2021: Children,
Youth & Families System of
Care Programs’
Presentation & Discussion

February 16, 2021:
Adult/Older Adult,
Client/Consumer Programs’
Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and
Crisis Services Programs’
Discussion

March 1, 4 & 5, 2021:
Discussions of Suggested
Recommendations

April 1 – 30, 2021: 30 day
public posting period
May 2021: BHB public
hearing
June 2021: share draft plan
with BOS

SLC Members and Members of the Public are encouraged to provide their
feedback and input during meetings and after meetings through postmeeting surveys.

4

3

4
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MHSA FINANCIAL PROJECTIONS

MHSA FINANCIAL PROJECTIONS
Updated FY21-23 Revenue Projections in February 2021 no longer projections deficit in FY22.
Current level expenditures and revenues projected in FY23 will result in a FY24 deficit due to

Deficit projected FY22 based on FY21-23 Revenue Projections in November 2020

decline in unspent balances

5

5

6

6

FY2022 MHSA COMMUNITY PROGRAM PLANNING PROCESS SURVEY
 Purpose: to gather feedback from our clients/consumers on MHSA-funded programs and services
 Key Domains:
 Client/Consumer Satisfaction
 Telehealth Services
 Mental Health Needs
 Survey Administration:
 Online using SurveyMonkey
 Paper data collection
 Survey Administration Started: January 27, 2021
 Data collection ongoing until the end of February 2021

Consumer Survey Findings
Kimberly D’zatko
Senior Research & Evaluation Specialist
Research & Outcome Measurement Unit

 Survey Time: ~ 6-8 minutes
 Survey Languages: English, Spanish, Vietnamese, Chinese, Tagalog

7

7

8
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As of February 15, 2021 who
responded to the Stakeholder
Survey?

DEMOGRAPHICS
OF OUR
STAKEHOLDERS

 7 Spanish surveys
 112 English surveys

Relationship to Consumer
 > 80% consumer, themselves
 Parents, grandparents, and other family
members
63% Female
29% Hispanic
White/Caucasian
63 64%
Asian/Pacific Islander 18 18%
Black/African American 6 6%
Native American
4 4%
Multi Race
7 7%

Language Preference
88% English

9

16 - 24
25 - 59
60 and older

< 5% Spanish, Farsi, Vietnamese, Romanian
Khmer/Cambodian

6%
80%
13%
10

9

10

SURVEY FINDINGS
What is the greatest accomplishment of the mental health/substance use treatment
system?
N=95

66%

What part of Santa Clara County
do respondents report residing
in?
11

11

Services are focused on wellness, recovery, and hope.

27

Services are helpful

24

My mental health/substance use treatment providers talk to each other.

18

Service providers understand my needs.

16

Services help me accomplish my goals.

10

12

12

3
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Greatest Needs by Race/Ethnicity
Survey Findings
African
American/
Black

Greatest needs of the mental health/substance use
treatment system? N=125

Services should be focused on wellness,
recovery and hope

38

American
Indian
Native
Alaskan

Asian or
Pacific
Islander

Indian-American or
MultiSouth Asian-American Race

6

(30%)

Mental health/substance use treatment
providers should talk to other types of
programs (e.g., legal, child welfare)

23

(18%)

Services should employ more peer support
staff (i.e. people with similar experiences)

23

(18%)

1

We need different types of services

22

(18%)

1

Service providers should talk to each other

19

(15%)

1

2

2

Getting in and getting help:

2

6

1

8

1

16

2

20

2

15

13

110

93%

I know who to call if I need mental
health/substance use treatment services.

105

89%

Very or mostly true

I choose what I get to work on.
Services meet my needs.

13

14

Survey Findings

Survey Findings

111 93%
109 92%

Talking with providers/staff:

Talking with providers/staff:
Very or mostly true
Staff are friendly, ask questions, and are helpful
119
100%
My provider accepts me for who I am and respects me
119
100%

Very or mostly true

Staff are friendly, ask questions, and are helpful

119

100%

My provider accepts me for who I am and
respects me

119

100%

My provider understands my culture.

100

84%

Services are available in my language.

103

87%

Very or mostly true

Cultural considerations in service delivery:

Providers talk with me about services that
might help me.

98

93%

My different services fit together well.

98

93%

15

15

Percent

I know where to go if I need mental
health/substance use treatment services.

Recovery:

14

Getting referred to other services:

Very or mostly
true

10

4
1

White/
Caucasian

16

16

4
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Survey Findings : Teleheath Services

N=71

1- 3

13

15%

4-6

12

14%

7 - 11

22

26%

12 - 19

12

14%

20+

12

14%

Audio only

57

68%

Video

15

18%

How many times did you engage in a telehealth session?
Very or mostly true

FAMILY IS
PART OF
MENTAL
HEALTH/SUTS
TREATMENT

My provider asks me who I want involved in
my recovery.

70

93%
Telehealth Method?

My provider includes people I’ve identified
as important to me.

67

89%

Providers have helped my family better
support me.

49

65%

Family members support my recovery.

59

79%

Where were you when you accessed most of your telehealth sessions?
Home/Private space

51

61%

Home/Shared space

18

21%

In public

2

2%

It varies

1

1%
18

17

18

SURVEY FINDINGS: TREATMENT TEAM

 79% mostly/very satisfied with behavioral health telehealth sessions

Very or mostly true

 Only 6% reported significant challenges

Where were you when you accessed
most of your telehealth sessions?
Home/Private space

51

61%

Home/Shared space

18

21%

In public

2

2%

It varies

1

1%

TELEHEALTH
SESSIONS

105

88%

Treatment team provides as much help as I need when I need it.

105

88%

Treatment team acts professionally.

110

92%

I’m satisfied with my mental health/substance use treatment
services.

103

87%

20

19

19

Treatment team provides me with whatever type of help I need.

20
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GUIDING QUESTIONS
Based on the presentation and data shared:
• Which Community Services & Supports (CSS) programs or services stand out to
you as priority?
• Which Prevention & Early Intervention (PEI) programs or services stand out to
you as priority?
• Things to consider when prioritizing:
• Future Fiscal Projections
• Program Outcomes & Highlights
• Priority Needs in the Community

Comments & Questions

21

21

Use the chat box
to enter your
responses.

22

22

CRIMINAL JUSTICE SERVICES
Prevention and Early Intervention (PEI) REENTRY CENTER
• Screenings and Referrals to treatment
services
• Onsite outpatient treatment and case
management groups
• Linkages to Community Resources
• Interagency coordination with Probation,
Adult Custody Health Services, Social Services
Agency, Probation, Pretrial and State Parole

PROGRAM HIGHLIGHTS: CRIMINAL JUSTICE SERVICES

23

• OUTCOMES
• During the FY20, the BHT served 1,745
unique clients over 5,213 visits
• 529 critical needs screenings were
conducted • 671 clinical needs screenings
were conducted
• 561 referrals were made to substance use
treatment providers
• 84 referrals were made to mental health
treatment providers
• 180 referrals were made to community
service providers

Community Services and Support (CSS) – Full
Service Partnership
• Comprehensive Assessments
• Plan Development
• Individual and Group Therapy
• Case Management
• Case Management
• Crisis Intervention
• Peer Support Services
• Outreach and Engagement
• Flex Funding
• Warm Handoffs
• OUTCOMES
• In FY20, FSP served 767 unique clients
• 709 Total FSP program admissions.
• FSP overserved the contracted annual client
served by 220%
• As of 12/31/2020, CDCR contract sunset,
with our CBOs successfully transitioning
clients into appropriate levels of care

Community Services and Support (CSS) Forensic Assertive Community Treatment
(FACT)
• Intensive Community Based Outpatient
Services 80-90% in community
• Low Staff to Client Ratio: 1:8
• Multidisciplinary Treatment Team includes
dedicated Psychiatrist, Therapist, Nurses,
Substance Use Counselor,
Vocational/Educational Specialist, Benefits
Specialist, Peer Support Specialist
• Mental Health and Substance Use Treatment
• Vocational/Education Support and Linkages
• Transitional Housing Support
• Non-emergency medical services by nursing
staff
• OUTCOMES
• A total of 64 clients were admitted into
FACT in FY 2020.
• 92% of clients were diverted from
unnecessary hospitalization, and 59% were
diverted from incarceration

24
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BUDGET ANALYSIS – CRIMINAL JUSTICE SYSTEM

CRIMINAL JUSTICE
Program Name
Community Services and Support (CSS) Evans Lane Wellness & Recovery Program

Community Services and Support (CSS) Criminal Justice Intensive Outpatient

• Outpatient and Residential Services
• Assessment /Plan Development
• Individual/Group Therapy
• Case Management
• Crisis Intervention
• Medication Support
• Linkage to other level of care
• Housing Stability Assessment
• community service providers

• Intensive Outpatient Services include
Individual/Group Therapy
• Case Management
• Crisis Intervention
• Medication Support Services
• Outreach and Engagement
• Flex Funding
• Collateral Services
• Warm Hand Offs

• OUTCOMES
• In FY 2020, a total of 142 clients were
served. Upon graduation 68% obtained
stable housing, 38% obtained
employment, 13% attended school and
68% maintained sobriety.
• 60% Success Rate in Outpatient Program
discharges

• OUTCOMES
• A total of 163 clients were admitted into
IOP in FY 2020, 53% were diverted from
unnecessary hospitalization, and 53%
were diverted from unnecessary
incarceration.

Community Services and Support (CSS) Faith Based Resource Centers
• Faith based services
• Outreach
• Linkage to mental health & substance use
services/community resources
• Flex funding
• Social Support
• Case management services, including one
touch
• Mentorship to support clients
transitioning back to community

Adjusted
FY20 MFO
FY20 Annual FY20 Payroll FY20 CBO
Amount
MHSA Budget

FY20
FY20 Total
Object 2 Expenses*

MHSA
FY20
Funds Medi-Cal
(actual)
FFP

Other

Forensic Assertive
Community Treatment
(FACT)

$6,453,244

$4,674,192

$-

$836,031

$-

Criminal Justice Full Service
Partnership

$6,181,638

$4,481,726

$1,539,561

$6,496,789

$173,578

Criminal Justice Residential
and Outpatient Treatment
Programs (Evans Lane)

$6,752,832

$7,447,656

$2,669,169

$700,338

$1,079,276

$-

$-

Criminal Justice Intensive
Outpatient

$1,632,073

$1,924,820

$-

$1,487,149

$324

$1,487,473

$945,247

$542,335

$-

Faith Based Resource
Centers

$1,848,688

$1,848,688

$-

$1,781,550

$-

$1,781,550

$394,944

$-

$1,386,606
(AB109)

Re-Entry

$504,493

$151,389

$96,516

$-

$327

$96,483

$96,483

$-

$-

• OUTCOMES
• During FY2020, the FBRCs provided
14,933 services to 2,938 reentry clients
• In FY 2020, 58% of case managed clients
successfully discharged from the
program.

$836,031

$682,495

$153,536

$8,209,928 $4,997,310 $2,392,782

$4,448,782 $4,448,782

$-

$819,836
(AB109)

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).

25
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MHSA Funding in Supportive
Housing Programs

PROGRAM HIGHLIGHTS: HOUSING

27

28
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CCP Demographics- July 1, 2011 to October 31, 2020
Based on 1,579 Currently Enrolled CCP Households

Average DLA-20 Scores for Active
MHSA Supportive Housing Clients

By Race

• Total 147 clients served in FY20
across 3 MHSA funded housing
programs.

1000

Hispanic/Latino

61%, NonHispanic/
Non-Latino,
968

600

7%, 117

Transgender/
Gender NonConforming, 15,
1%

3.00

• Overall, for the MHSA Supportive
housing programs, the average
change score for DLA-20 was
statistically significant.

2.50
2.00
1.50
U477

U478

U819

Average Initial Score

4.63

4.49

4.15

Average Follow-up Score

4.52

4.81

4.42

Asian (n=41)

8%, 122

Black or
African
American

Multi-racial

American
Indian or
Alaska Native

81%

12%

2%, 26

2%, 27

Multi-Racial (n=117)

Asian

Native
Data not
Hawaiian or
collected/
Other Pacific Client doesn't
Islander
know/Refused

Native Hawaiian or
Other Pacific
Islander (n=26)

By Age
600
500

Male, 930, 59%

40%

60%

92%
0%

16%, 260

16%, 251

18 to 24 25 to 34 35 to 44 45 to 54 55 to 64

65 or
Above

200
100

69%

20%

40%

8%
60%

80%

100%

22%, 348

300
Female, 633,
40%

50%

31%

Data not collected/
Client doesn't know/
Refused (n=27)

35%, 547

400

95%

50%

White (n=1009)

By Gender

19%

88%

Black or African
5%
American (n=237)
3%, 41

0

• Out of these 81 clients with initial
and follow-up scores, DLA-20 for
56% clients indicated positive
change.

3.50

American Indian or
Alaska Native (n=122)

15%, 237
200

5.00

4.00

39%,
Hispanic/
Latino, 609

400

White

4.50

Non-Hispanic/Non-Latino

64%, 1009

800

• Out of the 147 clients, 81 clients
had initial and subsequent follow
up scores using an Evidence
Based Outcome tool called the
Daily Living Activities-20 (DLA20).

Changes in Average DLA-20 Scores for Active
Supportive Housing Clients (N=81)

1.00

Race by Ethnicity

By Ethnicity

1200

10%, 157
1%, 15

0
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BUDGET ANALYSIS – COMMUNITY SERVICES & SUPPORTS (CSS)
HOUSING

Program Name

FY20 MFO
Amount

Permanent Supportive
Housing

$3,150,943

Adjusted
MHSA
FY20
FY20 FY20 Total
FY20 Annual FY20 Payroll FY20 CBO
Funds Medi-Cal
Object 2 Expenses*
MHSA Budget
(actual)
FFP
$3,124,990

$1,081,301

$1,278,428

$987

$2,360,715 $1,730,611 $630,105

Other

$-

PROGRAM HIGHLIGHTS: LGBTQ

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).
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Direct Support Services
●

County of Santa Clara
Behavioral Health Services Department

●

The Q Corner
Alicia Anderson

Program Manager III

33

●

34

Trainings (FY20 highlighted)
Foundation Trainings
●
RISE Core Training (SOGIE 101)
●
RISE Training and Coaching Intensive
Gender Affirming Trainings
Gender Affirming Clinical Consultation
●
Gender Wheel Workshops:
Overview
and Implementation Sessions
●
Comprehensive Care Of Gender Expansive
and Transgender Youth
●
Eating Disorders In Trans-Communities
●
Writing the Support Letter For Gender –
Affirming Health Services
●

35

Peer Support
Listening and mentoring from peers
○
who have “been there”
Resources
Information about local resources
○
specially suited for the individual’s
unique needs
Supplying local providers with
○
information and resources
Referrals
Connection and referrals to programs
○
focused and experienced in working
with LGBTQ+ folks

Contact Us!

Clinical Trainings
●
LGBTQ+ Clinical Academy (planning)

Email:
theqcorner@hhs.sccgov.org

Peer Support Trainings:
●
Intentional Peer Support in LGBTQ+
Communities (planning)
●
La Cultura Cura and Circle Keeping

Phone:
408-977-8800
Social Media:
@theqcorner

Supporting Families
●
Family Acceptance Project Practices

Website:
www.sccbhsd.org/theqcorner

Supporting Education Professionals
●
Step In, Speak Up! For Inclusive Schools

36
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BUDGET ANALYSIS – PREVENTION & EARLY INTERVENTION (PEI)
LGBTQ

Program Name

FY20 MFO
Amount

LGBTQ

$696,386

Adjusted
MHSA
FY20
FY20 FY20 Total
FY20 Annual FY20 Payroll FY20 CBO
Funds Medi-Cal
Object 2 Expenses*
MHSA Budget
(actual)
FFP
$449,500

$92,999

$-

$363,817

$456,815

$456,815

$-

Other

$-

PROGRAM HIGHLIGHTS: SUICIDE PREVENTION/SUICIDE & CRISIS SERVICES

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).
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COUNTY OF SANTA CLARA SUICIDE PREVENTION PROGRAM

Goals

Outcome Objectives
1. Strengthen suicide
prevention and crisis
response systems

Reduce and
prevent
suicide
deaths in
Santa Clara
County

Data & evaluation

2. Increase use of mental
health services

Policy
implementation
Cultural
competency

3. Reduce
access to
lethal means

39

Media campaigns
• 7.7 million impressions, 12,693 web visits
• 10% ave. increase in hotline calls from seniors

Cross-cutting

4. Improve
messaging in
media about
suicide

5. Create supportive
community
environments

Schools 4 Suicide Prevention
• 1,600 school staff trained
• Increased preparedness and
confidence to support
students in distress
• 10 districts updating crisis
response protocols and
forming teams

Community helper trainings
• 3,670 community members
and service providers trained
• Improved knowledge,
attitudes, preparedness
towards being helpers
• Culturally competent
trainings developed

Crisis Text Line
• Spikes in usage during crises
• Higher usage by cultural minorities
"i had an amazing experience talking
with you… you helped me learn a lot
about myself and you helped me come
closer to figuring out who i am"

40
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COUNTY OF SANTA CLARA SUICIDE AND CRISIS
SERVICES (SACS)

BUDGET ANALYSIS – PREVENTION & EARLY INTERVENTION (PEI)
SUICIDE PREVENTION PROGRAM & SUICIDE AND CRISIS SERVICES (SACS)

Suicide and Crisis Hotline 855-278-4204 (Toll Free)
Answered 32, 076 calls in Fiscal Year 2020



Emergency Department Outreach Program
Provided one on one contact and aftercare support to
55 individuals admitted to Emergency Department
because of suicide attempt or self -harm injury.



Program Name

FY20 MFO
Amount

SUICIDE PREVENTION
STRATEGIC PLAN

$1,844,891

Adjusted
MHSA
FY20
FY20 FY20 Total
FY20 Annual FY20 Payroll FY20 CBO
Funds Medi-Cal
Object 2 Expenses*
MHSA Budget
(actual)
FFP
$1,655,635

$1,465,178

$-

$ 396,514

$1,861,691 $1,861,691

$-

Other

$-

Survivor of Suicide Support Group
Provided weekly support to 28 individuals that lost a
love one to suicide



* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).
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MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 MHSA Annual Update Community Planning Process

WORKFORCE EDUCATION & TRAINING (WET) PROGRAM
PROGRAM HIGHLIGHTS: WORKFORCE EDUCATION & TRAINING (WET)

43
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MENTAL HEALTH CAREER PATHWAYS & STIPEND PROGRAM

WET TRAINING COMPONENTS

Financial incentives for students who are bilingual, bicultural,
a consumer, family member or have experience working
with underserved populations are provided to address
current workforce shortages.

Promising PracticeBased Training

Training plans are developed annually to support staff who work for
clients across the entire lifespan. Trainings include strength and
resiliency-based practice, cultural humility/competence practice, quality
practice and accountability and encourage system partnerships.

Student Interns
Program

Cultural Humility
Training

Cultural Humility trainings are offered to support staff to provide quality
services that advance health equity for ethnic and cultural populations.
Trainings review strategies on how to effectively engage with clients from
diverse backgrounds and cultures and incorporate the Culturally and
Linguistically Appropriate Services (CLAS) guidelines.

Peer Interns

Consumer & Family member stipends are for individuals who
are interested in improving their skills and wanting to pursue
opportunities in the mental health field.

Welcoming Training

Welcoming trainings focus on person-centered practice that are strength based and
recovery focused to guide in the treatment planning and treatment of clients. These
trainings also address stigma and discrimination that clients may experience and
other underlying barriers that may exist for them so that staff can better engage with
the client and address retention of services.

Scholarships

Scholarships for SJSU Bachelor level students majoring in
Social Work.

.
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BUDGET ANALYSIS – WORKFORCE EDUCATION & TRAINING (WET)
Adjusted
MHSA
FY20
FY20 FY20 Total
FY20 Annual FY20 Payroll FY20 CBO
Funds Medi-Cal
Object 2 Expenses*
MHSA Budget
(actual)
FFP

Program Name

FY20 MFO
Amount

WET Coordination

$325,602

$319,914

$290,869

$-

$65,889

$356,758

GUIDING QUESTIONS
Other

$356,758

$-

$-

Promising Practice Based
Training

$600,787

$609,120

$60,046

$-

$157,902

$217,948

$217,948

$-

$-

Improved Svcs/Outreach to
Unserved/Underserved
Populations

$471,227

$487,142

$415,735

$-

$-

$415,735

$415,735

$-

$-

Welcoming Consumers and
Family Members

$597,096

$475,048

$348,023

$-

$-

$348,023

$348,023

$-

$-

WET Collaboration with Key
System Partners

$25,000

$25,000

$-

$-

$-

$-

$-

$-

$-

Mental Health Career
Pathway

$197,664

$195,454

$178,986

$-

$-

$178,986

$178,986

$-

$-

Stipends and Incentive to
Support MH Career
Pathways

$794,000

$654,000

$-

$-

$168,376

$168,376

$168,376

$-

$-

Based on the presentation and data shared:
• Which Community Services & Supports (CSS) programs or services stand out to
you as priority?
• Which Prevention & Early Intervention (PEI) programs or services stand out to
you as priority?
• Things to consider when prioritizing:
• Future Fiscal Projections
• Program Outcomes & Highlights
• Priority Needs in the Community

Raise your hand
or use the chat
box to provide
your input.

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).
48
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“Homework” for March 1, 4, & 5, 2021 SLC Meetings….

NEXT STEPS
ACTIVITIES

Purpose

Community Needs Assessment

• Surveys
• Virtual Listening Sessions/Town Hall meetings
• Review of Programs

MHSA SLC Planning Session #1
Thursday, February 11, 2021 3:00PM – 5:00PM

• Children, Youth and Families Program Highlights and Discussion

MHSA SLC Planning Session #2
Tuesday, February 16, 2021 3:30PM - 5:30PM

• Adult/Older Adult, LGBTQ, Client/Consumer Program Highlights and
Discussion

MHSA SLC Planning Session #3
Friday, February 19, 2021 3:00PM – 5:00PM

• Criminal Justice System, Housing, Workforce Education & Training, Suicide
Prevention/Suicide and Crisis Services Program Highlights and Discussion

MHSA SLC Planning Session #4
Monday, March 1, 2021 12:30PM - 2:30PM

• Discussion of Children, Youth & Families Program Findings

MHSA SLC Planning Session #5
Thursday, March 4, 2021 4 - 5PM

• Discussion of Criminal Justice System, Housing, Workforce Education &
Training, Suicide Prevention/Suicide and Crisis Services Program Findings

MHSA SLC Planning Session #6
Friday, March 5, 2021 3:00PM - 5:00PM

• Discussion of Adult/Older Adult, LGBTQ, Client/Consumer Program Findings

49

On the MHSA website,
review:

Bring your priorities,
recommendations & ideas

1. MHSA Program Packets

Which Community Services & Supports
(CSS) programs or services stand out to
you as priority?

2. MHSA Program & Finance
Presentations from 2/11, 2/16, and 2/19
3. Meeting recordings

Which Prevention & Early Intervention
(PEI) programs or services stand out to
you as priority?

50

MHSA CLIENT/CONSUMER SURVEY
PLEASE PROVIDE YOUR FEEDBACK ON TODAY’S MEETING:

Please help us spread the word!
 English Survey Link:
https://www.surveymonkey.com/r/21MHSASurvey_Eng
 Spanish Survey Link:

HTTPS://WWW.SURVEYMONKEY.COM/R/FEB19_SLC_FEEDBACK

https://es.surveymonkey.com/r/21MHSASurvey_Spanish

 Tagalog Survey Link:
https://www.surveymonkey.com/r/21MHSASurvey_Tagalog

 Chinese Survey Link:

https://www.surveymonkey.com/r/21MHSASurvey_Chinese
 Vietnamese Survey Link:

https://www.surveymonkey.com/r/21MHSASurvey_Vietnamese
Seeing clients in person?
 Contact the MHSA team (mhsa@hhs.sccgov.org) for simple links to
collect the data in person
52

51

52
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THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH – Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org

Comments & Questions

53

53

54

54
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MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
MARCH 1, 2021
TOPIC

TIME

1. Introductions & Welcome by Director (Sherri Terao)

12:30PM

2. Public Comment Period

MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
MONDAY, MARCH 1, 2021
VIRTUAL MEETING

1

12:40PM

3. Recap of Planning Sessions and Timeline

12:50PM

4. Fiscal Projections and Utilization (Tina/Vince)
Q&A

12:55PM

6. Breakout Sessions
- Children, Youth and Families
- Adult, Older Adult

1:40PM

7. Regroup and Debrief

2:15PM

8. Next Steps, Survey, Closing & Q&A

2:30PM

2

FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

February 11, 2021: Children,
Youth & Families System of
Care Programs’
Presentation & Discussion

February 16, 2021:
Adult/Older Adult,
Client/Consumer Programs’
Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and
Crisis Services Programs’
Discussion

March 1, 4 & 5, 2021:
Discussions of Suggested
Recommendations

April 1 – 30, 2021: 30 day
public posting period
May 2021: BHB public
hearing
June 2021: share draft plan
with BOS

SLC Members and Members of the Public are encouraged to provide their
feedback and input during meetings and after meetings through postmeeting surveys.

4

3

4
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BUDGET ANALYSIS – CRIMINAL JUSTICE SYSTEM

Program Name

BUDGET PROJECTIONS & DISCUSSION

Adjusted
FY20 MFO
FY20 Annual FY20 Payroll FY20 CBO
Amount
MHSA Budget

FY20
FY20 Total
Object 2 Expenses*

Forensic Assertive
Community Treatment
(FACT)

$6,453,244

$4,674,192

$-

$836,031

$-

Criminal Justice Full Service
Partnership

$6,181,638

$4,481,726

$1,539,561

$6,496,789

$173,578

Criminal Justice Residential
and Outpatient Treatment
Programs (Evans Lane)

$6,752,832

$7,447,656

$2,669,169

$700,338

$1,079,276

Criminal Justice Intensive
Outpatient

$1,632,073

$1,924,820

$-

$1,487,149

$324

$1,487,473

Faith Based Resource
Centers

$1,848,688

$1,848,688

$-

$1,781,550

$-

Re-Entry

$504,493

$151,389

$96,516

$-

$327

$836,031

MHSA
FY20
Funds Medi-Cal
(actual)
FFP
$682,495

$153,536

$8,209,928 $4,997,310 $2,392,782

$4,448,782 $4,448,782

Other

$-

$819,836
(AB109)

$-

$-

$945,247

$542,335

$-

$1,781,550

$394,944

$-

$1,386,606
(AB109)

$96,483

$96,483

$-

$-

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).

5

6

BUDGET ANALYSIS – COMMUNITY SERVICES & SUPPORTS (CSS)
HOUSING

Program Name

FY20 MFO
Amount

Permanent Supportive
Housing

$3,150,943

Adjusted
MHSA
FY20
FY20 FY20 Total
FY20 Annual FY20 Payroll FY20 CBO
Funds Medi-Cal
Object 2 Expenses*
MHSA Budget
(actual)
FFP
$3,124,990

$1,081,301

$1,278,428

$987

$2,360,715 $1,730,611 $630,105

BUDGET ANALYSIS – PREVENTION & EARLY INTERVENTION (PEI)
LGBTQ

Other

Program Name

FY20 MFO
Amount

$-

LGBTQ

$696,386

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).

7

Adjusted
MHSA
FY20
FY20 FY20 Total
FY20 Annual FY20 Payroll FY20 CBO
Funds Medi-Cal
Object 2 Expenses*
MHSA Budget
(actual)
FFP
$449,500

$92,999

$-

$363,817

$456,815

$456,815

$-

Other

$-

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).

8
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BUDGET ANALYSIS – WORKFORCE EDUCATION & TRAINING (WET)
BUDGET ANALYSIS – PREVENTION & EARLY INTERVENTION (PEI)
SUICIDE PREVENTION PROGRAM & SUICIDE AND CRISIS SERVICES (SACS)

Program Name

SUICIDE PREVENTION
STRATEGIC PLAN

FY20 MFO
Amount

$1,844,891

Adjusted
MHSA
FY20
FY20 FY20 Total
FY20 Annual FY20 Payroll FY20 CBO
Funds Medi-Cal
Object 2 Expenses*
MHSA Budget
(actual)
FFP
$1,655,635

$1,465,178

$-

$ 396,514

$1,861,691 $1,861,691

$-

Adjusted
MHSA
FY20
FY20 FY20 Total
FY20 Annual FY20 Payroll FY20 CBO
Funds Medi-Cal
Object 2 Expenses*
MHSA Budget
(actual)
FFP

Other

WET Coordination

$325,602

$319,914

$290,869

$-

$65,889

$356,758

$356,758

$-

$-

$600,787

$609,120

$60,046

$-

$157,902

$217,948

$217,948

$-

$-

Improved Svcs/Outreach to
Unserved/Underserved
Populations

$471,227

$487,142

$415,735

$-

$-

$415,735

$415,735

$-

$-

Welcoming Consumers and
Family Members

$597,096

$475,048

$348,023

$-

$-

$348,023

$348,023

$-

$-

WET Collaboration with Key
System Partners

$25,000

$25,000

$-

$-

$-

$-

$-

$-

$-

Mental Health Career
Pathway

$197,664

$195,454

$178,986

$-

$-

$178,986

$178,986

$-

$-

Stipends and Incentive to
Support MH Career
Pathways

$794,000

$654,000

$-

$-

$168,376

$168,376

$168,376

$-

$-

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).

9

FY20 MFO
Amount

Promising Practice Based
Training

Other

$-

Program Name

* Actual Expenses as reported in the Fiscal Year 2020 Annual Revenue and Expenditure Report (ARER).

10

Comments & Questions

BREAKOUT SESSIONS

11

11

12
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GUIDELINES

JAM BOARD LINKS
Children, Youth and Families Session
https://jamboard.google.com/d/1s6lGcjsgHKIeTDczrGWty0eegJrvBLag1xi8h27uwFU/edit?usp=sharing

Based on your knowledge of the County of Santa Clara Programs and Services:
• Which MHSA-funded programs or services stand out to you as priority?
• Community Services and Supports (CSS)
• Prevention and Early Intervention (PEI)
• Innovation (INN)
Use the chat box
to enter your
• Workforce Education and Training (WET)
responses or the
Things to consider when prioritizing:
Jam board link
provided.
• Future Fiscal Projections
• Program Outcomes & Highlights
• Priority Needs in the Community

Adult, Older Adult Session
https://jamboard.google.com/d/1vdon5_zFiwMWUklUmtu9pKjiT8M-x_ZG5CPxouvYGSs/edit?usp=sharing

Use the chat box
to enter your
responses or the
Jam board link
provided.

13

14

13

14

Family &
Children
(F&C)

Adult and
Older Adult
(A/OA)*

Breakout Session

16

*Breakout session includes Criminal Justice System (CJS), Supportive Housing
Services (SHS), Cultural Communities Wellness Programs (CCWP), Suicide
Prevention and other related programming for individuals ages 18+

15

BREAKOUT
SESSION [INPUT F&C
OR A/OA]
SYSTEM OF
CARE

Goal:
Given the info provided by the Finance
team and the future projection of MHSA
funding, determine the MHSA
programming priorities for the next two
years.

16

4

4/18/2021

17

BREAKOUT
SESSION [INPUT F&C
OR A/OA]
SYSTEM OF
CARE

BREAKOUT
SESSION [INPUT F&C OR
A/OA] SYSTEM
OF CARE

Which MHSA CSS programs
should we prioritize?

Which MHSA Prevention and Early
Intervention (PEI) Programs should
we prioritize?

18

17

18

BREAKOUT
SESSION [INPUT F&C
OR A/OA]
SYSTEM OF
CARE

BREAKOUT SESSION - [INPUT
F&C OR A/OA] SYSTEM OF
CARE
Which should be our
sustainability plan for
current Innovation
projects set to end near
term and new projects?

• Which Workforce, Education, and Training (WET)
Programs should we prioritize?

19
20

19

20

5

4/18/2021

NEXT STEPS
ACTIVITIES

PLEASE PROVIDE YOUR FEEDBACK ON TODAY’S MEETING:

Purpose

Community Needs Assessment

•
•
•

Surveys
Virtual Listening Sessions/Town Hall meetings
Review of Programs

MHSA SLC Planning Session #1
Thursday, February 11, 2021 3:00PM – 5:00PM

•

Children, Youth and Families Program Highlights and Discussion

MHSA SLC Planning Session #2
Tuesday, February 16, 2021 3:30PM - 5:30PM

•

Adult/Older Adult, LGBTQ, Client/Consumer Program Highlights and Discussion

MHSA SLC Planning Session #3
Friday, February 19, 2021 3:00PM – 5:00PM

•

Criminal Justice System, Housing, Workforce Education & Training, Suicide
Prevention/Suicide and Crisis Services Program Highlights and Discussion

MHSA SLC Planning Session #4
Monday, March 1, 2021 12:30PM - 2:30PM

• Discussion of Children, Youth & Families Program Findings

MHSA SLC Planning Session #5
Thursday, March 4, 2021 4 - 5PM

• Discussion of Criminal Justice System, Housing, Workforce Education &
Training, Suicide Prevention/Suicide and Crisis Services Program Findings

MHSA SLC Planning Session #6
Friday, March 5, 2021 3:00PM - 5:00PM

• Discussion of Adult/Older Adult, LGBTQ, Client/Consumer Program Findings

https://www.surveymonkey.com/r/Mar1_SLC_Feedback

22

21

22

THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH – Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org

Comments & Questions
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MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
THURSDAY, MARCH 4, 2021
VIRTUAL MEETING

1

MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
MARCH 4, 2021
TOPIC

TIME

1. Introductions & Welcome by Director (Sherri Terao)

4:00PM

2. Public Comment Period

4:10PM

3. CSS and PEI Financial Analysis (Tina Cordero / Virginia Chen)

4:20PM

4. Next Steps & Survey

4:50PM

5. Adjourn

5:00PM

2

1
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FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

February 11, 2021: Children,
Youth & Families System of
Care Programs’ Presentation
& Discussion

February 16, 2021:
Adult/Older Adult,
Client/Consumer Programs’
Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and
Crisis Services Programs’
Discussion

March 1, 4 & 5, 2021:
Budget Analysis,
Prioritization Discussions

Week of March 9-12
Week of March 15-19
Prioritization Discussions,
Draft Recommendations

April 1 – 30, 2021: 30 day
public posting period May
2021: BHB public hearing
June 2021: share draft plan
with BOS

SLC Members and Members of the Public are encouraged to provide their feedback and
input during meetings and after meetings through post-meeting surveys.

3

3

CSS AND PEI FINANCIAL ANALYSIS

4

2

4/18/2021

MENTAL HEALTH SERVICES ACT
• MHSA revenue is volatile
• What we know is based on the January 2021 Governor’s budget
• Counties have been given guidance on estimated revenue
through FY24
• We have extended the projection to FY25 to provide a longerterm outlook for planning purposes
• Will update revenue projection when there’s new guidance

• Current spending rate is higher than incoming revenue
• Budgeted expenditures are even higher
• Includes contract Maximum Financial Obligation (MFO) and
approved MHSA-funded County positions

• Recommend keeping a certain level of unspent balance to
ensure sustainability for our system
5

5

COMMUNITY SERVICES AND SUPPORTS (CSS)

6

6
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CSS FINANCIAL PROJECTION BASED ON PROJECTED SPEND
$ in millions
Fiscal Year

7

(A)
Beginning
Unspent
Balance

(B)
Revenue
from State

(C)
Projected
Spend

(A)+(B)-(C)
CSS Ending
Balance

FY 2021

$35M

$85

$92

$28

FY 2022

$28

$90

$92

$26

FY 2023

$26

$75

$89

$12

FY 2024

$12

$75

$91

-$4

FY 2025

-$4

$75

$96

-$25

FY 2026

-$25

•

CSS includes CSS, WET, and CFTN

•

Beginning FY 2023, successful and completed INN programs roll into CSS
•

FY 2023: $1M [+ Faith Based, PERT (6 months)]

•

FY 2024: $3M [+ Client Consumer, ILF, and above]

•

FY 2025: $8M [+ allcove, ICAN, and above]

7

CSS UNSPENT BALANCE IS DEPLETED BY THE END OF FY2024
WITH PROJECTED SPEND

•

CSS includes CSS, WET, CFTN, as well as successful and completed INN programs

8

8
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CSS FINANCIAL PROJECTION BASED ON FULL BUDGETS
$ in millions
Fiscal Year

9

(A)
Beginning
Unspent
Balance

(B)
Revenue
from State

(C)
Full Budget

(MFO and
approved FTEs)

(A)+(B)-(C)
CSS Ending
Balance

FY 2021

$35M

$85

$92

$28

FY 2022

$28

$90

$147

-$29

FY 2023

-$29

$75

$147

-$101

FY 2024

-$101

$75

$150

-$176

FY 2025

-$176

$75

$154

-$255

FY 2026

-$255

•

CSS includes CSS, WET, and CFTN

•

Beginning FY 2023, successful and completed INN programs roll into CSS
•

FY 2023: $1M [+ Faith Based, PERT (6 months)]

•

FY 2024: $3M [+ Client Consumer, ILF, and above]

•

FY 2025: $8M [+ allcove, ICAN, and above]

9

CSS UNSPENT BALANCE IS DEPLETED BY THE END OF FY2022
WITH FULL BUDGETS

•

CSS includes CSS, WET, CFTN, as well as successful and completed INN programs

10

10
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CSS REDUCTION SCENARIOS

11

11

CSS Financial Projections - SCENARIO A

7% Reduction FY22, 11% Reduction FY23, and 15% Reduction FY24

Scenario A proposes the lowest expenditure reduction where spending
rate is higher than incoming revenue.
$ in millions

Fiscal Year

(A) Beginning
Unspent
Balance

FY 2021
FY 2022
FY 2023
FY 2024
FY 2025

$35M
$28
$32
$28
$25

FY 2026

$19

•
•
•

(B) Revenue
from State
$85
$90
$75
$75
$75

(C) Projected
Spend

(A) +(B) - (C) CSS
ending Balance

$92
$86
$79
$78
$81

$28
$32
$28
$25
$19

FY22 includes a reduction of 7%
FY23 includes an incremental reduction of 4% for a cumulative reduction of 11% in FY23
FY24 includes an incremental reduction of 4% for a cumulative reduction of 15% ongoing

12

12
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CSS Financial Projections - SCENARIO B

7% Reduction FY22, 13% Reduction FY23, and 17% Reduction FY24

Scenario B proposes a higher expenditure reduction where spending rate
is closer to incoming revenue.
$ in millions

Fiscal Year

FY 2021
FY 2022
FY 2023
FY 2024
FY 2025
FY 2026
•
•
•

(A) Beginning
Unspent
Balance
$35
$28
$32
$30
$29
$25

(B) Revenue
from State
$85
$90
$75
$75
$75

(C) Projected (A) +(B) - (C) CSS
Spend
ending Balance
$92
$86
$78
$76
$80

$28
$32
$30
$29
$25

FY22 includes a reduction of 7%
FY23 includes an incremental reduction of 6% for a cumulative reduction of 13% in FY23
FY24 includes an incremental reduction of 4% for a cumulative reduction of 17% ongoing

13

13

CSS Financial Projections - SCENARIO C

7% Reduction FY22, 15% Reduction FY23, and 18% Reduction FY24

Scenario C proposes a higher expenditure reduction to most closely align
current spending rate to incoming revenue.
$ in millions

Fiscal Year

FY 2021
FY 2022
FY 2023
FY 2024
FY 2025
FY 2026
•
•
•

(A) Beginning
Unspent
Balance
$35
$28
$32
$31
$32
$28

(B) Revenue
from State
$85
$90
$75
$75
$75

(C) Projected (A) +(B) - (C) CSS
Spend
ending Balance
$92
$86
$76
$75
$79

$28
$32
$31
$32
$28

FY22 includes a reduction of 7%
FY23 includes an incremental reduction of 8% for a cumulative reduction of 15% in FY23
FY24 includes an incremental reduction of 3% for a cumulative reduction of 18% ongoing

14

14
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MHSA CSS Unspent Balance
with Reduction Scenarios
$ in millions
$40
$35
$30
$25
$20
$15
$10
$5
$0
($5)
($10)
($15)
($20)
($25)
($30)

35
35
35

32
28
28

30

32
26

32

31
32

28

28

29

28
25

25
19

12

CSS Projected
Spend
CSS Scenario A
(7%,11%,15%)
CSS Scenario B
(7%,13%,17%)

(5)

CSS Scenario C
(7%,15%,18%)

(25)

15

15

PREVENTION AND EARLY INTERVENTION (PEI)

16

16
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PEI FINANCIAL PROJECTION BASED ON PROJECTED SPEND
$ in millions
Fiscal Year

(A)
Beginning
Unspent
Balance

(B)
Revenue
from State

(C)
Projected
Spend

(A)+(B)-(C)
PEI Ending
Balance

FY 2021

$18

$21

$24

$15

FY 2022

$15

$22

$23

$14

FY 2023

$14

$19

$24

$9

FY 2024

$9

$19

$24

$4

FY 2025

$4

$19

$24

-$1

FY 2026

-$1

17

17

PEI UNSPENT BALANCE IS DEPLETED BY THE END OF FY2025
WITH PROJECTED SPEND

18

18
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PEI FINANCIAL PROJECTION BASED ON PROJECTED SPEND
$ in millions
Fiscal Year

(A)
Beginning
Unspent
Balance

(B)
Revenue
from State

(C)
Full Budget

(A)+(B)-(C)
PEI Ending
Balance

FY 2021

$18

$21

$24

$15

FY 2022

$15

$22

$28

$9

FY 2023

$9

$19

$28

$0

FY 2024

$0

$19

$28

-$9

FY 2025

-$9

$19

$28

-$18

FY 2026

-$18

(MFO and
approved
FTEs)

19

19

PEI UNSPENT BALANCE IS DEPLETED BY THE END OF FY2024
WITH FULL BUDGETS

20

20
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PEI REDUCTION SCENARIOS

21

21

PEI Financial Projections - SCENARIO A

3% Reduction FY22, 6% Reduction FY23, and 9% Reduction FY24

Scenario A proposes the lowest expenditure reduction where spending
rate is higher than incoming revenue.
$ in millions

Fiscal Year

(A) Beginning
Unspent
Balance

FY 2021
FY 2022
FY 2023
FY 2024
FY 2025

$18
$15
$15
$11
$9

FY 2026

$6

•
•
•

(B) Revenue
from State
$21
$22
$19
$19
$19

(C) Projected
Spend

(A) +(B) - (C) CSS
ending Balance

$24
$23
$22
$22
$22

$15
$15
$11
$9
$6

FY22 includes a reduction of 3%
FY23 includes an incremental reduction of 3% for a cumulative reduction of 6% in FY23
FY24 includes an incremental reduction of 3% for a cumulative reduction of 9% ongoing

22

22
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PEI Financial Projections - SCENARIO B

3% Reduction FY22, 7% Reduction FY23, and 11% Reduction FY24

Scenario B proposes a higher expenditure reduction where spending rate
is closer to incoming revenue.
$ in millions

Fiscal Year

(A) Beginning
Unspent
Balance

(B) Revenue
from State

(C) Projected
Spend

(A) +(B) - (C) CSS
ending Balance

FY 2021

$18

$21

$24

$15

FY 2022
FY 2023

$15
$15

$22
$19

$23
$22

$15
$12

FY 2024
FY 2025

$12
$9

$19
$19

$21
$21

$9
$7

FY 2026

$7

•
•
•

FY22 includes a reduction of 3%
FY23 includes an incremental reduction of 4% for a cumulative reduction of 7% in FY23
FY24 includes an incremental reduction of 4% for a cumulative reduction of 11% ongoing

23

23

PEI Financial Projections - SCENARIO C

3% Reduction FY22, 9% Reduction FY23, and 13% Reduction FY24

Scenario C proposes a higher expenditure reduction to most closely align
current spending rate to incoming revenue.
$ in millions

Fiscal Year

FY 2021
FY 2022
FY 2023
FY 2024
FY 2025
FY 2026
•
•
•

(A) Beginning
Unspent
Balance
$18
$15
$15
$12
$10
$9

(B) Revenue
from State
$21
$22
$19
$19
$19

(C) Projected
Spend

(A) +(B) - (C) CSS
ending Balance

$24
$23
$22
$21
$21

$15
$15
$12
$10
$9

FY22 includes a reduction of 3%
FY23 includes an incremental reduction of 6% for a cumulative reduction of 9% in FY23
FY24 includes an incremental reduction of 4% for a cumulative reduction of 13% ongoing

24

24
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MHSA PEI Unspent Balance
with Reduction Scenarios
$ in millions
$20
$18
$16
$14
$12

18
18
18

15
15
15

15

PEI Projected
Spend

15
15
14

12
12

$10

11

$8

9

10
9

7

$6
$4
$2

6
4

$0
($2)

PEI Scenario A
(3%,6%,9%)

9

9

(0)

PEI Scenario B
(3%,7%,11%)

PEI Scenario C
(3%,9%,13%)

25

25

Comments & Questions
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NEXT STEPS
ACTIVITIES

Purpose

Community Needs Assessment

•
•
•

Surveys
Virtual Listening Sessions/Town Hall meetings
Review of Programs

MHSA SLC Planning Session #1
Thursday, February 11, 2021 3:00PM – 5:00PM

•

Children, Youth and Families Program Highlights and Discussion

MHSA SLC Planning Session #2
Tuesday, February 16, 2021 3:30PM - 5:30PM

•

Adult/Older Adult, LGBTQ, Client/Consumer Program Highlights and Discussion

MHSA SLC Planning Session #3
Friday, February 19, 2021 3:00PM – 5:00PM

•

Criminal Justice System, Housing, Workforce Education & Training, Suicide
Prevention/Suicide and Crisis Services Program Highlights and Discussion

MHSA SLC Planning Session #4
Monday, March 1, 2021 12:30PM - 2:30PM

• Prioritization Discussion and Recommendation

MHSA SLC Planning Session #5
Thursday, March 4, 2021 4 - 5PM

• Budget Analysis and Recommendations

MHSA SLC Planning Session #6
Friday, March 5, 2021 3:00PM - 5:00PM

• Prioritization Discussion and Recommendation

MHSA SLC Planning Session #7
Friday, March 12, 2021 2:00PM - 4:00PM

• Prioritization Discussion and Recommendation

27

PLEASE PROVIDE YOUR FEEDBACK ON TODAY’S MEETING:
https://www.surveymonkey.com/r/Mar4_SLC_Feedback

28

28
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THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH – Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org

29
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MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
FRIDAY, MARCH 5, 2021
VIRTUAL MEETING

1

MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
MARCH 5, 2021
TOPIC

TIME

1. Introductions & Welcome by Director (Sherri Terao)

3:00PM

2. Public Comment Period

3:10PM

3. MHSA (Evelyn Tirumalai)
a. General MHSA Requirements
b. MHSA SLC Priority areas as a result of COVID-19

3:20PM

4. Children, Youth and Family (CYF) System of Care (Maretta Juarez)
a. Priorities & Program Utilization Overview
b. Q/A

3:25PM

5. Timeline – Next Meeting March 12, 2021 – Adult/Older Adult System of Care

4:40PM

6. Adjourn

5:00PM

2

1
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MHSA COMPONENTS
ONGOING Required Programs and Services
CSS: Community Services & Supports
o Outreach and direct services for children, TAY, adults and older adults with
SED/SMI
o Funds BHSD Housing programs
o At least 51% of CSS for Full-Service Partnerships
PEI: Prevention & Early Intervention
o Prevention services to prevent the development of mental health problems
o Early intervention services to screen and intervene with early signs of
mental health issues
o At least 51% for serving ages 0-25 yrs old.
INN: Innovation
o Funding to test new approaches that may improve access, collaboration,
and/or service outcomes for un-, under-, and inappropriately-served
populations
OPTIONAL Programs and Services, carved out of CSS revenue
CFTN: Capital Facilities & Technology Needs
Infrastructure to implement an electronic health record and support MH
facilities (county-owned, operated)
WET: Workforce Education & Training
Support to build, retain, and train a competent public mental health workforce

MHSA County Funding*

PEI: 15-20%

INN: 0-5%

CSS: 75-80%

*Counties received 10-year allocations for WET and
CFTN activities. One-time allocation ended on 2016.

Acknowledgement: Harbage Consulting
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2020 MHSA SLC PRIORITY AREAS AS A RESULT OF COVID-19

Families and Children

Transitional Age Youth

Adult/Older Adults

Focused outreach, via
radio, TV, texting, etc.

Strengthen collaborations
across county government
entities, e.g. homeless and
housing, public health,
social services, behavioral
health, etc.

Access to technology and
how to use it

Continue momentum
engaging with
communities, e.g. virtual
town halls, etc.
Focused support to
families with school-age
children

Access to technology to
improve social
connectedness

Strengthen collaborations
county wide and across
departments

5

Focused outreach, getting
out to communities
Access to behavioral
health services in person
Focus on access and
service delivery with a
focus on race and equity
Crisis services

Consider an Innovations Project that intentionally addresses COVID-19 and racial equity

5

CYF SYSTEM OF CARE - PRIORITIES & PROGRAM UTILIZATION OVERVIEW

6
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7

COORDINATED SYSTEM OF CARE
Behavioral
Health
Primary
Care

Schools

Managed
Care Plan

Child
Welfare
Juvenile
Probation

Children’s services exist in a complex set of legislation with a variety of stakeholders

8
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SYSTEM PRIORITIES

Co-occurring disorder capacity in all programs
Trauma-informed and culturally responsive system of care
Consistent recovery orientation across all programs
Access to timely services
Equity for unserved and underserved populations
Evidence-based approaches to maximize improvements in health

9

SCHOOL LINKED SERVICES

School-based coordinated services to address the needs and wellbeing gaps of
families through a community participatory approach.
Family Engagement
•Tier 1 services: Universal
Access
•Referral, Linkage, and Triage
•Family Engagement OneTime Events
•15 SLS School Districts
•29 SLS Coordinators
•Serves 10,000+ students and
families annually
•OUTCOMES
•Increase family access
•Increase knowledge
•Improve student academic
outcomes, health and wellbeing.
•Improve school climate and
school-family partnership
•Increase student and family
satisfaction

Prevention and Early
Intervention (PEI)
•Tier 1 & 2 services: Least
intensive
•Group and specific
population supports and
services
•Skills streaming
•Therapeutic Groups
•Parenting Groups: Positive
Parenting Program (Triple P)
and Strengthening Families
•11 school districts
•8 Community Based
Providers
•Serves 2000 students
annually
•OUTCOMES
•Early identification of needs
•Increase parental
competency
•Increase school readiness
•Increase access
•Maintain school functioning
and engagement

SLS Behavioral Health
•Tier 3 services: Intensive
service
•Outpatient services at school
setting
•Individual Therapy
•Case Management & Linkage
•Medication Support
•13 school districts
•7 Community Based
Providers
•Serves 750 Medi-Cal or
uninsured students annually
•OUTCOMES
•Improve student behavioral
and emotional well-being
•Improve student functioning
(behavior, achievement)
•Increase (or maintain)
school attendance

Unconditional Education
•Tier 3 Services
•Program team includes
Education Coach,
Clinician, and Student
Support Assistants
•2 school districts
•1 Community Based
Providers
•Serves 30 Medi-Cal or
uninsured students annually
•OUTCOMES
•Reduce office disciplinary
referrals
•Increase social and
emotional well-being
•Increase satisfaction
•Increase parent involvement
•Increase access to resources

10

10
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SCHOOL LINKED SERVICES PRIORITIES AND UTILIZATION PLANS
Expansion of
program/services

Increase school district
participation in SLS

Supports and services
for parents/caregiver
through warmline and
workshops

Supports and Services
for school
administration and
faculty -training on selfcare

Hybrid Telehealth
Model

Virtual wellness
services and supports

Online referral system

Support re-opening of
schools

Support student reengagement

Increase screenings and
outreach to increase
referrals to program

Tier 1 (75-90%):Service
Coordination, Referrals
and Linkages

Tier 2 (10-25%): Group
support

Tier 3 (<10%): SchoolBased Intensive
services

11
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FAMILY ENGAGEMENT PROGRAM PERFORMANCE:
UTILIZATION AND OUTCOMES

8,182
Referrals were
made to 6,980
students and
submitted to 60+
organizations
12

37.2%
Referrals were to
Family Support
(food, basic needs,
etc.) and Student
Pro-Social/
Community
activities

61.6%
Referrals to
Behavioral Health
services

12
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PEI STRENGTHENING PROGRAM PERFORMANCE:
UTILIZATION AND OUTCOMES

Outcomes Measure
Suicide
Incarceration
Incarceration
School failure or
drop out

CANS Identifier
Suicide Risk item
Legal item
Delinquency item
School Attendance
item

FY 2018
100%
99%
99%
97%

FY 2019
100%
100%
100%
95%

FY 2020
99%
100%
99.6%
97%

Unemployment

Job Functioning
item
Residential
Stability item

99%

100%

96%

97%

98%

99%

Safety item
Behavioral and
Emotional domain

99%
N/A

100%
N/A

100%
Reduction
in domain
score by
18%

Homelessness
Removal of children
Prolonged Suffering
13
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SLS BEHAVIORAL HEALTH PROGRAM PERFORMANCE:
UTILIZATION AND OUTCOMES

Outcomes Measure
Suicide
Incarceration
Incarceration
School failure or
drop out
Unemployment
Homelessness
Removal of children
Prolonged Suffering
14

CANS Identifier
Suicide Risk item
Legal item
Delinquency item
School Attendance
item
Job Functioning
item
Residential Stability
item
Safety item

FY 2018
98%
96%
96%
89%

FY 2019
99%
99%
99%
89%

FY 2020
98%
98%
99%
92%

91%

96%

93%

98%

96%

95%

98%

100%

99%

Behavioral and
Emotional domain

N/A

N/A

Reduction
in domain
score by
13%

14
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UNCONDITIONAL EDUCATION PROGRAM PERFORMANCE:
UTILIZATION AND OUTCOMES

Outcomes
Measure
Suicide

CANS Identifier

FY 2020

Suicide Risk item

95.12%

Incarceration

Legal item

100%

Incarceration

Delinquency item

98%

School failure or
drop out
Unemployment

School Attendance
item
Job Functioning
item
Residential
Stability item
Safety item

73%

Homelessness
15

Removal of
children

100%
98%
100%

15

SOCIAL EMOTIONAL ACADEMIC SERVICES (SEAS)
PROGRAM PERFORMANCE: UTILIZATION AND OUTCOMES

16

Outcomes Measure

FY 2020

School Behavior

86%

School Achievement

78%

School Attendance

56%

Caregivers will
increase knowledge
Improve behavioral
and emotional wellbeing
Student and Family
Satisfaction

100%
14%

86%

16
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REACH PRIORITIES AND UTILIZATION PLANS

Increase and
Expand
Outreach

Strengthen
stepped care
approach

Improve service
delivery

Increase
consumer
satisfaction

Expand
services/Identify
needs

Strengthen
collaboration
with psychiatry

Train to fidelity
and competency
17

17

REACH PROGRAM PERFORMANCE:
UTILIZATION AND OUTCOMES

18

Outcomes Measure

CANS Identifier

FY 2020

Suicide

Suicide Risk item

90.25%

Incarceration

Legal item

92.69%

Incarceration

Delinquency item

92.68%

School failure or drop out

School Attendance item

87.81%

Unemployment

Job Functioning item

92.68%

Homelessness

Residential Stability item

65.86%

Removal of children

Safety item

68.29%

Prolonged Suffering

Behavioral and Emotional
domain

Reduction in
domain score
by 19%

18
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• 17 Community Based
Providers
• 3 County Operated
Clinics
• Ethnic Specific Services
• Served over 4,200

• Outcomes
• 78% successfully
discharged from
Outpatient and Ethnic
outpatient services

Transitional Age Youth (16-25)

• Community and
Clinic Based
Services
• Screening and
Assessment
• Individual, Group,
Family Therapy
• Case Management
• Care Coordination
• Medication Support

School Age (6-21)

Services

OUTPATIENT SERVICES

• 5 Community Based
Providers
• 1 County Operated
Clinic
• LGBTQ Specialty
Services
• Served over 400
Transitional aged
Youth

• Outcomes
• 64% successfully
discharged from TAY
and TAY LGBTQ
outpatient services

19

19

PRIORITIES FOR F&C AND TAY SERVICES
Ensuring appropriate
capacity to serve TAY OP

Maintaining ability to
support specialty services
for LGBTQ population

Maintaining ability to
support F&C outpatient
services

Ensuring appropriate
capacity to serve FSP level
of care

Ensuring all children, youth,
transitional aged youth, and
families are connected to
appropriate level of service
based on needs.

18-Apr-21

20

20
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F&C OUTPATIENT, ETHNIC, INTEGRATED & INTENSIVE UTILIZATION

FY20 66% successfully discharged

FY20 91% successfully discharged

FY20 50% successfully discharged

18-Apr-21

FY20 71% successfully discharged

21

21

F&C OUTPATIENT, ETHNIC, INTEGRATED & INTENSIVE FINANCIAL

18-Apr-21

22

22
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INTEGRATED SERVICE TEAM, TAY OUTPATIENT, FSP & IFSP UTILIZATION

- FY 20 Successful discharge rates:
TAY OP – 43%
TAY FSP – 61%
Child FSP – 70%
TAY ILP – 35%
TAY LGBTQ – 75%

Notes:
- IFSP began FY20 with a ramp up phase in Q1.
- FY20, 20% of TAY, 21% of Youth successfully
discharged
- Integrated Service Team (IST) began FY21 with
a ramp up phase in Q1

23

18-Apr-21

23

TAY OUTPATIENT, LGBTQ, ILP & IST FINANCIAL

New program in
FY21

18-Apr-21

24

24
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FSP & IFSP FINANCIAL

18-Apr-21

25
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JUVENILE JUSTICE SERVICES –
YOUTH THERAPEUTIC INTEGRATED PROGRAM (YTIP)
Data Highlights
Target Population and Primary Goals

• Reduce Juvenile Justice Involvement
• Focus on transition to community services and
stabilizing the family and community systems
• The program assists youth in developing life skills
that will improve their ability to live and thrive in
the community.
Integrated (Co-Occurring) Behavioral Health Services

• Screening and Assessment
• Individual and Family Therapy
• Mental Health Consultation
• Individual, Group, and Family Counseling
• Care Coordination
• Crisis Intervention

•

72 youth served

•

80% successful discharges
(Care Plan Goals were Met)

•

100% of youth were connected
to support services after
discharge

•

CANS Data – At discharge, no
actionable items
• 92% family functioning
• 92% decision making
• 98% oppositional
behavior
• 93% anger control
• 75% social functioning

26

26
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JUVENILE JUSTICE SERVICES – UTILIZATION
YOUTH THERAPEUTIC INTEGRATED PROGRAM (YTIP)

NOTES
FY20: MHSA $1,577,047
Pro funds: $424,934
FY21: MHSA $1,043,186
Pro funds: $424,934

FY20 Utilization Notes
• Program started in FY20 and was ramping up
• Annual clients served surpassed targets, but length of stay
and daily census for youth at the Ranch did not reach
projected levels.
• Census was around 55 Pre-COVID. During COVID Census has
ranged from 30-45.
FY21 Utilization Notes
• Program was rightsized, with a budget reduction in MHSA
funds of $533,861.
• During COVID, dosage has slightly increased to address youth
needs.
27
4/18/2021
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JUVENILE JUSTICE SERVICES –
JUVENILE COMPETENCY DEVELOPMENT
Data Highlights
Target Population and Primary Goals

• Reduce Juvenile Justice Involvement
• Remediate youth determined “incompetent” to
stand trial
• Increase service connectedness
• Through training, education, support,

•
•
•

FY18 12 youth served
FY19 13 youth served
FY 20 8 youth served

•

Target is 15 youth per year

•

100% engagement and
successful completion

COVID Impacts
•

Staffing

• Staff have specialized training in Juvenile
Competency Curriculum from the University of
Virginia
• 1 FTE – PSW
• 1 FTE – Rehab Counselor

The number of referrals
reduced during the year, due
to an overall lower level of
community crime committed
by youth, likely related to
shelter in place orders.

28

28
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FOSTER CARE DEVELOPMENT–
COMMERCIALLY SEXUALLY EXPLOITED CHILDREN (CSEC)
Data Highlights
Target Population and Primary Goals

• Provides services and mental health
to support to children, youth, and
young adults who have experienced
commercial sexual exploitation
• Focused recover from emotional,
physical, and sexual trauma
• Partner closely with Child Welfare,
Probation, Public Health and
Community Based Organizations

•
•
•

FY19 65 youth served
FY 20 62 youth served
Target Youth to Serve: 87

•

The program was new in FY19 and referrals took
a little time to ramp up.
CANS Data
• 100% of youth show decreased
oppositional and anger control
• 50% of improvement in family
functioning, social functioning, and
decision making.

•

COVID Impacts

•
•

Staffing

Referrals and engagement rates were down
during the first few months of COVID-19.
In the past 5 months (Oct 2020 – Feb 2021), 25
referrals have been received, which is at the
expected level.

• 4 FTE – PSW/MFT

29
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MOBILE RESPONSE AND STABILIZATION SERVICES (MRSS)
New Program replacing
Mobile Crisis
Start Date: January 1, 2021
Program Highlights:
New program includes

Target Population
Children and Youth that live in Santa
Clara County (ages 4-17)
Services Provided (24/7)
• Telephone Screening
• Youth/ Family Risk Assessment

Two levels of Post
Stabilization Services
30 days for all MRSS
contacts and 90 days for
Medi-Cal children and
adolescents

• Hospital Diversion

Mobile response and
stabilization services for
both pre-crisis and crisis
situations with children and
youth

• Community supports

• De-Escalation
• Behavioral Health Services
• Safety Planning
• Connect parents/caregivers to
• Identification of coping strategies
• New goal of 80% diversion rate

30

30
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Eating Disorder Continuum
Target Population
Santa Clara County Medi-Cal
beneficiaries 11-65 years of age

Total Number of Youth and Adults
Served (duplicated count)
FY18/19 15
FY 19/20 26
Levels of Care
Residential
Partial Hospitalization
Intensive Outpatient
Outpatient

Budget Narrative
Total budget-$2,500,000
Actual Spend-$1,425,158
FY 2020 decreased in referrals due to COVID
19, from February to May. Providers drastically
reduced and suspended new admission
services for approximately 90 days from
March, then slowly resumed services via
telehealth in April with ramping up in June.
Capacity was decreased due to pandemic
safety measures.
We expect capacity to increase, with opening
of a new residential program and are now
experiencing pent-up need.
*Note: despite the impact of the pandemic,
referrals for services have increased by 42%
from FY 18/19.
31
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Comments & Questions

32

32
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FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

February 11, 2021: Children,
Youth & Families System of
Care Programs’ Presentation
& Discussion

February 16, 2021:
Adult/Older Adult,
Client/Consumer Programs’
Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and
Crisis Services Programs’
Discussion

March 1, 4 & 5, 2021:
Budget Analysis,
Prioritization Discussions

Week of March 9-12
Week of March 15-19
Prioritization Discussions,
Draft Recommendations

April 1 – 30, 2021: 30 day
public posting period May
2021: BHB public hearing
June 2021: share draft plan
with BOS

SLC Members and Members of the Public are encouraged to provide their feedback and
input during meetings and after meetings through post-meeting surveys.

33
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NEXT STEPS
ACTIVITIES

Purpose

Community Needs Assessment

•
•
•

Surveys
Virtual Listening Sessions/Town Hall meetings
Review of Programs

MHSA SLC Planning Session #1
Thursday, February 11, 2021 3:00PM – 5:00PM

•

Children, Youth and Families Program Highlights and Discussion

MHSA SLC Planning Session #2
Tuesday, February 16, 2021 3:30PM - 5:30PM

•

Adult/Older Adult, LGBTQ, Client/Consumer Program Highlights and Discussion

MHSA SLC Planning Session #3
Friday, February 19, 2021 3:00PM – 5:00PM

•

Criminal Justice System, Housing, Workforce Education & Training, Suicide
Prevention/Suicide and Crisis Services Program Highlights and Discussion

MHSA SLC Planning Session #4
Monday, March 1, 2021 12:30PM - 2:30PM

• Prioritization Discussion and Recommendation

MHSA SLC Planning Session #5
Thursday, March 4, 2021 4 - 5PM

• Budget Analysis and Recommendations

MHSA SLC Planning Session #6
Friday, March 5, 2021 3:00PM - 5:00PM

• Prioritization Discussion and Recommendation

MHSA SLC Planning Session #7
Friday, March 12, 2021 2:00PM - 4:00PM

• Prioritization Discussion and Recommendation

MHSA SLC Planning Sessions – Dates TBD for the
week of March 15, 2021

• Prioritization Discussion and Recommendation

34
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PLEASE PROVIDE YOUR FEEDBACK ON TODAY’S MEETING:
https://www.surveymonkey.com/r/Mar5_SLC_Feedback

35
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THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH – Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org

36
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MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
FRIDAY, MARCH 12, 2021
VIRTUAL MEETING

1

MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
MARCH 12, 2021
TOPIC

TIME

1. Introductions & Welcome by Director (Sherri Terao)

2:00PM

2. Public Comment Period

2:10PM

3. MHSA (Evelyn Tirumalai)
a. General MHSA Requirements
b. MHSA SLC Priority areas as a result of COVID-19

2:20PM

4. Adult/Older Adult System of Care (Margaret Obilor)
a. Priorities & Program Utilization Overview
b. Q/A

2:25PM

5. Timeline & Next Steps

3:40PM

6. Adjourn

4:00PM

2
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MHSA COMPONENTS
ONGOING Required Programs and Services
CSS: Community Services & Supports
o Outreach and direct services for children, TAY, adults and older adults with
SED/SMI
o Funds BHSD Housing programs
o At least 51% of CSS for Full-Service Partnerships
PEI: Prevention & Early Intervention
o Prevention services to prevent the development of mental health problems
o Early intervention services to screen and intervene with early signs of
mental health issues
o At least 51% for serving ages 0-25 yrs old.
INN: Innovation
o Funding to test new approaches that may improve access, collaboration,
and/or service outcomes for un-, under-, and inappropriately-served
populations
OPTIONAL Programs and Services, carved out of CSS revenue
CFTN: Capital Facilities & Technology Needs
Infrastructure to implement an electronic health record and support MH
facilities (county-owned, operated)
WET: Workforce Education & Training
Support to build, retain, and train a competent public mental health workforce

MHSA County Funding*

PEI: 15-20%

INN: 0-5%

CSS: 75-80%

*Counties received 10-year allocations for WET and
CFTN activities. One-time allocation ended on 2016.

Acknowledgement: Harbage Consulting
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2020 MHSA SLC PRIORITY AREAS AS A RESULT OF COVID-19

Families and Children

Transitional Age Youth

Adult/Older Adults

Focused outreach, via
radio, TV, texting, etc.

Strengthen collaborations
across county government
entities, e.g. homeless and
housing, public health,
social services, behavioral
health, etc.

Access to technology and
how to use it

Continue momentum
engaging with
communities, e.g. virtual
town halls, etc.
Focused support to
families with school-age
children

Access to technology to
improve social
connectedness

Strengthen collaborations
county wide and across
departments

5

Focused outreach, getting
out to communities
Access to behavioral
health services in person
Focus on access and
service delivery with a
focus on race and equity
Crisis services

Consider an Innovations Project that intentionally addresses COVID-19 and racial equity

5

AOA SYSTEM OF CARE - PRIORITIES & PROGRAM UTILIZATION OVERVIEW

6
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OUR VISION
The Santa Clara County BHSD- AOA System of Care seeks to provide a Continuum of
Care successful in supporting individuals experiencing behavioral health symptoms in
the community, and ensuring that all residents facing the challenges of mental illness
are:
•
•
•

Physically and emotionally healthy, happy and thriving;
In safe and permanent living situations;
Part of a caring and supportive social network;
Involved in meaningful school, work, and family activities
Stable and secure within their environment and not causing harm to self and others

7

ADULT SYSTEM OF CARE OVERARCHING GOALS

interrupt the cycle

of EPS, hospitalization,
and incarceration and
facilitate connection to
care

strengthen the

community-based
system of care for
people with the most
intense service needs

• Targeted outreach and engagement teams for high
utilizers
• Modified MH Urgent Care to become a primary point
of entry and include same-day access and short-term
outpatient treatment

•
•
•
•

Strengthened existing FSP programs
Implemented Assertive Community Treatment
Created Adult Outreach Teams
Strengthening Adult Residential Treatment

facilitate access to

8

the appropriate level
of care and align
capacity to demand

• Building processes for county-led level of care
determinations and authorizations

8
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SYSTEM PRIORITIES

Consistent
recovery
orientation
across all
programs

Traumainformed
system of care
Co-occurring
disorder capacity in
all programs, and
especially
FSP/ACT/CJS/SUTs

9

OVERVIEW OF PRESENTATION

Adult & Older Adult
Services

Justice Involved
Services

BHSD Housing
Services

Intensive and
Residential Services

Consumer & Family
Affairs, Cultural
Communities
Wellness Program

10
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AOA DIVISION-SPECIALTY & CLINICAL SERVICES

11

Community Services & Supports (CSS):

Adult and
Older Adult
MHSA
Outpatient
Services

•
•
•
•
•
•
•

Assertive Community Treatment (ACT)
Intensive Full Service Partnership (IFSP)
Full Service Partnership (FSP)
Adult Outpatient Services
Older Adult Outpatient Services
CalWORKs
County Behavioral Health Outpatient Clinics

Prevention & Early Intervention (PEI):
• Older Adult PEI
• New Refugee Services
• Integrated Behavioral Health (IBH)

Innovation (INN):
• Individual Placement Services (IPS) Employment Services

12
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CSS: AOA Assertive Community Treatment, Intensive Full-Service Partnership and
Full-Service Partnership Utilization (FY19-21)
Contracted vs. Actual Served

Clients
600
500

Contracted vs Actual Financial

FY21

FY20

FY19

FY21

FY20

400

FY19

300
200
100
0
FY19
FY19 Served
FY20
FY20 Served
FY21
Contracted
Contracted
Contract
ACT
IFSP
Older Adult FSP
Adult FSP

FY20

FY19

FY21 Served
(est.)

Successful Discharge (%)
Intensive Programs

FY21
150%
100%
50%
0%

IFSP

FSP Adult

13

CSS: AOA Assertive Community Treatment, Intensive Full-Service Partnership and
Full-Service Partnership Dosage Contracted vs. Actual
Dosage Contracted vs Actual
18
16

FY20

FY21
FY20

14

FY21

12

FY19

FY20

FY21
FY19

10

FY20

FY21

8
6
4
2
0
ACT2019 Contracted

2019 ActualIFSP AOA
2020 Contracted

FSP Older Adult
2020 Actual
2021 Contracted

FSP Adult
2021 Actual
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CSS: AOA Outpatient Clients Utilization
Contracted vs Actual Served

Clients

7000

$40,000,000

FY21

6000
5000

Contracted vs Actual Financial
FY19

$35,000,000
$30,000,000

FY19

FY20

4000

FY20

FY21

$25,000,000

3000

$20,000,000

2000

$15,000,000

1000

$10,000,000

0
FY19
Contract
Slots

FY19 Total
Clients
Served

FY20
Contract
Slots

OA Outpatient

FY20 Total
Clients
Served

FY21
Contract
Slots

FY21 Total
Clients
Served
Annualized

$5,000,000
$FY19
FY19 Actual
FY20
FY20 Actual
FY21
Contract
Contract
Contract
OA Outpatient
Adult Outpatient

Adult Outpatient

FY21
Annualized
Jul-Nov
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CSS: AOA Outpatient Clients Dosage Contracted vs. Actual &
Successful Discharges
Dosage Contracted vs Actual

Successful Discharge (%)

12
10

120%
FY19

100%

8
6

80%
FY20

FY21

FY19

FY20

FY21

60%

4

40%

2

20%

0

0%
Older Adult Outpatient

Adult Outpatient

2019 Contracted

2019 Actual

2020 Contracted

2020 Actual

2021 Contracted

2021 Actual

Adult

Older Adult

Target
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CSS: AOA Outpatient WARMS Utilization
and Dosage
Clients

Contracted vs. Actual Served

Contracted vs. Actual Financial

FY2
1

300
200

$1,200,000
$1,000,000
$800,000
$600,000
$400,000
$200,000
$-

FY2
0

100
0
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FY20 Contract Slots

FY2
0
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1
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FY21 Contract Slots

FY20 Contract

FY20 Actual

FY21 Total Clients Served Annualized

FY21 Contract

FY21 Annualized Jul-Nov

Dosage Contracted vs Actual
FY2
0

3
2.5
2
1.5
1
0.5
0

FY2
1

AOA WARMS
2019 Contracted

2019 Actual

2020 Contracted

2020 Actual

2021 Contracted

2021 Actual
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PEI: Older Adult Prevention and Early Intervention & New Refugee Program Utilization
PEI: Older Adult Prevention and Early Intervention Program & New
Refugee Program - Contracted vs Actual Financial

PEI: Prevention and Early Intervention Program & New Refugee
Program
120

Number of Clients

100

FY19

FY20
contracted
Slots

FY19
contract

FY20
Clients
Served

FY21
contracted FY21 Clients
Served (July
Slots
to Nov

80

$800
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$300

40

$200

20

$100

OA PEI

New Refugee Program

FY19
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FY19 Actual

FY19 Contract

FY21 Actual
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FY201Actual

FY21 Contract

FY20 Actual

FY20 Contract

PEI Adult and Older Adult Prevention Early Intervention

Dosage Contracted vs Actual

12

$691

$342

$FY21 Contract
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$400

60

0

$691

$600
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140

New Refugee

Successful Discharge (%)
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FY21
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120%
100%
80%

8

F20
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FY21

60%
40%

4

20%

2
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May-20
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Jan-20

Feb-20
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Oct-19

PEI OA

Nov-19

Sep-19

Jul-19
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PEI Older Adult
2020 Contracted

May-19

Feb-19

PEI New Refugee
2019 Contracted

Mar-19

0%

0

Target
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PEI: Integrated Behavioral Health (IBH)
IBH Provider 1 Demographics

IBH Provider 2 Demographics
Declined to Answer

Declined to Answer

Unreported/Refused to…

Other

Hispanic/Latino

Native Hawaiian or other Pacific…

Black or African American

Black or African American

American Indian or Alaska…

American Indian or Alaska Native
0
FY 2020

10

20
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30

40

50

0

60
FY 2020

FY 2018

100 200 300 400 500 600 700
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FY 2018

Integrated Behavioral Health (IBH) Clients Served
1000
800
600
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0

FY 20 – Clients served
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Innovation Program- Individual Placement Services (IPS)
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$50
$40
$30
$20
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FY21

FY19
(April
to

$10
$0

Minimum Wage

Maximum Wage

FY 21 (Jy to Dec 2020)

Numbers of Clients

IPS FY20 Demographic Race
40
30
20
10
0

Axis Title
Catholic Charities

Momentum
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CSS: AOA CalWORKs Utilization
Contracted vs Actual Financial

Contracted vs. Actual Served

400

FY1
9
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FY
21

FY2
0

350

$3,000,000
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Actual
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CalWORKs Outpatient Programs
Successful Discharge (%)
Direct Service Staffing

AACI

Gardner CCSCC

County MHST

Therapist/Clinicians

1

2

2

Rehabilitation Counselors

4
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6

120%
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vs Actual FY21
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4.3
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4.1
4
3.9
3.8
3.7

600
500
400
300
200
100
0
AACI

Garder
FY19

FY20

CCSCC
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MHST

FY21 (First 6 months)

CalWORKs

Total
2019 Contracted

2019 Actual

2020 Contracted

2020 Actual

2021 Contracted

2021 Actual
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County
Clinics

Central Wellness and Benefits Center
Demographics

Downtown Behavioral Health Clinic
Demographics

Black or African American

Asian

Asian

White
0%

10%

20%

30%

40%

Hispanic or Latino

50%
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Demographics FY2021 (first 2 months)
Demographics FY2020
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Demographics FY2019

10%
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Unduplicated Clients

County
Clinics

1200
1000
800
600
400
200
0
FY2019

Downtown

FY2020

FY21 (first 2 months)

Central Wellness and Benefits

County Clinic Staffing
10
5
0

Downtown Behavioral Health (FTE)- Capacity
900
Central Wellness and Benefit Center (FTE)Capacity 1050
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CRIMINAL JUSTICE DIVISION

25

SYSTEM PRIORITIES
ROADMAP
Deflection Point
Screening and
assessment
Timely Access

Targeting
Intergenerational
Effects of
Incarceration
Successful Integration
into Community

26
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Behavioral
Health

Adult Custody
Health

COORDINATED
SYSTEM OF
CARE

Superior Court

Public Defender/
District Attorney

Pre-Trial

Parole

Probation
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CRIMINAL JUSTICE SERVICES
Prevention and Early Intervention
(PEI) - REENTRY CENTER
• Screenings and Referrals to
treatment services
• Onsite outpatient treatment
services
• Linkages to Community Resources
• Serves X clients
• OUTCOMES
• During the FY20, the BHT served
1,745 unique clients over 5,213
visits
• 529 critical needs screenings were
conducted • 671 clinical needs
screenings were conducted
• 561 referrals were made to
substance use treatment
providers
• 84 referrals were made to mental
health treatment providers
• 180 referrals were made to
community service providers

Community Services and Support
(CSS) – Full Service Partnership
• Comprehensive Assessments
• Plan Development
• Individual and Group Therapy
• Case Management
• Case Management
• Crisis Intervention
• Peer Support Services
• Outreach and Engagement
• Flex Funding
• Warm Handoffs
• OUTCOMES
• In FY20, FSP served 767 unique
clients
• 709 Total FSP program
admissions.
• FSP overserved the contracted
annual client served by 220%
• As of 12/31/2020, CDCR contract
sunset, with our CBOs successfully
transitioning clients into
appropriate levels of care

Community Services and Support
(CSS) - Forensic Assertive
Community Treatment (FACT)
• Intensive Community Based
Outpatient Services 80-90% in
community
• Low Staff to Client Ratio: 1:8
• Multidisciplinary Treatment Team
includes dedicated Psychiatrist,
Therapist, Nurses, Substance Use
Counselor, Vocational/Educational
Specialist, Benefits Specialist, Peer
Support Specialist
• Mental Health and Substance Use
Treatment
• Vocational/Education Support and
Linkages
• Transitional Housing Support
• Non-emergency medical services by
nursing staff
• OUTCOMES
• A total of 64 clients were
admitted into FACT in FY 2020.
• In FY 2020, 92% were diverted
from unnecessary hospitalization,
and 59% were diverted from
incarceration

28
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CRIMINAL JUSTICE SERVICES
Community Services and Support
(CSS) - Evans Lane Wellness &
Recovery Program

Community Services and Support
(CSS) - Criminal Justice Intensive
Outpatient

Community Services and Support
(CSS) - Faith Based Resource
Centers

• Outpatient and Residential
Services
• Assessment /Plan Development
• Individual/Group Therapy
• Case Management
• Crisis Intervention
• Medication Support
• Linkage to other level of care
• Housing Stability Assessment
• community service providers

• Intensive Outpatient Services
include Individual/Group
Therapy
• Case Management
• Crisis Intervention
• Medication Support Services
• Outreach and Engagement
• Flex Funding
• Collateral Services
• Warm Hand Offs

• Faith based services
• Outreach
• Linkage to mental health &
substance use
services/community resources
• Flex funding
• Social Support
• Case management services,
including one touch
• Mentorship to support clients
transitioning back to community

• OUTCOMES
• In FY 2020, a total of 142
clients were served. Upon
graduation 68% obtained
stable housing, 38% obtained
employment, 13% attended
school and 68% maintained
sobriety.
• 91.7% Success Rate in
Outpatient Program discharges

• OUTCOMES
• A total of 163 clients were
admitted into IOP in FY 2020,
53% were diverted from
unnecessary hospitalization,
and 53% were diverted from
unnecessary incarceration.

• OUTCOMES
• During FY2020, the FBRCs
provided 14,844 services to
2,299 reentry clients
• In FY 2020, 58% of case
managed clients successfully
discharged from the program.
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MEASURES OF SUCCESS

Diversion of Clients from Jail to Services
Provided in the Community
• Measures the successful diversion of
qualified clients from the jail system to a
Behavioral Health Criminal Justices
Services program that meets needs of
each qualified client. The goal is to
increase the percent of clients diverted
from jail into appropriate levels
of community care and services.

OUTCOME/RESULT
Number of Unduplicated Clients Served
Number of Service Days

FY2020
1,093
272,603

Post-Custody Clients in Treatment Services
• The Behavioral Health Services
Department aims to measure the number
of post-custody clients engaged in
treatment services for more than 30 days
after being released from criminal justice
custody. Seeking treatment for more than
30 days correlates to better mental health
and substance use treatment outcomes
for clients.
OUTCOME/RESULT
Post-Custody Clients in Treatment > 30 days

FY2020
1,610

30
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Success
Rate

Level of Care

CJS
CJSFY2020
FY2020
SUCCESSFUL
PROGRAM
DISCHARGE
UTILIZATION

THU
Aftercare
Co-Occurring
CRT
Evans Lane-Outpatient
Evans Lane-Residential
FSP
IOP
PRCS
FACT
OVERALL

35%
43%
20%
53%
82%
29%
26%
53%
95%
11%
34%

FY2020 THE TOTAL NUMBER OF DISCHARGES IS 1,248

31

845

Annualized

Unduplicated Clients Served
1,093
1,766
883

2019

CJS FY2020
PROGRAM
UTILIZATION

Level of Care
Aftercare
Co-Occurring
FACT
FSP
IOP
PRCS
Evans Lane Outpatient
Evans Lane Residential
THU
CRT

2020

2021

FY2021 (JULY-DEC)

Contract Actual Variance
ANNUAL CAPACITY
Annual Annual (+ over/
STATUS
Caseload Capacity - under)
110
106
120
348
165
20
105
56
80
417

FOCUS ON AFTERCARE AND EVANS LANE

23
134
64
767
163
17
41
72
79
112

-87
28
-56
419
-2
-3
-64
16
-1
-305

UNDER
OVER
NEW CONTRACT
OVER
AT CONTRACT
AT CONTRACT
UNDER
OVER
AT CONTRACT
NEW CONTRACT
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RESIDENTIAL SERVICES SYSTEM OF CARE - PRIORITIES & PROGRAM UTILIZATION
OVERVIEW

33

Emergency
Psychiatric
Services
Acute
Psychiatric
Services

Licensing
Agencies

COORDINATED
SYSTEM OF
CARE

Outpatient
Treatment
Agencies

Criminal
Justice
Services

Social
Services

Public
Guardian’s
Office

34
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SYSTEM PRIORITIES AND NEXT STEPS

Reduce rate of recidivism into psychiatric services
Maximize residential capacity for the vulnerable population
Reduce inpatient utilization for the county
Reduce shame and suffering for the SMI consumers
Prepare consumers to live independently in the community

35

RESIDENTIAL CARE SERVICES

CRISIS RESIDENTIAL

• Provides short-term (30

days), less restrictive,
structured, voluntary
therapeutic residential
services to individuals who
are experiencing a mental
health crisis.
• Provides medication
support, crisis
intervention, counseling,
case management, and
community linkages.

RESIDENTIAL CARE
FACILTIIES (BOARD AND
CARES)
• Provides a supportive
environment (9+ months),
with specialized
behavioral and medical
treatment programs with
a goal of “Rehabilitation”
that focuses on
maximizing an individual’s
level of functioning.
• Provides medication
support, ADL assistance,
and community linkages.

CRISIS STABILIZATION UNIT
(CSU)
• Provides short-term (23.9
hours length of stay) to
individuals experiencing a
mental health crisis.
Services include
medication evaluations,
crisis prevention,
assessments, and
community linkages.
• Provides medication
support, crisis
intervention, case
management, and
community linkages.

ADULT RESIDENTIAL
TREATMENT
• Provides long term (12+
months), less restrictive,
treatment setting
structured clinical
treatment services in a
residential setting.
• Provides medication
support, crisis
intervention, counseling,
case management, and
community linkages.

36
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Residential Services Utilization
Crisis Residential

Crisis Stabilization Unit

160

800
149

149

141
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120

138
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700
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600
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100
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500
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400

60

300

40

200
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100

0
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162

0
2018

2019
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2020
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2019

Discharge

Admission

2020

Discharge
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Residential Services Utilization
Residential Care Facility
70

67

Adult Residential Treatment
120

64

109

61

60

100
52

52

50

102
92

83

47

104

83

80

40
60
30
40

20

20

10
0

0
FY 2018

FY 2019
Admission

Discharge

FY 2020

FY 2018

FY 2019
Admission

FY 2020

Discharge
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Residential Services – Contracted Slots
RCF

Crisis Stabilization Unit
93

FY 2019

2

FY 2019
108

8

86

FY 2020

3

FY 2020

107

8

79

2.3

FY 2021

FY 2021

105
0

20

40

60

Actual Slots
Fiscal Year
FY21
FY20
FY19

80

100

120

4
0

2

Contract Slots

Total MFO
$2,683,567
$2,685,723
$2,412,740

4

Actual Slots

Total Actuals**
Variance
$2,034,594
$648,973
$2,308,110
$377,613
$2,245,569
$167,171

Fiscal Year
FY21*
FY20***
FY19***

6

8

Contract Slots

Total MFO
$1,977,710
$3,955,420
$3,955,420

Total Actuals**
Variance
$1,961,587
$16,123
$2,384,170
$1,571,250
$2,190,466
$1,764,954
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Residential Services – Contracted Slots
Crisis Residential

Adult Residential Treatment

47

FY 2019

47

FY19
49

49

48

FY 2020

45

FY20

51

49

44

41

FY 2021

40

42

44
Actual Slots

Fiscal Year
FY21
FY20
FY19

FY21

51

46

48

50

52

49

36

Contract Slots

Total MFO
Total Actuals**
Variance
$9,984,243
$9,070,269
$913,974
$10,135,347
$9,706,295
$429,052
$10,162,983
$9,726,208
$436,775

38

40

42

Actual Slots
Fiscal Year
FY21
FY20
FY19

44

46

48

50

Contract Slots

Total MFO
$9,984,243
$10,135,347
$10,162,983

Total Actuals**
Variance
$9,070,269
$913,974
$9,706,295
$429,052
$9,726,208
$436,775
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40
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MHSA FUNDING IN SUPPORTIVE HOUSING PROGRAMS

41

Program Description
• South County Reintegration and Supportive Services: Supportive Housing
Services to adults from southern region of Santa Clara County, who are
homeless or chronically homeless and involved in the criminal justice system
• Supportive Services for SMI: Supportive Housing Services for chronically
homeless individuals diagnosed with serious mental illness
• Supportive Services for High Utilizers of EPS: Supportive Housing Services
for chronically homeless individuals who are seriously mentally ill and/or high
utilizers of EPS

42
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Housing Outcome: Community Solutions
Enrollment Data

Days to Housing

Community Solutions ICM Program
Enrollments

Community Solutions: Average
Days to Housing by Agency
("Move in Date" minus "Project
Start Date“)

Enrolled
80
70
60
50
40
30
20
10
0

Housed

Exits

70 67

21 20

11
319 CM

15 14

4 4 3
H1K CCP Bella
Terra

140.0
120.0
100.0
80.0
60.0
40.0
20.0
0.0

35 31

H1K CCP
Gilroy
Sobrato

7

1

RAP 1 PATH South County
Reintegration
(HUD)

5 4

109.0

110.6

117.5

81.3

60.3

TAY
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Community Solutions ICM Programs
Housing Retention CY2020
100%

100%

100%
96%

96%
91%

319 CM

Housing
Outcomes:
Community
Solutions

H1K CCP Bella H1K CCP
RAP 1 PATH South County
Terra
Gilroy Sobrato
Reintegration
(HUD)

TAY

Community Solutions ICM Programs
Connection to Behavioral Health and Medical
100%
100%
94%
91%
Home 93%

80%

319 CM H1K CCP BellaH1K
Terra
CCP Gilroy Sobrato
RAPSouth
1 PATH
County Reintegration (HUD)
TAY
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Utilization of Budget - Direct Services and Total Expense
98.30% (Percentage of Budget Utilized)

100.00%
90.00%
80.00%
70.00%
60.00%
50.00%
40.00%
30.00%
20.00%
10.00%
0.00%

77.55%

74.41%
Utilization
of Direct
Services
Budget %

Precovid
100.00%

Covid
Allocation of Medi-Cal and Non-Medi-Cal
As Percentage of Direct94.17%
Services

88.80%

80.00%
60.00%
40.00%

67.21%

Budget DS
NonMediCal %

67.20%

32.79%

20.00%

32.80%
11.20%

Budget DS
Medi-Cal %

5.83%

Actual DS
MediCal %

0.00%

Precovid

Covid
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CONSUMER AFFAIRS, FAMILY AFFAIRS, CULTURAL COMMUNITIES WELLNESS PROGRAM

46
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DIVISION PRIORITIES
Increase Outreach and Engagement

Promote Wellness and Recovery

Promoting and Integrating Peer Services into the Behavioral Health System
(I.E. Inpatient, Outpatient, Crisis Services)
Increase Culturally Sensitive Services and Highlight Lived Experience to Improve Customer
Service

Increase in Self Help, Consumer and Family Involvement

Increase Natural Networks of Supportive Relationships

47

CONSUMER AFFAIRS, FAMILY AFFAIRS, CULTURAL COMMUNITIES WELLNESS PROGRAM
Consumer Affairs

Family Affairs

Consumer Affairs is dedicated to
transformation through advocating,
being involved with, and implementing
changes to the mental health system.
Consumer Affairs operates Zephyr and
Esperanza Self Help Center.

Family Affairs assists families in
navigating the behavioral health
system of care. Family Affairs offer
direct support, information and
education with the goal of providing
recovery and hope.

• Services
•Linkages to resources and
referrals for services
•Client and family support
•Advocacy
•1:1 individual support
•Wellness and recreational
groups
•Support self improvement
•Resources and educational
workshops
•COVID resources for
individuals

• Services
•Linkages to resources and
referrals for services for
families
•Assisting families in court
•Support families and
individuals to access
resources post incarceration
to transition back into the
community
•Collaborate with NAMI for
family support services
•Provide family support
•Advocate for families
•Support groups for families
•COVID resources for families

Cultural Communities Wellness Program
Cultural Communities Wellness Program (CCWP)

promotes culturally and ethnically sensitive
services. CCWP strives to ensure that
underserved and un-served populations
receive the services they need through
outreach and engagement activities in the
community and support individuals and
families who may not seek services due to
linguistic, cultural, and/or ethnic barriers.
• Services
•Community outreach and
engagement
•Community events and resources
•Client and family support with
cultural focus
•Support groups (i.e. LGBTQ, Cultural
wellness, grief)
•Mental health community
Conference
•Collaboration with CBOs and county
teams on new projects that include
peer support engagement and
cultural services for clients
•Behavioral health training and
Workshops
•COVID resources for the community

48

48
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CONSUMER AFFAIRS, FAMILY AFFAIRS, CULTURAL COMMUNITIES WELLNESS PROGRAM

CONSUMER AFFAIRS, FAMILY AFFAIRS, CULTURAL COMMUNITIES

WELLNESS
FY20- Services Provided by
ProgramsPROGRAM
Consumer Affairs
MHSA Positions: 9.5
1 Program Manager
1 Office Specialist
5 Full Time Mental Health Peer Support Workers
5 Part Time (0.5) Mental Health Peer Support Workers

FY20: 8410 Services

Family Affairs
MHSA Positions: 11
1 Program Manager
1 Office Specialist
9 Full Time Mental Health Peer Support Workers

FY20: 1077 Services

Cultural Communities Wellness Program
MHSA Positions: 14.5
1 Program Manager
12 Full Time Mental Health Peer Support Workers
3 Part Time (0.5) Mental Health Peer Support Workers
49

FY20: 378 Service Events, 5222 Services

49

Comments & Questions

50

50
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FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

February 11, 2021:
Children, Youth & Families
System of Care Programs’
Presentation & Discussion

February 16, 2021:
Adult/Older Adult,
Client/Consumer Programs’
Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and
Crisis Services Programs’
Discussion

March 1, 4 & 5, 2021:
Budget Analysis,
Prioritization Discussions

March 12, 2021

April 1 – 30, 2021: 30 day
public comment period

Week of March 15-19
Prioritization Discussions,
Draft Recommendations

May 2021: BHB public
hearing
June 2021: share draft plan
with BOS

SLC Members and Members of the Public are encouraged to provide their feedback and
input during meetings and after meetings through post-meeting surveys.

51
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NEXT STEPS
ACTIVITIES

Purpose

Community Needs Assessment

•
•
•

Surveys
Virtual Listening Sessions/Town Hall meetings
Review of Programs

MHSA SLC Planning Session #1
Thursday, February 11, 2021 3:00PM – 5:00PM

•

Children, Youth and Families Program Highlights and Discussion

MHSA SLC Planning Session #2
Tuesday, February 16, 2021 3:30PM - 5:30PM

•

Adult/Older Adult, LGBTQ, Client/Consumer Program Highlights and Discussion

MHSA SLC Planning Session #3
Friday, February 19, 2021 3:00PM – 5:00PM

•

Criminal Justice System, Housing, Workforce Education & Training, Suicide
Prevention/Suicide and Crisis Services Program Highlights and Discussion

MHSA SLC Planning Session #4
Monday, March 1, 2021 12:30PM - 2:30PM

• Prioritization Discussion and Recommendation

MHSA SLC Planning Session #5
Thursday, March 4, 2021 4 - 5PM

• Budget Analysis and Recommendations

MHSA SLC Planning Session #6
Friday, March 5, 2021 3:00PM - 5:00PM

• Children, Youth and Families System of Care Outcomes and Utilization

MHSA SLC Planning Session #7
Friday, March 12, 2021 2:00PM - 4:00PM

• Adult/Older Adult System of Care Outcomes and Utilization

MHSA SLC Planning Sessions – Dates TBD for the
week of March 15, 2021

• Prioritization Discussion and Recommendations

52
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PLEASE PROVIDE YOUR FEEDBACK ON TODAY’S MEETING:
https://www.surveymonkey.com/r/Mar12_SLC_Feedback

53

53

THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH – Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org
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MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
THURSDAY, MARCH 25, 2021
VIRTUAL MEETING

1

MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
MARCH 25, 2021
TOPIC

TIME

1. Introductions & Welcome

1:00PM

2. Public Comment Period

1:05PM

3. MHSA (Evelyn Tirumalai)
a. General MHSA Requirements
b. MHSA SLC Priority areas as a result of COVID-19
c. Community Program Planning Process Timeline

1:10PM

4. A/OA SOC PEI program: Culture is Prevention (Elania Reis)

1:15PM

5. Access/Unplanned Services Division- Priorities & Program Utilization Overview (Bruce Copley)

1:20PM

6. Q&A

1:45PM

7. Adjourn

2:00PM

2

1
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3

MHSA COMPONENTS
ONGOING Required Programs and Services
CSS: Community Services & Supports
o Outreach and direct services for children, TAY, adults and older adults with
SED/SMI
o Funds BHSD Housing programs
o At least 51% of CSS for Full-Service Partnerships
PEI: Prevention & Early Intervention
o Prevention services to prevent the development of mental health problems
o Early intervention services to screen and intervene with early signs of
mental health issues
o At least 51% for serving ages 0-25 yrs old.
INN: Innovation
o Funding to test new approaches that may improve access, collaboration,
and/or service outcomes for un-, under-, and inappropriately-served
populations
OPTIONAL Programs and Services, carved out of CSS revenue
CFTN: Capital Facilities & Technology Needs
Infrastructure to implement an electronic health record and support MH
facilities (county-owned, operated)
WET: Workforce Education & Training
Support to build, retain, and train a competent public mental health workforce

MHSA County Funding*

PEI: 15-20%

INN: 0-5%

CSS: 75-80%

*Counties received 10-year allocations for WET and
CFTN activities. One-time allocation ended on 2016.

Acknowledgement: Harbage Consulting

4
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2020 MHSA SLC PRIORITY AREAS AS A RESULT OF COVID-19

Families and Children

Transitional Age Youth

Adult/Older Adults

Focused outreach, via
radio, TV, texting, etc.

Strengthen collaborations
across county government
entities, e.g. homeless and
housing, public health,
social services, behavioral
health, etc.

Access to technology and
how to use it

Continue momentum
engaging with
communities, e.g. virtual
town halls, etc.

Focused outreach, getting
out to communities

Access to technology to
improve social
connectedness

Focused support to
families with school-age
children
Strengthen collaborations
county wide and across
departments

5

Access to behavioral
health services in person
Focus on access and
service delivery with a
focus on race and equity
Crisis services

Consider an Innovations Project that intentionally addresses COVID-19 and racial equity

5

FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

February 11, 2021: Children,
Youth & Families System of
Care Programs’ Presentation
& Discussion

February 16, 2021:
Adult/Older Adult,
Client/Consumer Programs’
Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and Crisis
Services Programs’
Discussion

March 1, 4 ,5 , 12, 25:
Budget Analysis/Utilization,
Program Outcomes &
Priorities

April 2021

Mid-April to Mid-May, 2021:
30 day public comment
period

Prioritization Discussions,
Draft Recommendations

May/June 2021: BHB public
hearing
June 2021: share draft plan
with BOS

SLC Members and Members of the Public are encouraged to provide their feedback and
input during meetings and after meetings through post-meeting surveys.

6

6
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A/OA SOC PEI PROGRAMS - PRIORITIES & PROGRAM UTILIZATION OVERVIEW

7

Culture is Prevention

Clients served
250

Actual Age Group Served

50
45
40

200

35
30

150

25
20

100

15
10

50

5
0

0
FY19

FY20

Children/Youth (0-15)

FY21

Transition Age
Youth (16--25)

Adult (26--59)
FY20

FY21

Outreach/Special Events Participants

Contracted vs Actual Financial

$300,000

Older Adult (60+) Declined to Answer

4000

3526

3500

Numbers participants

$250,000
$200,000
$150,000
$100,000
$50,000

3000
2500

1823

2000
1500
1000
500

$0
FY18

FY19

Contracted

Actual

FY20

FY21

0

FY19

FY20

8
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Culture is Prevention Demographics
FY19

FY20

American Indian or Alaska Native

Asian

Hispanic/Latino

African American

Hispanic/Latino

Declines to answer

White

Declines to answer

American Indian or Alaska Native

Asian

African American
White

9

ACCESS/UNPLANNED SERVICES DIVISION- PRIORITIES & PROGRAM UTILIZATION OVERVIEW

10

5
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AGENDA
• Psychiatric Emergency Response Team (PERT) – MHSA INN funded
• Mobile Crisis Response Team (MCRT) – Non-MHSA
• In Home Outreach Team (IHOT) – MHSA CSS
• Law Enforcement Liaisons (LELs) – MHSA PEI
• The Q Corner: LGBTQ Support – MHSA PEI
• Suicide Prevention – MHSA PEI
• Suicide and Crisis Services (SACS) – MHSA PEI
• Integrated Call Center - Non-MHSA
New projects not associated with the other Divisions
Fetal Alcohol Spectrum Disorder – Non-MHSA
Mission Street Sobering and Mental Health Triage unit – Non-MHSA

•
•
11
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PSYCHIATRIC EMERGENCY RESPONSE TEAM
(PERT)
PRESENTED BY:
SANDRA HERNANDEZ
BEHAVIORAL HEALTH DIVISION DIRECTOR

12

12
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PSYCHIATRIC EMERGENCY RESPONSE TEAM (PERT) AND PEER
LINKAGE PROJECT
•

The PERT Peer Linkage Model is a Mental Health Services Act (MHSA) Innovation
(INN) Pilot Project with intended outcomes to increase access to services, improve
law enforcement officer’s knowledge and attitudes in response to mental health
issues, and improve outcomes for consumers.

•

The PERT model is a co-response crisis intervention model which utilizes a licensed
mental health clinician, paired with a law enforcement officer. Clinicians will provide
on the scene behavioral health assessment and service referrals to ensure clients
receive needed services, divert individuals to community-based treatment and
reduce Emergency Psychiatric Services (EPS)and Jail contacts.

•

Peer Linkage provides post-crisis support to assist with recovery. Peers facilitate
linkages and ensure warm-handoff to appropriate services.

•

Committed Partnerships with Santa Clara County Sherriff’s Office, Palo Alto Police
Department, Morgan Hill Police Department, and San Jose Police Department.

13

13

• 8 Licensed Clinical Positions = 4
teams

PERT
CLINICAL
STAFFING

• Operations = 4/10 shifts, 7 days a
week, 11:00 am-11:00 pm
• Bilingual applicants in Spanish and
Vietnamese have been encouraged
to apply as well as other applicants
who speak the following threshold
languages: Chinese (Mandarin and
Cantonese), Farsi, and Filipino
(Tagalog and Ilocano) languages.

14

14
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• July 2020: Clinician interviews scheduled for
7/20 and 7/21. A Livescan and a background
clearance is required for clinical positions and
offer of employment will be contingent upon
passing these clearances. The background
clearance includes a law enforcement review
and clearance.

PERT
TIMELINE

• July 2020 – July 2021: The evaluation
component, required of all MHSA INN project,
with Resource Development Associates (RDA)
has started. RDA will evaluate PERT model,
help seeking behaviors by clients and family,
perceptions of clinicians and officers/deputies,
peer linkage. Annual Report due July 2021.
• September 2020: First PERT clinician is hired.
Internal Behavioral Health training begins and
exposure to System of Care, Policies and
Procedures, protocols, etc.
• Late September 2020: Begin discussion about
MOU/MOA/BAA with Sheriff’s Office.

15

15

• December 2020: Interviews of Deputies is conducted
with two deputies chosen to be assigned PERT
deputies.

PERT
TIMELINECONTINUED

• January/February 2021: Joint extensive training of
clinician and deputies begins. Discussion to finalize
MOU/MOA/BAA with Sheriff prior to start of
program. Discussion with County Counsel regarding
use of body worn cameras. Proposal: audio will be
turned off and camera will remain on.
• March 2021: First of the month was a soft ramp up
of the PERT Team. Clinician is now responding to
911 calls and internal referrals from within the
Sheriff’s Office with assigned PERT Deputy,
consultation is provided.
• March 2021: Second PERT clinician has accepted an
offer and is currently in the hiring process. Expected
start date, late April 2021.
• Interviews and Hiring for PERT positions remain
continuous. County Employee Service Agency is
working closely to increase awareness of
employment opportunities various social media
platforms.

16

16
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MOBILE CRISIS RESPONSE TEAM (MCRT)
IN HOME OUTREACH TEAM (IHOT)
PRESENTED BY:
AMY HAYES
HEALTH CARE PROGRAM MANAGER II

17
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ADULT MOBILE CRISIS RESPONSE TEAM (MCRT)
Adult Mobile Crisis Response Team
(MCRT) Information
oHours of Operations:

Staffing
The Mobile Crisis Response Team

Services
oMobile Crisis Response Team Services:

(MCRT) consists of culturally

oCrisis screening

oHow to access Mobile Crisis

sensitive, well trained clinicians in

oCrisis assessment

Response Team (MCRT):
o Call 1-800-704-0900
• English: Press Option #1,
then Option #2
• Spanish: Press Option #2,
then Option #2
• Vietnamese: Press Option #3,
then Option #2

crisis intervention.

oCrisis intervention

• 7 days a week (24/7)

oFor minors under the age of 18:
oCall 408-379-9085
oArea Served: Santa Clara County
oAvailable Languages:
o English, Spanish, Vietnamese.

o Verbal de-escalation
The Mobile Crisis Response Team

o Linkage/referral and resources

(MCRT) clinicians partner with Law
Enforcement agencies
Staffing:
• 11 clinicians
• 5 on-call clinicians
• 3 law enforcement liaisons

oOther languages can be made
available as needed through the
Language Line.
18
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MCRT Services Data
Services

2019

Calls Received

1,292

2020

% Increase

3,405

163.5%

Service Provided 593

1,373

131.5%

Field Visit

310

1,127

263.6%

5150

128

348

171.9%

4,000
3,405

3,500
3,000
2,500
2,000
1,500

1,373

1,292

1,000

1,127

593

500

310

128

348

0
Calls Received

Service Provided
2019

Field Visit

5150

2020

19
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MCRT Diversion Rate
Diversion/ Linkages

CY 2019 CY 2020

Total Services

593

1373

Diversion Rate From Hospital Admission (5150):

78%

75%

Linkage to MHUC:

23%

17%

Linkage to other services

36%

23%

Note: Linkage to MHUC is provided for clients who do not have existing providers in the system.
Clients with private insurance are referred back to their provider.

20
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IN HOME OUTREACH TEAM (IHOT)
IHOT information

Services

Staffing

• How to access IHOT:
• Referrals received by email

Staffing:

• IHOT services

• County team

• Short term (120 days) of targeted outreach
to high utilizers of Emergency Services (3
or more contacts with EPS, ED, MCRT etc
in the last 12 months) who do not have a
Behavioral Health provider.

• Languages

• 1 clinician

• English, Spanish (others via

• 2 Peers

language line)

• 1 MH Community worker

• Hours of Operations:

• 2 Contract agencies

• M-F 8am-5pm

• Provide case management, motivational
interviewing, and peer experience to
reduce both stigma of and barriers to
treatment.

• Bill Wilson Center

• Area Served: Santa Clara County

• Starlight

• County IHOT team screens referrals and
provides clinical support to the contracted
providers.
• Close to half of IHOT referred clients were
homeless at the time of referral so
outreach efforts includes visiting
encampments, shelters, and

21

21

IHOT Data
Services by
County IHOT

FY2020

FY2021

Referral Sources

FY2020 FY2021

Individuals
outreached

59

74*

EPS/24 Hr Care

43

28

Contact made

20

27

MCRT

12

33

Successful
connections

11%

12%**
Law Enforcement

0

12

Other (VHHP, Jail,
ED)

4

1

*The County IHOT MHCW spent 11 months deployed as DSW
**24 of these clients are currently open

22
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IHOT
Total Contracted
Actual
Outreach Contracted
Actual

FY20
$1,464,520
$619,344
$980,074
$75,358

FY21
(annualized)
$1,464,520
$1,198,144
$980,075
$791,809

23
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LAW ENFORCEMENT LIAISONS (LEL)
PRESENTED BY:
SANDRA HERNANDEZ
BH DIVISION DIRECTOR

24
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LAW ENFORCEMENT LIAISON TEAM (LEL)
Law Enforcement Liaison
information

Services

Staffing
Staffing:

• Law Enforcement Liaison Services:

• Consultation by phone or email.

• 3 law enforcement liaisons

• De-escalation training provided in

• Liaisons are retired officers from

• Provide Interactive Virtual Simulation
Training (IVST) in de-escalation to both law
enforcement agencies and approved
community providers.

• How to access Liaisons:

person.
• What LELs provide:
• Focus on collaboration between

local police agencies with an
understanding of the community
of Santa Clara County.

law enforcement agencies and

• Liaisons serve as a bridge between law
enforcement agencies and BHSD services.
• Facilitate collaboration, consultation, and
problem solving for those in need of
mental health services.

behavioral health providers and
contractors.
• Partners closely with the Mobile
Crisis Response Team (MCRT) to
coordinate crisis response across
Behavioral Health and Law
Enforcement.
• Hours of Operations:
• 7 days a week (24/7)
• Area Served: Santa Clara County
25

25

LEL Team Data
Services

FY2019

FY2020

FY2021 (mid year
report)

De-escalation training
participants (total)

1,563

1,171

430*

De-escalation training
participants (LEOs only)

1202

657

404

Consultations

210

302

175

Non-Urgent Referrals
from PD

356

298

189

*Due to COVID19 in person training has been severely impacted for
community agencies.
26
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THE Q CORNER
PRESENTED BY:
ALICIA ANDERSON, PROGRAM MANAGER III

27

27

THE
NEED

Due to anti-gay and anti-trans
bias, and heterosexism, at
individual and institutional
levels, the LGBTQ+
community experiences
drastic disparities in access to
health services, including
(especially) behavioral health
services.

28

28
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THE NEED - CONTINUED

29

29

30

30
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31

31

32

32
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MHSA Plan Priorities:
• Increase service connectedness to mental
health resources among LGBTQ+ individuals
(Resources and Referrals)

THE
APPROACH

• Reduce stigma associated with mental health
status among LGBTQ+ individuals (Peer
Support)
• Collaborate with the LGBTQ+ community
(Community Building)
• Increase public and provider competence
supporting young people, families and adults
in LGBTQ+ community (Trainings)

33
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THE BEGINNING: FY20

34
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THE FUTURE: FY21 AND BEYOND
• Resources and Referrals –
• Continue to create resource materials: badge
attachments, etc.
• Build out opportunities for other providers to
widen their knowledge of support: Resource pick
ups, expansive mailing list, etc.
• Peer Support –
• Launched Groups, many referrals from GHC and
community agencies.
• Program serves as SME on half a dozen committees
• Community Building –
• Social Media: less than 6 months of social media
and almost 1300 IG followers – (put the attached
photo on the side of this slide), events for Pride,
Trivia, Health Events, Resource Fairs
• Q Corner chats – opportunities to expose
community members and supporters to
introductory information about important topics:
DV, Healthcare, Asylum, Legal Services, Veterans
Benefits, etc.
• Training and Capacity Building –
• A robust menu of over a dozen trainings, supporting
employees, behavioral health and healthcare
providers, administrators, trainers, families, child
welfare professionals, educators, peers, etc.
• The Trans Care Coalition: Creating Welcoming
Environments, Collecting SOGIE Data, Referrals and
Placement, Clinical Services, Involuntary Services,
Early Childhood.
35
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SUICIDE PREVENTION
PRESENTED BY:
MEGO LIEN
PROGRAM MANAGER II

36
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COUNTY OF SANTA CLARA SUICIDE PREVENTION PROGRAM
Goals

Outcome Objectives
1. Strengthen suicide
prevention and crisis
response systems

Reduce and
prevent
suicide
deaths in
Santa Clara
County

Cross-cutting
Data & evaluation
Policy
implementation

2. Increase use of mental
health services

Cultural
competency

3. Reduce
access to
lethal means

4. Improve
messaging in
media about
suicide

5. Create supportive
community
environments

37

Individuals Served by Fiscal Year (duplicated unless noted)
FY18

FY19

FY20 *attributed
to COVID-19

Crisis Text Line

N/A

123

528

Outreach

801

1,357

1,281*

Trainings

3,107

4,775

3,892*

Media campaigns

4 million

1.5 million

7.3 million

(unduplicated)

Schools for Suicide Prevention Partnership
16 participating school districts
10 districts updating crisis response protocols
6,000 school staff trained in FY21 (duplicated)
3,270 students trained in FY21 (duplicated)
~100,000 students represented

Crisis Text Line

"i had an amazing experience talking with
you… you helped me learn a lot about
myself and you helped me come closer to
figuring out who i am"

38
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Media Campaign Outcomes

• Aims: Increase knowledge about when and where
to seek help, reduce stigma, increase helpseeking among Vietnamese adults
• Channels: Vietoday TV; KVVN and KSJX
Vietnamese radio; online/YouTube
• Dates: September-October 2020
• Sample outcomes:
•
•

Increased calls to hotline tracking campaign saturation
Those who saw campaign reported higher knowledge of
resources

40
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Number of trainings and
training materials

FY22
Proposed
Reductions

Consultant contract
amounts (PAU, Stanford)
Media campaign allocation
Crisis Text Line – no change
in service

41

SUICIDE AND CRISIS SERVICES (SACS)
PRESENTED BY:
LAN NGUYEN
MENTAL HEALTH PROGRAM SPECIALIST II

42
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Staffing
•
•
•

SUICIDE
AND
CRISIS
SERVICES
(SACS)

•

Program Manager
Program Lead/Clinical Supervisor
Crisis Counselors (2 FTEs & 5 Extra Help)
Volunteer Counselors (70)

Programs






Suicide and Crisis Hotline 855-278-4204 (Toll
Free)
• Answered 32, 076 calls in Fiscal Year 2020
Emergency Department Outreach Program
• Provided one on one contact and aftercare
support to 55 individuals admitted to
Emergency Department because of suicide
attempt or self -harm injury.
Survivor of Suicide Support Group
• Provided weekly support to 28 individuals that
lost a love one to suicide.
43
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INTEGRATED CALL CENTER PRESENTED BY:
JOE TANSEK
PROGRAM MANAGER II

44
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Call Center &
Gateway
The Behavioral Health Call Centers provide
24/7 access to the following services:
• Screening and Referral to Outpatient
Mental Health (MH) services or
Substance Use Treatment Services
(SUTS) inpatient or outpatient services.
• Information and Referral to Community
Resources.
• Access line for referrals from the Health
and Hospital System or the criminal
justice system (SUTS).
• Handling crisis calls and connecting to
appropriate emergency services (911)
• Approximately 50K calls each year
(combined).

45

The Mental Health Call Center and Gateway are
merging to create an integrated call center. While
it is a work-in-progress, we have achieved the
below steps:
• Leadership integration (same management,
and division).

Call Center
Integration

• Integrated Screening tool.
• The same tool to screen and refer clients to
Mental Health services and SUTS services has
been implemented and is now in use.
• Joint meetings.
• Both call centers are now participating in joint
“huddles” and there are plans for joint staff
meetings.

46
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New staffing compliment will be 10
Customer Service Representatives
and 6 Clinical advice staff
Cross-train both teams and cement
a new workflow

Integration
Next Steps

Centralize the phone system so all
calls go to the same group of call
agents

Explore Co-Location options

Establish plan for 24-hour coverage
for both teams

47

Comments & Questions

48

48
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Next MHSA Meeting
• April 5, 2021 at 1:00 PM – Zoom Meeting Details will be
emailed to the MHSA Email Distribution Group and also posted
on www.sccbhsd.org/mhsa
• Provide information about next steps regarding the FY22
MHSA Annual Update Process
• If you would like to be included in the MHSA Email
Distribution Group, please email MHSA@hhs.sccgov.org. Thank
you

49

PLEASE PROVIDE YOUR FEEDBACK ON TODAY’S MEETING:
https://www.surveymonkey.com/r/Mar25_SLC_Feedback

50
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THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH – Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org

51
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MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
MONDAY, APRIL 5, 2021
VIRTUAL MEETING

1

Latest Updates

Raise hand on
Zoom or on camera
to provide feedback.

Can also
provide
feedback in
the chat box.

Give space, take space.

2

1
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MENTAL HEALTH SERVICES ACT (MHSA)
FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
APRIL 5, 2021
TOPIC

TIME

1. Introductions & Welcome (Sherri Terao)

2:00PM

2. Agenda and Public Comment (Jeanne Moral)

2:05PM

3. Latest Activities and Next Steps with the FY2022 MHSA Annual Update Process (Jeanne and Sherri)

2:10PM

4. Community Program Planning Process Timeline (Evelyn Tirumalai)

2:20PM

5. Questions & Answer Portion (All)

2:30PM

6. Adjourn and Next Meeting – April 15, 2021

3:00PM

3

Latest Updates

FEBRUARY 2021: OVERVIEW OF MHSA
PROGRAMS AND BUDGET

MARCH 2021: CONDUCTED ADDITIONAL
PROGRAM PRESENTATIONS – PRIORITIES
AND OUTCOMES

PRESENTATION MATERIALS FROM THE 8
MEETINGS ARE AVAILABLE ON
WWW.SCCBHSD.ORG/MHSA

4
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Next Steps for the FY2022
MHSA Annual Update Process
Continue
In the meantime, continue
MHSA programming for
FY2022. However, the Draft
Plan will include
recommended adjustments,
which will be presented at
an informational meeting on
April 15.

Defer
The necessary budget
reduction to the County’s
MHSA Plan will be deferred
to the FY2023 MHSA Annual
Update Process. BHSD will
work with stakeholders to
develop a fiscally sustainable
MHSA Plan to prepare for
when MHSA revenue is
expected to decrease in
future years.

Convene
MHSA SLC Planning
meetings in July 2021 to
initiate the FY2023 MHSA
Annual Update Process.

5

FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

February 11, 2021: Children,
Youth & Families System of
Care Programs’ Presentation
& Discussion

February 16, 2021:
Adult/Older Adult,
Client/Consumer Programs’
Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and Crisis
Services Programs’
Discussion

April 5, 2021
March 1, 4 ,5 , 12, 25:
Budget Analysis/Utilization,
Program Outcomes &
Priorities

Reconvening and Next Steps
Session

4/16-5/30, 2021: 30-day
Public Comment Period

April 15, 2021

May/June 2021: BHB Public
Hearing

FY2022 Draft Plan Update
Informational Session

June 2021: Request BOS
Approval of the Draft Plan

SLC Members and Members of the Public are encouraged to provide their feedback and input during meetings
and after meetings through post-meeting surveys.
6
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Comments & Questions
7

7

Next MHSA Meeting
• April 15, 2021 at 3:00 PM – Zoom Meeting Details will be
emailed to the MHSA Email Distribution Group and also posted
on www.sccbhsd.org/mhsa
• FY2022 Draft Plan Update Informational Session
• If you would like to be included in the MHSA Email
Distribution Group, please email MHSA@hhs.sccgov.org. Thank
you

8
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PLEASE PROVIDE YOUR FEEDBACK ON TODAY’S MEETING:
https://www.surveymonkey.com/r/Apr5_SLC_Feedback

9

9

THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH – Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org

10
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MENTAL HEALTH SERVICES ACT (MHSA)
FY 2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
THURSDAY, APRIL 15, 2021
VIRTUAL MEETING

1

MENTAL HEALTH SERVICES ACT (MHSA)
APRIL 15, 2021 - FY2022 ANNUAL UPDATE COMMUNITY PROGRAM PLANNING PROCESS
TOPIC

TIME

1. Introductions & Welcome (Sherri Terao)

3:00PM

2. Public Comment (Sherri Terao)

3:05PM

3. Agenda Review and Recap of Plans for FY2022 and FY2023 (Jeanne Moral)

3:10PM

4. MHSA Annual Update: Recommended Changes
• Children, Youth and Families System of Care (Zelia Faria Costa, Director, CYF System of Care)
• Adult, Older Adult System of Care (LouMeshia Brown, Senior Manager)
• Unplanned Services Division (Bruce Copley, Director, Access and Unplanned Services)
• Workforce Education and Training (Jeannette Ferris, WET Coordinator, Sr Manager)
• Technological Needs (Evelyn Tirumalai, MHSA Coordinator)

3:15PM

5. County Voluntary Separation Incentive Program (Sherri Terao & Jeanne Moral)

3:30PM

6. Community Program Planning Process Timeline FY2022 (Evelyn Tirumalai)

3:40PM

7. Questions & Answer (All)

3:45PM

8. Adjourn and Next Steps (All)

4:00PM

2
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Raise hand on
Zoom or on camera
to provide feedback.

Latest Updates

Can also
provide
feedback in
the chat box.

Give space, take space.

3

Communicated on 4/5/2021
Next Steps for the FY2022
MHSA Annual Update Process
Continue
In the meantime, continue
MHSA programming for
FY2022. However, the Draft
Plan will include
recommended
adjustments, which will be
presented at an
informational meeting on
April 15.

Defer
The necessary budget
reduction to the County’s
MHSA Plan will be deferred
to the FY2023 MHSA
Annual Update Process.
BHSD will work with
stakeholders to develop a
fiscally sustainable MHSA
Plan to prepare for when
MHSA revenue is expected
to decrease in future years.

Convene
MHSA SLC Planning
meetings in July 2021 to
initiate the FY2023 MHSA
Annual Update Process.

4
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PROGRAMMATIC ADJUSTMENTS FOR FY2022 ANNUAL UPDATE: CHILDREN, YOUTH & FAMILIES
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ADJUSTMENTS TO CHILDREN, YOUTH & FAMILIES SYSTEM OF CARE PROGRAMMING
Program Name

MHSA
Component

Status

Adjustment Description

Strengthening Families and
Children: Reach out and Read

Prevention &
Early Intervention
(PEI)

Modified

This is a partnership with the VMC Foundation which supports
literacy by providing books to families. The recommendation
would decrease the program's budget due to surplus
materials. Program staff will collaborate on alternatives to
support book purchases for Valley Health Center’s clients, if
needed.

-$27,000

Strengthening Families and
Children: Support for Parents

PEI

Modified

Trauma-focused Cognitive Behavioral Therapy (TF-CBT) training
contract aligned to meet utilization trends in this program.

-$15,000

Strengthening Families and
Children - Positive Parenting
Program: Triple P America

PEI

Modified

In collaboration with contractor, program realigning costs
related to this training program to meet actual program needs.

- $11,500

SLS Unconditional Education

PEI

Modified

Change in Service Mix
Case Management = 9.5% (originally 20%)
Mental Health = 90% (originally 75%)
Medication Support = 0% (originally 0%)
Crisis Intervention=0.5% (originally 5%) Program has
underutilized case management in FY20 and currently in FY21.

There is no fiscal
impact related to
this programmatic
adjustment.

Innovations (INN)

Modified

Administrative Adjustment
Delete 1FTE PSW II from a completed INN Project.

-$153,830

F&C Administration

Fiscal Impact

6
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ADJUSTMENTS TO CHILDREN, YOUTH & FAMILIES SYSTEM OF CARE PROGRAMMING
Program Name
TAY Outpatient

Mental Health
assessment services
in schools for five
school districts

MHSA Component

Status

Adjustment Description

Fiscal Impact

Community Services
& Supports (CSS)

Modified

There has been a consistent increased demand for TAY
Outpatient services in FY21. IFSP was well funded during the
Request for Proposal (RFP) process in anticipation of the need
for this service, but year to date, the service capacity has not
been fully utilized. For the FY22 Annual Update, BHSD
recommends reallocating MHSA funds from TAY IFSP to TAY
Outpatient to increase the TAY Outpatient by 10 slots. The
reallocation will result in moving funds from TAY IFSP to TAY OP
in the amount of $31,777 on a one-time basis for the FY22
Annual Update. During the FY23 Annual Update process,
commencing in a few months, revisit the need and assess
ongoing plans for IFSP TAY and TAY OP.

There is no fiscal impact
related to this
programmatic
adjustment.

PEI

Modified

Enhance School Linked Services (SLS) program by adding mental
health screenings in schools for 5 school districts

Additional $30,000 will
be transferred from PEI
funds to cover the cost
of funding reallocations

7
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PROGRAMMATIC ADJUSTMENTS FOR FY2022 ANNUAL UPDATE: ADULT/OLDER ADULT

8
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ADJUSTMENTS TO ADULT/OLDER ADULT SYSTEM OF CARE PROGRAMMING
Program Name

MHSA Component

Status

Adjustment Description

Community
Services &
Supports (CSS)

Continuing

Adjusting funding allocation to be more representative of service utilization
and reporting requirements. Funds to be covered by AB109 and
Realignment.

-$450,000

CJS – FACT and Full Service
Partnership (FSP)

CSS

Modified

Need for services continues to rise, with the California Department of
Corrections and Rehabilitation (CDCR) funding reductions, in order to
maintain the same level of services, BHSD recommends reallocation of
funding within AOA (underutilization of Forensic Assertive Community
Treatment, FACT) as a one-time reallocation for FY2022 to fund 30 CJS FSP
slots.

There is no fiscal
impact related to
this programmatic
adjustment

Crisis Stabilization Unit
(CSU)

CSS

Modified

Capacity change from eight to four beds. CSU provider requested a change
in the bed capacity from 8 to 4 beds. MHSA funding is no longer needed for
this program, but the program will be funded with MediCal and Measure A
funding.

- $935,426

IPSCC (Integrated
Prevention Services
Culture Community)

PEI

Continuing

Change in contract name from Integrated Behavioral Health (IBH) to IPSCC.

N/A

IPSCC (Integrated
Prevention Services
Culture Community)

PEI

Continuing

Adjusting funding allocation to be more representative of service utilization.
Contracted agency conversations have taken place to finalize the change.
Adjusted contract amount from $1,098,390 to $850,000.

-$248,390

Community Wide Outreach
& Training

PEI

Not Continuing

Reallocating the funds to fund the SLS modification that includes MH
assessment in schools.

There is no fiscal
impact related to
this programmatic
adjustment.

Criminal Justice Services
(CJS) Division - Faith
Based Resource Centers

Fiscal Impact

9
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ADJUSTMENTS TO ADULT/OLDER ADULT SYSTEM OF CARE PROGRAMMING
Program Name

MHSA
Component

Status

Adjustment Description

Fiscal Impact

Cultural Communities
Wellness Program (CCWP)

PEI

Modified

Reclassify existing Health Program Specialist to a Sr. Mental Health
Program Specialist. Reallocate $13,596 of funds to reclass the position.
The position will be responsible of developing policies and procedures.
Set up the implementation of Senate Bill (SB) 803 to implement the
Medi-Cal peer certification program.

$13,596

Consumer, Family Affairs,
and Cultural Wellness
Division

WET to PEI
transfer

Modified

1 FTE (PM II) Move from the WET component to the PEI Component Consumer, Family Affairs, and Cultural Wellness Division.

$198,902

10
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PROGRAMMATIC ADJUSTMENTS FOR FY2022 ANNUAL UPDATE: ACCESS & UNPLANNED SERVICES
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ADJUSTMENTS TO ACCESS & UNPLANNED SERVICES SYSTEM OF CARE PROGRAMMING
Program Name
Suicide Prevention
Initiative

MHSA Component

Status

Adjustment Description

PEI

Continuing

Program adjustments related to consulting costs,
social media accounts, and switches to virtual
training modules have resulted in cost
adjustments.

Fiscal Impact
- $100,940

12
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PROGRAMMATIC ADJUSTMENTS FOR FY2022 ANNUAL UPDATE: WORKFORCE EDUCATION & TRAINING
(WET)
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ADJUSTMENTS TO WORKFORCE EDUCATION & TRAINING (WET) PROGRAMMING
Program Name
W1: Workforce Education and
Training Coordination
Office Specialist III Support
Supports training activities
W2: Promising Practice-Based
Training - Pivotal Resources
Contract
W3: Improved Services/Outreach
to Unserved/Underserved
Populations
Clinical Standards/Clinical
Supervision Training/
Transformational Care Planning
(TCP)
W3: Improved
Services/Outreach to
Unserved/Underserved
Populations

MHSA
Component

Status

Adjustment Description

Fiscal Impact

PEI to WET
transfer

Modified

Move current position from the PEI component to the WET
component. Funding from PEI to WET by $105,884.

$105,884

CSS to WET
transfer

Modified

Move the contract from the CSS component to the WET
component.

$30,418

WET to CSS
transfer

Modified

County employee supporting this work took the County’s
Voluntary Separation Incentive Program (VSIP). The position is
still needed to support A/OA System of Care with
implementation of DLA-20 and clinical standards. Move position
from the WET component to the CSS component as part of
quality management.

See VSIP slides for
impact.

WET to CSS
transfer

Modified

Move current position from the WET component to Quality
Management under the CSS component.

-$189,227

Clinical Standards/Clinical
Supervision Training/
Transformational Care Planning
(TCP)/
CANS Training
14

14
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ADJUSTMENTS TO WORKFORCE EDUCATION & TRAINING (WET) PROGRAMMING
Program Name

MHSA
Component

W3: Improved Services/Outreach
to Unserved/Underserved
Populations

WET

W4: Welcoming Consumers and
Family Members

WET to PEI
transfer

W4: Welcoming Consumers and
Family Members, Welcoming
Manager

WET to PEI
transfer

Status
Modified

Adjustment Description

Fiscal Impact

A 0.50 FTE Mental Health Program Specialist II (MHPS II)
position will be deleted. In its place, a Management Aide
(MA) position (alternately staffed to an Associate
Management Analyst (AMA) position) will be included in
this workplan – the position is a VSIP designated position,
refer to VSIP slide for cost. The position will support 5150
trainings (WIC 5150), other trainings and prepare reports
and required MHSA reporting submissions specific to
WET. As for Crisis Intervention Trainings (CIT), they are
now being provided by the Law Enforcement Liaison (LEL)
Team comprised of three LELs.

-$95,725 (deletion of
0.50 MHPS II FTE)

Modified

2 FTE Mental Health Peer Support Workers (MHPSW)
Move from the WET component to the PEI Component
- Consumer, Family Affairs, and Cultural Wellness
Division.

-$159,728

Modified

1 FTE (PM II) Move from the WET component to the PEI
Component - Consumer, Family Affairs, and Cultural
Wellness Division

-$198,902

See VSIP slide for impact
on MA/AMA position

15
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ADJUSTMENTS TO WORKFORCE EDUCATION & TRAINING (WET) PROGRAMMING
Program Name
W6: Mental Health Career
Pathway

MHSA
Component
WET

Status
Continuing

Adjustment Description
County employee serving as the Internship
Program Coordinator took the County’s
Voluntary Separation Incentive Program (VSIP)
however the position is still needed to support
the County Intern Program.

Fiscal Impact
See VSIP slides for
impact.
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PROGRAMMATIC ADJUSTMENTS FOR FY2022 ANNUAL UPDATE: TECHNOLOGICAL NEEDS
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ADJUSTMENTS TO TECHNOLOGICAL NEEDS (TN)
Program Name
Office of Consumer
Affairs

MHSA Component

Status

Adjustment Description

CFTN to PEI

Modified

Realigning 1 FTE Peer Support Worker
coordinating activities at Zephyr Self-Help Center
for Clients/Consumers under the Office of
Consumer Affairs and out of Technological Needs
(TN) component.

Fiscal Impact
- $112,054

18
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VOLUNTARY SEPARATION INCENTIVE PROGRAM

19

VOLUNTARY SEPARATION INCENTIVE PROGRAM (VSIP)

• Countywide program
• Total of 42 employees in BHSD took VSIP
• Reduction took place in a span of four months
• 22 positions funded with MHSA funded, see next two slides
• BHSD reassessed need and determined 6 MHSA funded positions need to be maintained

20
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COUNTY’S VOLUNTARY SEPARATION INCENTIVE PROGRAM (VSIP)
Program Name

Status

MHSA 24-Hour Care

CSS

Not Continuing

1 Full Time Equivalent (FTE) removed due to
County’s VSIP

-$141,091

MHSA Central Wellness & Benefit

CSS

Not Continuing

3 FTEs removed due to County’s VSIP

-$354,765

MHSA Urgent Care

CSS

Not Continuing

2 FTEs removed due to County’s VSIP

-$297,931

MHSA Evans Lane Housing

CSS

Not Continuing

1.5 FTEs removed due to County’s VSIP

-$156,438

MHSA Criminal Justice Full Service
Partnership

CSS

Not Continuing

2 FTEs removed due to County’s VSIP

-$256,207

MHSA Downtown Mental Health
Clinic

CSS

Not Continuing

1 FTE removed due to County’s VSIP

-$113,443

MHSA Admin

CSS

Not Continuing

2 FTEs removed due to County’s VSIP

-$281,899

MHSA East Valley Center

CSS

Not Continuing

1 FTE removed due to County’s VSIP

-$98,508

MHSA Housing

CSS

Not Continuing

1 FTE removed due to County’s VSIP

-$108,456

21

Adjustment Description

1 OF 2

MHSA
Component

Fiscal Impact
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COUNTY’S VOLUNTARY SEPARATION INCENTIVE PROGRAM (VSIP)
Program Name

Adjustment Description

2 OF 2

MHSA
Component

Status

MHSA Office of Consumer Affairs

PEI

Not Continuing

2 FTEs removed due to County’s VSIP

-$204,140

MHSA Criminal Justice

PEI

Not Continuing

1 FTE removed due to County’s VSIP

-$95,684

MHSA Community Engagement

PEI

Not Continuing

.5 FTE removed due to County’s VSIP

-$47,840

MHSA F&C Programs

PEI

Not Continuing

1 FTE removed due to County’s VSIP

-$106,885

MHSA EHR

CFTN

Not Continuing

1 FTE removed due to County’s VSIP

-$220,783

MHSA Coordination

WET

Not Continuing

1 FTE removed due to County’s VSIP

-$205,272
TOTAL
22 Positions
21.0 FTEs

Fiscal Impact

($2,689,342)
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MAINTAIN/REINSTATE THE FOLLOWING SIX POSITIONS
Program Name

MHSA
Component

Status

Description

Strengthening Families and
Children – Access and Linkage

PEI

Maintain

Community Worker (CW) supporting outreach and linkage to F&C Programs

$106,885

W3: Improved
Services/Outreach to
Unserved/Underserved
Populations

WET

Maintain

A Management Aide position (alternately staffed to an Associate
Management Analyst position) will support 5150 trainings (WIC 5150), other
trainings and prepare reports and required MHSA reporting submissions
specific to WET.

$152,878

CSS Administration

CSS

Maintain

Sr. Mental Health Program will prepare MHSA reports, legislative updates,
and referrals requested by the Board of Supervisors (BOS) and/or via BOS
Committees.

$220,783

CSS Administration

CSS

Maintain

Executive Assistant to support Deputy Director

$129,021

CSS Learning Partnership

CSS

Maintain

Mental Health Program Specialist II position is still needed to support A/OA
System of Care with implementation of DLA-20 and clinical standards.

$205,272

W6: Mental Health Career
Pathway

WET

Maintain

Mental Health Program Specialist II serves as the Internship Program
Coordinator is still needed to support the County Intern Program.

$205,272

23

Fiscal Impact

TOTAL
6 Positions
6.0 FTEs

$1,020,111
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ADJUSTMENTS BY MHSA COMPONENT

24

12

4/19/2021

SUMMARY OF FISCAL ADJUSTMENTS BY MHSA COMPONENT
MHSA Component

FY22 fiscal impact of overall
recommended updates

CSS

-$2,480,279

PEI

-$342,098

INN

-$153,830

WET

-$354,402

CFTN

-$332,837

TOTAL

-$3,663,446
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FY2022 MHSA ANNUAL PLAN UPDATE
PLANNING SESSION TIMELINE

February 11, 2021: Children,
Youth & Families System of
Care Programs’ Presentation
& Discussion

February 16, 2021:
Adult/Older Adult,
Client/Consumer Programs’
Presentation & Discussion

February 19, 2021: Criminal
Justice System, Housing,
Workforce Education &
Training, LGBTQ, Suicide
Prevention/Suicide and Crisis
Services Programs’
Discussion

April 5, 2021
March 1, 4 ,5 , 12, 25:
Budget Analysis/Utilization,
Program Outcomes &
Priorities

Reconvening and Next Steps
Session

4/19-5/18, 2021: 30-day
Public Comment Period

April 15, 2021

May/June 2021: BHB Public
Hearing

FY2022 Draft Plan Update
Informational Session

June 2021: Request BOS
Approval of the Draft Plan

visit www.sccbhsd.org/mhsa

SLC Members and Members of the Public are encouraged to provide their feedback and input during meetings
and after meetings through post-meeting surveys.
26
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PLEASE PROVIDE YOUR FEEDBACK ON TODAY’S MEETING:
https://www.surveymonkey.com/r/Apr15_SLC_Feedback

27
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THANK YOU

For questions or additional information, contact:
Evelyn Tirumalai, MPH - Senior Manager, MHSA Administration
Evelyn.Tirumalai@hhs.sccgov.org
For questions on Prevention & Early Intervention (PEI) programming, contact:
Roshni Shah, MPH – Program Manager, MHSA Administration
Roshni.Shah@hhs.sccgov.org
For questions on Workforce Education and Training (WET) programming, contact:
Jeannette Ferris, MPH – Senior Manager, WET Coordination
Jeannette.Ferris@hhs.sccgov.org
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County of Santa Clara, Faith-Based
Training and Supports Evaluation
MHSA INN Annual Report, FY19-20

This report was developed by Resource Development Associates in December 2020 under contract with the County
of Santa Clara’s Behavioral Health Services Department.
Gina Martinez, PhD
Stephanie Bimar, MA
Alison Hamburg, MPH, MPA
About Resource Development Associates
Resource Development Associates (RDA) is a consulting firm based in Oakland, California, that serves government
and nonprofit organizations throughout California as well as other states. Our mission is to strengthen public and
non-profit efforts to promote social and economic justice for vulnerable populations. RDA supports its clients
through an integrated approach to planning, grant-writing, organizational development, and evaluation.

February 21, 2014 | 1

County of Santa Clara, Behavioral Health Services Department
Faith-Based Training and Supports Evaluation: MHSA INN Report, FY19-20

Executive Summary
The Faith-Based Training and Supports (FBTS) Program is designed to increase faith leaders’ knowledge of
mental health issues and resources as well as Behavioral Health Services Department (BHSD) providers’
understanding of the role of faith in consumers’ recovery. During Fiscal Year 2019-2020 (FY19-20), the
FBTS Program focused on creating a new, faith-informed Mental Health 101 Training and recruiting faith
leaders from different cultural communities to attend the training.
Key activities that took place during FY19-20 were:
v National Alliance on Mental Health (NAMI) affiliate, NAMI Santa Clara County (NAMI SCC)
developed customized curriculums and presentations on mental health topics, based on focus
groups conducted with faith communities and service providers.
v The FBTS program served 1,454 total participants, including faith leaders and members of the
community, through a number of different presentations, trainings, and events.
v Included in those participants were 273 faith leaders that NAMI SCC trained, with 43 faith leaders
trained through the Mental Health 101 training.
Key program accomplishments and outcomes that took place during FY19-20 were:
v NAMI SCC staff and leadership demonstrated agility in their approach to offering trainings and
supports during the COVID-19 pandemic.
v Nearly all Mental Health 101 Training participants reported the training facilitators respected
their cultural background and beliefs (97%).
v An overwhelming majority of Mental Health 101 Training participants agreed that the training
will be useful for their work as a leader in their faith community (90%).
In FY20-21, the FBTS Program and NAMI SCC will continue outreach and engagement with faith
communities and leaders as well as provide training, support, and resources. In addition, NAMI SCC will
conduct focus groups with behavioral health providers and use the information gathered to create a
customized training about the relationship between mental health and faith/spirituality.

Program Overview
The County of Santa Clara’s (SCC or the County) Faith-Based Training and Supports (FBTS) Program was
designed by BHSD and community stakeholders as part of the County’s Mental Health Services Act (MHSA)
Innovation (INN) Plan. The primary goal of the FBTS Program is to increase access to behavioral health
services through training and engagement of both faith community leaders and behavioral health
providers. The FBTS Program provides customized, faith-focused mental health trainings to faith leaders
in the County to increase knowledge of mental health and substance use services and decrease stigma
among faith communities. The FBTS Program also seeks to train BHSD staff and contracted providers on
how to include faith/spirituality in consumers’ recovery and treatment plans. Through training and
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increased awareness, BHSD intends to incorporate faith-informed recovery plans and interventions in the
services they offer.1 The bidirectional training approach to mental health and faith/spirituality trainings is
the innovation that BHSD explores through the FBTS program. Figure 1 outlines the activities of the FBTS
project and the intended outcomes that result from those activities.
Figure 1. Faith Based Training and Supports Project Theory of Change
Outreach to
Faith
Community
Leaders

Customized
Mental Health
Training

Recruitment of
Behavioral
Health
Providers

Faith/
Spirituality
Training

Increase
Knowledge &
Resources,
Decrease Stigma

Referrals and
Linkage to
BHSD

Increase
Understanding of
Faith within
Recovery

Faith Included
in Recovery
Plans

Increased
Access to
Services

FBTS
Program

BHSD contracted with NAMI SCC to conduct the FBTS program in two phases. In the first phase, currently
ongoing, NAMI SCC began by conducting outreach and engagement activities with faith and spiritual
cultural communities throughout the County to build and strengthen connections. NAMI SCC’s FBTS
cultural coordinators led this outreach, particularly focusing on faith and spiritual communities in five
Santa Clara County populations, which represent the diverse ethnic and cultural composition of the
County: Black/African Ancestry, Chinese, Filipino, Hispanic/Latinx, and Vietnamese. With input from these
faith and spiritual cultural communities, NAMI SCC developed tailored presentations and trainings for the
communities with the goal of increasing their awareness of mental health and substance use issues and
providing them with resources and supports to share with their communities. In the second phase, NAMI
SCC will work with faith leaders from different spiritual and cultural communities to develop a training to
be provided to BHSD staff, contracted service providers, and community-based organizations who provide
behavioral health services. The goal of these trainings is to increase behavioral health providers’
understanding of the impact that faith/spirituality may have on clients’ wellness and recovery.

Program Approach and Analysis
In January 2020, SCC BHSD contracted Resource Development Associates (RDA) to conduct a multi-year
evaluation of the FBTS program, concluding in 2021. During FY19-20, RDA supported BHSD’s program
goals through both an assessment of the program’s implementation to support continuous program
improvement (process evaluation), as well as the program’s outcomes to understand the extent to which
intended goals of the program are met (outcome evaluation). The RDA and the FBTS program team
developed several evaluation questions to guide the evaluation activities and ensure that appropriate
data were collected (Figure 2). RDA conducted a mixed-methods evaluation that was collaborative,
adaptive, and elevated the voices of stakeholders.
1 Mental Health Services Oversight & Accountability Commission. (2017) County of Santa Clara INN Plan Description: Faith Based Training and
Supports Program, November 16, 2017.
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Figure 2. FBTS Program and Outcome Evaluation Questions
Process Evaluation Questions
•How has the FBTS project been implemented?
•Who is being served by the FBTS project and what services do they receive?
Outcome Evaluation Questions
•To what extent does providing training to faith/spiritual leaders improve access to needed behavioral health
services for faith/spiritual community members?
•To what extent does providing faith and spirituality training to behavioral health providers improve access
to behavioral health services by enhancing the cultural relevance of their services?
•To what extent does the FBTS project improve the County of Santa Clara's faith and spiritual communities'
perceived access to BHSD resources and services? For which populations?

Data Collection and Analysis
RDA synthesized qualitative and quantitative findings to learn what aspects of the program are most
effective, could be improved to strengthen the program, and could inform similar efforts that may be
implemented elsewhere in the future.
Quantitative Data Sources and Activities
In FY19-20, RDA collected quantitative data through a survey of faith leaders who participated in mental
health training between April and June 2020. NAMI SCC administered the survey to assess faith leaders’
knowledge and attitudes toward mental health issues following each training. RDA conducted both
descriptive and pre-post analyses to explore outcomes and identify changes in attitudes before and after
training participation. RDA also developed a demographic form that was designed to capture the
elements required by the Mental Health Services Oversight & Accountability Commission, which was
appended to the participant survey. NAMI SCC tracked referrals to resources using the number of
resource handouts distributed to faith and spiritual leaders and their communities as a proxy for referrals
made. To analyze the quantitative data from faith leader participant survey, demographic form, and
referrals to resources, RDA examined frequencies, averages, and ranges.2
Qualitative Data Sources and Activities
RDA conducted qualitative data collection activities, including a review of NAMI SCC monthly reports and
program documentation to help lend context to the program activities. In August 2020, RDA conducted
four focus groups with BHSD and NAMI SCC program leads, NAMI SCC cultural coordinators, and with faith
leaders. RDA transcribed focus group participants’ responses to capture participants’ responses and
reactions. RDA then thematically analyzed responses to identify recurring themes and key takeaways.

2 Frequencies and percentages are presented throughout this report. In some cases, totals may not sum to 100% due to rounding. For some
demographic information, survey respondents were able to select multiple answers leading to totals more than 100%.
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Limitations
The FBTS program is ultimately intended to impact access to services for faith and spiritual community
members. However, those receiving direct services from the program are faith and spiritual leaders and
BHSD service providers. Because of this, it is difficult to assess the impact on consumers directly. This
evaluation assessed outcomes for faith/spiritual leaders, as well as referral resources provided to
faith/spiritual leaders and their communities. RDA also examined perceived changes in access from the
perspective of faith/spiritual leaders.
This evaluation relied on self-reported data from program participants. Through retrospective surveys,
faith leaders took a self-assessment of their knowledge, attitudes, and behavior. With self-reported data,
it is possible that survey respondents may not be able to recall experiences or may choose their answer
based on what they view as socially desirable.3 RDA used multiple data sources where possible to
maximize validity by allowing for the examination of the same phenomenon in different ways (i.e.,
triangulation).
Impact of COVID-19
NAMI SCC’s mental health trainings were set to begin as a global pandemic, COVID-19, and subsequent
public health crisis began. With County and State orders to shelter in place, the program and program
teams swiftly adapted to a completely virtual setting for what was intended to be a series of in-person
trainings. COVID-19 may also have interrupted faith communities’ or faith leaders’ ability to engage in the
program, as places of worship also had to adjust their practice to follow public health orders. Due to the
unknown and evolving nature of the situation, participation in training and evaluation activities may have
been impacted.

Participant Characteristics
This section describes the program’s reach among participants, including faith leaders, and self-reported
demographic data.
E VALUATION Q UESTION : W HO IS BEING SERVED BY THE FBTS PROGRAM AND WHAT SERVICES DO THEY RECEIVE ?
Figure 3 presents an overview of the FBTS activities and participants during FY19-20. In total, across all
activities, NAMI SCC reached 1,454 individuals in faith and spiritual communities across SCC. The NAMI
SCC team has been working to connect and develop new relationships, reaching 203 new individuals and
organizations within larger ecclesial bodies (e.g., the Diocese of San Jose and the Western Episcopal
District of the African Methodist Episcopal Zion Church). The NAMI SCC team also gave a total of 48
presentations and events such as tabling at churches and public locations, and facilitating virtual town
halls for different cultural communities (e.g., Chinese, Korean, and Vietnamese town halls with the Office
of Suicide Prevention). In addition, NAMI SCC conducted 11 focus groups with faith and spiritual
3 Brener N., Billy J., and Grady W. (2003) Assessment of factors affecting the validity of self-reported health-risk behavior among adolescents:
evidence from the scientific literature. Journal of Adolescent Health.
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communities within the Chinese, Filipino, Korean, Latinx, Vietnamese, and Black/African Ancestry cultural
communities. These focus groups supported development and refinement of the customized FBTS mental
health trainings.
There were 273 faith leaders trained in FY2019-20. Of those, 43 participated in the Mental Health 101
Training and 230 participants took part in other trainings. These additional trainings led by NAMI SCC and
the FaithNet team included topics such as Suicide Prevention 101, Mental Health First Aid, Mental Health
Support Group training, and tailored trainings (e.g., Navigating Mental Health as a Vietnamese American
and Bridges of Hope translated into Spanish). Overall, these figures exceed the target numbers for the
FBTS program.4
Figure 3. Overview of FBTS Program Activities and Engagements, FY2019-20
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Through the FBTS program, NAMI SCC connected with faith leaders representing a variety of cultural
communities. Of the five designated target populations, NAMI SCC held the most events (including
presentations, events, and trainings) with the Vietnamese cultural community, followed by the
Black/African Ancestry community (Figure 4). There were no trainings or events held with the Filipino
community in FY19-20. NAMI SCC leaders representing the Filipino community shared that they were
launching their outreach plans when the pandemic began and it was difficult to connect with members of
the community during this time. The three Mental Health 101 trainings were open to faith leaders from
all cultural communities and are included in the Other or Multi-Community category of Figure 4.
Figure 4. FBTS Program Trainings, Presentations, and Events by Target Population, FY2019-205
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Most of NAMI SCC’s larger activities and presentations were conducted with faith leaders from multiple
cultural communities. However, the outreach and engagement to gain that participation is targeted and
specific. In many cases, FBTS cultural coordinators are meeting one-on-one with faith leaders to develop
relationships with these groups.

Demographic Characteristics
All faith leaders who participated in the Mental Health 101 Training were asked to complete a
demographic form at the end of the online participant experience survey. All demographic information
Program target numbers were agreed upon by BHSD and NAMI SCC at the start of the FBTS program. These targets are listed in Appendix A.
NAMI SCC is also establishing relationships and trainings in cultural communities beyond these five groups that are targeted for the MHSA INN
Grant; they are included in the overall numbers reported in Figure 3.
4
5
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was collected anonymously and respondents were allowed to skip questions they did not want to answer.
These demographic characteristics can help BHSD and NAMI SCC better understand who they are serving
through the FBTS Program, and shed light on whether the FBTS program is reaching the intended target
populations. Of the 43 faith leaders who participated in a Mental Health 101 training, 31 responded to
the demographic form and their information is presented below.6
Across Mental Health 101 Training participants, age ranges were split evenly between ages 26-59 and
ages 60 and older. Slightly more than half reported their sex as female (55%). Gender identity nearly
mirrored sex, however, there was a slight drop in those who identified as female, and an increase in those
to preferred not to answer. The majority of faith leader participants reported their sexual orientation as
heterosexual or straight (77%).
NAMI SCC staff noted that some communities were not comfortable with the demographic questions
asked on the form. In some cases, NAMI SCC reported that faith leaders refused to participate in trainings
due to the more sensitive demographic questions required by MHSOAC. As much of NAMI SCC’s work for
the FBTS program is built on personal connections and relationships to faith communities, it appears that
the inclusion of demographic questions about gender identity and sexual orientation contributed to a lack
of participation from certain cultural groups. While participants were given opportunities to opt out of
answering questions, there was a noticeably higher proportion of participants who declined to answer
questions related to gender identity (6%) and sexual orientation (19%).
Figure 6. Age of Faith Leader Participants (N=31)
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48%

60 and older

48%

Prefer not to answer

Figure 5. Sex of Faith Leader Participants (N=31)
Prefer not to
answer, 3%

Male,
42%

3%

Female,
55%

Figure 7. Gender Identity of Faith Leader
Participants (N=31)
Prefer not to
answer, 6%

Figure 8. Sexual Orientation of Faith Leader
Participants (N=31)
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Male,
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77%
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Additional demographic information is listed in Appendix B.
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The majority of faith leaders identified their race/ethnicity as Asian (42%) or White (29%), followed by
Hispanic/Latinx (10%) (Figure 9). The most commonly identified ethnicity was European (19%), followed
by Vietnamese (16%) and Chinese (10%). Thirteen percent of faith leader participants declined to answer,
and another 13% identified as another ethnicity that was not listed (Figure 10). Smaller proportions of
participants identified as South Asian (6%), Central American (6%), Eastern European (6%), and Filipino
(6%). The most frequently preferred language of faith leaders was English (84%). Additional languages
selected included Spanish (6%), Mandarin (3%), and Korean (3%).
Figure 10. Ethnicity of Faith Leader Participants (N=31)

Figure 9. Race of Faith Leader Participants (N=31)
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Figure 11. Language of Faith Leader Participants (N=31)
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Figure 12 lists the percentage of Mental Health 101 training participants from each target population for
the FBTS program. Similar to FBTS presentations and events, of the target populations, the Vietnamese
community (16%) had the largest number of training participants, followed by the Hispanic/Latinx
community (13%). While the Mental Health 101 trainings focus on the five target populations, they are
open to individuals from any background. The demographic data show that the majority of participants
(52%) were from another racial/ethnic group or their ethnicity was not reported.
Figure 12. FBTS Mental Health 101 Training Participants by Target Population, FY2019-20 (N=31)
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More detailed information on the ethnicity of other participants is displayed in Figure 10.
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Given the program’s focus on these target communities, there are fewer participants from these groups
than anticipated. As noted above, NAMI SCC had difficulty connecting with some groups due to delays in
hiring or cultural beliefs regarding survey questions, which may have impacted the number of participants
from the Black/African Ancestry and Vietnamese communities. The FBTS program also engaged with these
communities in other ways, beyond these trainings, which are not captured in the demographics
presented. In the next year, the FBTS project team may wish to focus on these five groups more
consistently for Mental Health 101 trainings.

Evaluation and Program Findings
The following section presents findings from the evaluation, reporting on each of the process and
outcome evaluation questions. Overall, the findings indicate that while the first year of program
implementation faced some challenges, BHSD and NAMI SCC found ways to overcome barriers. The FBTS
program team successfully implemented a virtual training that engaged faith leaders and increased their
awareness about mental health issues, resources, and services that can be shared with members of their
congregations. Preliminary data indicates that community members in the five target populations are
becoming more aware of mental health resources available in Santa Clara County and that they are more
open to discussions about mental health and how it relates to faith or spirituality.

Faith Leader Outcomes
E VALUATION Q UESTION : T O WHAT EXTENT DOES PROVIDING TRAINING TO FAITH / SPIRITUAL LEADERS IMPROVE
ACCESS TO NEEDED BEHAVIORAL HEALTH SERVICES FOR FAITH / SPIRITUAL COMMUNITY MEMBERS ?
Following the Mental Health 101 Trainings, faith leaders were sent a retrospective survey which asked
respondents to reflect on their knowledge of and attitudes toward mental health issues before and after
the training. In addition, respondents were asked their opinions of the training. Faith leaders responded
to these questions on a Likert scale from strongly disagree to strongly agree. The percent of respondents
who agreed or strongly agreed with the statements are displayed in
“What I took away [from the
Table 1. Of the 43 faith leaders who participated in a Mental Health 101
training] that made an impact is
that in Santa Clara County we
training, 31 responded to the survey.
have, in comparison to other
counties, the most impacted
mental health resources. We
have a lot of resources and a lot
of people who care, like NAMI
who want to serve to be a bridge
between mental health and
spirituality. What a beautiful
program to be able to have and
tap into, to serve [our
communities] better.”
– Faith Leader

Overall, there was a large improvement in faith leaders’ self-reported
knowledge of and attitude toward mental health issues and individuals
with mental illness. Faith leaders also reported a greater knowledge of
the mental health resources and services available in Santa Clara
County. The largest increases from before to after the trainings were
for the following statements:
v
v
v

I know how most mental illnesses are treated.
I know how to offer support to someone who has a mental illness.
I know of mental health resources available through Santa Clara
County Behavioral Health Services.
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In addition, 100% of survey respondents following the training reported they believe people with mental
illnesses are able to be productive members of our community, compared to 84% before the training.
Faith leaders reported overwhelmingly positive opinions about the
trainings themselves, with more than 85% of respondents agreeing or
strongly agreeing that the trainings were engaging, useful, relevant,
and respectful. Furthermore, 87% of respondents stated that they
planned to learn more about mental health following the training.
Many respondents noted that the stories and testimonies of NAMI SCC
staff and cultural coordinators were the best part of the training as
they brought the information presented into “real life” and “spoke
volumes.”8

“I have received more mental
illness cases either from church
or through friends, different
Chinese community channels. I
think, people are getting more
open to discussing their
problems, it's a good sign.”
– Faith Leader

Table 1. Retrospective Survey Results from Faith Leader Participants, FY19-20
Mental Health 101 Training Participant Survey Results (N=31)

% Agree
Pre

% Agree
Post

I know about mental illness and its symptoms.

80%

94%

I know how most mental illnesses are treated.

58%

87%

I know how to offer support to someone who has a mental illness.

57%

87%

I know of mental health resources available through Santa Clara County
Behavioral Health Services.

48%

77%

I know of mental health resources available through NAMI Santa Clara County.

48%

73%

If a community member asked for help with a mental health issue, I know where I
can refer them.

61%

83%

I am comfortable interacting with someone who has a mental illness.

65%

87%

I believe people with mental illnesses are able to be productive members of our
communities.

84%

100%

I feel comfortable having someone with mental illness in my faith community.

77%

94%

--

94%

--

90%

--

87%

The Mental Health 101 facilitator(s) respected my cultural background and beliefs.

--

97%

Because of this Mental Health 101 training, I plan to learn more about mental
health.

--

87%

This Mental Health 101 training was engaging.
The information provided in this Mental Health 101 training will be useful for my
work as a leader in my faith community.
The information provided in this Mental Health 101 training was relevant to my
cultural background and beliefs.

Note: The majority of the survey questions were retrospective pre- and post-items. The double dash (--) indicates post-only survey
questions, therefore there is no “pre” data to report.

Regarding potential improvements to the Mental Health 101 Training, many respondents had no
suggested changes. Other faith leaders noted a desire for additional trainings that offer more in-depth
8

These quotes are from the open-ended question “What did you like most about this Mental Health 101 training?”.
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information about specific topics (e.g., depression, panic attacks, encouraging someone to get help when
they are not open to it). Other respondents requested more interaction and discussion as a group during
the training. There were five respondents who requested more information about what other faith
communities are doing or learning and suggested that the content be further tailored to their faith-based
communities.9

Provider Outcomes
E VALUATION Q UESTION : T O WHAT EXTENT DOES PROVIDING FAITH AND SPIRITUALITY TRAINING TO BEHAVIORAL
HEALTH PROVIDERS IMPROVE ACCESS TO BEHAVIORAL HEALTH SERVICES BY ENHANCING THE CULTURAL
RELEVANCE OF THEIR SERVICES ?

The first year of the program focused on implementing Phase I, engaging faith and spiritual communities,
and providing customized trainings to faith leaders. BHSD and NAMI SCC are currently developing and
planning for the faith and spirituality training that will be provided to behavioral health providers in Year
2 of the program. As such, there are no provider outcomes to report for FY19-20.

Community Outcomes
E VALUATION Q UESTION : T O WHAT EXTENT DOES THE FBTS PROGRAM IMPROVE THE C OUNTY OF S ANTA C LARA ’ S
FAITH AND SPIRITUAL COMMUNITIES ’ PERCEIVED ACCESS TO BHSD RESOURCES AND SERVICES ? F OR WHICH
POPULATIONS ?
The primary goal of the FBTS program is to explore the extent to which integrating faith into mental health
training and treatment, and vice versa, increases access to mental health resources and services. In this
first year of the program, it has been difficult to measure
“A lot of people I've met [through our activities]
increased access to services as the program has been
have asked where they can get connected. One
focused on the early stages of implementation. In
of the first places I tell them is the NAMI hotline.
addition, due to the program design, whereby the faith[NAMI is] very equipped with the programs in
based training and supports are provided to faith
the county. We emphasize [to community
leaders, not directly to consumers, it is difficult to
members] that we support them with resources,
and that we’re not providers but we support
precisely track whether community members’ access to
them about getting them those resources. This
BHSD resources and services has indeed increased or
community is very unaware of county resources,
improved. Focus group discussions with faith leaders
[they] don't know how to navigate
highlighted that the program is allowing NAMI SCC to
insurance/forms, [and] our team alleviates one
reach more people in the community and therefore
of those barriers of entry. Working off that
increasing the visibility of NAMI SCC and BHSD’s
principle, I’m inclined to believe there's been
increased access to county behavioral health. I
resources. Faith leaders and cultural coordinators
think what we're doing is working.”
reported that they have been sharing resources and
– FBTS Coordinator
practical information with their communities about how
to access services. Furthermore, faith leaders shared that
9 These results are from the open-ended question “In your opinion, what could be improved upon or added to this Mental Health 101 training?
(e.g., culturally, spiritually, etc.)”.
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they believe the faith communities they connect with are more open to speaking and hearing about
mental health issues. In future years of the program, the program team will continue to develop a
mechanism to track perceived improvement in access to services as the program and trainings evolve.

Key Program Implementation and Operational Learnings
E VALUATION Q UESTION : H OW HAS THE FBTS PROGRAM BEEN IMPLEMENTED ?
In the first year of implementation, BHSD and NAMI SCC launched
Phase I of the FBTS program to provide customized mental health
trainings to faith communities. During the initial months of the
program, BHSD onboarded the NAMI SCC team, who then began to
conduct focus groups with members of the target populations to
determine a baseline understanding of their needs in order to develop
and customize trainings. The program team also hired cultural
coordinators responsible for outreach and engagement with each of
the target populations and refined the program design. The FBTS
project team also developed the Mental Health 101 Training, an
introductory training about mental health, that could be tailored to the
different target communities. BHSD, NAMI SCC, and RDA developed
the evaluation plan, along with data collection and reporting tools to
support the evaluation process. The relationship building and outreach
that the NAMI SCC team conducts is an ongoing activity that will
continue to be critical to successful implementation. Without the
constant work of forging these connections, the FBTS program would
not be able to operate as intended.

“[NAMI SCC staff have] done a
great job switching to the online
platform. They’re really doing a
great job reaching out to
communities they’re working
with and being able to offer
tailored training…I think they’ve
done a good job in terms of
intentionally trying to meet the
needs of the communities
they’re working with. Their
outreach seems to be strong,
and they’re able to engage with
the different faith
communities.”
– BHSD Program Team

FBTS Program Strengths
Throughout FY19-20, there were several successes that surfaced for program staff and participants. One
of the early successes of this emerging program is that overall, stakeholders view the Mental Health 101
Training positively. Feedback from training participants indicates that
“I think the strengths [of the
faith leaders have increased their knowledge and awareness of mental
program] come in the team
health issues and resources, and that NAMI SCC has provided culturally
members, [who are] all
competent and engaging trainings.
dedicated and very sincere
people. That really comes across
when talking to faith leaders. A
lot of [team] members go out of
their way to meet up with [faith]
leaders and try to make an
impassioned appeal [to engage
with the program].”
– FBTS Coordinator

Another notable strength was the NAMI SCC cultural coordinators, who
have been key to engaging and connecting with faith communities. In
particular, staff were adept at adjusting the program design to the
dynamic pandemic situation, highlighting their dedication to the
program and its participants. Focus group participants also recognized
NAMI SCC staff as being honest and open with training participants,
often sharing their personal stories in presentations to build deeper
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connection and understanding with their audiences. NAMI SCC and BHSD noted that by being highly
intentional about hiring, they were able to ensure that the right people were in the room to lead trainings
and implement the program.

FBTS Program Challenges
The first year of program implementation was also met with challenges. One of the main barriers that the
program has faced is the ongoing COVID-19 pandemic, which emerged as the mental health trainings with
faith leaders were slated to begin. Determined to continue with the program, the program team
demonstrated adaptability in being able to pivot the training to a virtual environment, and continued to
hold virtual trainings. The flexibility of program staff and the relationships they built with faith
communities were critical to making the shift to virtual trainings a success.
NAMI SCC staff also observed that some groups take more time to engage with and not everyone responds
to outreach in the same way. The need to allow time for relationship-building, along with the impacts of
COVID-19, meant that the program reached somewhat fewer faith leaders than anticipated from the five
target populations.
During the first year of implementation, BHSD and NAMI SCC worked to arrive at clarity about roles,
expectations, and program requirements. Because NAMI SCC already operates a faith-based program,
FaithNet, it has taken time to delineate the key differences between the FaithNet program and the FBTS
program. NAMI SCC and BHSD continue to have frequent discussions about the program to improve
communication and coordination. Pilot programs by design allow for changes and opportunities that
emerge throughout the implementation process. However, a key lesson highlighted through
conversations with the core FBTS team is the importance of starting with a clear workplan. For a pilot
program, all stakeholders must be on the same page, check-in with one another often, and make sure
that there are clearly identified ways to monitor progress and make adjustments as needed.

Program Changes from Initial Design
Aside from changes to adapt to COVID-19, the program content and structure has remained the same
during FY19-20.

Future Directions
In FY20-21, NAMI SCC will continue to deliver mental health trainings to faith leaders in the five targeted
cultural and faith communities in Santa Clara County. With the ongoing orders to shelter in place, the
trainings will continue to be virtual for foreseeable future, until it is safe to transition to in-person events.
NAMI SCC is also developing a cultural competency plan as a way to detail how the program is responding
to each of its targeted cultural communities. In FY20-21, the NAMI SCC will begin to implement the second
phase of the program, developing a presentation for behavioral health providers on incorporating faith
and spirituality into their mental health treatment and recovery plans.
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Appendix A. FBTS Evaluation Framework and Data Collection Plans
Table 2. Evaluation Questions, Evaluation Domains, Outcome Measures, Data Sources, and Data Collection Plans
Evaluation Domain
Outcome Measures (Program Target Numbers)
Data Sources
Data Collection Plan
Evaluation Question: How has the FBTS project been implemented?
Implementation Documentation of the FBTS project, including staff
hired & faith cultural community represented

Process Evaluation

Reasons for changes to program
FBTS implementation successes & challenges

Plans, Program Overview,
Staffing List
NAMI Reports
Evaluation Focus
Groups/Interviews

Provided by BHSD & NAMI at
start of evaluation & as
necessary
Provided by NAMI monthly
Conducted by RDA annually
in Q3

Evaluation Question: Who is being served by the FBTS project and what services do they receive?
Project Services

Total outreach conducted by NAMI & populations
reached (80 leaders)
Attitudes, knowledge, & behaviors of faith/spiritual
communities (1-3 focus groups in each community)
Number of MH trainings & participants (1-2 trainings
per month, 150-200 faith leaders, 1,500 people
reached)
Number of F&S trainings & participants (15-20
participants)

NAMI Reports

Provided by NAMI monthly

NAMI’s Exploratory Focus
Group Findings
Faith Leader Survey &
Demographics Form

Provided by NAMI at start of
evaluation & as necessary
Taken by participants after
each training, administered
by NAMI

Service Provider Survey &
Demographics Form

Content of trainings & resources provided

Training Materials &
Curricula

Taken by participants after
each training, administered
by NAMI
Provided by NAMI prior to
trainings & when updated
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Evaluation Domain

Outcome Measures (Program Target Numbers)

Data Sources

Data Collection Plan

Evaluation Question: To what extent does providing training to faith/spiritual leaders improve access to needed behavioral health
services for faith/spiritual community members?

Outcome Evaluation

Mental Health
Training
Outcomes

Change in faith leaders’ knowledge, attitudes, &
behaviors regarding mental illness

Faith Leader Survey &
Demographics Form

Number of referral resources provided to faith leaders

Evaluation Focus
Groups/Interviews
NAMI Reports

Taken by participants after
each training, administered
by NAMI
Conducted by RDA annually
in Q3
Provided by NAMI monthly

Evaluation Question: To what extent does providing faith and spirituality training to behavioral health providers improve access to
behavioral health services by enhancing the cultural relevance of their services?
Faith &
Spirituality
Training
Outcomes

Change in providers’ knowledge, attitudes, &
behaviors regarding faith/spirituality

Service Provider Survey &
Demographics Form

Types & number of language-, culture-, & faithinformed services provided by BHSD

Evaluation Focus
Groups/Interviews

Taken by participants after
each training, administered
by NAMI
Conducted by RDA annually
in Q3

Evaluation Question: To what extent does the FBTS project improve the County of Santa Clara’s faith and spiritual communities’
perceived access to BHSD resources and services? For which populations?
Increased
Access

Perceptions of BHSD & their resources by
faith/spiritual communities
Perceptions of BHSD’s collaboration with
faith/spiritual communities by direct service providers
Partnerships & outreach efforts by the FBTS project

Evaluation Focus
Groups/Interviews

Conducted by RDA annually
in Q3

NAMI Reports

Provided by NAMI monthly

December 2020 | 14

County of Santa Clara, Behavioral Health Services Department
Faith-Based Training and Supports Evaluation: MHSA INN Report, FY19-20

Appendix B. Additional Demographic Data Tables (N=31)
Disability Status

%

None

58%

Mental Health Condition

13%

Prefer not to answer

13%

Chronic Health Condition

10%

Difficulty Seeing

6%

Physical/mobility impairment

3%

Difficulty hearing or having speech understood

3%

Veteran Status

%

No

90%

Prefer not to answer

6%

Yes

3%
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Appendix C. Mental Health 101 Training Evaluation Survey
Mental Health 101 Training Survey
Instructions: Please help us evaluate and improve this Mental Health 101 training by completing this survey. There are no right or wrong answers. If you do not
feel comfortable answering a question, feel free to skip it and move onto the next question.
This survey is anonymous. Your responses are confidential and will not be connected to you. This training program is funded through the Mental Health Services
Act and aggregated responses (e.g., total number of respondents who somewhat agree) will be shared with the Mental Health Services Oversight and Accountability
Commission and Resource Development Associates, the program’s independent evaluator.
1. Tell us how much you disagree or agree with each statement, before and after the Mental Health 101 training.
BEFORE the training
Strongly
Disagree

Disagree

I know about mental illness and its symptoms.

☐

I know how most mental illnesses are treated.

NOW, AFTER the training

Agree

Strongly
Agree

Strongly
Disagree

Disagree

Agree

Strongly
Agree

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

☐

I know how to offer support to someone who has a
mental illness.

☐

☐

☐

☐

☐

☐

☐

☐

I know of mental health resources available through
Santa Clara County Behavioral Health Services.

☐

☐

☐

☐

☐

☐

☐

☐

I know of mental health resources available through
NAMI Santa Clara County.

☐

☐

☐

☐

☐

☐

☐

☐

If a community member asked for help with a mental
health issue, I know where I can refer them.

☐

☐

☐

☐

☐

☐

☐

☐

I am comfortable interacting with someone who has
a mental illness.

☐

☐

☐

☐

☐

☐

☐

☐

I believe people with mental illnesses are able to be
productive members of our communities.

☐

☐

☐

☐

☐

☐

☐

☐

I feel comfortable having someone with mental
illness in my faith community.

☐

☐

☐

☐

☐

☐

☐

☐

Please continue on the next page.
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Mental Health 101 Training Survey
2. Please tell us how much you disagree or agree with each of the following statements.

This Mental Health 101 training was engaging.

Strongly Disagree

Disagree

Agree

Strongly Agree

☐

☐

☐

☐

☐

☐

The information provided in this Mental Health 101 training will be
useful for my work as a leader in my faith community.
The information provided in this Mental Health 101 training was
relevant to my cultural background and beliefs.

☐

☐

☐

☐

The Mental Health 101 facilitator(s) respected my cultural background
and beliefs.

☐

☐

☐

☐

Because of this Mental Health 101 training, I plan to learn more about
mental health.

☐

☐

☐

☐

3. What did you like most about this Mental Health 101 Training?

4. In your opinion, what could be improved upon or added to this Mental Health 101 Training? (e.g., culturally, spiritually, etc.)

Thank you for your feedback! Please submit your survey.

December 2020 | 17

County of Santa Clara, Behavioral Health Services Department
Faith-Based Training and Supports Evaluation: MHSA INN Report, FY19-20

Appendix D. Mental Health 101 Training Demographic Form
Mental Health 101 Training Demographic Form
Instructions: Your answers to the following questions will help us understand the diversity of who we are serving. The
information on this form is anonymous and your responses will not be connected to you.
This training program is funded through the Mental Health Services Act and aggregated responses (e.g., total number of
respondents who identify as a community member) will be shared with the Mental Health Services Oversight and
Accountability Commission and Resource Development Associates, the program’s independent evaluator.
1. What is your connection to behavioral health services? (Please select all that apply)
Consumer of Behavioral Health
Services

Law Enforcement

Medical or Health Care Organization

Family Member of Consumer of
Behavioral health Services

Education Agency

Community Member

County Government Agency

Social Service Agency

Faith Community Member/Leader

Contracted Service Provider or
Community-Based Organization

Veteran Organization

Other (please write in):

2. What is your primary language? (Please select one)
Arabic

Farsi

Spanish

Armenian

Hmong

Tagalog

Cambodian

Korean

Vietnamese

Cantonese

Mandarin

Prefer not to answer

English

Russian

Other (please write in):

3. What is your race? (Please select all that apply)
American Indian or Alaska Native

White

Other (please write in):

Asian

Native Hawaiian or Other Pacific
Islander

Black or African Ancestry

Prefer not to answer

4. What is your ethnicity? (Please select all that apply)
Caribbean

Other Hispanic or Latino

Asian Indian/South Asian

Korean

Central American

Middle Eastern

Cambodian

Vietnamese

Mexican/MexicanAmerican/Chicano

European

Chinese

Other Non-Hispanic or
Non-Latino

Puerto Rican

Eastern European

Filipino

Prefer not to answer

South American

African

Japanese

Other (please write in):

Please continue on the next page.
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Mental Health 101 Training Demographic Form
5. Please indicate your age range: (Please select one)
Under 16

26-59

16-25

60 and older

Prefer not to answer

6. Please indicate your sex assigned at birth: (Please select one)
Female

Male

Prefer not to answer

7. Please indicate your current gender identity: (Please select one)
Female

Genderqueer

Male

Questioning or unsure of gender
identity

Transgender

Another Gender identity

Prefer not to answer

8. Please indicate your sexual orientation: (Please select one)
Gay or Lesbian

Queer

Heterosexual or Straight

Questioning or unsure

Bisexual

Another sexual orientation

Prefer not to answer

9. Please indicate which of these apply to you: (Please select all that apply)
Difficulty seeing

Chronic health condition

Other disability

Difficulty hearing or having speech
understood

Physical/mobility disability

None

Mental disability (e.g., learning,
developmental, dementia)

Behavioral Health (e.g., anxiety,
depression, substance abuse)

Prefer not to answer

10. Are you a veteran of the United States military? (Please select one)
Yes

No

Prefer not to answer

11. What is your 5-digit zip code?
____ ____ ____ ____ ____

Thank you providing this information! Please submit your form.
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Project Overview
The County of Santa Clara’s (SCC) Innovation-13 Project (INN-13)1 was designed by the Behavioral Health
Services Department (BHSD) and community stakeholders as part of their Mental Health Services Act (MHSA)
Innovation (INN) Plan. BHSD recognized the importance of seeking new and innovative approaches to
providing comprehensive and accessible services to youth in Santa Clara County. Therefore, BHSD partnered
with the Center for Youth Mental Health and Wellbeing (Stanford), part of Stanford University’s Department
of Psychiatry and Behavioral Services, on a new MHSA innovation project: SCC-INN-13. The project is based
on a novel program, headspace, first developed in Australia. SCC-INN-13 provides a dedicated youth space or
“one-stop-shop” where youth and young adults can receive a variety of services such mental health services,
primary care, substance use support, employment and vocational services, as well as family and peer support.
The core approach of the SCC-INN-13 model is:
v A focus on mild to moderate mental health issues;
v One-stop site for access to integrated care services (mental health, physical health, substance use,
peer support, and education/vocational support); and
v Accessibility—the services are affordable, de-stigmatizing, appealing to youth, and confidential.
Through SCC-INN-13, BHSD aims to increase access to services for all youth, including those that have been
marginalized or may feel stigmatized by existing services. SCC-INN-13 is unique in that it provides a “no wrong
door” approach where any youth, regardless of presenting need or insurance status, can obtain services.
Simultaneously, SCC-INN-13 will provide a setting where young people who may be at risk for psychosis can
be identified and linked to appropriate services early in the development of prodromal symptoms. Adapting
the headspace model in the U.S. for the first time brings unique financial considerations for implementation
and sustainability in a system without national healthcare. It also serves as the first public mental health early
intervention service accessible to all youth in the County regardless of insurance status, which has the
potential to serve as a national model for a public/private insurance structure to support youth mental health
needs.
MHSA INN Project Description
Project Category: Makes a change to an existing mental health practice that has not yet
been demonstrated to be effective
Primary Purpose: Increase access to services
Project Innovation: A community-driven, youth-led approach that has been successful in
a national health insurance model to be adapted in a public/private health insurance
setting with a primary focus on prevention and early intervention

1 In the previous INN Evaluation Report (FY18-19) this program was referred to as allcove. As the name of the program is still being determined, it is
referenced by SCC’s INN proposal number in this report.
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Executive Summary
The SCC-INN-13 project will provide integrated care centers designed with, by, and for youth. The planned
services at SCC-INN-13 centers include behavioral health services, peer support services, adolescent health
and wellness services, and supported education and employment services. Key activities that took place
during the 2019-20 fiscal year (FY19-20) were:
v As part of the Youth Advisory Group, 26 youth and young adults supported SCC-INN-13 planning and
design, including providing feedback on sites, layouts, and furniture; data collection and evaluation
design; and SCC-INN-13 consumer confidentiality.
v The SCC-INN-13 implementation team worked with the SCC Facilities and Fleet team to finalize the
selection of and begin the permit process for both SCC-INN-13 sites.
v SCC-INN-13 stakeholders designed policies and procedures to guide SCC-INN-13 services (e.g., safety
protocols, business operations, consumer intake flow, etc.).
v The Community Consortium was developed through a charter and recruitment process for local
stakeholders in both Palo Alto and San Jose.
v The global pandemic impacted implementation progress, but SCC-INN-13 stakeholders quickly
adapted to virtual planning meetings.
v The SCC-INN-13 team continually demonstrated collaboration, expertise, and a commitment to
supporting youth and young adults throughout the planning process.
v Planning the SCC-INN-13 sites has been complex with many stakeholders and layers of decisionmaking which, along with COVID-19, has led to a longer implementation process.
In the 2020-2021 fiscal year, BHSD will launch psychoeducational and wellness virtual services, known as
Virtual You: Navigating Wellness Online, as a complement to SCC-INN-13. These services will provide SCC
youth and young adults with increased connection and support during this time of social-distancing. In 2021,
both SCC-INN-13 sites (San Jose and Palo Alto) will open, following all current state and federal pandemic
safety measures.

Project Approach and Analysis
In December 2019, SCC Behavioral Health Services Department (BHSD) contracted Resource Development
Associates (RDA) to conduct a multi-year evaluation of the SCC-INN-13 project, concluding in 2023. The
evaluation is intended to: 1) evaluate implementation, outcomes, and impact of the SCC-INN-13 project; 2)
support continuous program improvement efforts for BHSD and the SCC-INN-13 program; and 3) comply with
MHSA INN regulatory requirements, including annual evaluation reports to the Mental Health Services
Oversight & Accountability Commission (MHSOAC). During FY19-20, RDA conducted several planning
meetings with the SCC-INN-13 Evaluation Workgroup, a subcommittee with representatives from BHSD,
Stanford, Alum Rock Counseling Center (ARCC), and Youth Advisory Group (YAG). Through these meetings
and subsequent review process, RDA developed a comprehensive evaluation plan which is outlined below.
Data Collection
To obtain the necessary information to answer the evaluation questions, RDA will utilize a number of
quantitative and qualitative data sources. Table 1 below provides examples of the outcome measures that
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will be used to answer the evaluation questions, as well as the data sources for each measure.
Table 1. Evaluation Domains, Outcome Measures, and Data Sources
Outputs and Outcome Measures
Evaluation Question #1: SCC-INN-13 implementation
• Documentation of the SCC-INN-13 project implementation
• Reasons for changes to program
• SCC-INN-13 implementation successes & challenges
Evaluation Question #2: Local Community Involvement
• Community awareness of SCC-INN-13
• Community context and input on SCC-INN-13 services and design
Evaluation Question #3: Youth Satisfaction
• Youth/consumer satisfaction overall and by population
• Youth voice within SCC-INN-13
• Clarity and transparency of services
Evaluation Question #4: Public-Private Financing and Funding
• Funding streams
• Collaboration and communication (changes, successes, challenges)
• Impact of policies and disparate funding sources on services provided
Evaluation Question #5: Confidential Continuity of Care
• Client confidentially
• Continuity across service providers
• Ease of services and payments
Evaluation Question #6: Service Utilization
• Youth served and demographics
• Types and frequency of services (at SCC-INN-13 or referred services)
• Length of time from request to treatment
• Obstacles to and facilitators of access
Evaluation Question #7: Appropriate Fit of Services
• Services tailored to youth clinical needs
• Services tailored to youth interests
Evaluation Question #8: Culturally Sensitivity
• Culturally appropriate and accessible services
• Provider respect for youth
Evaluation Question #9: Youth Developmental Outcomes
Mental Health
• Psychological distress
• Coping skills to manage symptoms
• Awareness of mental health resources and services outside of SCC-INN-13
• Follow through on linkages/referrals to other services
• Local youth suicide rates, suicidal ideation
Physical Health
• Knowledge of how to manage physical health and pre-existing medical diagnoses
• Physical ability for the activities that youth are interested
Social-Emotional Wellbeing
• Connection and support from peers and adults (both at and outside of SCC-INN-13)
• Youth wellbeing and quality of life
Functional Wellbeing
• Job search and interview skills
• Educational outcomes

Data Sources
• Interviews/Focus Groups
• Program Documents
• Background/Observation
• Community Benchmarks
• Interviews/Focus Groups
• Program Documents
• Background/Observation
• Youth Survey(s)
• Interviews/Focus Groups
• Staff Survey
• Interviews/Focus Groups
• Program Documents
• Youth Survey(s)
• Staff Survey
• Interviews/Focus Groups
• Program Records
• Youth Survey(s)
• Staff Survey
• Program Records
• Youth Survey(s)
• Youth Survey(s)
• Staff Survey
• Interviews/Focus Groups

• Program Records
• Youth Survey(s)
• Community Benchmarks
• Interviews/Focus Groups
• Program Documents
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As programmatic decisions are still being finalized, including the minimum dataset and data management
software, the exact timing of data collection is still to be determined. As RDA conducts the evaluation and
data become available, the way each indicator is measured and reported may evolve.
Analysis
The SCC-INN-13 evaluation planning team has emphasized the importance of continuous quality
improvement to better support youth and young adults within and across all of SCC-INN-13’s services. This is
an underlying approach to how we will analyze and report on the data that is collected. RDA will begin our
analysis by organizing and cleaning SCC-INN-13 program record data, the youth and staff/provider surveys,
as well as information from the evaluation focus groups and interviews. To analyze the quantitative data, we
will conduct both descriptive and pre-post analyses to describe outcomes as well as to identify changes in
knowledge, attitudes, and skills of youth participants both before and after receiving SCC-INN-13 services.
Qualitative data will inform the evaluation of both implementation and participant outcomes. To analyze
qualitative data, RDA will transcribe evaluation focus group and interview participants’ responses so that
participants’ responses and reactions are appropriately captured. RDA will then thematically analyze
responses to identify recurring themes and key takeaways.
RDA will synthesize qualitative and quantitative findings to learn what aspects of the program are most
effective, how the program could be improved and strengthened, and understand the preliminary impacts
on SCC-INN-13 consumers. Based on these findings, RDA will support SCC-INN-13 partners in their data-driven
decision-making and programmatic improvement efforts.
Limitations
As with any evaluation or research project, limitations exist. Although RDA identified the objectives of this
evaluation above, the potential analyses may change depending on the program implementation in Santa
Clara County, data availability, and the sample sizes of SCC-INN-13 consumers and relevant stakeholders.
Amidst the global pandemic (COVID-19) and County and State orders to shelter in place, the program and
project teams swiftly adapted to a completely virtual setting for planning, program design, and evaluation
meetings. In addition, BHSD will launch additional services virtually to provide support to young adults at this
critical time. This virtual program, Virtual You: Navigating Wellness Online, provides its own challenges
including outreaching and engaging consumers, communicating and collaborating with partners without
being in the same location, and clarity regarding the in-person versus virtual components. Due to the
unknown and evolving nature of the COVID-19 public health crisis, project activities may be further impacted
moving forward.
Lastly, this evaluation relies on self-reported data from program participants. With self-reported data, it is
possible that survey respondents may not be able to recall experiences or may choose their answer based on
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what they view as socially desirable.2 RDA will use multiple data sources whenever possible to maximize
validity by examining the same phenomenon in different ways (e.g., triangulation).

Advisory Group Members
During FY19-20, the SCC-INN-13 project did not provide services to consumers. However, 26 SCC youth and
young adults participated in the SCC-INN-13 Youth Advisory Group (YAG). The YAG contribute to and support
all aspects of the SCC-INN-13 project including planning, implementation, and evaluation of the services and
programs; site identification; design and development; and marketing and outreach. Membership in the YAG,
with a group for each site, rotates through an application process every year. Key demographics of the second
YAG cohort, serving during FY19-20 are described below.3
Figure 1. Most YAG members are female

Figure 2. Most YAG members did not
report a disability

19,
73%

18,
69%

3, 27%

6, 23%

1, 4%

1, 4%
Female

Male

Mental health
condition

Transgender

None

Prefer not to
answer

Figure 3. YAG members have diverse cultural and ethnic backgrounds with most
members identifying as Asian.
Asian

1, 50%

Other

1, 23%

Hispanic/Latinx
White
Black/African American

1, 15%
1, 8%
1, 4%

Some of the activities YAG members participated in during FY19-20 were:
v Helped to design the SCC-INN-13 sites, including finalizing floor plans and choosing furniture;
v Provided their perspectives on the importance of confidentiality and privacy for consumers; and
v Participated in evaluation planning process.

Brener N., Billy J., and Grady W. (2003) Assessment of factors affecting the validity of self-reported health-risk behavior among adolescents: evidence
from the scientific literature. Journal of Adolescent Health.
3 Additional demographic characteristics are listed in Appendix 1.
2
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Evaluation and Program Findings
As the SCC-INN-13 program did not serve consumers during FY19-20, there are no programmatic outcomes
to report on. In future reports, this section of the report will present findings from the evaluation domains
and evaluation questions described in the following section.
SCC-INN-13 Model
As SCC-INN-13 is the first program of its kind in the nation, a component of this evaluation is dedicated to
understanding the model and program implementation. There is a need to understand if the model is working
as it is intended, reflecting the local community context and needs, and if youth report satisfaction with their
SCC-INN-13 experiences.
1. Based on the SCC-INN-13 integrity model created by Stanford, to what extent is the SCC-INN-13
model in Santa Clara County being implemented to fidelity? What are successes and challenges in
SCC-INN-13 implementation?
2. To what extent are local community context and pressures being addressed by SCC-INN-13? How
are SCC-INN-13 partners collaborating with the local community?
3. To what extent are youth satisfied with the SCC-INN-13 centers?
Public-Private Financing
Since SCC-INN-13 intends to serve all youth, regardless of their insurance status, it is necessary to understand
how partnership between public and private funding entities can support access by all youth. In similar
programs in other countries, access to universal health insurance meant that their program designs did not
have to navigate the complexities of private health insurance and taxpayer-funded health insurance. This
domain focuses on the insurance policies that impact SCC-INN-13 services, and the collaboration and
communication between the program, service providers, and private insurance entities.
4. What are the models of public-private financing and funding streams for SCC-INN-13? What are the
benefits and challenges of these models?
5. How does the public-private funding model impact confidential continuity of care?
Access and Engagement
A major component of the SCC-INN-13 model is related to being highly accessible to youth, especially by subpopulations who may not traditionally have the opportunity or awareness of how to access similar services.
Youth engagement depends on high quality services that are relevant to young people, including being
appropriate for their needs and cultural preferences, while encouraging retention and completion of
treatment or linkage to additional services if needed.
6. Who is being served by SCC-INN-13? What type and how many services are SCC-INN-13 consumers
receiving? To what extent does the program reach young people from priority populations?
7. To what extent are youth being connected to appropriate services that meet their clinical needs
and individual goals?
8. To what extent do youth perceive that SCC-INN-13 services are culturally sensitive?
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Client Outcomes
The final domain is centered on client outcomes, or the impacts, that SCC-INN-13 has on those who utilize
services. Client outcomes related to mental health, physical health, social-emotional wellbeing, and
functional wellbeing are important to understand the extent to which the site and its integrated service
approach is effective.
9. To what extent does SCC-INN-13 improve youth developmental outcomes (including mental health,
physical health, social-emotional wellbeing, and functional wellbeing)?
10. How do these client outcomes differ based on client demographics, levels of need, and dosage?
These domains, and evaluation questions within them, represent the main learning and outcome areas of
inquiry for the SCC-INN-13 program. Information gathered in each of these domains will support an element
of SCC-INN-13’s continuous quality improvement process to monitor the development and progress toward
goals, improve service delivery, and reflect on lessons and insight for other counties.

Key Program Implementation and Operational Learnings
BHSD, Stanford, ARCC, YAG, and other SCC-INN-13 stakeholders have made great implementation progress
for the development of SCC SCC-INN-13 sites, with openings planned for early-2021. Some of the
implementation efforts and accomplishments by the SCC-INN-13 team by during FY19-20 were:
v Two sites were chosen, one in San Jose and one in Palo Alto, with the permit process underway and
construction plans being finalized.
v The SCC-INN-13 implementation team met at least once a month, up to once a week, to plan for SCCINN-13 sites and services. This included meetings with the core team (BHSD, ARCC, Stanford, and
YAG) as well as meeting with supporting stakeholders (Facilities and Fleet team, Santa Clara Valley
Medical Center, County Counsel, RDA, etc.).
v SCC-INN-13 stakeholders designed policies and procedures to guide SCC-INN-13 services (e.g., safety
protocols, business operations, consumer intake flow, etc.). In particular, stakeholders worked to
understand how SCC-INN-13 services and providers would interact and share data.
v Stanford hired additional staff to support SCC-INN-13 planning, including the development of a SCCINN-13 integrity tool to understand programs fidelity to the model.
v The Community Consortium charter was finalized and recruitment of local stakeholders began. This
group, along with the YAG, will advise and support each SCC-INN-13 site.
v The SCC-INN-13 Evaluation Workgroup designed the SCC SCC-INN-13 evaluation plan.
In this section of the report, important lessons and learnings from the SCC-INN-13 planning and
implementation process are highlighted to support similar initiatives and programs. They also address
evaluation questions related to success and challenges of SCC-INN-13 implementation. These learnings were
compiled from meetings with the SCC-INN-13 planning work group and discussions with BHSD and other SCCINN-13 stakeholders.
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L ESSON : P ROGRAM START - UP FOR NOVEL AND COMPLEX PROGRAMS ( I . E ., ESTABLISHING FACILITIES ,
COLLABORATING WITH PARTNERS , UNDERSTANDING SERVICE REQUIREMENTS , ENSURING SAFETY AND
CONFIDENTIALITY , DEFINING PROCEDURES , ETC .) REQUIRES SUBSTANTIAL TIME COMMITMENTS .
v As the SCC-INN-13 program is the first of its kind in the nation, there are many programmatic
decisions, processes, and requirements to plan for. Given the complexity of the program with many
stakeholders and layers of decision-making, along with the current COVID-19 pandemic, the planning
and implementation process has been long and sometimes difficult. For example, establishing a data
sharing system across SCC-INN-13 partners, or understanding how healthcare could be provided at
sites, required multiple meetings and plan iterations along with agreement across SCC-INN-13
stakeholders as well as County Counsel. SCC-INN-13 stakeholders are taking the time necessary to
work through these decisions to support the successful launch of SCC-INN-13 sites.
L ESSON : PLANNING THESE SITES CAN BE A LONG AND COMPLEX PROCESS , THEREFORE , FLEXIBILITY AND A SHARED
VISION ARE IMPORTANT FOR CONTINUED PROGRESS .
v The project has been impacted by the on-going pandemic and shelter in place orders, as well as an
unprecedented wildfire season that hit SCC and also led to air quality issues. Despite these
challenges, the SCC-INN-13 team has remained committed and was able to adapt through virtual
planning sessions.
L ESSON : D EVELOPING CONCURRENT SIMILAR BUT DISTINCT PROGRAMS CAN BE CHALLENGING , BUT
STAKEHOLDER AGREEMENTS OF WHERE PROGRAMS INTERSECT AND DIVERGE WILL SUPPORT CLARITY .
v As BHSD works to establish the SCC SCC-INN-13 centers, Stanford is also working to develop a SCCINN-13 model that can be used across the state. Since both the local SCC and general SCC-INN-13
planning efforts are being conducted simultaneously, there is some ambiguity and uncertainty
regarding final programmatic decisions as both processes rely on decisions made for the other. To
prevent delays, BHSD is moving forward with planning the SCC SCC-INN-13 sites and will work to
make adjustments as necessary with any general SCC-INN-13 procedures and operations (e.g.,
standard outcomes, SCC-INN-13 integrity tool, etc.).
Program Changes from Initial Design
Stakeholders were working on SCC-INN-13 planning as a global pandemic, COVID-19, and subsequent public
health crises began. With County and State orders to shelter in place, the program and project teams swiftly
adapted to a completely virtual setting for planning meetings. BHSD also plans to launch Virtual You:
Navigating Wellness Online as a complementary program to SCC-INN-13 during the continued social
distancing. The overall planned program content and structure of SCC-INN-13 has remained the same during
FY19-20, though programmatic decisions are being finalized and may adjust as planning discussions continue.
Future Directions
SCC-INN-13 stakeholders will continue to finalize site plans with expected launch of the sites in early 2021,
pending state and federal restrictions. Unfortunately, the current restrictions for in-person gatherings have
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exacerbated feelings of isolation and mental health issues throughout the nation and world. Given this, the
SCC-INN-13 planning team explored alternative ways to offer support to young adults in Santa Clara County
during this difficult time. Virtual You: Navigating Wellness Online, an additional youth-focused program, will
launch in November 2020 to provide virtual support to young adults at this critical time.
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Appendices
Appendix 1.

Youth Advisory Group Demographics, FY19-20 (N=26)

Primary Language
Arabic
Armenian
Cambodian
Cantonese
English
Farsi
Hmong
Korean

0%
0%
0%
0%
0%
0%
0%
0%

Mandarin
Russian
Spanish
Tagalog
Vietnamese
Other
Prefer not to answer

0%
0%
0%
0%
0%
0%
100%

0%
0%
0%
0%

White
Other
More than one race
Prefer not to answer

0%
0%
0%
100%

0%
0%
12%
0%
4%
0%
4%
23%
0%
4%

Eastern European
European
Filipino
Japanese
Korean
Middle Eastern
Vietnamese
Other
Prefer not to answer

4%
0%
4%
4%
0%
4%
15%
23%
0%

0%
100%
0%

60 and older
Prefer not to answer

0%
0%

23%
73%

Prefer not to answer

4%

23%
73%
0%
0%

Questioning or Unsure of Gender Identity
Another Gender Identity
Prefer not to answer

0%
0%
4%

Race
American Indian or Alaska Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander

Ethnicity
Caribbean
Central American
Mexican/Mexican-American/Chicano
Puerto Rican
South American
Other
African/Black
Asian Indian/South Asian
Cambodian
Chinese

Age Group
Under 16
16-25
26-59

Assigned Sex at Birth
Female
Male

Current Gender Identity
Male
Female
Transgender
Genderqueer
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Sexual Orientation
Gay or Lesbian
Heterosexual or Straight
Bisexual
Questioning or unsure of sexual orientation

0%
0%
8%
0%

Queer
Another sexual orientation
Prefer not to answer

0%
0%
92%

Disability
Difficulty seeing

0%

Chronic health condition
Physical/mobility impairment
Difficulty hearing or having speech
understood
Neurological impairment (e.g., learning,
developmental, dementia)

0%
0%

Mental health condition (e.g., anxiety,
depression, substance abuse)
Other impairment/disability
None

0%

Prefer not to answer

69%

Prefer not to answer

100%
0%

27%
0%
4%

0%

Veteran Status
Yes
No

0%
0%
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Appendix 2.

SCC-INN-13 Logic Model

SCC-INN-13 Integrated Logic Model
A high level look at how and why SCC-INN-13 sites are expected to make lasting change and impact.

Program Context:
SCC-INN-13 is a network integrated mental health centers that welcome youth and young people and encourage them to access a range of mild to moderate support services and care.
The SCC-INN-13 centers are designed with, by, and for youth, and reflecting the unique perspective and needs of local young adults.

Program Participants
Santa Clara County youth
ages 12-25 years old
seeking support at a SCCINN-13 site.
Program Stakeholders
•
•
•
•
•
•
•

Youth and YAG
Families
Community Members
Program Leads
CBOs
Insurance Carriers
Funders

SCC-INN-13 Services
• PEER Support
• SEE
• Adolescent Health and
Wellness
• Behavioral Health

Outputs
•
•
•
•
•
•
•
•
•

•
•

Integrated service system
Service utilization
Participant demographics
Fidelity to SCC-INN-13 model
Outreach & engagement with
community
Program & funding
documentation
Communication &
collaboration across providers
SCC-INN-13 staff diversity
Quality, accessible, &
appropriate services that
meet youth needs
Youth development
Linkage to services

Outcomes

Impact

• Youth experience
increased & timely access
to services
• Youth improve socialemotional, physical,
mental, & academic wellbeing
• Youth feel physically &
emotionally safe
• Youth are supported by
peers & trusted adults
• Youth improve knowledge
and skills
• Youth are satisfied with
SCC-INN-13 services
received
• Youth voice is represented

• Youth are active,
productive, & healthy
members of the
community
• Community needs
supported
• Increased community
collaboration &
coordination
• Ability to navigate public
private financing
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