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Director’s Message 

Dear Mental Health Services Act (MHSA) Stakeholders and Santa Clara County Community 
Members:  

The Behavioral Health Services Department (BHSD) is pleased to present you with the Fiscal 
Year (FY) 2022 MHSA Mid-Year Adjustment and the FY2023 MHSA Annual Plan Update (Draft 
Plans). These Draft Plans reflect BHSD’s commitment to community involvement and 
stakeholder input, but most importantly, our shared vision of wellness and recovery through 
comprehensive, well-planned programs and services that aim to meet the needs of 
consumers/clients and their families.  

The FY2022 MHSA Mid-Year Adjustment along with the FY2023 MHSA Annual Plan Update 
provides the opportunity for the BHSD to highlight the achievements of BHSD and dedicated 
community partners.  The following represents a summary review of our collective efforts and 
achievements:  

Targeted and Culturally Responsive Quality Improvement: Client and Consumer Survey 
In early 2021, the BHSD solicited feedback from consumers/clients via an online Client and 
Consumer Survey. Engagement with consumers and clients continued to remain a critical focus 
as the COVID-19 pandemic persisted, and the survey was made available 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, which was 
available in Spanish, Chinese, Vietnamese, English, and Tagalog. The findings from this survey 
were shared with the public and utilized to inform the FY2023 annual planning process and 
leveraged the information to assist in developing the FY2022 mid-year adjustment. In response 
to feedback shared by the MHSA Stakeholder Leadership Committee (SLC) and members of the 
public, the BHSD convened a survey subcommittee in the summer of 2021 to review and revise 
the existing survey tool to collect more robust data and provide feedback on the BHSD’s MHSA 
funded programs and services. The subcommittee was created to include participation from 
providers, client/consumers, and various key areas of BHSD, such as cultural competency and 
research and outcome measurement team members. The subcommittee looks forward to 
administering the revised survey in early 2022 with the aim to move towards collecting 
community representative data to strengthen the MHSA funded programs and services and for 
the data to serve as a platform for the County’s next Three-Year Plan covering FY2024 to 
FY2026. 

Planning Partnerships for Better Behavioral Health and the Development of the Annual 
Update and Mid-year Adjustment 
The Community Program Planning process was preceded by the overwhelming need to respond 
to the needs and gaps described in the survey findings, stakeholder input, and BHSD program 
service teams.   

• This process began in early 2021, with an in-depth program utilization review,
community informational meetings, and provider briefings on these findings.



• In July 2021, an additional review of program highlights and priorities with outcomes
data, as recommended by the County’s robust MHSA Stakeholder Leadership
Committee (SLC) members, launched Phase I of the community program planning
process.  Program analysis review and considerations were shared with SLC members
and community partners.  Virtual breakout groups, online stakeholder/participant
surveys, and open question and answer activities facilitated productive exchanges of
ideas and input that helped strengthen our collective planning efforts.

• Phase 2 of the planning process focused on the refinement of program considerations,
stakeholder feedback and idea creation, review, and additional considerations.  It was at
this point that BHSD embraced the need for immediate action to include FY2022 Mid-
Year adjustments to respond in a timely, need-based format to address existing and
emerging needs.   These activities not only addressed the emerging needs brought to us
by the COVID-19 pandemic but also addressed the need for a shared community vision
in program planning, implementation, and evaluation. This community engagement has
led to the stakeholder-informed planning presented in these plans and provide the last
update to the existing MHSA Three-Year Integrated Plan Fiscal Years 2021-2023.

• Among the adjustments slated for FY2022 (Mid-Year) is the support to County
contracted providers in supporting their integration into robust data analytics systems
and the expansion of the workforce intern stipend and loan repayment programs to
ensure a trained and sustainable workforce.

In addition to the continuation of the diverse services funded by MHSA, this plan represents 
BHSD’s investment in a number of new and expanded services including, but not limited to: 

• Responding to children going back to school by strengthening the School Linked
Services programs, providing eligibility flexibility in Children’s Full Service Partnerships,
and investing in expanded mental health screening and SLS to existing and new school
districts.

• Increasing capacity to meet the need of people with transitional services in outpatient
settings such as the Wellness and Recovery Medication Services (WARMS) Program.

• Increasing outreach and engagement to unserved and underserved populations
disproportionately impacted by the COVID-19 pandemic. The impacts of the pandemic
have disproportionately impacted our client/consumer populations in various ways, and
investing in reconnecting and re-engaging clients/consumers into services is a
continuous priority in this plan and a principal adjustment that will commence in FY2022.

• Expanding Specialty Outpatient Services to serve adults and older adults as well as the
Transgender and LGBTQ population with the proposal to include co-location at the
Gender Health Clinic. Due to ongoing challenges finding a network of providers and the
impact of the COVID-19  pandemic has brought on increased isolation,  trauma, and
suicide rate.

• Expanding the Crisis and Hospital Diversion Initiative by adding capacity at the existing
Adult Residential Treatment Program.



• Implementing services to meet the need of people with the most serious mental
health needs by aligning with counties across the state in implementing the Assisted
Outpatient Services Program.

Future Opportunities 
In FY2021, the BHSD facilitated an MHSA Innovation (INN) planning process that resulted in the 
development and approval of two new MHSA Innovation projects: the new Community Mobile 
Response program, now known as TRUST- Trusted Response Urgent Support Team, and the 
project titled Addressing Stigma and Trauma in Two Diverse Communities: Vietnamese and 
African/African-Ancestry, both slated for implementation in 2022. We are also excited to share 
that additional planning around INN that will commence this Fall 2021 following great interest 
from community stakeholders for additional services and supports that are targeted and 
innovative. BHSD projects an estimated $11.1 million of available INN funds for new project 
ideas to enhance and support our diverse communities for the County’s next round of MHSA 
INN planning. Information about upcoming meetings will be provided. 

We also encourage everyone to read the plan and review the vast array of programs and 
services dedicated to the wellness and recovery of our county residents and their families. Since 
its inception in 2005, MHSA funded programs have provided enhancements to the public 
behavioral health system of care that promotes wellness, recovery, and resilience and include 
the values of equity, community-based collaboration, and meaningful inclusion of diverse 
consumers and family members in all aspects of behavioral health planning and services.  

The County of Santa Clara’s Behavioral Health Services wishes to thank the many consumers, 
family members, community members, agencies, and County staff who participated and helped 
guide the development of this plan. 

Sincerely, 

Sherri Terao, Ed.D., IFECMH Specialist, RPFM 
Director, Behavioral Health Services 
County of Santa Clara 
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Children, Youth and Families – Recommended Modifications for FY2022 Mid-Year Adjustment 
Modifications in FY2022 Summary Addressing this Area of Need 

Community Services and 
Supports: FSP – Child IFSP

One time modification to Child IFSP program for FY22: provide flexibility in eligibility 
criteria in order to serve all children in two school districts who have been identified to 
have higher needs. Net zero fiscal impact. 

Access to services and 
Needs/supports for Children upon 
re-opening of schools post 
pandemic 

Community Services and 
Supports: FSP - TAY FSP

Adjusting unspent indirect/cost-based dollars that have been left underutilized since FY18 
in Child FSP.  Adjustment does not reduce capacity or impact services for Child/TAY FSP 
services. Cost estimate: $ 32,539 

Access to TAY services 

Community Services and 
Supports: GSD – Children’s 
Mobile Response and 
Stabilization Services 
(MRSS)

Increase the Children’s Mobile Response contract by 10%  to address the needs of children 
and youth upon the re-opening of schools this school year, 2021-2022. Mobile response 
will support in-person services to children and youth who are struggling with the return to 
campus learning post pandemic, and are experiencing a crisis in the school setting, 
including a significant escalation in emotions/behaviors. Fiscal impact estimate of 
$283,199 (one-time) for FY2022. 

Needs/supports for Children upon 
re-opening of schools post 
pandemic 

Prevention and Early 
Intervention: School Linked 
Services (SLS) Initiatives Division, 
including School Based 
Strengthening Families and SLS 
Family Engagement Program

Increase PEI - SLS contracts by 10% to address the needs of children and youth upon the re-opening of schools this 
school year. Expansion of school district distribution of SLS coordinators to cover majority of County of Santa Clara 
School Districts with need of this service. Allocation from Unspent PEI fund, $ 2,583,801 one-time for FY2022. Allocate 
$18,000 one-time PEI funds to provide training for the online version of the Strengthening Families evidence-based 
program. Training needs for direct service providers and SLS coordinators to provide the Strengthening Families 
program using virtual online classes for families who are unable to come to in-person classes.

Needs/supports for Children upon 
re-opening of schools post 
pandemic. 

Prevention and Early 
Intervention: SLS 
Coordinators – supports for 
schools

Reallocation for a 1 FTE Senior Mental Health Program Specialist in the School Linked 
Services Division to support growth of program in the amount of $219,976. Adjustment 
does not reduce capacity or impact services for Youth/TAY IFSP services Needs/supports 
for Children upon re-opening of schools post pandemic Care Coordination. 

Needs/supports for Children upon 
re-opening of schools post 
pandemic Care Coordination. 
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Adult and Older Adults – Recommended Modifications for FY2022 Mid-Year Adjustment 
Modifications in FY2022 Summary Addressing this Area of Need 

Community Services and 
Supports: Assisted 
Outpatient Treatment 
(AOT) - NEW

AOT implementation total estimated at $12,292,180. Hearing/Settlement 
Agreement/Court: ($ 597,406). Estimated Medi-Cal Reimbursements: ($1,947,667). 
MHSA Fiscal Impact at $10,344,513. 

Implementation of Assembly Bill 
(AB) 1976: Mental Health Services: 
Assisted Outpatient Treatment 
(AOT) 

Community Services and 
Supports: Outreach & 
Engagement 
(Reengagement Initiative) 

Additional allocation in the IFSP, ACT, FACT and IHOT to re-engage clients/consumers back 
into behavioral health services.  Fiscal Impact is being explored, TBD.  

Continuous outreach & 
engagement to support clients in 
services 

Crisis and Hospital Diversion 
Initiative 

Adult Residential Treatment 

Expansion of existing service by 28 Beds to augment capacity. Adding supplemental 
services to the new beds will enhance to an “augmented board and care home” needed to 
step clients down from Institute of mental disease, skilled nursing and State hospital. Site 
Location: 650 S. Bascom Ave. San Jose. MHSA Fiscal Impact $2,009,391 ($1,080,622 – 
Medi-Cal FFP). 

Expanding adult residential 
treatment services in the 
community setting. 

Community Services and 
Support: GSD - LGBTQ TAY, 
Adult & Older Adult 
Specialty Outpatient 
Services (co-located at 
Gender Health Clinic) - NEW

Consider expanding Specialty Outpatient Services to serve the Transgender and LGBTQ 
population with the proposal to include co-location at the Gender Health Clinic. Add 
Program Manager II (1 FTE), Licensed Clinicians (3 FTEs), MH Peer Support Worker (2 FTE), 
Psychiatrist (1.5 FTE), Licensed Psych Tech (1 FTE), Clerical-Health Services Representative 
(2 FTE) at an MHSA Fiscal Impact of $ 1,767,912 annually (10.5 FTEs). 

Improve access to outpatient 
services among LGBTQ 
community. 

Community Services and 
Supports: Outpatient 
Services at Vietnamese 
American Service Center 
(VASC) - NEW 

Provide specialty outpatient services by co-locating MHSA funded 2 FTE clinicians (1.0 FTE Improve access to outpatient 
services in cultural communities 

Prevention and Early 
Intervention (PEI): Access 
and Linkage

Dedicate 2 FTE Mental Health Peer Support Workers from Consumer and Family Affairs 
and Cultural Communities Wellness Division to support outreach and engagement services 
at VASC location with peer navigation, supportive services, and trainings. Focused 
outreach and engagement to extend to additional VASC site. Net zero fiscal impact.  

Outreach & engagement in 
cultural communities 
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Rehabilition Counselor and 1.0 FTE Psychiatric Worker II) at the VASC.
MHSA Fiscal Impact at $326,676. 

Community Services & Supports (CSS): Clinical Wellness Division
Adult, Older Adult, and Wellness and Recovery Medication Services (WARMS)
Increasing the capacity in outpatient programs by adding 200 slots to assist in addressing timely access to behavioral health services for Adults and 
Older Adults.
Estimated Ongoing Budget/Fiscal Impact: $2,200,000 with estimated Medi Cal Reimbursements: $1,045,000 and $1,155,000 in MHSA Proposal to 
be effective for FY 2022 Mid Year Adjustment.



Access/Unplanned Services, Workforce Education & Training (WET), Capital Facilities and Technological 
Needs (CFTN) - Recommended Modifications for FY2022 Mid-Year Adjustment 

Modifications in FY2022 Summary Addressing this Area of Need 

Community Services and 
Supports: 
In-Home Outreach Teams 
(IHOT) 

Maintain both contracts at current MFO. Reallocate $100K of cost-based invoicing from Bill 
Wilson to case management activities to align both providers in terms of expected service 
production. Work with Bill Wilson during the first quarter on improving data submissions. 
Explore updating the current IHOT referral process with AOA Division. Zero net impact as a 
result of reappropriation of existing approved allocation 

Outreach and Engagement 

Prevention and Early 
Intervention: LGBTQ Access 
& Linkage LGBTQ Wellness 
Center

Add: 1 FTE Community Outreach Specialist (current EH MSW) and 1 FTE Management 
Analyst (current EH). Zero net impact, reappropriation of existing approved allocation 

Outreach and Engagement in the 
LGBTQ community  

Prevention and Early 
Intervention: Suicide 
Prevention

Replace 1 FTE Program Prevention Analyst II/I with Program Manager I to provide day-to-
day oversight over the program operation and evaluation. A portion of object 2 In the 
amount of $3561 is being redirected to fund this portion, object 1. 

Strengthen Suicide Prevention 
Outreach to Older Adults, Diverse 
Communities 

Technological Needs: 
EHR Project 

Support CBOs in EHR implementation for FY 2023. An estimated 25 agencies are scheduled 
to go live with Provider Connect Enterprise (PCE). Bridge funding to support agencies that 
are scheduled to go live with Provider Connect Enterprise (PCE). Costs related with actual 
billing package purchase and for staff time dedicated to integrating with PCE.  One-time 
estimated cost $1,875,000 to support 25 county contracted providers. 

Prioritize data and analytics 

Capital Facilities: Adult 
Residential Treatment 
Facility (ART) renovation
project 

Project at 650 S Bascom Avenue. Cost of renovation and equipment purchase at $1.5M to 
house an additional 28 clients/consumers with severe mental illness with existing ART 
provider (Momentum). This is an expansion of the current services at a different location. 

Expand adult residential 
treatment services in the 
community setting 

WET 6/7 - Career Pathway & 
Workforce Development:  
Stipends & Incentives to 
support MH Career 

• Develop Workforce Committee to address recruitment and retention challenges

• Participation in State WET Funds programs for Loan Repayment & Stipends. Santa
Clara County required to provide local match of $609,477 (possibly more due to fewer
greater Bay Area Counties not participating in this matching opportunity) to receive
$1,846,899 or more for Loan Repayment & Clinical Stipends. Recommend to provide
County match in FY 22 so that State WET funds can be used earlier to address
Workforce retention strategy.

Focus on Workforce Recruitment 
and Retention  
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Fiscal Impact as a Result of Recommended Modifications for FY2022 Mid-Year Adjustment 

30-Day Public Comment Period: September 20 – October 19, 2021
 Use this link to submit your comments during the public comment period:

FY2022 Mid-Year Adjustment: 
https://www.surveymonkey.com/r/FY22_MYA_30daypublicposting 
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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 December 14, 2021. 

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 
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Introduction 

The Santa Clara County Behavioral Health Services Department (BHSD) is pleased to present the following 

Mental Health Services Act (MHSA) Annual Plan Update for Fiscal Year (FY) 2023 and a summary of changes 

for FY2022 Mid-Year Adjustment.  

The County’s initial MHSA Plan was authorized by the Board of Supervisors on December 13, 2005 and 

approved by the California Department of Mental Health (DMH) on June 30, 2006. With over 16 years after 

the first three-year plan, County of Santa Clara has demonstrated the ways in which MHSA funding has 

enabled local planning to make substantial improvements in the type, scope, and availability of behavioral 

health services, including expansions and modification of services for people with the most serious mental 

health needs. Recent regulation revisions in the MSHA has also given way to focused prevention and early 

intervention with special dedicated services to children, transition age youth and older adults. This plan 

represents over 51% of PEI revenue dedicated to ages 25 years and under as required by the Act. This plan 

also represents the innovative approaches to help support the wellness and recovery of all residents in 

County of Santa Clara.  

Recognizing the importance of a transparent plan that clearly and specifically describes the services that will 

be provided, and which can easily align with MHSA funding categories, this plan breaks apart the larger 

initiatives into their discrete programs. Each program description is designed in a standardized format to 

easily display the target population, service components, program goals, anticipated numbers of consumers 

served and funding allocation. Discrete programs are organized by systems of care: Children, Youth and 

Families (CYF), Adults/Older Adults (AOA), as well as by component for Workforce Education and Training 

(WET) and Capital Facilities and Technological Needs (CFTN).  Within each system of care, programs are 

grouped by larger initiatives.  As much as possible, we have provided descriptions to allow a reader to see 

how these programs relate to prior initiatives and how several services may be described under each 

initiative.  

Background 

Proposition 63, the Mental Health Services Act (MHSA), was approved 

by California voters in 2004 to expand and transform the public 

mental health system. MHSA represented a statewide movement toward 

a better coordinated and more comprehensive system of care for those 

with serious mental illness. In addition, MHSA defined an approach to the 

Figure 1: MHSA Values 
Client/Family 

Driven

Cultural 
Competence

Community 
Collaboration

Service 
Integration

Focus is on 
recovery, 

wellness, and 
resiliency
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planning and the delivery of mental health services that are embedded in the MHSA values (see Figure 1). 

MHSA is funded through a one percent tax on individual annual income exceeding one million dollars. 

California counties receive MHSA allocations from the state, which typically make up about 40-60% of a 

county’s behavioral health budget depending on the population size of each county. Counties determine 

how to distribute these funds at the local level through the Community Program Planning (CPP) process 

which culminates in a Three-Year Plan or an Annual Plan Update.  

MHSA funding is distributed across five funding categories to support all facets of the public mental health 

system throughout the lifespan (see Figure 2): 

❖ Community Services and Supports (CSS)

❖ Prevention and Early Intervention (PEI)

❖ Innovation (INN)

❖ Workforce Education and Training (WET)Capital Facilities and Technological Needs (CFTN)

Figure 2. MHSA Components 

MHSA defines four consumer age groups to reflect the different mental health needs associated with a 

person’s age, and counties are directed to provide age-appropriate services for each:  
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• Children: 0-15 years

• Transition Age Youth (TAY): 16-25 years

• Adults: 26-59 years

• Older Adults: 60 years and older

Additionally, MHSA intends to serve individuals who are historically unserved or underserved by the public 

mental health care system.1 By focusing resources on serving underserved and unserved individuals, MHSA 

endeavors to reduce historical disparities in access and quality of care that some populations have 

experienced. Additionally, individuals experiencing poverty or discrimination based on race, ethnicity, 

gender identity, or sexual orientation may be more likely to face mental health issues or difficulty navigating 

the system of care. 

❖ Unserved. The California Code of Regulations defines “unserved” as “individuals who may have

serious mental illness and/or serious emotional disturbance and are not receiving mental health

services. Individuals who may have had only emergency or crisis-oriented contact with and/or

services from the County may be considered unserved.”

❖ Underserved. Underserved individuals are defines as “individuals who have been diagnosed with a

serious mental illness and/or serious emotional disturbance and are receiving some services, but are

not provided the necessary or appropriate opportunities to support their recovery, wellness, and/or

resilience.”

County of Santa Clara’s MHSA Plan 

This plan describes BHSD’s CPP process, provides an assessment of the needs identified and prioritized via 

inclusive stakeholder outreach and engagement activities, and proposes new programs as well as modified 

services and expenditures to support a robust behavioral health system based on wellness and recovery. 

This Plan includes the following sections: 

• Overview of the Client/Consumer Survey which took place in the County during the month of

February 2021. BHSD’s CPP process built upon the meaningful involvement and participation of

mental health consumers and family members.

1 “Unserved” and “Underserved” are defined in California Code of Regulations, Title 9. Rehabilitative and Development 
Services, Division 1. Department of Mental Health, Chapter 14. Mental Health Services Act, Sections 3200.300 and 
3200.310 
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• Analysis of utilization of mental health services that identifies both strengths and opportunities to

improve the mental health service system in County of Santa Clara. This process helped identify

overutilization in the system and offered opportunities to expand and improve existing services.

• Descriptions of Santa Clara County’s MHSA programs by age group for direct services and by

component for indirect services, including a detailed explanation of each program, its target

population, the mental health needs it addresses, and its goals and objectives. This section of the

plan also provides information on the expected number of unduplicated clients to be served and

each program’s budget.

After extensive review of program findings, which included utilization review accompanied by program 
considerations, County of Santa Clara stakeholders focused their efforts on addressing gaps that have 
emerged as a result of the COVID-19 pandemic and other implementation needs such as children going back 
to school among others.  Program continuation and targeted enhancements to the existing and new 
programming in mental health services funded by MHSA include:  

• Expansion of services by strengthening the School Linked Services programs, providing eligibility
flexibility in Children’s Full Service Partnerships, and investing in expanded mental health screening
and SLS to existing and new school districts.

• Increasing capacity to meet the need of people with transitional services in outpatient settings such
as the Wellness and Recovery Medication Services (WARMS) Program.

• Increasing outreach and engagement to unserved and underserved populations disproportionately
impacted by the COVID-19 pandemic. The impacts of the pandemic have disproportionately impacted
our client/consumer populations in various ways and investing in reconnecting and re-engaging
clients/consumers into services is a continuous priority in this plan as it is in the FY2022 Mid-Year
Adjustment.

• Expanding Specialty Outpatient Services to serve adults and older adults in the community setting as
well as the Transgender and LGBTQ population with the proposal to include co-location at the Gender
Health Clinic. Due to ongoing challenges finding a network of providers and the impact of the COVID-
19  pandemic has brought on increased isolation,  trauma, and suicide rate.

• Expanding the Crisis and Hospital Diversion Initiative by adding capacity at the existing Adult
Residential Treatment Program.

• Implementing services to meet the need of people with the most serious mental health needs by
aligning with counties across the state in implementing the Assisted Outpatient Services Program.

In addition to these new and modified programs, the BHSD facilitated an MHSA Innovation (INN) planning 
process that resulted in the development and approval of two new MHSA Innovation projects: the new 
Community Mobile Response program, now known as TRUST- Trusted Response Urgent Support Team, 
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and the project titled Addressing Stigma and Trauma in Two Diverse Communities: Vietnamese and 
African/African-Ancestry, both slated for implementation in 2022. Additionally, the Independent Living 
Empowerment Project was designed to support the independent room and board arrangements of the 
system’s clients/consumers to improve their wellness and recovery. This project is estimated to last two 
years and slated for implementation in late 2022. We are also excited to share that additional planning 
around INN that will commence this Fall 2021 following great interest from community stakeholders for 
additional services and supports that are targeted and innovative. BHSD projects over $11M available to 
new project ideas to enhance and support our diverse communities for the County’s next round of MHSA 
INN planning. Information about upcoming meetings will be provided. 

This Draft Plan reflects the deep commitment of BHSD leadership and staff, providers, consumers, family 
members, and other stakeholders to the meaningful participation of the community as a whole in designing 
MHSA programs that are wellness and recovery focused, client and family driven, culturally competent, 
integrated, and collaborative. Thank you for your interest and participation in developing County of Santa 
Clara’s FY2023 MHSA Annual Plan Update and FY2022 MHSA Mid-Year Adjustment (Draft Plans). 
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Community Program Planning (CPP) 

I. Planning Approach and Process

In July 2021, BHSD embarked on a planning process for the Mental Health Services Act (MHSA) Annual Plan 

Update, FY 2023. The planning team was led by Sherri Terao, Director of the Behavioral Health Department; 

Jeanne Moral, Program Manager III; Evelyn Tirumalai, Sr Manager, MHSA Coordinator; Roshni Shah, MHSA 

PEI Manager; Juan Miguel Munoz-Morris, MHSA Innovation Manager, Jeannette Ferris, Sr Manager for WET, 

and Jamina Hacket, Program Manager II for TRUST.  

The planning team utilized a participatory framework to encourage involvement from stakeholders 

including service providers, consumers, family members, and other interested community members. The 

planning process was divided into four phases: 1) Client/consumer survey, 2) Kick Off and Program Findings 

and Budget Update, 3) Plan Development Refinement and Budget Update; and 4) the local review process. 

Figure 2 lists the activities included in each phase.  

Figure 3.  Community Planning Process 
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Community Planning Activities 
The planning team carried out all community meetings virtually (in response to the COVID-19 pandemic and 
SLC members were not prepared to meet in person despite many having received the COVID vaccine). The 
virtual meetings were aimed at engaging stakeholders in all stages of the planning and strategy 
development process in order to ensure that the Plan reflected their experiences and suggestions. These 
sessions included opportunities for question-and-answer segments, breakout groups, online anonymous 
survey as well as open dialogue during and after the meeting.  Planning activities and their corresponding 
dates are presented in the table below. Materials and handouts from each meeting are included in the 
Appendix.  

Table 1. Community Planning Activities and Dates

SLC Orientation 

BHSD staff involved in the MHSA planning team facilitated a public application process to solicit additional 

applicants to join the MHSA SLC, as seats become vacant as a result of the COVID-19 pandemic (members 

moving out of the area or too busy tending to their personal needs). This was necessary in order to ensure 
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that all key stakeholders were represented in the planning process. Members of the MHSA SLC include 

representatives from the Behavioral Health Board, the National Alliance on Mental Illness (NAMI), providers, 

consumers, and family members. An additional 4 new members were selected during this time. The planning 

team conducted an orientation for the new SLC members that included an overview of MHSA, components, 

and regulations; a review of the CPP process; and a discussion of the SLC roles and responsibilities. 

MHSA SLC Planning Meetings 

The planning team facilitated 18 planning meetings with the MHSA SLC ranging from 1 - 3 hours in length. 

The planning meetings were designed to discuss and build upon the results of the survey findings, the 

program findings and highlights, utilization, prioritize service gaps, and identify strategies to address these 

gaps. Figure 4, provides a big picture view of the planning process beginning in early 2021. 

Figure 4. MHSA SLC Activities 
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II. Stakeholder Participation

Outreach efforts were developed to ensure that the planning process reached a broad spectrum of 

stakeholders and that the process was driven by community input. Prior to the planning process, BHSD met 

with county contracted providers (CCPs) to inform of the process, the utilization findings (covering years 

FY18-20) and to provide system of care highlights and priorities.  Community partners were encouraged to 

invite members of their communities, share informational meetings with clients/consumers and MHSA SLC 

members were informed of meetings timely in order to encourage participation and sharing of meetings 

with their representative groups. All community-planning activities were included in the MHSA Newsletter 

via MailChimp notifications that was distributed to all existing contacts in the MHSA email lists and via email. 

Additionally, all meetings were posted on BHSD’s MHSA website.  

In early 2021, the BHSD solicited feedback from consumers/clients via an online Client and Consumer Survey. 

Engagement with consumers and clients continued to remain a critical focus as the COVID-19 pandemic 

persisted and the survey was made available 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, which was available in Spanish, Chinese, Vietnamese, English, and Tagalog. 

The findings from this survey were shared with the public and utilized to inform the FY2023 annual planning 

process and leveraged the information to assist in developing the FY2022 mid-year adjustment. In response 

to feedback shared by the MHSA Stakeholder Leadership Committee (SLC) and members of the public, the 

BHSD convened a survey subcommittee in the summer of 2021 to review and revise the existing survey tool 

to collect more robust data and provide feedback on the BHSD’s MHSA funded programs and services. The 

subcommittee was created to include participation from providers, client/consumers, and various key areas 

of BHSD, such as cultural competency and research and outcome measurement team members. The 

subcommittee looks forward to administering the revised survey in early 2022 with the aim to move towards 

collecting community representative data to strengthen the MHSA funded programs and services and for 

the data to serve as a platform for the County’s next Three-Year Plan covering FY2024 to FY2026. 

There was typically an average of 50-55 community members and agency staff who participated in 

community planning activities via Zoom.  There was a total of 18 public meetings that were held as part of 

this community program planning process. The survey and guidance were introduced to providers 

throughout BHS via stakeholder meetings, information notices, email distributions and through 
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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, which was available in Spanish, Chinese, Vietnamese, English and Tagalog. A total of 

269 respondents returned completed surveys, and the findings from this survey were shared with the public 

and utilized by the Department to inform the FY2022 mid-year adjustment and FY2023 annual plan planning 

process. The following demonstrate the overview of stakeholder input and identified priorities: 

Figure 5. Stakeholder Input and Priorities 

Survey Respondent Demographics 

As shown in the figures below, survey participants represented a diverse cross section of County of Santa 

Clara residents. Figure 6 summarizes the preferred languages survey respondents reported, juxtaposed with 

the preferred languages reported by BHSD beneficiaries, overall, during calendar year 2020. As shown, 

regarding language preference, survey respondents were sufficiently representative of our overall BHSD 

beneficiary population. 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 BHSD consumers and 10% of survey respondents, and over 70% of 

survey respondents self-identified as Hispanic/Latino. A majority of respondents (61 %) were, themselves, 
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consumers of BHS. The next largest proportion were parents of youth beneficiaries. One respondent was 

the adult child of a beneficiary.

Figure 6. Preferred Language Reported by Respondents (N=269) compared with County of Santa Clara 
BHSD Beneficiaries 

Figure 7. Racial Make-up of Survey Respondents (N= 191) in BHS and County Racial Break-downs 

Figure 8. Survey Respondents Age Ranges  (N=270) Figure 9. Relationship to Consumer (N=269) 
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Santa Clara County Overview 
The County of Santa Clara’s population of nearly 1.8 million is one of the largest in the state, following Los 

Angeles, San Diego and Orange Counties, and the largest of the nine Bay Area counties. Its population 

constitutes about one fourth of the Bay Area's total population. There are 15 cities ranging from Palo Alto in 

the north, to Gilroy in the south. San Jose is the largest city in the County, with a population of nearly one 

million, and is the administrative site of County Government. 2  A significant portion of the county's land 

area is unincorporated ranch and farmland. Nearly 92% of the population lives in cities. 

The County of Santa Clara has a culture rich in its history, ethnic diversity (over 100 languages and dialects 

are spoken), artistic endeavors, sports venues and academic institutions. The County of Santa Clara is home 

to a diverse range of races and ethnicities. The majority of residents are White (48%), followed by Asian or 

Pacific Islander (34%), and Hispanic or Latino (27%). The Asian population in the County is comprised of high 

proportions of Indian, Chinese, Vietnamese, and Filipino individuals.3  The County of Santa Clara is also home 

to a large population of foreign-born persons, with estimates of 35% to 38% (655,000 to 704,000) of the 

total Santa Clara population born outside of the United States. Of the foreign-born population, 

approximately 64% are of Asian descent, and approximately 25% are of Latin American descent.4 In Santa 

Clara County, approximately 104,000 residents are from the Philippines5 and 106,000 from Vietnam, 

comprising about 11% of the total population. 

The County has one of the highest median family 

incomes in the country and is home to many 

extremely affluent areas, including San Jose, Palo

Alto, Sunnyvale, Saratoga, and Mountain View.6 
However, 9.5% of the population lives below the 
poverty level, of which disproportionate amounts 
are Black/African Ancestry, Hispanic/Latino, and 
Native individuals.7  

2 https://www.sccgov.org/sites/scc/pages/about-the-county.aspx  
3 https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=CF  
4 https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=CF  
5 https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=bkmk 
6 https://www.sccgov.org/sites/scc/pages/about-the-county.aspx 
7 https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=CF 

Map of Santa Clara County by city 
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There are 15 cities in the County, spanning 50 miles from Palo Alto in the north to Gilroy in the south. South 

Santa Clara Valley is a census county division located in southern Santa Clara County. The area covers 

approximately 118 square miles and includes the cities of Morgan Hill, San Martin, and Gilroy. 

Approximately 103,500 residents reside in South County, of whom a majority (47%) are Hispanic/Latino.8,9 

County of Santa Clara is home to approximately 61,600 veterans.10 Veterans in Santa Clara County are 

eligible to receive services through the Veterans Affairs Northern California Health Care System. For this 

reason, few veterans show up in Mental Health Service Act (MHSA)-funded public mental health services.  

The BHSD is part of the Santa Clara Valley Health & Hospital System (SCVHHS). SCVHHS provides 

comprehensive care, services, and programs to the residents of County of Santa Clara. BHSD is currently set 

up as a “No Wrong Door” system of care intended to provide consumers with care regardless of where they 

go seeking mental health services. A No Wrong Door system of care is designed such that the appropriate 

level of care is easily accessible no matter where or how consumers present. In this access model, individuals 

should be able to be treated immediately and redirected to the appropriate level of care. The Behavioral 

Health Services Call Center is the entry point for access to all of the behavioral health services. 

MHSA in Santa Clara County 

County of Santa Clara initially projected a reduction in funding as s result of the COVID-19 pandemic and the 

potential effects the economy would have on high income earners, those with incomes above $1M.  As 

Figure 10 indicates, the estimated MHSA Revenues fluctuate year to year and the volatility of these funds 

cannot be more pronounced than during the pandemic.   Figure 11 demonstrates the increasing investments 

to programs and services as a response to emerging and immediate needs. As the revenue source for MHSA 

is highly volatile, much budgetary prudence is required in order to maintain needed services and provide 

sustainability for years to come.  

8

https://www2.census.gov/geo/maps/dc10map/GUBlock/st06_ca/cousub/cs0608593175_south_santa_clara_valley/DC10BLK_CS0
608593175_000.pdf  
9 https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=CF  
10 https://factfinder.census.gov/faces/tableservices/jsf/pages/productview.xhtml?src=CF  
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Figure 10. County of Santa Clara MHSA Apportionments 

Figure 11. County of Santa Clara MHSA Funding and Expense 
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MHSA in County of Santa Clara has prioritized serving un/under/and inappropriately served communities 

through culturally specific services. In FY2020, BHSD provided services to a total of 29,996 clients and 

consumers. The majority of MHSA consumers (38%) served in FY2020 were Hispanic/Latino, followed by 

White/Caucasian (24%) and Asian/Pacific Islander (12%).  The majority of those served were adults (39%), 

ages 26-59, followed by children (36%), ages 0-15.  
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III. Public Review Process and Hearing

The 30-day public comment period opens September 20, 2021 and closes on October 19, 2021. The County 

announces and disseminates the Draft Plan to the Board of Supervisors, Behavioral Health Advisory Board, 

County staff, service providers, consumers, family members, and those whose email addresses are 

associated with the stakeholder email list compiled throughout this planning process. A public notice is 

posted on the County’s MHSA website. The draft Plan is posted to the County’s website and can be 

downloaded electronically along with public comment forms with instructions on how to submit 

stakeholder input. Paper copies can be made available at the BHSD offices in San Jose. Any interested party 

could request a copy of the draft Plan by submitting a written or verbal request to the MHSA Coordinator 

at mhsa@hhs.sccgov.org or by calling (408) 401-6117. 

FY2022 Mid-Year Adjustment: 
https://www.surveymonkey.com/r/FY22_MYA_30daypublicposting 

FY2023 MHSA Annual Plan Update: 
https://www.surveymonkey.com/r/FY23_30daypublicposting 

28

https://bhsd.sccgov.org/about-us/mental-health-services-act
mailto:mhsa@hhs.sccgov.org
https://www.surveymonkey.com/r/FY22_MYA_30daypublicposting
https://www.surveymonkey.com/r/FY23_30daypublicposting


Public Hearing and Next Steps

Following the close of the 30-day public comment period, the Behavioral Health Board hosted a public 
hearing of the FY 2022 Draft MHSA Mid-Year Adjustment and of the FY 2023 Draft MHSA Annual Plan 
Update on November 8, 2021. The meeting took place virtually via Zoom. 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 Mid-Year Adjustment and Draft Plan prior to submission to the Board of 
Supervisors’ (BOS) December 14, 2021 meeting. 

The BHB received the report, and no additional Behavioral Health recommendations were made. The 
Board of Supervisors approved and adopted the plan on December 14, 2021 via virtual meeting. The 
Department is on track to submit the MHSA plan 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, 2022 submission recommended date.
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FY2023 MHSA Annual Plan Update 

Services for Children, Youth, and Families 

Services for children, youth, and families provide an array of supports to meet consumers at whatever point 

they are at in their stage of development as well as level of need.  Services are organized into the following 

larger initiatives: 

Overview of Community Services and Supports: Services for Children and Youth 

Initiative Program Description Program Status / Cost Per 
Client 

Full Service 
Partnership for 
Children, Youth, 
and Families 

Maintenance 
Children & TAY 
Full Service 
Partnership 

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. Increase capacity in TAY FSP by 25 slots.

Modified to
allow flexibility 

in eligibility
FSP Children
N=218
$14,596/client
FSP TAY
N=357

$10,734/client

Intensive 
Children & TAY 
Full Service 
Partnership 

Full range of community and clinical services 
that 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. 

Modified 
IFSP Children
N=135
$12,665/client
IFSP TAY
N=141
$13,717/client

Outpatient 
Services for 
Children and 
Youth 

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 

Modified 
N=3,771
$5,719/client

Intensive 
Outpatient 
Services
N=1,170
$6,629/client
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TAY Outpatient 

Services 

Outpatient programs for TAY ages 16-25 aim to 

prevent chronic mental illness while improving 

quality of life for youth 

Modified  
Expansion by 41 slots 
N=680
$4,395/client

Intensive 

Outpatient 

Services (TAY) 

long-term clinical care and case management to 

youth ages 16-25 to improve quality of life for 

youth while preventing the later need for high 

intensity care 

Modified
N=96
$4,543/client 

Specialty 

Services: 

Integrated 

MH/SUD 

Outpatient integrated behavioral health 

services to children and youth with co-

occurring mental health and substance abuse 

needs 

Modified 

Specialty 

Services: Eating 

Disorders 

Specialty clinical services such as counseling 

and case management for children and youth 

with eating disorders 

Continuing 

Foster Care 
Development 

Foster Care 

Development 

Short-term clinical mental health services for 

children and youth placed at the Receiving, 

Assessment, and Intake Center (RAIC) 

Continuing

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 

Continuing
N=22
$3,296/client

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 

Continuing 

Juvenile Justice 
Development 

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 

Continuing 

TAY Triage to 

Support Re-

Entry 

An array of peer counseling, case management, 

and linkage services provided by dedicated TAY 

triage staff at EPS and Jail to support re-entry  

Modified
Program has 
not launched

Crisis and Drop-
In Services for 

Uplift Mobile 

Crisis 

Onsite rapid-response crisis assessment and 

intervention for children who are depressed, 

Modified
N=1,281
$1,072/client

31

N=198
$3,702/client

N = 28
$37,410/client

N = 25
$53.864/client

N = 56
$15,833/client

N = 101
$32,410/client



Children and 
Youth 

suicidal, or having acute psychological crisis. 

Modified in FY2022 to expand services by 10% 

TAY Crisis and 

Drop-In Center 

Safe, welcoming, and inclusive spaces for youth 

to receive access to behavioral health resources 

and overnight respite 

Continuing 

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 

Continuing 
N=106

$3,547/client

N = 189
$3,914/client

Prevention and Early Intervention: Program Summaries and PEI Three-Year Report

appear in the Prevention and Early      Intervention Report Section. 32

Community Services and Supports: Full Service Partnership Estimate of FSP Clients to be served
The County must provide an estimate of the number of FSP clients to be served in each age group: children (0-15), 
transitional age youth (16-25), adult (26-59), and older adult (60 and older) for each fiscal year in the adopted Plan.
(Cal. Code Regs., title 9, § 3650(a)(3)).

For additional expanded details, please refer to:
Meeting #7:  Summary & Q&A Session of Proposed Considerations for FY2023
8/16  9:00am – 11:00am retrievable here: https://bhsd.sccgov.org/sites/g/files/exjcpb711/files/documents/MHSA-
FY2023-Planning-Summary-Considerations-8.16.21.pdf

Meeting #14: Summary of Recommendations Part 1 - CYF & AOA 
9/10 2:30pm – 5:00pm retrievable here: https://bhsd.sccgov.org/sites/g/files/exjcpb711/files/documents/MHSA-
Combined_Summary-9.10.2021.pdf



Community Services and Supports: Full Service Partnership 

Full Service Partnership 

Children Full Service Partnership 

Program Status Priority Population Service Category Numbers Served in 

2021 

Modified ☒Children ages 0-15 FSP 205 

IFSP 89 

Goals 

Outcome 1: Improve success in school and at home, and reduce the institutionalization and out of 
home placements 

Outcome 2: 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 

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
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.  

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. 

Summary of Achievements for Maintenance FSP: 
o 45% of consumers successfully discharged from the program.

19% of consumers reported an improvement in their behavioral/emotional needs, 25% of consumers
reported a reduction in Risk Factors, and 10% of consumers reported that their life function domain
improved.

Program Improvements: 
o This program began in October 2019, referrals and transfers to this program slowed due to COVID-19. The

skillset of providers to support youth and their family who are managing with intensive behavioral health
concerns has been impacted due to staffing turn-over and staff shortage which has created a barrier to the
success of this program and the number of families able to be supported in this program.

o Staffing turnover and shortage also provide a barrier to quality services, as providers may be managing various
factors: high caseloads, high intensity clients, own health needs; that may impact the attention they can
provide to clients in the program.

o COVID-19 did not just effect referrals but also played a factor in engagement and consistency of service
delivery. Due to health issues of clients and staff, there were challenges in maintaining consistency. Some
familiar also chose not to engage in services due to concerns about health.

o Support increasing any additional safety protocols, for example, ensure vaccine/booster shot is available for
willing staff/clients.  Continued support to help providers recruit and retention of staff. Provide opportunities
for training to support professional development on serving clients with high needs, building in consultation
groups to think through complex situations

Proposed Program Changes to Improve Consumer Impact: 
o Support providers with recruitment and retention of qualified clinicians. Provide opportunities for training to

support professional development on serving clients with intense needs, building in consultation groups to
think through complex situations. These tools will provide additional support for both new staff and ongoing
providers working with this population.

o Program criteria was updated in the Spring 21, will continue to make presentations to other
programs/community to increase understanding about the program
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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 Priority Population Service 
Category 

Numbers Served in 
2021 

Continuing ☒ Children Ages 0-15

☒ TAY Ages 16-24

GSD 4227 (OP) 

1127 (IOP) 

213 (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, age- 
appropriate 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. 

35



Summary of Achievements: 

o 64% of clients who discharged (N=3,231) from F&C OP, IOP and EOP had successful treatment outcomes.
o 64% in Ethnic OP (n=105)
o 57% in IOP (n=773) & 66% in OP (n=2301)
o CANS data from FY21 suggests positive changes for clients in each program type over time.  12% of clients

served in EOP showed reduction in their behavioral and emotional needs. 20% of clients in IOP showed
reduction in behavioral emotional needs and 36% in risk factors.

o F&C OP services outcomes showed 26% reduction in behavioral and emotional needs and 26% reduction in risk
factors. An increase in life domain is expected when we see a reduction in risk factors and reduction in
behavioral emotional needs. CANS outcomes showed 25% improvement in EOP, 20% improvement in IOP and
19% in F&C OP

Program Improvements: 
o It has been reported that at times, there is difficulty transitioning clients to the appropriate level of

care due to capacity constraint, which occurred in FY21 in the winter and spring.  F&C OP services has
taken on higher acuity clients due to this barrier.  Some clients also did not respond well or want to
engage through telehealth services during the pandemic.  Some families disengaged from services and
when able, providers provided clients in person care with PPE and safety precautions in place.

o While success appears to be indicated by the FY21 CANS data and there seems to be an increase in
success in several domains from FY21 CANS data, it is preferred to see a higher percentage of positive
change in each domain for each program type. This is specific to EOP services that saw an increase in
youth risk factors as reported on the CANS data. This might be partly due to the continued increased
client needs and reactions to multiple stressors during FY21, including the pandemic, social unrest,
fires & financial instability.

Proposed Program Changes to Improve Consumer Impact: 
o 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 clients needs.  PM continues to send training information and resources to OP/IOP/EOP.  Many
agencies also have internal training that they provide to their staff.

Community Services and Supports: General System Development (GSD) 

Outpatient Services for Children and Youth 

Specialty Services: Integrated MH/SUD 

Program Status Priority Population Service 

Category 

Numbers Served 

in 2021 

Continuing ☒ Children Ages 0 – 15

☒ TAY Ages 16-24

GSD 198 

Goals and Objectives 

Outcome 1: Treat and ameliorate the behavioral health symptoms and dysfunction of children and 
adolescents, and their families, in the least restrictive manner. 

Outcome 2: Improve the quality of life for children and families dealing with co-occurring 
disorders. 
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Description: 
BHSD has contracted with four providers to provide outpatient integrated behavioral health services to 

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 co- 
occurring 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: 
o For FY21, 67% of clients who discharged (N=106) from F&C Integrated OP had successful treatment

outcomes.
o FY21 CANS data suggests positive change for clients the F&C Integrated OP program over time. CANS data

showed 3% of clients had positive change in Youth Risk Factors (YRB) and 67% of clients had positive
change in Youth Behavioral Emotional Needs (YBEN) domain.

o 

Program Improvements: 
o Youth navigating mental health and substance use concerns are often difficult to engage. There were

initial challenges with identifying clients who have both mental health and substance use conditions for
this program. Many did not disclose their substance usage and often parents did not openly know or
report this when referred to services. Some clients also did not respond well or want to engage through
telehealth services during the pandemic.  Some families disengaged from services and when able,
providers provided clients in person care with PPE and safety precautions in place.

o Clients would have another welcoming place to gather and spend time with other youth.  Clients would have
better access to additional county supports (e.g. social services, housing, and employment resources).
Increased client stability.

Proposed Program Changes to Improve Consumer Impact: 
o Programs should continue to ensure that staff have ability to support clients with co-occurring concerns

utilizing best practices for the appropriate identified need. Continue to provide awareness about services and
when the program has openings.  Our system continues to work with the Call Center to try to improve
identification of clients earlier on in the referral process.  IntOP programs have reported receiving more Call
Center referrals.  Programs also continue to communicate to their internal agency teams when they have IntOP
openings and provide psychoeducation to other providers about this program.
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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. 

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. 

Outpatient Services for Children and Youth 

Specialty and Outpatient Services: 

Eating Disorders for Children, Youth and Adults 

Program Status Priority Population Service 

Category 

Numbers Served 

in 2021 

Continuing ☒ Children Ages 0 – 15

☒ TAY Ages 16-24

☒ Adults Ages 25-59

GSD 22 youth

6 adults

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: 

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. 
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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. 

Summary 

• Stabilized physical and behavioral health for adults and youth with severe impairments due to eating
disorders; allowed for safe and effective transition between residential and PHP-IOP programs. Develop a
healthier relationship with food and path to recovery.

• On a client level, due to impact of impaired cognition from malnutrition which  interferes with rational thought
processes  and challenges to motivation to enter treatment. The pandemic impacted capacity across the eating
disorder continuum. We are now experiencing increased capacity for all programs and moving toward pre-
pandemic capacity.

• Two recommendations: continue to gather data on capacity needs for adults and youth with specific detail
regarding, ethnicity, language, gender identity and age. Focus on collaboration with eating disorder providers
on recovery services and addressing co-occurring behavioral health issues.

Community Services and Supports: General System Development (GSD) 

Foster Care Development Initiative 

Foster Care Development 

Program Status Priority Population Service 

Category 

Numbers Served 

in 2021 

Continuing ☒ Children Ages 0 – 15

☒ TAY Ages 16-24

GSD 56 

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 
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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. 

Program Improvements: 
o Family and social adversity is high, including parental support, substance use, mental health needs,

involvement in the justice system, social services and previous sexual, physical or emotional abuse.
Engagement in services is extremely challenging and often youth will leave program after starting services.

o Increased care coordination through MDTs; 2. Creating strategies and protocols to address engagement
challenges, and reduce run-away risks; 3. Identify engagement/support strategies for parents.

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 Service 

Category 

Numbers Served 

in 2021 

Modified ☒ Children Ages 0 – 15

☒ TAY Ages 16-24

GSD 425 

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 
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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

• 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

Age Group 

Community Services and Supports: Full Service Partnership 

Full Service Partnership 

TAY Full Service Partnership 

Program Status Priority Population Service Category Numbers Served in 2021 

Modified ☒TAY ages 16-25 FSP 357 

IFSP 123 

Goals 

Outcome 1: Reduce out-of-home placements 

Outcome 2: Increase service connectedness 

Outcome 3: Reduce involvement in child welfare and juvenile justice 
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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. 

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: 

• 53% of TAY successfully discharged from the program from FSP

• 15% of consumers reported an improvement in their behavioral/emotional needs, 38% of consumers reported a
reduction of Risk Factors and 10% of consumers reported that their life function domain improved (FSP).
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• 10% successfully discharged from IFSP

• 10% of consumers reported an improvement in their behavioral/emotional needs, 56% of consumers
reported a reduction in Risk Factors, and 10% of consumers reported that their life function domain
improved.

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 

Category 

Numbers Served in 2021 

Modified ☒ TAY Ages 14-25 GSD 478 

74 (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. 
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Summary of Achievements: 
• 43% of consumers reported improvement in their behavioral and emotional needs, and 8% of consumers

reported a reduction of risk factors and 26% reported increased functioning in their life domain.
• 56% successfully discharged

• Expand system capacity to meet increase demand for this population. Continue 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.

• LGBTQ Outpatient

• 43% successfully discharged

• 16% of consumers reported improvement in their behavioral and emotional needs and 20% reported
increased functioning in their life domain.

• Continue LGBTQ targeted educational trainings to support staff in providing appropriate services to
LGBTQ Transitional Age Youth, their families and natural supports.

• Continue conversation and help support providers with recruitment and retention of staff who are
LGBTQ affirming.

• Provide opportunities for 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 Priority Population Service 

Category 

Numbers Served in 

2021 

Continuing ☒ TAY Ages 16-25 GSD 32 

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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Summary: 
• 26% discharged successfully

• Youth Behavioral Emotional Needs, Youth Risk Factors and Life domain functioning remained steady and
did not increase but also did not decrease

• This program serves a small number of transitional age youth who are involved with the child welfare
system. Navigating the transition out of the child welfare system has many layers of adjustment for the
youth that impact their overall functioning. Outcomes represent stability in the youth's current functioning
but also represent the need for longer term support to assist in the transition.

• Staff attrition and continued clinician vacancy impacted this program.

• Evaluate the efficacy of programming and identify if referrals into the program are at the appropriate level
of care. Youth who are stable but in need of a higher level of care may not be receiving appropriate
intervention for their needs.

• Youth will be connected to the appropriate level of care, regardless of their status within the child welfare
system, which can provide them longer term support or more appriopriate intervention strategies that
meet their need.

Community Services and Supports: General System Development (GSD) 

Commercially, Sexually Exploited Children (CSEC) 

Program Status Priority Population Service 
Category 

Numbers Served in 2021 

Continuing ☒ Children Ages 0 – 15

☒ TAY Ages 16-21

GSD 56 

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). 
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Summary: 
• Family and social adversity is high, including parental support, substance use, mental health needs,

involvement in the justice system, social services and previous sexual, physical or emotional abuse.
Engagement in services is extremely challenging and often youth will leave program after starting
services. Engagement during COVID has been particularly challenging due to the utilization of
telehealth. The lack of structure w/o a typical school day routine has also been a challenge, as school
engagement is a protective factor.

Community Services and Supports: General System Development (GSD) 

Juvenile Justice Development 

Services for Juvenile Justice Involved Youth 

Program Status Priority Population Service 

Category 

Numbers Served in 2021 

Continuing ☒ Children Ages 0 – 15

☒ TAY Ages 16-21

GSD 95 

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 non- 
functionalbehavior. 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. 

Summary: 
o 100% youth engaged in behavioral health services to support their transition to community-based

services. 96% successful discharge rate. 13% of consumers reported improvement in their behavioral and
emotional needs, and 25% of consumers reported a reduction of risk factors and 33% reported increased
functioning in their life domain.

o In FY21, there were approximately 30 youth that discharged early from the program due to early
releases from the Ranch due to COVID-19. In these cases, their treatment transitioned from in-custody
providers to out-of-custody providers. This impacted outcomes in the program, but not necessarily
overall youth outcomes across programs. The service delivery model was also changed with a temporary
pause in in-person groups due to the COVID-19 Pandemic. Family visits and  family therapy also moved
from in-person to virtual creating a different type of engagement in the provision of these services. Staff
turn-over was higher this past year due to various factors. The periphery treatment components
provided by Probation continued, but there were modifications as a means to keep safety as a priority
(related to COVID-19). We did see pauses or disruptions in treatment due to multiple COVID exposures
and youth needing to temporarily move to Juvenile Hall for quarantine.

Improvement to Consider: 
o 1. Ensuring CANS tool is completed even if an early discharge from the Ranch occurs; 2. Focus on family

therapy training/provision of service; 3. Probation is being training on a new rehabilitation curriculum,
YTIP can partner in the provision of the new curriculum ensuring coordination and collaboration
regarding care with a focus on improvement in behavioral/emotional needs, reduction of risk factors;
and life functioning; 4. For future outcomes, develop system to look at indicator level CANS items in
addition to CANS domains to better understand the strengths/needs within CANS domains; 5. Increased
transition / warm hand off time to community providers when early releases occur.

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 

Category 

Numbers Served in 2021 

Continuing ☒ TAY Ages 18-25 GSD 189 

Goals and Objectives 

Outcome 1: Provide a safe and inclusive environment for TAY 
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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 18- 25 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 

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. 

Summary: 
• 39% successfully completed this program

• 10% of consumers reported improvement in their behavioral and emotional needs.  Consumers
reported that their risk factors did not increase or decrease however, there was 20% improvement
reported in their Life Functioning Domain.

• Due to COVID, this program had to shift the way services were provided.  Services were provided
virtually and when appropriate in person.  This population is difficult to engage, and the pandemic
impacted this program.

• Discussion with providers around how to better understand the needs of this population with the
impact of COVID to support the continued engagement into services.  Discuss how to maintain the
upward trend of life functioning domain as well as better understand the risk factors these
population faces to provide supports.
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Services for Adults and Older Adults 

The system for adults and older adults is composed of a series of programs that together make up initiatives 

to meet the needs of consumers wherever they are at in their stage of life.  As with the children, youth, and 

family system, a crosswalk mapping each new initiative, modifications and its programs to prior plans is 

included h.  

Overview of Services for Adults and Older Adults 
Initiative Program Description Proposed Changes  / Cost 

per Client 

Full Service 
Partnership for 
Adults and Older 
Adults 

Assertive 
Community 
Treatment (ACT) 
and Forensic ACT 
(for justice- 
involved 
consumers) 

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 needs 

Modify

ACT
N=106
$3,547/client 

FACT
N=145
$4,994/client

Intensive FSP 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 barriers with 
support from comprehensive services.  

Modify

N=505
$14,601/client 
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Criminal Justice 
FSP 

Full-service partnership program for 
consumers who are involved in the 
criminal justice system with a focus on 
returning to the community 

Modified 
Expansion by 50 slots 
N=610
$4,687/client

Maintenance FSP Continuation of the FSP model from 
previously approved plans. This FSP level 
provides needed, ongoing services for 
consumers with SMI addressing needs 
that include housing support and other 
clinical services. 

Continuing
N=32
$8,267/client

Permanent 
Supportive 
Housing 

Permanent 
Supportive 
Housing 

Consists of County-operated services 
designed to meet the housing and service 
needs of chronically homeless individuals 
with severe mental health needs 

Continuing 

Clinical Wellness 
Services 
(formerly known 
as Outpatient 
Clinical Services 
for Adults and 
Older Adults)

County Clinics 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 facilities people 
are likely to go to or be familiar with 

Continuing 

Hope Services 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 

Modified 

CalWORKs 
Community 
Health Alliance 

behavioral health services to adult clients 
enrolled in the Welfare-to-Work (WTW) 
Program who experience mental health 
and substance abuse issues 

Modified 

Outpatient 
Services for 
Older Adults 

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 

Modified 
N=5,113
$6,001/client

WARMS Wellness and Recovery Medication 
Services (WARMS) is designed to serve 
Adults ages 18-59 years old and Older 
Adult 60+ mental health consumers who 

Modified 
N=213
$3,021/client
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are ready to transition to a lower level of 
care where intensive mental health 
services and extensive outreach are no 
longer needed.  

Individualized 
Supported 
Services (IPS) – 
Employment  

Transferring from INN to CSS in FY2022.  
Continuing in FY2023. 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. 

Continuing 
Commenced 
during FY2022 
Mid-Year 
Adjustment 

Specialty 
Outpatient 

Outpatient 
Services at 
Vietnamese 
American 
Services Center 
(VASC) 

Program description: Santa Clara County is
excited open a new innovative Vietnamese 
American Services Center (VASC) located at 
2410 Senter Road, San Jose, CA 95111 to 
provide an integrated interdepartmental 
approach to care as VMC Ambulatory, 
BHSD, SSA and other county departments 
will be working together to meet the needs 
of the community in this location.  
Program Goals:  Improve Linkage and
Outreach to cultural communities, provide
Mild to Moderate and Specialty Mental 
Health Outpatient services: offering the full 
array of services including medication 
services, Mental Health Assessment and 
Treatment, community resourcing and 
linkage and therapeutic treatment 
including Gambling and Substance Use 
Treatment primarily to the Spanish and 
Vietnamese Speaking beneficiaries in that 
East San Jose area of Santa Clara County 
Estimated # served in FY2023: 100 clients

New 

Outpatient 
services co-
located at 
Gender Health 

Program description: Expand Specialty
Outpatient Services to serve the 
Transgender and LGBTQ population with 
the proposal to include co-location at the 
Gender Health Clinic. Due to on-going 
challenges finding a network of providers 
and the impact of COVID-19 pandemic has 
brought on increased isolation, trauma 
and suicide rate. Offer Behavioral health. 

New

N = 50
$35,358/client
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Outpatient services to individuals 
requiring outpatient by offering the full 
array of services including medication 
services, Mental Health Assessment and 
Treatment, community resourcing and 
linkage, therapeutic treatment and 
Substance Use treatment to transgender 
and LGBTQ communities. 
Program Goals: Improve Access
Estimated # served in FY2023: 50 clients in
FY 2023 and estimated 250-300 clients in 
future years. 

Criminal Justice 
Initiative 

Criminal Justice 
Residential and 
Outpatient – 
Transitional 
Housing 

Outpatient and residential services 
provided at a wellness and recovery 
centers for individuals who are involved in 
the criminal justice system to meet the 
needs of re-entering the community 

Modified  
Adding 20 slots
N=21
$2,291/client 

Criminal Justice 
IOP/Outpatient  

Outpatient and intensive outpatient 
services for individuals who are involved in 
the criminal justice system to meet the 
needs of re-entering the community 

Modified 
Adding 11 slots
N=248
$5,287/client

Faith-based 
Resource 
Centers 

Service coordination to individuals 
reentering the community from jail 
provided by multi-agency faith-based 
resource centers  

Continuing
Per approved MHSA 
FY2022 Plan Update, this 
program will no longer 
utilize MHSA funding.

Crisis and 
Hospital 
Diversion 
Initiative 

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 

Continuing
N = 2,081
$2,204/client

Crisis 
Stabilization and 
Crisis Residential 

Crisis support, counseling, and linkage 
services in up to 24-hour stabilization unit 
and CRT  

Continuing 

Adult Residential 
Treatment 

Full range of clinical and support services 
to consumers who need an IMD/hospital 
diversion or who have substance abuse 
and serious mental illness located at a new 
Institution of Mental Disease (IMD) Step-
down/Diversion centers and one Co-
Occurring Treatment center 

Modified 

Community 
Placement Team 

Case management, housing, and linkage 
support by a 24-hour case management 
unit that provides services to consumers 

Continuing
N = 77
$33, 657/client 
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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. 

Continuing
N = 77
$33,657/client

Assisted 
Outpatient 
Treatment 
(AOT): 

With the passage of Assembly Bill (AB) 
1976: Mental Health Services Assisted 
Outpatient Treatment (AOT) was passed 
by the Santa Clara County Board of 
Supervisors in May 2021. BHSD is 
implement AOT which allows individuals 
to be ordered into treatment without 
ordering them into a hospital. The criteria 
to place someone in AOT are easier to 
meet than the “imminently dangerous” 
standard often required for inpatient 
commitment. Program description: Offer
Behavioral health  Outpatient services to 
individuals requiring outpatient by 
offering the full array of services including 
medication services, Mental Health 
Assessment and Treatment, community 
resourcing and linkage, therapeutic 
treatment and Substance Use treatment 
for individuals requiring Intensive 
Outpatient treatment to keep them 
stabilized in the community. Program 
Goals: Improve access, reduce
hospitalization and incarceration. 
Estimated # served in FY2023: Estimating
over 500 referrals, with potential service 
engagement for about 50 individuals with 
the highest mental health needs. At this 
point, it is difficult to estimate the total 
number of clients entering services as 
these estimates are based on other 
counties' implementation experiences. We 
hope to have more accurate expectations 
by next reporting cycle.  

Continuing 
(New in FY2022 
Implementation)

N = 50
$245,844/client

Clinical Case 
Management 

An array of services provided to engage 
older adults who may be reluctant or 

Continuing
program pending rollout 
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Older Adult 
Community 
Services Initiative 

Team for Older 
Adults (Elder 
Health) 

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 

Connections 
Program 

Case management and linkage services for 
older adults who are at risk of abuse as 
part of a collaboration with Adult 
Protective Services 

Continuing
N = 60
$2,517/client

In Home 
Outreach 

In Home 
Outreach 

Targeted outreach and engagement teams 
to identify and connect consumers with 
mental health needs to services (based on 
RISE model from Ventura County and IHOT 
model from Alameda County) 

Modified
Outreach N = 74 
Open clients N = 24

$12,226/client

AOA: Summary of Considerations for FY2023 
Considered for Modifications in 
FY2023

Summary Addressing this Area 
of Need

Community Services and 
Supports: Criminal Justice 
Services - FSP

FY23 Annual Update to increase capacity by 
50 slots at $ 857,010 (MediCal FFP $487,144), 
estimated MHSA Fiscal Impact at $369,866. 

Engage justice-
involved individuals in 
services. 

CWS Outpatient Services: 
Outpatient 

Based on capacity data trend this level of care 
is over capacity (104%) and requires an 
adjustment  in slots based on expected 
volume. Reallocated from ACT & IFSP 
adjustment. Adjust system capacity by adding 
700 slots at $4,629,725.00 

Improve access to 
outpatient services. 

Older Adult Based on capacity data trend this level of care 
is over capacity (101%) and requires an 
adjustment in slots based on expected 
volume. Reallocated from ACT & IFSP 
adjustment. Adjust system capacity by adding 
200 slot at $ 637,567.02. 

Improve access to 
outpatient services. 

Wellness and Recovery 
Medication Services (WARMS) 

Based on capacity data trend this level of care 
is over capacity (113%) and requires an 
adjustment  in slots based on expected 
volume. Adjust slots in this lower level of care 
as a step down from Outpatient. Maximize 

Improve access to 
outpatient services. 
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resources from ACT & IFSP adjustment. 
Adjust system capacity by adding 200 slots in 

Ethnic Outpatient Based on capacity data trend this level of care 
is over capacity (109%) and requires an 
adjustment in slots. Maximize resources from 
ACT & IFSP adjustment. & 
Reduction in dosage and service mix to add 
capacity. Adjust system  capacity by adding 
17 slots at  $ 84,212.85. 

Improve access to 
outpatient services. 

Specialized Outpatient: 
Hard of Hearing 

Currently over capacity by 16. Adjust current 
funding to add 20 slots to bring new capacity 
to 41 at $ 71,202.04. 

Improve access to 
outpatient services. 

Wellness Centers & Programs 
Individualized Supported 
Services (IPS) – Employment 

Consider adjusting budget & transitioning 
from INN to CSS in mid FY23.  INN Project 
funding sunsets January 2023. Estimated 
costs ongoing $1M annually. $ 600,000 to 
complete FY2023. 

Improve access to 
outpatient services 
and provide 
continuum in care 
coordination. 

CJS: Intensive Outpatient (IOP) Adjustment of  the annual clients served 
adding 11 slots cost of $20,900 per slot. 
Aftercare fund reallocation will cover this 
cost at an MHSA Fiscal Impact of $5,957 to 
cover remaining cost. 

Engage justice 
involved individuals in 
services. 

CJS: Transitional Housing Units 
(THU)

Adjustment to capacity by 20 slots due to a 
20-slot adjustment in previous RFP.
Reallocated from FACT & CJS-FSP
adjustments at $18,202.84 per slot.

Engage justice 
involved individuals in 
services. 

Office of Consumer Affairs • Adjust by transferring 1 FTE monolingual
code to language code from Office of
Family Affairs (OFA) to Office of
Consumer Affairs (OCA)

• Maximize resources to the self-help
center with most beneficiaries.

• Merge two 0.5 FTE to 1 FTE to maximize
services delivery and staff retention at
$103,803, consolidation results in net
zero fiscal impact.

Supporting an 
effective peer 
workforce. 
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Office of Family Affairs Add 1 FTE to a language code - maximize 
services to the monolingual population at an 
additional $2,040 (Language) 

Supporting an 
effective peer 
workforce. 
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Community Services and Supports: Full Service Partnership Estimate of FSP Clients to be served
The County must provide an estimate of the number of FSP clients to be served in each age group: children (0-15), 
transitional age youth (16-25), adult (26-59), and older adult (60 and older) for each fiscal year in the adopted Plan.
(Cal. Code Regs., title 9, § 3650(a)(3)).

For additional expanded details, please refer to:
Meeting #7:  Summary & Q&A Session of Proposed Considerations for FY2023
8/16  9:00am – 11:00am retrievable here: https://bhsd.sccgov.org/sites/g/files/exjcpb711/files/documents/MHSA-
FY2023-Planning-Summary-Considerations-8.16.21.pdf

Meeting #14: Summary of Recommendations Part 1 - CYF & AOA 
9/10 2:30pm – 5:00pm retrievable here: https://bhsd.sccgov.org/sites/g/files/exjcpb711/files/documents/MHSA-
Combined_Summary-9.10.2021.pdf

Prevention and Early Intervention: Program Summaries and Report appear in the Prevention and Early

Intervention Report Section. 



Community Services and Supports: Full Service Partnership 

Assertive Community Treatment 

Program Status Priority Population Service 
Category 

Numbers Served in 
2021 

Continuing ☒ Adult Ages 25-59

☒ Older Adult Ages 60+

FSP 145 

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. 

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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Summary: 
• The program has not discharged clients to provide a success story.  However, the success is that the

program is developing and clients coming out of the IMD are transition into ACT program.  The 24-hour
care liaisons receive 30 notice of client discharge, they initiate a call to the County of Santa Clara Call
Center for a new referral.  The capacity at each CCP is well balanced. Then the CCP begin up to 30
Outreach to engage client and continue direct service after the IMD discharge.

• IMD clients discharge into ACT program are stable.  CCP providing exceptional direct service.  Housing
expansions are underway lead by Housing Division Director for identified clients to begin independent
living in a Master Leasing with support in the community.  The impact as result of this is autonomy and
confidence to manage daily activities.

Intensive Full Service Partnership 

Program Status Priority Population Service 
Category 

Numbers Served 
in 2021 

Continuing ☒ Adult Ages 25-59

☒ Older Adult Ages 60+

FSP 439 

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 
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. 

Summary: 
o Intended outcomes to be achieved:

1)unserved and/or underserved communities who have struggled to engage in planned mental health
services and reduced reliance on crisis and inpatient psychiatric care
2) Successfully transition a client to lower levels of care while maintaining a successful recovery process
3) Improved functioning as defined through MORS score and Daily Living Activities Functional
Assessment (DLA-20)
4) Increase in the number of clients engaged in educational and vocational activities
5) Increased positive client service experience
6) Decrease in the number of clients frequenting inpatient psychiatric hospitals
7) Decrease in the number of hospital and institution days. Increase in the number of client reporting
satisfaction with services received twice a year.
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Success Stories: 

Client is a 33-year-old single, male. Client is diagnosed with Schizoaffective Disorder, unspecified and is 
currently receiving treatment through Intensive Full-Service Partnership (IFSP) Program. When services 
were initiated, the client was decompensating and extremely symptomatic due to his inability to maintain 
medication compliance. After numerous unsuccessful attempts in assisting the client to maintain 
medication compliance he was involved in a physical altercation with one of his house managers at his 
previous placement that resulted in him being arrested and eventually placed in the Emergency Psychiatric 
Services (EPS) unit located at Valley Medical Hospital. Once discharged from EPS, the client was eventually 
placed in an inpatient facility, in San Jose, California. The client has been working towards his treatment 
goals of increasing his use of healthy coping skills in order to improve his ability to manage his symptoms 
of auditory hallucinations, delusions, paranoia, anxiety, fatigue, loss of energy, irregular sleeping patterns, 
feelings of worthlessness and loneliness. Some of the action steps that the client has taken in order to 
reach his treatment goal has been for him to utilize grounding, and mindfulness techniques such breathing 
exercises, journaling, and mediation. As well as him participating in physical activities such as exercising, 
walking, yoga. Some of the services and support that has been provided to the client in order to help him 
reach his goals include case management services, collateral services, individualized therapy, rehabilitation 
services, psychiatric support services, and medication support services. With the services being provided 
and steps the client has been taking during treatment he has been able to make tremendous progress in 
his recovery, and not only has he been able to come close to accomplishing his goal, but he has also been 
able to maintain medication compliance, thus improving his overall quality of life.  

Adult Full Service Partnership (FSP) 

Program Status Priority Population Service 

Category 

Numbers Served in 

2021 

Continuing ☒ Adult Ages 25-59 FSP 446 

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 
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spectrum of community services so that the consumer can achieve his/her identified goals. 

Program Areas to Address: 
• The program has been functioning above and beyond expectations in regard 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.

Race 

Ethnicity Count 
Black/African American 2 

Hispanic 150 

Other Race 292 

Samoan 0 

Unknown 20 

Vietnamese 2 

White 6 
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Community Services and Supports: Full Service Partnership 

Justice Involved FSP 

Forensic Assertive Community Treatment 

Program Status Priority Population Service 

Category 

Numbers Served in 

2021 

Modified ☒ Adult Ages 25-59

☒ Older Adult Ages 60+

FSP 149 

Goals 

Outcome 1: Promote recovery and increase quality of life 

Outcome 2: Decrease negative 
homelessness 

outcomes such as incarceration, hospitalization, and 

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 

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). 

Summary: 
• 5 successful discharges

• Adjust Dosage from 14.0 to 12.0 hours a month.

• Adjustment in dosage of FACT resulting in a cost savings of $360,000 in Direct Services.

• Track I: Reappropriate client support funds by $230,000 to cost reimbursement.

• Track II: Reappropriate client support flex funds by $50,000 to cost reimbursement.
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Criminal Justice Full Service Partnership 

Program Status Priority Population Service 
Category 

Numbers Served in 
2021 

Modified ☒ Adults Ages 25-59 FSP 286 

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: 
• 72 successful discharges
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Community Services and Supports: General System Development (GSD) 
Permanent Supportive Housing 

Permanent Supportive Housing 

Program Status Priority Population Service 
Category 

Numbers Served in 
2021 

Continuing ☒ Adult 25-59 GSD 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 
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: 
• 143 served (without Outreach)

• 146 served (with Outreach)

• N= 66 currently active clients, of these, 60 (91%) are securely housed.

• All clients who entered our services in FY 19 or later: (18)  16 remain housed.

Story of Success: 

When S first came to Community Solutions, she had been homeless for seven years and thought that would be 
her life forever. She was referred to our Intensive Case Management (ICM) program by the Office of Supportive 
Housing and a local substance use treatment clinic for mental health services and permanent housing support.  

At the time, S was in and out of sober living environments and other community programs and often using 
drugs. The instability made it difficult for her to get permanent housing. She was not taking care of her physical 

63



and mental health, and was always fearful, thinking that something bad would happen to her in the community. 
When we met her, S was very nervous and fearful. She had a hard time communicating with her supports, and 
her mental health symptoms made it hard for her to know what was real and what was not. She was struggling 
with open court dates, the search for housing, and maintaining her sobriety in order to work on her mental 
health symptoms. She was not initially motivated to make major changes in her life. 

Through the ICM program, S began working with her case manager to find housing and connect to community 
resources for support with her medical conditions. She took part in rehabilitation services where she learned 
and engaged in skills, like self-affirmation to help when she heard people talking negatively about her. She 
started attending groups to learn ways to work on her personal safety and stay sober from substances. She also 
started seeing the psychiatrist and getting monthly injections, which made it easier for her to manage her 
confusing thoughts and hallucinations. 

Today, S meets with her case managers regularly, chooses to participate in services that help her manage her 
symptoms, and has created a positive network of support. She’s always in a positive mood and can name 
positive things about herself. She independently manages her injections and doctor’s appointments and does 
things in her daily life that make her happy. S says that the program taught her ways to deal with her 
negative thoughts about herself and to create healthy relationships. She also learned how to live on her own 
and care for her apartment. “I learned to live in a new environment away from my family,” she says. S takes 
better care of herself on a daily basis. She makes sure she exercises, practices heathy boundaries with others, 
and meets with her psychiatrist on a regular basis. She is starting to rebuild a better relationship with her 
family and set goals for herself. 

S says that what she values most from Community Solutions is the support she received. She feels like she has 
learned ways to be independent and meet her goals through the relationship she has with her case manager. 
She says that she would probably still be on the streets without help from the ICM program and Community 
Solutions. 

Average DLA-20 Scores for Active ICM Housing Clients

U477 U478 U819

Positive Change 50.00% 42.31% 50.00%

No change 0.00% 3.85% 0.00%

Negative change 33.33% 32.69% 30.77%

Initial Score WNL 0.00% 9.62% 1.92%

Initial only 16.67% 11.54% 17.31%
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Community Services and Supports: General System Development (GSD) 
Outpatient Services for Adults and Older Adults 

County Clinics 

Program Status Priority Population Service 
Category 

Numbers Served 
in 2021 

Continuing ☒ Adult Ages 25-59

☒ Older Adult Ages 60+

GSD 1,253 

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. 

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. 

Summary 

o Provided geographic specific mental health services to clients across the County of Santa Clara.
o Penetration rate increased in several demographics
o Improved timely access through the implementation of Same Day Access proces for new clients
o Improved successful discharges through graduation transition to a lower level of care
o Improved mental health and overall meaningful daily functioning.
o Clients were able to obtain stable housing.
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Success Story: 

Client is 34 years old Caucasian gay male with dx:  schizoaffective disorder and panic attacks, history of 
polysubstance dependence in sustained, Type II diabetes. Case was transferred from community clinic to 
Downtown Behavioral Health team due to aging out. Client has a long history of experiencing depression, 
anxiety, panic attacks, suicide ideations and attempts.  Report of history of cutting behaviors when feeling 
depressed, easily stressed, frustrated, and overwhelmed.  History of auditory hallucinations, paranoia, 
delusions, easily confused, agitated, and has disorganized thoughts.  Client had history of homelessness, drug 
addiction, picking fights with people, poor Insights, and judgement and about 15 psychiatric hospitalizations 
since 2004. When he first came to Downtown Behavioral Health, he was guarded, anxious, inquisitive.  He has 
difficulties trusting people due to his personal abandonment and rejection when he was growing up, guarded 
about receiving psychiatric services because he feels vulnerable regarding losing his treatment if he fails to 
comply with his treatment goal. Client is on Clozaril which really help to control his symptoms to maintain 
mentally and emotionally stable.  Ryan has moved to San Luis Obispo to live with his mother during the 
pandemic 5/2020 and he is connected with San Luis Obispo County Mental Health to continue mental health 
ongoing treatment. Client has achieved the goal to be stable/ hospitalization free for 6 years, abstinent from 
drug for 10 years, employment working at Dollar Tree, living with his mother and on the waiting list of 
Section 8 housing to get his own apartment. 

Community Services and Supports: General System Development (GSD) 

Hope Services: Integrated Mental Health and Autism Services 

Program Status Priority Population Service 
Category 

Numbers 
Served in 
2021 

Continuing ☒ Children Ages 0 – 15

☒ TAY Ages 16-24

☒ Adult Ages 25-59

☒ Older Adult Ages 60+

GSD 1,230 

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. 
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Program Update: 
o The program has increased slots and successfully build up the caseload. HOPE has increased 46% of clients

served compare to the previous year.
o Using the Flexible Fund, HOPE served about 100 adult clients by buying electronic devises so they can

participate in virtual counseling sessions.
o HOPE continue to coordinate serves with San Andreas regional Center, pioneering a coordinated treatment

model to serve clients who have been typically hard to engage.
o HOPE assisted clients to obtain COVID-19 vaccinations so over 50% of current adult clients are fully vaccinated.

Success Stories: 
1. 28-year-old man with anxiety and Autism. He successfully discharged from program after he got a job.
2. A 70 years old Mexican American woman with depression and an intellectual disability. Client has been in
counseling since 2020 and now she is participating in activities with friends and family.

Community Services and Supports: General System Development (GSD) 

CalWORKs Community Health Alliance 

Program Status Priority Population Service 
Category 

Numbers Served 
In 2021 

Continuing ☒ Adult Ages 25 – 59 GSD 285 

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 on- 
site 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. 

Summary: 
o Increased clients served during COVID19.Despite the difficulty with adjusting to the pandemic, staffs are

successful to provide counseling services and case management services through phone and telehealth and
be able to engage clients continue the services provided. Clients were able to continue receiving service via
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telehealth both counseling and psychiatry to avoid decompensation and to higher level of care. 

o Penetration rate increased in several demographics
o Improved timely access.
o Increased clients’ ability to gain and maintain meaningful employment

o Increased clients’ ability to increase knowledge base and skill set through education and vocational
training. 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.

o Shelter-in-place and Covid 19 continue to be a barrier. Unable to do outreach at co-locations, which
limited new admissions. Not all staff and clients are 100% comfortable with in person services.  It has
been difficult to get access to CalWIN and we are still in the process to get access.

o It was difficult engaging clients using telehealth and phone because many clients do not have privacy at
home and they were distracted by their children, partner, family members, and pets. Some client felt
using telehealth/phone loses the authenticity of therapy and the connectivity. Working from home was
a challenge because they do not have the workspace at home.

o Program also has challenge to engage some clients because they were extremely overwhelmed with
online school and work from home and lacked certain resources (e.g. smart phone or laptop) but also
struggled with having a quiet and private space to talk. Not having direct access to printers, fax, scan
machines posed a challenge as well.

Success Story 
Client is a 30 y/o White heterosexual single mother with one 5 y/o son.  The child's father mentally and 
physically abused her for 5 years.  They separated now.  Client and her kid live with her aunt and uncle 
who are the main supportive persons since she was a child.  She never met her biological parents. Mother 
passed away right after she was born.  Client was referred from Mental Health Call Center two years ago 
for depression and panic attacks. When opening her case, client suffered from symptoms of low self-
esteem, excessive crying, depressed mood, excessive and constant worry, worry thoughts, racing thoughts, 
heart pounding, whole body shaking, and shortness of breath which negatively impacted her functions in 
social situations.  In addition, client used to use drugs to self-medicate which worse her mental health.      
In the past two years, client made progress in different areas.  With counseling, client realized and was 
able to make connection between the consequences of using drugs and mental health.   She learned that 
she was not able to make progress in mental health if she continued using drugs.  Therefore, client 
motivated herself to attend a six-month residential program for stop self-medicate.  She was able to 
maintain clean and sober from drugs to stop self-medicate for about one year now. Besides, client actively 
attended mental health treatment to learn positive coping skills and apply in daily life to deal with panic 
attacks and depression, including deep breathing exercise, positive self-talks, writing journal, assertiveness 
techniques, exercise, and mindfulness techniques.   Plus, Client took prescribed medication by AACI 
psychiatrist to help manage panic attacks and depression symptoms.  Client's self-esteem was increased.  
She likes herself more.  She was able to spend more quality time on her kid.  She was able to set boundary 
with abusive kid’s father to stay away from him.  She increased positive interactions with significant 
others. During shelter in place order for Covid-19, client continues doing positive things to reduce panic 
attacks and depression.  She planned and went hiking with cousin, kids, and other family members often. 
And client also attended job interviews and planned to start working after her son return to school. In 
general, client felt less depressed and less panic.  She felt happier and more hopeful now.  Client is grateful 
about her progress in this mental health program. 

Justice Services Initiative 
Criminal Justice Residential and Outpatient Treatment Programs 

Program Status Priority Population Service Category Numbers Served 

in 2021 
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Continuing ☒ Adult Ages 25-59 GSD 59 (outpatient) 

100 (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

o Parole

o 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. 15 successful discharges during this reporting period.  

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. 8 successful discharges during this reporting period.  
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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. 

Criminal Justice Services - Outpatient Services 

Program Status Priority Population Service 
Category 

Numbers Served in 
2021 

Continuing ☒ Adult Ages 25-59 GSD 164 

Goals 

Outcome 1: Increase stability and quality of life 

Outcome 2: 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: 

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. 
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Community Services and Supports: General System Development (GSD) 

Faith Based Resource Centers 
(Re-entry) 

Program Status Priority Population Service Category Numbers Served 
in 2021 

Modified ☒ Adult Ages 24-59 GSD 747 

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, 

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 faith- 
based 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. 

Summary: 
• A total of 240 clients were successfully discharged from the program equipped with life skills and more

additional resources to maintain their wellness.
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Community Services and Supports: General System Development (GSD) 

Mental Health Urgent Care 

Program Status Priority Population Service Category Numbers Served 

in 2021 

Continuing ☒ TAY Ages 16-24

☒ Adult Ages 25-59

GSD 2,081 

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. 

Community Services and Supports: General System Development (GSD) 

Crisis Stabilization Unit and Crisis Residential Treatment 

Program Status Priority Population Service Category Numbers 
Served in 2021 

Modified ☒ Adult Ages 25-59

☒ Older Adult Ages 60+

GSD 1,141

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. 
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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. 
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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 2021 

Continuing ☒ TAY Ages 16-24

☒ Adult Ages 25-59

☒ Older Adult Ages 60+

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 18- 
59 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. 
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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 Priority Population Service 
Category 

Numbers Served in 2021 

Continuing ☒ Older Adult Ages 60+ FSP 493 

Goals 

Outcome 1: Promote recovery and increase quality of life 

Outcome 2: Decrease negative 
homelessness 

outcomes such as hospitalization, incarceration, and 

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: 
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: 

o Based on the number of clients served for this period, the programs have been functioning above and
beyound expections in regards to number of consumers contracted and served. Several clients obtained
housing, some reported to have obtained employment, and most discharged to outpatient services due to
increase functioning
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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 Priority Population Service 
Category 

Numbers Served in 
2021 

Continuing ☒ Older Adult Ages 60+ GSD 999 

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 in living 
situation. Programs under this category: Outpatient Program (formerly PEI Outpatient Services Program); 
Intensive Outpatient Program; and, Golden Gate Comprehensive Older Adult Program. 

Summary : 
o The count of unduplicated Older Adult clients seen by the three OA specific programs for the fiscal

year was 999. The programs were only contracted to serve 677, so the programs excelled in
meeting their targeted capacity; they served 322 more clients than contracted.

o On average the MORS scores for the population served had successful discharges at 23% with a
MORS and 38% without a MORS.

o Pandemic concerns led to many clients being reluctant to engage with in-person visits, yet many
also had challenges in using telehealth technology.

o Many Older Adult clients were able to adapt to new technologies, and continued to receive needed
services, while maintaining pandemic safety protocols.

o Many older adults were able to continue services with proper safety and hygiene protocols in
place, to recover more quickly.

o Continue to work with Older Adults to keep them familiar with telehealth technologies as they
develop. Meet with this target population with their preferred method of contact.
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Community Services and Supports: General System Development 

Older Adult Community Services Initiative 

Connections Program 

Program Status Priority Population Service 
Category 

Numbers Served 
in 2021 

Continuing ☒ Older Adult Ages 60+ GSD 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. 
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MENTAL HEALTH SERVICES ACT 

3-YEAR PREVENTION & EARLY INTERVENTION

EVALUATION DATA REPORT 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

SANTA CLARA COUNTY BEHAVIORAL HEALTH SERVICES DEPARTMENT 

Prevention and Early Intervention (PEI) Description 
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INTRODUCTION 

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 three-year 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 2in 

020, 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. Prevention Program

2. Early Intervention Program

3. Outreach for Increasing Recognition of Early Signs of Mental Illness Program

4. Access and Linkage to Treatment Program

5. Stigma and Discrimination Reduction Program

6. Timely Access to Services for Underserved Population Program

7. Suicide Prevention Program
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Key State Defined PEI Strategies  
 

1. Access and Linkage to Treatment 

2. Improving Timely Access to Services for Underserved Populations 

3. Strategies that are Non-Stigmatizing and Non-Discriminatory  

4. 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, focusing on evaluation data and outcomes from FY2019 to FY2021 as part of the 

3-year PEI evaluation data report. 
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Local PEI Program Alignment with State Requirements 

State Defined PEI Program PEI Program Name 

1. Prevention Program Violence Prevention Program 

(implementation planned for FY22) 

Intimate Partner Violence Prevention 

Program 

(implementation planned for FY22) 

Support for Parents 

Promotores 

(implemented in FY21) 

2. Early Intervention Program Raising Early Awareness Creating Hope 

(REACH) 

Integrated Prevention Services for Cultural 

Communities (IPSCC) 

(previously called Integrated Behavioral 

Health) 

Elder Story Telling 

(implemented in FY21) 

School Linked Services (SLS) Initiative 

3. Outreach for Increasing Recognition of Early

Signs of Mental Illness

Older Adult In-Home Peer Respite Program 

(implemented in FY21) 

Community Wide Outreach and Training 

(program ended FY21 and funding 

reallocated to other PEI programs) 

Law Enforcement Training 

4. Stigma and Discrimination Reduction New Refugees Program 

Cultural Communities Wellness Program 

(previously called Ethnic and Cultural 

Communities Advisory Committees – 

ECCACs) 

Culture is Prevention 

(transferred to Culture-Specific Wellness 

Centers starting FY21) 
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State Defined PEI Program PEI Program Name 

5. Access and Linkage to Treatment Services for Children 0-5 

Office of Consumer Affairs 

Office of Family Affairs 

Re-entry Resource Centers 

LGBTQ+ Access and Linkage 

(implemented in FY20) 

Mental Health Advocacy Project 

(Reported in FY18-20 expenditure report, 

but not MHSA funded) 

6. Suicide Prevention  Suicide Prevention Strategic Plan 

7. Improve Timely Access to Services for 

Underserved Populations 

Culture-Specific Wellness Centers 

(LGBTQ+ Wellness Center implemented in 

FY20, others implemented in FY21) 
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PREVENTION PROGRAMS 
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VIOLENCE PREVENTION PROGRAM & INTIMATE PARTNER 
VIOLENCE PREVENTION 
PEI Prevention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

Program Description 

In partnership with communities and County Departments, redirecting attention to a growing community need regarding 

intimate partner violence. 

The County of Santa Clara Behavioral Health Services Department (BHSD) will RFP this program in September 2021, and the 

program will be implemented in Spring 2022. For this reason, there is no data to present for this reporting period.   

This program will serve 16 years old and above under and unserved individuals in the county.  This program will provide 

education and outreach to the community.  BHSD was doing due diligence and meeting with partners in the county, 

including Public Health, Office of Gender-Based Violence Prevention, Probation Department, to better understand existing 

programs. Moreover, the meetings were to see the possibility of joining together in funding to expand existing programs in 

serving Violence Prevention and Intimate Partners Violence individuals.  

The pandemic resulted in further delay for many county staff across departments deployed as disaster workers across 

departments. This project was the transition to another staff during the pandemic.  With the unforeseeable circumstances, 

the project start was impacted. 

The program will focus on preventing dating violence, domestic abuse (DA), and IPV through trainings, presentations, 

education, outreach, and mental health education, in various community locations such as housing shelters, community 

centers, religious organizations, colleges, food banks, and resource centers. Presenting in the community will allow the 

information to be more widely disseminated to at-risk and vulnerable populations. The program will bring awareness of 

dating violence by teaching clients about healthy relationships and safe boundaries to prevent DA and IPV to clients 16 

years of age and older who are unserved and underserved. 

Tentatively Planned Program Goals, Objectives & Outcomes 

Tentatively planned goals: (Program implementation is Spring 2022) 

1. Increase knowledge about safe and healthy relationship skills. 

2. Disrupt the developmental pathways toward IPV. 

3. Support clients to increase safety and lessen harm. 

4. Increase access to ethnic and culturally reflective, strengths-based behavioral health outreach, education, 

preventive counseling, and trainings that are culturally and linguistically appropriate. 

5. Ensure early access for behavioral health (BH) at nearby clinics, to lower BH illness and suicide rates, enhance 

wellness and resilience, and reduce barriers to health education/services.  

6. Reduce disparities in timely access to related information, services, and supports for the target population.  

7. Increase target population’s knowledge and skills that contributes to increasing prevention of IPV. 

8. Increase collaboration with other community organizations providing support and services to at-risk clients of IPV. 

9. Increase collaboration with community stakeholders and organizations to serve ethnic- and culture-specific 

underserved, underrepresented, unserved and/or multicultural populations including LGBTQ+ communities. 

10. Increase suicide prevention awareness among members of all targeted age groups, by helping to inform the clients 

of the factors and symptoms of mental health issues; and 

11. Increase protective factors that may lead to improved mental, emotional, and relational functioning. 
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Tentative Prevention Program Objectives: 

1. Inform and educate clients about warning signs of IPV and DA. 

2. Increase client’s ability to identify potential stressors and signs of unhealthy relationships. 

3. Foster healthy relationships in TAY, adults, and older adults through education and outreach. 

4. Increase the awareness of behavioral health stressors and protective factors which effect DA and IPV clients. 

5. Identify red flags in IPV relationships and refer client to appropriate services and resources. 

6. Increase and strengthen the natural support systems, self-help, and other types of support systems. 

 

Tentative Outcomes: 

1. Culture and diversity needs. 

2. Consider the need for a broader offering of post-crisis intervention. 

3. Assess points of coordination and collaboration. 

  

86



SUPPORT FOR PARENTS 
PEI Prevention Program 

The Support for Parents program in Santa Clara County covers 4 different programs 

1. Mentor Parent Program

2. Nurse Family Partnership

3. Reach Out and Read

4. Triple P

The following pages describe the evaluation components and share the data for each component. The total 

cost per person, across all four programs can be found below. 

Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Duplicated N = 2,128 Duplicated N = 14, 284 Duplicated N = 19,051 

Number 

Served 

Program 

Expenditure** 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

2,128 $594,422 $279 14, 284 $601,148 $42 19,051 $516,517 $27 
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SUPPORT FOR PARENTS: MENTOR PARENTS PROGRAM  
PEI Prevention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The Mentor Parents Program provides early intervention supports to a selective population of substance dependent parents 

whose children have been or currently are at risk of being removed from their care. Mentor parents work in conjunction with 

Dependency Advocacy Center (DAC) attorneys to encourage early engagement in recovery-oriented services and 

provide guidance to parents in addressing barriers impacting recovery and reunification. Mentor parents, because of their 

own previous involvement with the child welfare system, can share lived experiences with parents currently at risk of or 

engaged in the dependency system. 

2. Program Indicators  

The Mentor works closely with the client, the client’s attorney, and various service providers to provide the best advocacy 

and support possible. The Mentor’s training coupled with his or her real-life experience as a former parent in the child 

welfare system allow for non-threatening, supportive, and strength-based interactions between client and mentor; thereby 

increasing the likelihood that the parent will provide information necessary to support the early identification of mental 

health disorders and they are instrumental in helping clients access community-based resources that are outside the court 

mandated case plan critical to family success with reunification, such as housing, employment, transportation, childcare, 

parenting, domestic violence, educational, and vocational opportunities. Through the support of the mentor parents, 

parents currently navigating the dependency and child welfare systems are supported to engage with their case plan and 

learn from the mentor parents to promote reduction of prolonged suffering and involvement with child welfare. 

3. Program Goals, Objectives & Outcomes 

1: Engage and encourage parent/guardian involvement in their child’s academic success and school 

2: Strengthen parent/guardian and child’s relationship and support a healthy relationship  

3: Support maintaining a child at home with parent/ guardian 

4. Evaluation Activities  

Mentor Parent Program engages in a comprehensive evaluation process and a thorough review of every parent and legal 

guardian entering the Court’s Juvenile Dependency system at every detention and initial hearing. The evaluation consists of 

reading the Department of Family and Children’s Services court report with particular attention to the legal petition, social 

worker’s narrative, and recommended service referrals. Additionally, the process includes interfacing with the assigned 

attorney to discuss the potential for a Dependency Wellness Court (DWC) application, as well as a cross-reference check 

for a client’s previous history with the court system and the Mentor Parent program. As a significate partner to DWC, the 

Mentor Parents incorporate information gathered from the multi-disciplinary team members to support the client in their 

recovery and help to resolve any of the barriers to reunification and/or recovery identified by the team. 

Evaluation and review of  every parent has allowed targeted outreach efforts to fathers in the Dependency System and 

parents in custody. As a result, DAC and the Mentor Parent Program has maintained two mentor father positions to connect 

with in-custody parents at the courthouse.  

DAC utilize a Client satisfaction Survey and an evaluation tool developed by San Jose State University’s School of Social 

Work. This tool, the Self-Sufficiency Matrix, focuses on examining the Mentor Parent Program’s impact on increased client 
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self-sufficiency. It examines areas of housing, employment, transportation, life skills, family/social relations, community 

involvement, parenting skills, legal, and substance abuse. Administration of the surveys have been impacted due to the 

COVID-19. 

5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

0 – 15 years       

16 -25 years 35 14% 43 16% 24 11% 

26- 59 years 209 86% 244 84% 187 89% 

60+ years       

Prefer not to 

answer 

      

Unknown       

Unduplicated 

Total 

244 100% 277 100% 211 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

American 

Indian or 

Alaska 

Native 

5 2% 9 3% 8 4% 

Asian 20 8% 17 6% 10 5% 

Black or 

African 

American 

17 8% 16 6% 14 6% 

Native 

Hawaiian or 

Other Pacific 

Islander 

      

White/ 

Caucasian 

127 52% 200 72% 153 73% 

Other       

More than 

one race 
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Prefer not to 

answer 

6 2% 32 12% 26 12% 

Unknown 69 28% 3 1% 

Unduplicated 

Total 

244 100% 277 100% 211 100% 

FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Hispanic or 

Latino: 

Caribbean 2 .74% 

Central 

American 

1 .36% 1 .5% 

Mexican/ 

Mexican 

American/ 

Chicano 

65 27% 24 11% 

Puerto Rican 3 1.25% 

South 

American 

1 .36% 1 .5% 

Hispanic/ 

Latino 

(undefined) 

Other 

Hispanic/ 

Latino 

12 5% 87 41% 

Hispanic or 

Latino 

Subtotal 

Non-Hispanic 

or Non-Latino 

as follows: 

African 7 2% 12 6% 

Asian Indian/ 

South Asian 

1 .5% 

Cambodian 

Chinese 1 .36% 1 .5% 
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Eastern 

European 

      

European 15 6% 13 5% 11 5% 

Filipino   4 1.5% 6 3% 

Japanese       

Korean       

Middle 

Eastern 

  3 1.25% 2 1% 

Vietnamese   5 2% 2 1% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

      

Other Non-

Hispanic/ 

Non-Latino 

96 39% 141 51% 19 9% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

      

More than 

one ethnicity 

9 4% 28 10% 22 10.5% 

Prefer not to 

answer 

47 19% 53 19% 22 10.5% 

Unknown   15 5%    

Unduplicated 

Total 

244 100% 277 100% 211 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Male 99 40% 111 40% 92 43.5% 

Female 144 60% 166 60% 117 55.5% 

Prefer not to 

answer 

    2 1% 

Unknown       
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Unduplicated 

Total 

244 100% 277 100% 211 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Male 92 38% 111 40% 92 43.5% 

Female 132 54% 162 59% 117 55.5% 

Transgender 

(Male to 

Female) 

      

Transgender 

(Female to 

Male) 

      

Transgender 

(Undefined) 

      

Genderqueer       

Questioning 

or Unsure 

      

Another 

gender 

identity 

      

Prefer not to 

answer 

20 8% 3 1% 2 1% 

Unknown       

Unduplicated 

Total 

244 100% 277 100% 211 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Gay or 

Lesbian 

      

Heterosexual/ 

Straight 

178 73% 209 75.45% 188 89.1% 

Bisexual 3 1.23% 5 1.8% 3 1.43% 
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Questioning/ 

Unsure 

1 .40%     

Queer     1 .47% 

Another 

sexual 

orientation 

7 2.87% 7 2.53%   

Prefer not to 

answer 

55 22.5% 56 20.22% 19 9% 

Unknown       

Unduplicated 

Total 

244 100% 277 100% 211 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

English 215 88% 232 84% 171 81% 

Spanish 23 9.5% 40 14% 35 16.5% 

Vietnamese 3 1.25%   1 .5% 

Chinese       

Tagalog       

Farsi       

Other     4 2% 

Prefer not to 

answer 

      

Unknown 3 1.25% 5 2%   

Unduplicated 

Total 

244 100% 277 100% 211 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Active 

Military 

      

Veteran   2 .8% 4 2% 
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Served in 

Military 

Family of 

Military 

No Military 

Prefer not to 

answer 

Unknown 244 100% 275 99.2% 207 98% 

Unduplicated 

Total 

244 100% 277 100% 211 % 

FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Difficulty seeing 8 3% 2 1% 

Difficulty 

hearing or 

speaking 

3 1% 1 .5% 

Other 

communication 

disability 

Cognitive 

Physical/ 

Mobility 

3 1% 1 .5% 

Chronic Health 

Condition 

6 2% 2 1% 

Other non-

communication 

disability 

24 9% 19 9% 

No Disability 202 73% 170 81% 

Prefer not to 

answer 

31 11% 7 3% 

Unknown 244 100% 9 4% 

Unduplicated 

Total 

244 100% 277 100% 211 100% 

*Participants may choose more than one option for Disability.
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6. Referrals 

Through fostering a supportive and collaboration relationship Mentor Parents gather information necessary to support the 

early identification of mental health disorders and they are instrumental in helping clients bridge engagement with the DWC 

mental health liaison and access community-based resources that are outside the court mandated case plan and critical 

to family success with reunification. Although no referrals were made for higher level of care, continued coordination with 

DWC mental health liaison and community resources were provided, such as housing, employment, transportation, 

childcare, parenting, domestic violence, educational, and vocational opportunities.  

FY20: During this period the following community resources and referrals were supported:  

 

FY21: During this period the following community resources and referrals were supported:  

 

7. Group Services Delivered 

This program did not offer group services during this reporting period. 

8. Detailed Outcomes 

Mentor Parents provide varying degrees of service that largely depends on how much the parent wishes to engage with 

the Mentor and whether the parent chooses to participate in DWC. Services provided by the Mentor Parents can include, 

but are not limited to the following: helping the client navigate the court system, providing support, sharing their 

experiences as a parent in the system, accessing services, identifying community resources, attending DFCS Child Family 

Team meetings, attending all court hearings, visiting clients in the field (i.e. at residential treatment facilities, at 12-step 
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meetings, etc.), guiding the client through DWC phase work, coaching a client on how to interface with service providers, 

working with the attorney to advocate for the client. It is difficult to narrow in on a specific data set due to the nature of 

Juvenile Dependency cases. Cases last for varying lengths of time – a case can close in a few months or last several years. 

With cases that span several years, goals are still being achieved and supported by the parent’s mentor parent.  

FY19: Efforts to engage the underserved population of fathers and incarcerated parents requires an increase of outreach 

and advocacy. More robust data tracking to present successful outcomes for this program needs to be in consideration 

and discussion.               

FY20: 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. 

FY21:  43 new parents began participating in DWC out of the total 338 DWC participants, 67 parents completed or 

otherwise exited the program, and 19 cases closed with positive resolutions for the families – namely, the child remaining 

with the parent or reunification with the parent and subsequent dismissal of their legal case. The goal of the Mentor Parent 

Program is that parents will become more self-sufficient over time and the parents continue to work with their mentor 

parent. Of 46 client Self-Sufficiency surveys completed, results indicated increases across all domains. However, it has been 

a challenge for DAC to collect the Self-Sufficiency survey at 12 months since the shelter-in-place orders went into effect. 

DAC is working on alternative ways to collect this information during shelter-in-place orders. 

 

Client Success Story 

Melissa’s client, Ann, is the perfect example of success. She was willing to get sober right after Melissa and Ann met 

following Ann’s first court date. Ann called Melissa to ask how to get started with services. Within the first week, she had a 

SUTS assessment date, a DWC orientation date and she had started randomly drug testing per court orders. 

Ann faced many challenges along the way in her dependency case. She had health issues that included chronic pain; 

however, she did not let this get in the way of her recovery. Ann had been using medical marijuana for pain. She decided 

due to her newfound recovery she would explore other means to address her pain. Her recovery and clean tests were 

especially important to her, so she stopped using marijuana. 

Ann was very receptive to feedback from the DWC team, including from her mentor Melissa, and she was willing to 

change. This is in part why she has done so well in her recovery and with her case plan. Within three months of court 

involvement, Ann was having unsupervised visits at her home as well as extended visits on the weekends. In addition to her 

working on her recovery, her relationship with her daughters was improving as well. 

Ann recognized that the girls’ removal ultimately inspired her to make difficult changes in her life. She has benefited from 

parenting classes and wraparound services, as well as therapy. Ann demonstrates healthy boundaries with her girls and 

talks to them with love and understanding. Ann never received therapeutic support in the past. Through therapy, Ann 

understood that she never got a chance to grieve the loss of her husband and that drinking was her way of coping with the 

loss. Ann has now learned how to feel and proudly expresses her emotions in a healthy way without the use of alcohol or 
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other substances. Ann put her sobriety first and stayed focused on her case plan. She utilized all the services that were 

offered to her and has learned so much in the process. Within six months her daughters were returned to her under a 

program of Family Maintenance. 

Ann tells Melissa she has not felt this happy in a long time. She also says the girls are glad to be home and express how 

proud they are of their mom. Ann has had her children home for a little over six months. She celebrated her first-year 

sobriety birthday last month. Her case was recently dismissed with the court giving her full custody. Ann is still attending her 

AA meetings, working with her sponsor and is currently on step 6. Her goal is to share her own experience, strength and 

hope with mothers in recovery, knowing this is what saved her life. Ann strongly believes if she can do it at age 64 then 

anyone can achieve recovery. She is a firm believer that recovery and acceptance were the answer to her problems. Ann 

also believes her involvement with DFCS, and the courts was necessary for her to become the best version of herself. She is 

now an incredibly grateful recovering alcoholic 

9. Evaluation Summary

FY19: DAC has been able to support DWC clients with Mentor Parents that are bilingual. Outreach efforts continue, to 

engage fathers. Research done through a partnership with San Jose State University School of Social Work noted 

percentage of parents that were able to reunify or in progress of reunification with their child was higher among program 

graduates than client who withdrew before graduation.  Research also showed that clients achieved greater self-

sufficiency in all areas over the course of their participation in DAC and DWC services. 

FY20: DAC acquired funding donation to purchase computers and created a computer loaner program to support client’s 

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.  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 

FY21: Fathers in the dependency system have historically been underserved. DAC’s Mentor Parent Program recognize that 

this is a population that continues to need resources and attention. DAC currently has two mentor father positions to 

engage fathers throughout the dependency process and encourage them to be active participants in their children’s lives. 

Mentors are consistently seeking out untapped resources for fathers, speaking at and attending fatherhood conferences, 

CFTs, recovery meetings, as well as many other activities that parents feel they need support. Mentors meet in the 

community with their clients and encourage positive co-parenting when possible. 

As a result of the COVID-19 pandemic, and the less frequent court dates and in - person contact over the past year, DAC 

expanded its capability to outreach to DWC eligible parents in an effort to engage more of this target population. These 

efforts resulted in an increase to DWC participation for those that would have otherwise decline DWC Services. DAC will 

continue to evaluate its ability to serve non-DWC eligible clients for as long as possible while also giving the full-service array 

to those clients who choose to join DWC. 

. 
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SUPPORT FOR PARENTS: NURSE FAMILY PARTNERSHIP  
PEI Prevention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

Nurse Family Partnership (NFP) is a countywide, community-based program providing first time mothers who reside in the 

County’s high-risk communities with prenatal and postpartum support. NFP targets low-income mothers who are pregnant 

with their first child before the 28th week of pregnancy. Priority is given to expectant mothers involved with the mental 

health system, foster care system, juvenile/criminal justice systems, and schools in identified investment communities. NFP is 

comprised of a team of eight public health nurse home visitors. Each public health nurse can carry a caseload of 25 first-

time mothers to deliver home visits from pregnancy until the child’s second birthday. 

2. Program Indicators  

A Nurse Family Partnership (NFP) nurse explores six important key domains of program:  Personal health, Environment health, 

Life course development, Maternal Role, Family and friends, and Health and Human services.  The time spent in each 

domain may vary depending on the mother’s situation and needs throughout the stages of the program (Pregnancy, 

Infancy and Toddlerhood).  The ability to assess client’s status also allows for a more rapid identification and intervention for 

clients experiencing the onset of psychiatric illness.  One of the NFP program’s missions is to promote health equity and 

eliminate disparities to improve the outcomes of the mothers and children who we serve.  With the NFP Program being a 

long-term home visitation program, it enables nurse home visitors the ability to screen clients for prenatal, and postnatal 

depression and possible suicide risk at multiple intervals (5) throughout the two-and-a-half-year period.  

3. Program Goals, Objectives & Outcomes 

1: Engage and encourage parent/guardian involvement in their child’s academic success and school  

2: Strengthen parent/guardian and child’s relationship and support a healthy relationship  

3: Support maintaining a child at home with parent/ guardian 

4. Evaluation Activities  

The Nurse-Family Partnership (NFP) Program is a client-centered, evidenced-based community health program through 

consistent home visits by a public health nurse (PHN) who provides individualized parent coaching to ensure that the visits 

and materials are relevant to the mother.  The PHN can also help identify the risk factors that can lead to maternal and 

child mortality.  The three main goals of the NFP Program include: 1) Improving pregnancy outcomes, 2) Improving child 

health and development, and 3) Improving the economic self-sufficiency of the family, aligned with the County’s MHSA 

goals of 1) Reducing stigma and discrimination, 2) Reducing disparities in access to mental health services, 3) Reducing 

Psycho-Social impact of trauma, 4) Intervention of at risk children, youth, and young adults experiencing onset psychiatric 

illness, and 5) Reducing and preventing of suicide risk. The alignment of the NFP Program goals can occur, as priority of 

referrals are given to mothers who are high risk including teen mothers, history of foster care, and families who receives 

traditional outpatient mental health services due to complex risk factors including substance abuse, community violence, 

interpersonal family violence, general neglect, and exposure to trauma.   

The strength based therapeutic relationship between the nurse home visitor and the new/ expecting mother allows for the 

opportunity for a nurse home visitor to conduct comprehensive nursing assessment and identify social determinants of 

health and provide early intervention for critical behavioral changes needed throughout the two-year span. The ability to 

assess client’s status also allows for a more rapid identification and intervention. Since the NFP Program is a long-term home 
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visitation program, it also provides nurse home visitors the ability to screen the clients for prenatal, and postnatal depression 

and possible suicide risk, at five different time intervals, over the two-and-a-half-year period. The utilization of standardized 

evidenced based screening/assessment tools, such as the Ages and Stages Questionnaire- 3rd edition (ASQ-3), Ages and 

Stages Questionnaire: Social Emotional 2nd edition (ASQ:SE- 2), Edinburgh Postnatal Depression Scale, Generalized Anxiety 

Disorder Assessment (GAD-7), Intimate Partner Violence (IPV) Screening, and life course goals related to subsequent 

pregnancies, school enrollment and workforce participation. In addition, the Public Health Department distributes Customer 

Satisfaction Survey twice in the year. 

5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

0 – 15 years 147 48%     

16 -25 years 95 31% 70 54% 5 8% 

3126- 59 

years 

63 21% 59 46% 58 92% 

60+ years       

Prefer not to 

answer 

      

Unknown       

Unduplicated 

Total 

305 100% 129 100% 63 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

American 

Indian or 

Alaska 

Native 

3 1%     

Asian 48 16% 15 12%   

Black or 

African 

American 

3 1% 1 .5%   

Native 

Hawaiian or 

Other Pacific 

Islander 

4 1% 2 1.5%   

White/ 

Caucasian 

182 60% 66 51% 59 94% 
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Other   5 4%   

More than 

one race 

4 1% 8 6%   

Prefer not to 

answer 

61 20% 32 25%   

Unknown     4 6% 

Unduplicated 

Total 

305 100% 129 100% 63 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Hispanic or 

Latino: 

 

Caribbean       

Central 

American 

12 4%     

Mexican/ 

Mexican 

American/ 

Chicano 

180 59%     

Puerto Rican       

South 

American 

2 1%     

Hispanic/ 

Latino 

(undefined) 

    42 67% 

Other 

Hispanic/ 

Latino 

26 8%     

Hispanic or 

Latino 

Subtotal 

      

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 3 1%     

Asian Indian/ 

South Asian 

4 1%     

100



Cambodian       

Chinese 6 2%     

Eastern 

European 

      

European 12 4%     

Filipino 11 4%     

Japanese       

Korean       

Middle 

Eastern 

      

Vietnamese 24 8%     

Non-

Hispanic/ 

Non-Latino 

(undefined) 

4 1%     

Other Non-

Hispanic/ 

Non-Latino 

      

Non-

Hispanic or 

Non-Latino 

Subtotal 

    17 27% 

More than 

one ethnicity 

      

Prefer not to 

answer 

4 1%   4 6% 

Unknown 17 5% 129 100%   

Unduplicated 

Total 

305 100% 129 100% 63 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Male 78 26% 48 37%   

Female 227 74% 81 63% 63 100% 
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Prefer not to 

answer 

      

Unknown       

Unduplicated 

Total 

305 100% 129 100% 63 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Male 78 26% 48 37%   

Female 227 74% 81 63% 63 100% 

Transgender 

(Male to 

Female) 

      

Transgender 

(Female to 

Male) 

      

Transgender 

(Undefined) 

      

Genderqueer       

Questioning 

or Unsure 

      

Another 

gender 

identity 

      

Prefer not to 

answer 

      

Unknown       

Unduplicated 

Total 

305 100% 129 100% 63 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Gay or 

Lesbian 
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Heterosexual/ 

Straight 

      

Bisexual       

Questioning/ 

Unsure 

      

Queer       

Another 

sexual 

orientation 

      

Prefer not to 

answer 

      

Unknown 305 100% 129 100% 63 100% 

Unduplicated 

Total 

305 100% 129 100% 63 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

English 143 47% 61 47% 47 75% 

Spanish 121 40% 47 36% 14 22% 

Vietnamese 18 6% 2 2% 2 3% 

Chinese       

Tagalog 1 .3%     

Farsi       

Other 4 .7%     

Prefer not to 

answer 

  5 4%   

Unknown 18 6% 14 11%   

Unduplicated 

Total 

305 100% 129 100% 63 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 
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Active 

Military 

      

Veteran       

Served in 

Military 

      

Family of 

Military 

      

No Military       

Prefer not to 

answer 

      

Unknown 305 100% 129 100% 63 100% 

Unduplicated 

Total 

305 100% 129 100% 63 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

# 

Served 

% Of 

Served 

Difficulty seeing       

Difficulty 

hearing or 

speaking 

      

Other 

communication 

disability 

      

Cognitive       

Physical/ 

Mobility 

      

Chronic Health 

Condition 

      

Other non-

communication 

disability 

      

No Disability       

Prefer not to 

answer 

      

Unknown 305 100% 129 100% 63 100% 
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Unduplicated 

Total 

305 100% 129 100% 63 100% 

*Participants may choose more than one option for Disability. 

6. Referrals 

For many of the mothers enrolled in the program, the transition to motherhood can be challenging as some have 

experience in isolation, abuse, relationship problems with father of baby, lack of family/friend support and many other 

adversities. This is the critical time that a nurse home visitor can be extremely helpful in providing community resources at 

linkage to an array of supportive services to mothers and their children.  Although higher level of referrals was not identified, 

the following referrals were supported:  

FY20: There were 614 referrals made by NFP and below are the top 8 referrals made for clients  

 

FY21: There were 103 referrals made by NFP and below are the top 9 referrals made for clients 

 

7. Group Services Delivered 

This program did not offer group services during this reporting period. 

8. Detailed Outcomes 

FY19: 100% of mothers who delivered during this time period-initiated breastfeeding. There were no children during this time 

that required an emergency room visit of hospitalization for injury or ingestion. Of the 15 children that were screened using 

the ASQ, 2 children were identified as needing further evaluation. The PHNs provided education on developmental 

activities, as well as continued to monitor these children for the need of possible linkage to developmental resources. The 

program hosed an resource event in which 69 clients attended and received free essential items and 29 participants 

graduated from the program.   

FY20: 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.  No children screened with the ASQ at 4, 10, 18 and 24 

months interval indicated need for referral 
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FY21: During this period 8 participants graduated the program; 8 infants were born at least 37-week gestation or more and 

all at healthy birth weight and 100% of mother’s-initiated breastfeeding postpartum. There were 15 urgent care visits and 5 

emergency room visits.  The reason for majority of the visits for urgent care and emergency room were upper respiratory 

problem, ear infection, weight check and digestion issues.  There was no report of any injuries or accidental ingestion during 

this time.  The nurse home visitors were able to identify the financial burden impacted by layoffs, COVID-19 illness, worksite 

closures and assessment showed the uncertainty and instability increased anxiety in our NFP mothers.  The NFP program the 

Assistance League of Los Gatos (ALLGS) organization to assist with supplying the essential items through a monthly Touchless 

Curb Side Pick Up began on February 17, 2021.  The program was able to distribute diapers, wipes, books, clothes, play pen, 

rattles, baby bundles for new pregnant mothers, safety items including gates and safety locks at the East Valley Public 

Health Department location.    

9. Evaluation Summary

FY19:  Staffing changes (i.e. Leaves, Retirements, County contract negotiations, Promotions, Transfers to other Public Health 

program outside of NFP), affected caseload building and capacity. Client attrition (i.e. moving out of area to less expensive 

area). Not enough staff to properly serve high risk/vulnerable areas, such as South County. Needed client resources in the 

community not available or difficult to obtain (i.e. Housing, childcare) 

FY20:  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) 

FY21: The NFP program has a significant reduction in accepting referrals as staff were deployed in the COVID-19 operation 

either full time or part time with 1 or 2 days to the NFP program.  Transition to telehealth and unpredictable schedule 

increased challenges with engaging high-risk families that resulted in frequent cancellations, no-shows, and overall client 

retention. The NFP program adapted to other forms of communication such as text messaging, email and video 

conference aimed to maintain frequent contact and rapport building with young clients. During this period the NFP 

develop partnerships with Verizon and Action Technologies Group to provide smartphone to clients at no cost. The Stanford 

Hospital-Childhood Injury Prevention Program has been able to provide car seat safety classes to new pregnant mothers 

and mothers with toddler children The home visitors were able to assess all clients for the need and offered this service to 

their clients and will continue to partner with Assistance League of Los Gatos (ALLGS)to provide essential baby items.    
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SUPPORT FOR PARENTS: REACH OUT AND REACH 
PEI Prevention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description

Reach Out and Read (ROR) is an early literacy and education program in partnership with Valley Health Center 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.  

2. Program Indicators

The ROR network of pediatric care physicians provide families, at routine check-ups, with the knowledge and tools they 

need to make reading a part of their daily routine. By integrating reading aloud into pediatric care, giving each child a 

new developmentally appropriate, book to take home and promote the benefits of reading with their child helps to create 

strong parent-child bonds, promotes healthy brain development, and supports their children prepare to learn when they 

enter school.  In addition, Physician screen for developmental delays and other possible concerns, and refer children with 

identified concerns to specialists for further services, ensuring that concerns are addressed quickly before adverse effects 

are fully realized. The program focuses on improving school readiness, reducing the possibility of school failure or dropout; 

increase parent-child relationship, reducing potential involvement of the child welfare system. 

3. Program Goals, Objectives & Outcomes

1: Engage and encourage parent/guardian involvement in their child’s academic success and school 

2: Strengthen parent/guardian and child’s relationship and support a healthy relationship  

3: Support maintaining a child at home with parent/ guardian 

4. Evaluation Activities

Reach Out and Read’s effectiveness is consistently supported by independent, peer-reviewed research. Studies show that 

the model has a significant effect on parental behavior and attitudes toward reading aloud and that children who 

participate in the program demonstrate higher language scores. Impact has been documented in ethnically and 

economically diverse families throughout the nation. Evaluation activities include the collection of information on Health 

Center well-child visits, parent and physician annual surveys. 
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5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 556 100% 13,149 100% 18,174 100% 

16 -25 years       

26- 59 years       

60+ years       

Prefer not to 

answer 

      

Unknown       

Unduplicated 

Total 

      

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

      

Asian 81 15 1651 13 1515 8 

Black or 

African 

American 

27 5 361 3 406 2 

Native 

Hawaiian or 

Other Pacific 

Islander 

7 1   480 3 

White/ 

Caucasian 

44 8 10,052 763 1385 7 

Other 5  353  14000 77 

More than 

one race 

35 6   388 2 

Prefer not to 

answer 

2      

Unknown 355 64 732 6   
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Unduplicated 

Total 

556 100% 13,149 100% 18,174 100 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean       

Central 

American 

  482 41 580 3 

Mexican/ 

Mexican-

American/ 

Chicano 

353  6775 52 7305 40 

Puerto Rican   21 4 22  

South 

American 

  72 .50 102  

Hispanic/ 

Latino 

(undefined) 

  1904 14   

Other 

Hispanic/ 

Latino 

  221 1.5 3525 19 

Hispanic or 

Latino 

Subtotal 

      

Non-Hispanic 

or Non-Latino 

as follows: 

 

African     254 1 

Asian Indian/ 

South Asian 

    470 3 

Cambodian     46  

Chinese     372 2 

Eastern 

European 

    226 1 

European     198 1 
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Filipino     556 3 

Japanese     30  

Korean     72  

Middle 

Eastern 

      

Vietnamese     684 4 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

      

Other Non-

Hispanic/ 

Non-Latino 

    2110 11 

Non-

Hispanic or 

Non-Latino 

Subtotal 

  3,658 28   

More than 

one ethnicity 

      

Prefer not to 

answer 

      

Unknown 203  16  1622 9 

Unduplicated 

Total 

556 100 13,149 100 18174 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# Served % of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male   6802 52 9490 100% 

Female   6347 48 8684 100% 

Prefer not to 

answer 

      

Unknown 556 100%     

Unduplicated 

Total 

556 100% 13,149 100% 18174 100% 
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FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 6802 52 9490 100% 

Female 6347 48 8684 100% 

Transgender 

(Male to 

Female) 

Transgender 

(Female to 

Male) 

Transgender 

(Undefined) 

Genderqueer 

Questioning 

or Unsure 

Another 

gender 

identity 

Prefer not to 

answer 

Unknown 556 100% 

Unduplicated 

Total 

556 100% 13,149 100% 18174 100% 

FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

Heterosexual/ 

Straight 

Bisexual 

Questioning/ 

Unsure 

Queer 
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Another 

sexual 

orientation 

Prefer not to 

answer 

Unknown 556 100% 13,149 100% 18174 100% 

Unduplicated 

Total 

556 100% 13,149 100% 18174 100% 

FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 239 7794 59 8840 49 

Spanish 254 4673 35 5191 28 

Vietnamese 252 2 286 2 

Chinese 5 141 1 

Tagalog 10 

Farsi 27 

Other 1 123 1 419 2 

Prefer not to 

answer 

22 

Unknown 25 139 1 3438 19 

Unduplicated 

Total 

556 100 13,149 100 18174 100% 

FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

Veteran 

Served in 

Military 
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Family of 

Military 

      

No Military       

Prefer not to 

answer 

      

Unknown 556 100% 13,149 100% 18174 100% 

Unduplicated 

Total 

556 100% 13,149 100% 18174 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing       

Difficulty 

hearing or 

speaking 

      

Other 

communication 

disability 

      

Cognitive       

Physical/ 

Mobility 

      

Chronic Health 

Condition 

      

Other non-

communication 

disability 

      

No Disability       

Prefer not to 

answer 

      

Unknown 556 100% 13,149 100% 18174 100% 

Unduplicated 

Total 

556 100% 13,149 100% 18174 100% 

*Participants may choose more than one option for Disability. 

6. Referrals 

This program did not refer clients during this reporting period. 
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7. Group Services Delivered 

This program did not offer group services during this reporting period. 

8. Detailed Outcomes 

FY19: 30.3% say their relationship with their child has greatly improved, 23% say their relationship with their child has 

somewhat improved. Over 12,000 families were provided books to support caregiver/child interactions and early literacy. 

Books are now available to various languages for families with limited English capacity (Vietnamese, Chinese, Spanish) 

FY20:  ROR activities such as book distributions to sites and to children were paused at the onset of Santa Clara County 

Shelter in Place orders.  To support promote ROR, the program launched #ReadTogether campaign in partnership with 

National Reach Out & Read. Physicians self-record themselves reading program books and uploaded for community and 

patients to access. https://www.youtube.com/channel/UCxw3j-HgCGtmXib5LElsNsw  

FY21: ROR activities slowly resumed during this time. Physicians and Parents reported difficulty to engage in surveys as time in 

clinic continues to be limited due to pandemic safety measures. Of the surveys collected, over 50% of parents reported that 

reading to their child has greatly improved their relationship and 20% reported their relationship has somewhat improved 

with their child. Physicians reported the Reach Out and Read Program has supported them with child engagement, 

developmental assessment, and continued surveillance. ROR book disbursement resumed providing over 20,000 bilingual 

Spanish, Vietnamese, and Chinese books to 7 Pediatric Sites.   

9. Evaluation Summary  

FY19:  Obtaining consistent engagement and support from pediatricians in various clinics due to transitions of MD staff and 

residents. Capturing accurate data on numbers served through ROR due to limited staffing support for this program. Need 

for development of a more robust tracking method to ensure follow through and follow up with families engaged in ROR 

program. Families appreciate books that are age appropriate to support caregiver/child interactions.   

FY20:  High attrition of program manager that impacted service delivery and meeting program expectations, inconsistent 

book inventory tracking, inconsistent training/ certification of ROR sites, and difficulties with data collection. Implementation 

of new practices for better service delivery of book, inventory tracking and ordering to reduce excessive book stockpile 

and limited bonus books. Consistent engagement and connections between ROR program monitor, ROR MD champion 

and sites to ensure emphases ROR fidelity standards and requirements. 

FY21:  As Health Centers continue to navigate through active pandemic response, they acknowledged the impact on their 

time to complete the provider training, and surveys. The primary focus earlier in the year was attending to ill baby/child visits 

and reduced the number of in-clinic visits to algin with the public health departments spacing guidelines. One site has  

reduced ROR actives as they continue to be a dedicated space for COVID related activities.  Electronic ordering system 

was created to ensure physicians can maintain on-going inventory of books that fits within their site’s needs, that often 

change throughout the year.  
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SUPPORT FOR PARENTS - TRIPLE P: POSITIVE PARENTIG 
PROGRAM  
PEI Prevention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The Positive Parenting Program (Triple P) is a multi-level system of family intervention for parents of children ages birth 

through 12, who have or are at risk of developing behavior problems. It is a preventive oriented, early intervention program 

which aims to promote positive, caring relationships between parents and their children, and to help parents develop 

effective management strategies for dealing with a variety of childhood behavior problems and common developmental 

issues. Program is designed to assist parents/ caregivers reduce challenging behaviors that are disruptive, defiant, 

aggressive, and often behaviors that parents have difficult to manage.  Levels 2, 3, 4, and 5 are offered at increasing levels 

of intensity and different formats throughout Santa Clara County. 

• Level 2 Selected Triple P: offers information, guidance, and advice for a specific parenting concern approximately 20 min 

over 2 session or 60–90-minute seminars/workshops  

• Level 3 Primary Care Triple P: a brief program (about 80 minutes over 4 sessions that combine advise with rehearsal and 

self-evaluation to teach parents to manage discrete problem behaviors.  

• Level 4 Standard Triple P:  Intensive training in positive parenting skills, typically targets parents of children with more 

severe behavioral problems. Program variants include individual, group, or self-directed (with or without telephone assistant) 

options.  

• Level 5 Enhanced Triple P: An intensive individually tailored program for families with children with behavior problems and 

family dysfunction. Modules include practice sessions to enhance parenting skills, mood management strategies and stress 

coping skills, and partner support skills over the course of 11, 60–90-minute sessions.  

2. Program Indicators  

Family support and engagement are intended to prevent or intervene early in the development of emotional and 

behavioral problems in young children by providing the parents with outcome-based parenting strategies, support services, 

and classes, reducing prolonged suffering and increasing parent child relationship. Skills learned through parenting classes 

and support also supports reduction of child welfare involvement.  

3. Program Goals, Objectives & Outcomes 

1: Engage and encourage parent/guardian involvement in their child’s academic success and school 

2: Strengthen parent/guardian and child’s relationship and support a healthy relationship  

3: Support maintaining a child at home with parent/ guardian 

 

4. Evaluation Activities  

The Triple P Program is an evidenced-based positive parenting system offering parents access to a suite of interventions of 

increasing intensity and delivered in a range of ways including one to one, small and large groups. Outcomes are achieved 

by creating a supportive learning environment for parents and evaluating appropriate level of support. Practitioners must 

complete an approved active skills training program and demonstrated their knowledge and competence in program 
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delivery through a skills-based accreditation process. Upon completion of training, practitioners gain access to the Triple P 

Provider Network website, which offers support in providing clinical resources and helpful advice about program delivery. In 

addition, practitioners are expected to have knowledge of child or adolescent development, experience working with 

families and regular access to clinical supervision and support.  

The County of Santa Clara Behavioral Health Services Department implemented an application process to ensure all 

practitioners meet Triple P entry-level requirements.  Only accredited practitioners can deliver Triple P further enhancing 

fidelity to the Triple P Program allowing each practitioner to effectively offer parent consultation including active skills 

coaching, provide specific positive parenting strategies promoting children’s development, early detection and effective 

management of behavior problems and identification of indicators suggesting more intervention is required.   

Each Triple P level has a set of resources to be used with families and for practitioners to best determine appropriate 

program level. Practitioners gather family background, child adjustments and parenting styles through parent questionaries 

and assessment tools such as the Eyberg Child Behavior Inventory (ECBI), and Parenting Scale.  In addition, many of the 

materials are offered in multiple languages and delivered in the family’s preferred language.  

5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 62 6% 34 4% 80 13% 

16 -25 years 83 8% 48 7% 34 5% 

26- 59 years 750 73% 491 67% 425 72% 

60+ years 92 9% 69 10% 11 2% 

Prefer not to 

answer 

4 1% 0  53 8% 

Unknown 32 3% 87 12%   

Unduplicated 

Total 

1023 100% 729 100% 603 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 3 

.25% 0  1 .2% 

Asian 243 23.75% 185 25% 144 24% 

Black or 

African 

American 13 

1.25% 23 3% 9 2% 
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Native 

Hawaiian or 

Other Pacific 

Islander 8 

.75% 7 1.25% 4 1% 

White/ 

Caucasian 643 

63% 448 61.5% 38 6% 

Other 40 4% 17 2.5% 341 56% 

More than 

one race 16 

1.5% 11 1.5% 7 1.1% 

Prefer not to 

answer 25 

2.5% 6 1.25% 7 1.1% 

Unknown 32 3% 32 4% 52 8.6% 

Unduplicated 

Total 1023 

100% 729 100% 603 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean       

Central 

American 

      

Mexican/ 

Mexican 

American/ 

Chicano 

      

Puerto Rican       

South 

American 

      

Hispanic/ 

Latino 

(undefined) 

      

Other 

Hispanic/ 

Latino 

      

Hispanic or 

Latino 

Subtotal 
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Non-Hispanic 

or Non-Latino 

as follows: 

 

African       

Asian Indian/ 

South Asian 

      

Cambodian       

Chinese       

Eastern 

European 

      

European       

Filipino       

Japanese       

Korean       

Middle 

Eastern 

      

Vietnamese       

Non-

Hispanic/ 

Non-Latino 

(undefined) 

      

Other Non-

Hispanic/ 

Non-Latino 

      

Non-Hispanic 

or Non-Latino 

Subtotal 

      

More than 

one ethnicity 

      

Prefer not to 

answer 

      

Unknown 1023 100% 729 100% 603 100% 

Unduplicated 

Total 

1023 100% 729 100% 603 100% 
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 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 252 25% 151 21% 124 20.5% 

Female 739 72% 558 76% 426 71% 

Prefer not to 

answer 

      

Unknown 32 3% 20 3% 52 8.5% 

Unduplicated 

Total 

1023 100% 729 100% 603 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 252 25% 151 21% 124 20.5% 

Female 739 72% 558 76% 426 71% 

Transgender 

(Male to 

Female) 

      

Transgender 

(Female to 

Male) 

      

Transgender 

(Undefined) 

      

Genderqueer       

Questioning 

or Unsure 

      

Another 

gender 

identity 

    1 .20% 

Prefer not to 

answer 

      

Unknown 32 3% 20 3% 52 8.5 

Unduplicated 

Total 

1023 100% 729 100% 603 100% 
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FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

Heterosexual/ 

Straight 

Bisexual 

Questioning/ 

Unsure 

Queer 

Another 

sexual 

orientation 

Prefer not to 

answer 

Unknown 1023 100% 729 100% 603 100% 

Unduplicated 

Total 

1023 100% 729 100% 603 100% 

FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 337 33% 241 33% 167 30.5% 

Spanish 384 38% 297 41% 258 47% 

Vietnamese 81 8% 87 12% 77 14% 

Chinese 60 6% 30 4% 

Tagalog 

Farsi 

Other 62 6% 3 1% 24 4% 

Prefer not to 

answer 

41 3% 25 4.5% 

Unknown 58 6% 61 9% 52 8.5 
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Unduplicated 

Total 

1023 100% 729 100% 603 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

      

Veteran       

Served in 

Military 

      

Family of 

Military 

      

No Military       

Prefer not to 

answer 

      

Unknown 1023 100% 729 100% 603 100%  

Unduplicated 

Total 

1023 100% 729 100% 603 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing       

Difficulty 

hearing or 

speaking 

      

Other 

communication 

disability 

      

Cognitive       

Physical/ 

Mobility 

      

Chronic Health 

Condition 
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Other non-

communication 

disability 

      

No Disability       

Prefer not to 

answer 

      

Unknown 1023 100% 729 100% 603 100% 

Unduplicated 

Total 

1023 100% 729 100% 603 100% 

*Participants may choose more than one option for Disability. 

6. Referrals 

Triple P programming does not make referrals into higher levels of care. Often families participating in Triple P services have 

an ongoing behavioral health service. 

7. Group Services Delivered 

A method of delivery of Triple P is through small groups and large seminars/workshops.  Variance of service delivery is 

tailored to provide appropriate level of need at the duration and pace that works best for the parent. In-person and group 

dynamics were post ponded towards the end of FY20.  Group settings have resumed by virtual platforms; however, families 

and providers continue to struggle in adjusting to the new forms of engagement.  

FY 2019 FY 2020 FY 2021 

Unduplicated N = N/A Unduplicated N = N/A Unduplicated N = 603 

Number 

of 

Groups 

Attendance Average 

Attendance 

per Group 

Number 

of 

Groups 

Attendance Average 

Attendance 

per Group 

Number 

of 

Groups 

Attendance Average 

Attendance 

per Group 

Group services not delivered Group services not delivered 114 603 Varying, 

depending 

on the 

program 

level (ie. 

Level 2 

versus level 

4)  

8. Detailed Outcomes 

FY 19: Santa Clara County can provide various levels of Triple P to meet the various needs in the community, from targeted 

3-day workshops addressing specific behavioral topics (level 2) to 8 session groups workshops or individual sessions 

addressing overall positive parenting (level 4) to sessions focused on co-parenting, divorce or separation, and parental 

mood and adjustment (level 5). Lower-level services (level 2 and 3) geared towards specific behavioral topics through 3-

day workshops provided high referrals and retention for providers facilitating these levels of service. Services are provided in 

various community settings, such as schools or family resource centers.       

                

FY20: 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 
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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. 

FY21: The Triple P program activities are ramping back incorporating strategies and adaptations gained in providing Triple P 

virtually such as linkage to food and childcare resources that would allow parent(s) the support while giving undivided 

time/attention to the Triple P sessions, access to internet and devices, and flexibility with engagement as needed. An 

difficulty of providing Triple p services through the pandemic was the distribution and gathering of outcome tools.  Provider 

has to identify methods for families to receive and complete pre/post tools such as delivering via mail or touchless 

encounters with dropping off tools. This has resulted in delay of analyzing tools prior to the start of services or families not 

returning tools. A Triple P workgroup will be formed to enhance and develop how the delivery and outcomes of service can 

be improved.  

9. Evaluation Summary

FY19:  Supporting training opportunities for individuals motivated to sustain their current employment and utilize this 

evidenced base practice in their work through an application process proved more return on investment than opening 

training opportunities to all providers within Santa Clara County. 

FY20:  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.    

FY21: Triple P services took a pause and/or modified service delivery efforts to provide concrete supports to families in the 

form of diapers, wipes, formula, food, kids activities, protective supplies, and more. Once Triple P resumed there were 

additional challenges that arose around devices, internet, and digital literacy that had to be addressed and continued 

urgent needs of families for necessities made it more difficult to recruit for classes. To support in recruitment, the FIRST 5 

Reentry Team produced two short videos on Triple P to share with partners and across social media to help spread the word 

about the program.  Here is the video: https://youtu.be/ZkUqCQJQEYE (English) https://youtu.be/xlE1znzKz48 (Spanish) 

Triple P Network continues to provide practitioner guidance in offering services for communities and families impacted by 

the pandemic and modification to service delivery methods through articles, webinars, and trainings.  
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GARDNER FAMILY HEALTH NETWORK INC., PROMOTORES 
PEI Prevention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description

Promotores started on 11/1/2021 and is a program of Gardner Family Health Network, Inc. This program is designed to 

reduce disparities by utilizing a non-clinical networking model among service providers to exchange information about 

activities and resources that promote economic stability, educational success, access to healthcare, housing, and 

legal services for families. The target population is Santa Clara County residents, Transitional Aged Youth (TAY) ages 

16-25, adults ages 24-59, and older adults ages 60 and older. Unlike the traditional Medi-Cal authorized services, the

Promotores program will operate with an open-door policy whereby individuals who are not diagnosed with

behavioral health-related disorders may receive services.

2. Program Indicators

Prolonged suffering: 

The Promotores program promotes outreach by providing mental health education to help elevate any prolonged 

suffering in the county of Santa Clara.  Psychoeducation presentations educate and help reduce behavioral health 

stigma in the communities. Presentations include Mental Health 101, Recognizing early signs of depression and 

anxiety, understanding the effects of caring for an elderly parent, understanding your youth behaviors, young 

adulthood, and mental health.  

School failure or dropout: 

Supporting and educating parents on signs of depression and anxiety in school -aged youth and what school 

success looks like. Providing educational resources to parents and students. 

3. Program Goals, Objectives & Outcomes

The program goals are: 

1. Culturally and linguistically targeted outreach within communities and neighborhoods to create enhanced linkages/referrals

from and to nearby clinics to community services provided by Peer Health Educators.

2. Increase workforce recruitment, education, and training from TAY communities.

3. Culture and diversity needs.

4. Improve adult/older adult workforce recruitment, training, and retention.

The objectives are: 

1. Build capacity for behavioral health prevention and early intervention services at sites where

clients go for other routine activities.

2. Implement strategies to empower traditionally underserved/unserved communities to

engage in services prior to the development of SMI or serious emotional disturbances

3. Increasing family management skills, including anger management skills refusal and problem-solving skills,

teaching skills to their children, and the ability to assist their children with academic success.

4. Coordinate and link participants with other providers including resources that serve youths, adults, and older

adults in Santa Clara County.

The outcomes are: 

1. Ensure early access to behavioral and health services to nearby clinics, to lower behavioral

health illness and suicide rates, enhance wellness and resilience, and reduce barriers to

health education/services, behavioral health stigma, and discrimination that are common for

Native-born and immigrant communities.

2. Increase the strength and capacity of culturally relevant community programs in Santa Clara

County to be a viable and sustainable organization that provides a unique service that
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supports all residents including the ethnic community within the COUNTY. 

4. Clients Served & Annual Cost per Client Data  

FY 2019 FY 2020 FY 2021 

Unduplicated N = N/A Unduplicated N = N/A Unduplicated N = 670 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Program not in implementation Program not in implementation 670 $302,515 $452 

5. Evaluation Activities  

Gardner’s Promotores program was developed to provide mental health education to those in Santa Clara County's 

low-income/no-income individuals and families.  Gardner takes a community-based approach.  Promotores utilizes 

community health workers to provide psychoeducation around various aspects of mental health to those individuals 

who are not currently receiving any type of mental health services. By attending the program, participants can ask 

staff for help and link them to any needed resources in the community. There is hope that by providing 

psychoeducation to a broad audience to those who, for whatever reason, maybe struggling with behavioral health 

issues or in the early stages of mental/behavioral health issues. 

Gardner staff is made up of individuals from the community and is a cultural makeup of the community.  They have 

several bilingual staff, Spanish, Mandarin, and Cantonese.  The culturally diverse team makes it so that they can 

provide culturally sensitive information to the communities for outreach. 

Gardner's Promotores program is responsible for providing outreach to all of Santa Clara County for the following 

populations TAY (ages 16 to 25)/Adult (ages 26 to 59)/Older Adult (ages 60+).  The Promotores has developed presentations 

specific to each of these age groups.  A pre-test and post-test are given at the beginning and ending with measuring how 

effective each of the presentations has been.  To be considered successful at least 50% of the participants must pass the 

post-test.  Each pre and post-test was tailored to fit with each presentation. 

6. Demographic Data  

The Promotores program was not in implementation in FY 2019 and FY 2020. The data for FY 2021 are shown below 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years Program not in 

implementation 

Program not in 

implementation 

0 0% 

16 -25 years 211 19% 

26- 59 years 705 63% 

60+ years 195 18% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 
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Unduplicated 

Total 

1111 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

Program not in 

implementation 

Program not in 

implementation 

0 0% 

Asian 100 9% 

Black or 

African 

American 

328 30% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 0% 

White/ 

Caucasian 

331 30% 

Other 0 0% 

More than 

one race 

320 29% 

Prefer not to 

answer 

0 0% 

Unknown 32 3% 

Unduplicated 

Total 

1111 100% 

 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean Program not in 

implementation 

Program not in 

implementation 

0 0% 

Central 

American 

53 

19% 
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Mexican/ 

Mexican-

American/ 

Chicano 

225 

79% 

Puerto Rican 7 2% 

South 

American 

0 

0% 

Hispanic/ 

Latino 

(undefined) 

0 

0% 

Other 

Hispanic/ 

Latino 

0 

0% 

Hispanic or 

Latino 

Subtotal 

285 

100% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African Program not in 

implementation 

Program not in 

implementation 

22 2% 

Asian Indian/ 

South Asian 

100 

9% 

Cambodian 0 0% 

Chinese 81 7% 

Eastern 

European 

7 

1% 

European 21 2% 

Filipino 4 0% 

Japanese 0 0% 

Korean 1 0% 

Middle 

Eastern 

5 

0% 

Vietnamese 3 0% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

180 

16% 
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Other Non-

Hispanic/ 

Non-Latino 

105 

9% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

529 

48% 

More than 

one ethnicity 

0 

0% 

Prefer not to 

answer 

0 

0% 

Unknown 582 52% 

Unduplicated 

Total 

1111 

100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation 

Program not in 

implementation 

631 57% 

Female 480 43% 

Prefer not to 

answer 

  

Unknown   

Unduplicated 

Total 

1111 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation 

Program not in 

implementation 

524 47% 

Female 327 29% 

Transgender 

(Male to 

Female) 

5 .45% 

Transgender 

(Female to 

Male) 

7 .63% 
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Transgender 

(Undefined) 

  

Genderqueer 8 .72% 

Questioning 

or Unsure 

15 1% 

Another 

gender 

identity 

  

Prefer not to 

answer 

105 9% 

Unknown 120 10% 

Unduplicated 

Total 

1111 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

Program not in 

implementation 

Program not in 

implementation 

30 3% 

Heterosexual/ 

Straight 

500 45% 

Bisexual 25 2% 

Questioning/ 

Unsure 

7 .63% 

Queer 4 .36% 

Another 

sexual 

orientation 

  

Prefer not to 

answer 

137 12% 

Unknown 408 37% 

Unduplicated 

Total 

1111 100% 
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 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English Program not in 

implementation 

Program not in 

implementation 

625 56% 

Spanish 371 33% 

Vietnamese 3 .27% 

Chinese 96 9% 

Tagalog 5 .45% 

Farsi 2 .18% 

Other 9 1% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

1111 100 

 

 

 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# Served % of 

Served 

Active 

Military 

Program not in 

implementation 

Program not in 

implementation 

Program did not collect 

Military Status data in FY 2021, 

but plans to collect this data in 

FY 2022. Veteran 

Served in 

Military 

Family of 

Military 

No Military 

Prefer not to 

answer 

Unknown 
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Unduplicated 

Total 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# Served % of 

Served 

Difficulty seeing Program not in 

implementation 

Program not in 

implementation 

Program did not collect 

Disability Status data in FY 

2021, but plans to collect 

this data in FY 2022. 
Difficulty 

hearing or 

speaking 

Other 

communication 

disability 

Cognitive 

Physical/ 

Mobility 

Chronic Health 

Condition 

Other non-

communication 

disability 

No Disability 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

*Participants may choose more than one option for Disability. 

7. Referrals  

The Promotores program was not in implementation in FY 2019 and FY 2020. The data for FY 2021 are shown below 

FY 2021 

Unduplicated N = 31 
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Number of individuals 

with serious mental 

illness referred to 

treatment 

(Separate out 

treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health versus 

treatment that is not) 

Kind of treatment to 

which the individual 

was referred 

Number of 

individuals who 

followed through on 

the referral and 

engaged in 

treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental 

illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined 

as participating at 

least once in the 

treatment to which 

referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

31 Referred to the 

Behavioral Health Call 

Center 

Program did not 

collect in FY2021, 

but will develop 

mechanisms to 

collect soon. 

Program did not 

collect in FY2021, 

but will develop 

mechanisms to 

collect soon. 

Program did not 

collect in FY2021, 

but will develop 

mechanisms to 

collect soon. 

*Promotores started 11/1/2020. 

8. Group Services Delivered  

FY 2019 FY 2020 FY 2021 

Unduplicated N = N/A Unduplicated N = N/A Unduplicated N = 70 

Numbe

r of 

Groups 

Attendanc

e 

Average 

Attendanc

e per 

Group 

Numbe

r of 

Groups 

Attendanc

e 

Average 

Attendanc

e per 

Group 

Numbe

r of 

Groups 

Attendanc

e 

Average 

Attendanc

e per 

Group 

Program not in implementation Program not in implementation 7 70 10 

*Promotores started 11/1/2020. 

9. Detailed Outcomes  

Throughout the reporting period, Promotores staff performed outreach activities in support of Promotores Program. The 

following table summarizes their outreach efforts 

Outreach/Promotion (Source: Internal Excel Data) 

Total number of attendees (duplicated count) participating in outreach 

1. Outcome:  
Each quarter, the contractor will provide 

prevention and outreach services to 250 

unduplicated clients per quarter, with a minimum 

of unduplicated 670 clients reached by the end 

of the fiscal year. 

Percent Achieved of Target (#) annually 

 

Expected to outreach to _250_per quarter 

 

Reporting Period (January 1, 2020 to June 30, 

2021): 1111 community members 

Year to Date Total: 1111___community members 

 

1111 served/Total # = 165% Achieved of Target 

 

Agency/Community (Public Venues) # of people outreached to Comments/Notes 

Outreach at Mexican Heritage Plaza  5,000 This was all done 

by tabling the 

event.  Staff 
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would talk to a 

few individuals. 

But it was mostly 

handing flyers. 

Outreach to the homeless community 150 Staff would 

canvas the area 

around San Jose 

State University 

Presentation to Parents of kids enrolled in East 

Side Union High School District 

45 Staff Presented 

on Recognizing 

Teen Substance 

Use 

Staff canvasing Low-income neighborhoods in 

South and North County 

250 Staff Delivered 

and posted flyers 

in the community 

PRE-POST SURVEY: (SOURCE: Internal Data (Excel), reported on a quarterly basis) 

Client Satisfaction Survey Data: 

Numbers of clients attend Mental Health Trainings 

during this quarter. 

 By the end of the training, 50% of clients who 

attend Mental Health Training, knows how to 

access Mental Health services: (pre & post survey) 

75 100% passed the Pre/Post test 

10. Evaluation Summary

Successes FY21: (Program started 11/1/2020) 

During the last six months of the fiscal year, the Promotores program had many successes. In January 2021, the program 

became fully staffed.  The program was able to exceed the goal of 670 unduplicated services. Regarding collaboration, 

the program was able to partner with the East Side Union School District and give a presentation on recognizing teen 

substance use. This program was able to find a way to meet the mid-year adjustment requirements.  

*Partnered with area Board and Care Homes to provide information on COVID-19 testing and vaccination information.

*The program team member developed over 10 pre-prepared presentations that can be delivered at a moment's notice.

*The Promotores team partnered with our COVID-19 response team to do outreach at Mexican Heritage Plaza during our

COVID-19 clinics. 

*The Promotores team partnered with the clinic staff to outreach to individuals about behavioral health information.

*Provided outreach services to the homeless community. *Worked with those who provide services to seniors to develop

partnerships to provide outreach activities to the Older Adult community. 

*Our staff developed a relationship with the boys and girls club to provide outreach and possible presentations soon.

*Started to develop working relationships within the church community in the hopes that they would host the Promotores

staff for future presentations to the community. 

Challenges FY21:    

From 11/1/2020 to 6/30/2021, the program's most significant challenges were the COVID-19 Pandemic and the resulting 

lockdown that ensued due to the Pandemic. The Pandemic strain the staff's ability to do some community presentations 

that the team had planned and developed during the last six months. Additionally, we found that many individuals and 

families in the communities we were targeting were not digitally literate.  And the Pandemic made it difficult for families to 

travel to those places where they may have been able to access the presentations (i.e., libraries, community centers, 

family/friends who had the technology). We had a difficult time getting people to attend our scheduled events. No matter 

how much we advertised our events, we have very little response to many of our planned events.  There were also times 

when we had scheduled presentations and then the agencies that were presenting to canceled on the day of the event. 
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Lessons Learned FY21: 

During the past fiscal year, one of the biggest lessons learned was the power and importance of networking.  This was a 

huge task for the team. Word-of-mouth networking was essential for this program.  Promotores staff was able to network in 

the house, which provided us with several opportunities.  The staff had to make modifications to program activities, for they 

realize that not everyone that wanted to attend the workshops would be able to due to lack of resources.  The staff learned 

quickly that we would need to do some hybrid presentations so that those who could not access the programs due to 

either not having the required equipment or understanding that many folks in the community may not be digitally literate.  

Therefore, staff needs to think of ways to assist those individuals.  The team learned that patience is necessary for an 

outreach program such as this.  They started with high hopes but soon realized that it would not be a quick start as we 

hoped it would be.  Lastly, Promotores program learned that follow-up is key to successful outreach.  They spend much time 

following up with those who said that they were interested in the services. 
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Raising Early Awareness and Creating Hope (REACH) 
PEI Early Intervention Program  

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

Raising Early Awareness and 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.   

2. Program Indicators  

The current REACH program has designed services in effort to promote improved accessibility of mental health treatment in 

the early stages for those youth and young adults at CHR-P and focuses on interventions to reduce stigma.  The REACH 

program addresses the following program indicators through targeted interventions: 

Suicide and attempted suicide 

The REACH program promotes mental health screenings and clinical assessment which has standardized suicide assessment 

risk for all program participants.   The assessment process enables staff to make appropriate referrals and coordination of 

care for continuous support for program participants and prevent further negative outcomes. 

Incarceration 

Justice involved youth and young adults often encounter disciplinary measures instead of mental health intervention. The 

REACH program provides outreach and community education regarding signs and symptoms of CHR-P will also providing 

linkages to mental health services which can aid in reducing risk of incarceration due to mental illness. 

School failure or dropout 

Partnerships between schools and families are needed to prevent early school failure such as school dropout. REACH 

services promote increase in PEI services available to those at CHR-P and to school professionals to support students by 

early identification and assessment of social, emotional, and health problems that affect the student’s achievement, 

behavior, and attendance.  

Unemployment 

The REACH program has partnered with County School Linked Services (SLS), which are centralized locations for resources 

and services to support youth and young adults with education and employment services.  REACH services are accessible 

to youth through the SLS partnership.  Outreach and collaboration enable REACH to provide early interventions for youth 

and young adults at CHR-P and give them tools and coping skills that can help them reduce the long-term impacts of 

mental health issues, including unemployment. 

Prolonged suffering 

REACH works to reduce stigma surrounding mental health through extensive outreach within the community with 

stakeholders and also community members to address mental health concerns.  Evidenced based interventions, such as 

Multi-Family Groups, are offered to families who have experienced a family member affected by mental health issues, 

specifically psychosis. 

Homelessness 

Many homeless youth and young adults attend school regularly and have access referrals and resources to support their 

needs. Youth and young adults at risk for CHR-P are screened through the SLS partnership to enter into REACH services.  

REACH also screens all youth who receive services through REACH for homelessness indicators and provides supportive care 

coordination to appropriate housing support in the community.   

Removal of children from their home 
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REACH focuses on the PEI aspect linking youth at an early stage of intervention to mental health services, along with 

supports to their families, in effort to prevent adverse events leading to removal of children from homes.  External prevention 

services include parent training, increasing parent’s understanding of the developmental stages of childhood, and positive 

parenting.  

3. Program Goals, Objectives & Outcomes 

The BHSD REACH Program and CHR-P Project have provided prevention and early intervention services to 177 youth and 

young adults during FY19-FY21.  Evidenced Based Practices (EBP’s) including Cognitive Behavior Therapy (CBT), Cognitive 

Behavior Therapy for Psychosis (CBTp), Multi-Family Group (MFG), and Structured Interview for Psychosis-Risk (SIPS) are used 

across the program. 

Current program goals are to: 

• Reduce stigma and discrimination 

• Reduce disparities in access to mental health services 

• Reduce the psycho-social impact of trauma 

• Increase prevention of suicide risks 

• Increase prevention and early intervention for children, youth, and young adult populations at risk of experiencing 

onset of serious psychiatric illness 

Service Objectives include: 

• Increase education and training within the provider community, educational system, and child-service systems who 

might encounter youth experiencing early or active symptoms of serious psychiatric illness 

• Reduce psychiatric hospitalizations admissions 

• Increase ability of clients to regain productive lives 

• Increase positive family engagement and experience of care 

• Reduce the duration of untreated psychosis 

• Delay or reduce the severity of the onset of psychosis 

The current REACH program utilizes the PIER Model for program fidelity. All services provided in the REACH program are 

guided by the practices and requirements as described by the PIER Model. Program components include: 

• Universal Community Education 

• Targeted Multicultural Outreach and Training 

• Community-based Interventions  

• Multi-family Support Groups  

• Peer Support Services 

• Supported Employment and Supported Education  

• Benefits Assistance and Social Services Navigation 
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4.  Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 40 Unduplicated N = 47 Unduplicated N = 90 

Number 

Served 

Program 

Expenditure* 

Cost per 

Person** 

Number 

Served 

Program 

Expenditure* 

Cost per 

Person** 

Number 

Served 

Program 

Expenditure* 

Cost per 

Person** 

78 + 

1151 

outreach 

$1,803,415 $1,467 104 + 

2274 

outreach 

$1,929,214 $811 90 + 

1345 

outreach 

$2,246,286 $1,565 

*Program expenditure includes all funds, not only MHSA funds. 

**Cost per person is calculated based on number served (including outreach numbers). 

5. Evaluation Activities  

MHSA PEI Outcomes  

• Consumers will reduce or prevent Suicide Risk. (CANS item: Suicide Risk) 

• Consumers will remain out of juvenile justice involvement and Incarceration. (CANS items: LFD Delinquency and 

Legal) 

• Consumers will attend school to prevent School Failure or Drop out. (CANS item: School Attendance) 

• Consumers will improve or maintain job functioning to prevent Unemployment. (CANS Item: Job Functioning) 

• Consumers will maintain in-home and prevent Homelessness. (CANS Item Residential Stability) 

• Caregivers will reduce the risk of Removal of Children (CANS items: CGSN Safety and Supervision) 

• Consumers will reduce or prevent Prolonged Suffering. (CANS domain Behavioral Emotional) 

County Outcomes 

• Decrease the percent of open consumer no shows to 25% 

• Consumers will discharge successfully.   

• Consumers will be admitted into program within 7 business days to improve timely access.  

Additional Program Specific Outcomes 

• Increase knowledge, awareness, and early detection of early signs of psychosis in the community 

• Increase access to services 

• Change in behavior and decision making 

• Strengthen the system of care’s ability to identify youth and young adults who are at CHR-P and link them to early 

intervention programs 

• Consumers will reduce Anxiety. (CANS item: BEN Anxiety) 

• Consumers will reduce Psychosis. (CANS item: BEN Psychosis) 

6. Demographic Data* 

*Note: Percentages may not sum to 100 due to rounding. 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 15 37.5 25 53.19 34 37.78 

16 -25 years 24 60 20 42.55 55 61.11 

26- 59 years 1 2.5 2 4.26 0 0.00 
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60+ years 0 0 0 0.00 1 1.11 

Prefer not to 

answer 

0 0 0 0.00 0 0.00 

Unknown 0 0 0 0.00 0 0.00 

Unduplicated 

Total 

40 100 47 100 90 100 

FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

1 3 1 2 0 0 

Asian 3 8 1 2 4 5 

Black or 

African 

American 

2 5 4 9 6 8 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 0 0 0 2 3 

White/ 

Caucasian 

6 15 5 11 9 12 

Other 22 55 26 55 53 71 

More than 

one race 

1 3 1 2 1 1 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 5 13 9 19 0 0 

Unduplicated 

Total 

40 100 47 100 75 100 

FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 
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Caribbean 0 0 0 0 0 0 

Central 

American 

0 0 0 0 0 0 

Mexican/ 

Mexican-

American/ 

Chicano 

0 0 0 0 0 0 

Puerto Rican 0 0 0 0 0 0 

South 

American 

0 0 0 0 0 0 

Hispanic/ 

Latino 

(undefined) 

0 0 0 0 54 60 

Other 

Hispanic/ 

Latino 

28 70 31 66 0 0 

Hispanic or 

Latino 

Subtotal 

28 70 31 66 54 60 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 0 0 0 0 0 0 

Asian Indian/ 

South Asian 

0 0 0 0 0 0 

Cambodian 0 0 0 0 0 0 

Chinese 0 0 0 0 0 0 

Eastern 

European 

0 0 0 0 0 0 

European 0 0 0 0 0 0 

Filipino 0 0 0 0 1 1 

Japanese 0 0 0 0 0 0 

Korean 0 0 0 0 0 0 

Middle 

Eastern 

0 0 0 0 0 0 

Vietnamese 0 0 0 0 0 0 

Non-

Hispanic/ 

0 0 0 0 0 0 
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Non-Latino 

(undefined) 

Other Non-

Hispanic/ 

Non-Latino 

9 23 10 21 21 23 

Non-

Hispanic or 

Non-Latino 

Subtotal 

0 0 0 0 22 24 

More than 

one ethnicity 

0 0 0 0 0 0 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 3 8 6 13 14 16 

Unduplicated 

Total 

40 100 47 100 90 100 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 14 35 21 45 40 44 

Female 26 65 26 55 51 56 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 0 0 0 0 0 0 

Unduplicated 

Total 

40 100 47 100 90 100 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 14 35 21 45 0 0 

Female 26 65 26 55 0 0 

Transgender 

(Male to 

Female) 

0 0 0 0 0 0 
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Transgender 

(Female to 

Male) 

0 0 0 0 0 0 

Transgender 

(Undefined) 

0 0 0 0 0 0 

Genderqueer 0 0 0 0 0 0 

Questioning 

or Unsure 

0 0 0 0 0 0 

Another 

gender 

identity 

0 0 0 0 0 0 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 0 0 0 0 90 100 

Unduplicated 

Total 

40 100 47 100 90 100 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

0 0 0 0 0 0 

Heterosexual/ 

Straight 

0 0 0 0 0 0 

Bisexual 0 0 0 0 0 0 

Questioning/ 

Unsure 

0 0 0 0 0 0 

Queer 0 0 0 0 0 0 

Another 

sexual 

orientation 

0 0 0 0 0 0 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 40 100 47 100 90 100 

Unduplicated 

Total 

40 100 47 100 90 100 
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 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 33 83 38 81 69 77 

Spanish 1 3 6 13 14 16 

Vietnamese 0 0 0 0 1 1 

Chinese 0 0 0 0 0 0 

Tagalog 0 0 0 0 0 0 

Farsi 0 0 0 0 0 0 

Other 0 0 0 0 2 2 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 6 15 3 6 4 4 

Unduplicated 

Total 

40 100 47 100 90 100 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

0 0 0 0 0 0 

Veteran 0 0 0 0 0 0 

Served in 

Military 

0 0 0 0 0 0 

Family of 

Military 

0 0 0 0 0 0 

No Military 0 0 0 0 0 0 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 40 100 47 100 90 0 

Unduplicated 

Total 

40 100 47 100 90 100 
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 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing 0 0 0 0 0 0 

Difficulty 

hearing or 

speaking 

0 0 0 0 0 0 

Other 

communication 

disability 

0 0 0 0 0 0 

Cognitive 0 0 0 0 0 0 

Physical/ 

Mobility 

0 0 0 0 0 0 

Chronic Health 

Condition 

0 0 0 0 0 0 

Other non-

communication 

disability 

0 0 0 0 73 81 

No Disability 0 0 0 0 0 0 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 40 100 47 100 17 19 

Unduplicated 

Total 

40 100 47 100 90 100 

*Participants may choose more than one option for Disability. 

7. Referrals 

This program did not provide referrals during this reporting period. 

8. Group Services Delivered 

This program did not offer group services during this reporting period. 

9. Detailed Outcomes 

The REACH program utilizes the following data collection methods and screening tools: 

• Pre, intervals, and post Structured Interview for Psychosis-Risk (SIPS) 

o An evidenced based assessment tool which aims to:   

▪ Rule out past and/or current psychosis 

▪ Rule in lifetime history of one or more of the three types of psychosis-risk syndromes 

▪ Determine the current status of each psychosis-risk syndrome that is present lifetime 

▪ Rate the current severity of the psychosis-risk symptoms 

• Pre, intervals, and post Pediatric Symptom Checklist (PSC-35) 
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o A psychosocial screening tool designed to facilitate the recognition of cognitive, emotional, and 

behavioral problems so that appropriate interventions can be initiated as early as possible. 

• Pre, intervals, and post Child and Adolescent Needs and Strengths questionnaire (CANS) 

o Standardized assessment tool to: 

▪ identify risk factors and needs related to trauma and/or other mental health conditions  

o multi-purpose tool developed to: 

▪ support care planning and level of care decision-making 

▪ facilitate quality improvement initiatives 

▪ allow for the monitoring of outcomes of services 

• Demographics  

o Age 

o Race 

o Ethnicity 

o gender identity 

o sexual orientation 

o sex assigned at birth 

o primary language 

• Diagnoses (DSM-V) 

• Living Situation (current and previous living situations) 

• Youth Services Survey 

10. Evaluation Summary  

 The REACH program has continued to demonstrate positive impact of services on youth at Clinical High Risk for Psychosis 

(CHRP).  REACH program participants demonstrated improvement in the CANS Behavioral and Emotional Needs, Risk 

Behavior, and Life Functioning domains.  The program continues to serve more unduplicated youth with each year of 

operation, consumers are discharging to other services along the County Coordinated System of Care (CSC), outreach and 

screening continues through a hybrid virtual and in-person environments to meet the needs of the community and in 

response to the global Covid-19 pandemic.  The REACH program has facilitated partnerships within other programs along 

the CSC and provides education relating to early psychosis prevention and intervention.  There has been a continued 

program training and focus on use of the following Evidenced Based Practices (EBP’s): 

• Cognitive Behavior Therapy (CBT) 

• Cognitive Behavior Therapy for Psychosis (CBTp) 

• Multi-Family Group (MFG) 

• Structured Interview for Psychosis-Risk (SIPS) 

• Individual Placement Support / Supportive Employment (IPS/SE) 

Outreach efforts have focused on creating linkages with primary care and behavioral health clinics, a wide variety of 

community-based organizations, and school linked services across the County in effort to increase access to and 

understanding of REACH services by a variety of young people.   The REACH program continues to participate in the data 

and evaluation process in effort to support continuous quality and consumer satisfaction improvements along with service 

delivery. 

Lessons learned through implementation of the REACH program include an emphasis on continued staff development 

relating to new interventions, training, and education for the clinical high risk for psychosis youth population.  Efforts to build 

lasting partnerships with outside the CSC entities is necessary through continued outreach, collaboration, and keeping an 

efficient referral pathway in to and out of the REACH program.   

Barriers continue to be addressed to promote successful step-down from the REACH program.  Implementation of a 

stronger referral pathway from the PEI programs into a lower level of care service continues to be a focus across the entire 

CSC.  Young people stepping down from REACH often struggle with finding a primary care physician or other practitioner to 

provide medication monitoring post program discharge.  

Other unique barriers exist to program participants relating to the Covid-19 pandemic.  Program participants have 

demonstrated limited accessibility 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.  There have been instances 

where an in-person meeting has been necessary due to a young person’s symptoms creating a barrier to using technology 

to perform virtual SIPS assessments (e.g. youth experiencing increased paranoia or auditory/visual hallucinations leading to 

a fear of technology). 

The REACH program continues to routinely monitor program participant success stories.  During FY21, a youth entered the 

REACH program due to a need to learn coping strategies relating to their symptoms of hallucinations, paranoia, and 

suspiciousness. While in the program, the youth was provided supportive counseling, occupational therapy, and peer partner 

supports.  The REACH program staff met regularly with the youth to provide psychoeducation relating to symptoms of 

psychosis, develop coping strategies when feeling symptoms occurring, and develop strategies focused on anxiety reduction 
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in spaces where they felt uncomfortable.  The youth also expressed difficulty keeping up with schoolwork and was having 

performance issues relating to school.  The REACH team partnered with the youth and their school linked services coordinator 

to provide a support network relating to school-based anxieties and develop personal goals relating to education and 

employment.   

Through these interventions, the youth developed improved insight into their psychiatric symptoms, identified and used 

coping strategies to address the symptoms, and made improvements in overall psychosocial functioning during their time 

working with the REACH program.  Using the skills learned and through the partnership with the youth’s school linked staff, the 

youth was able to enroll into a local trade school and experienced overall improvement in functioning.  The youth then 

requested to “graduate” from the REACH program and was successfully closed from the REACH program, using local support 

networks to aid the youth going forward, if they felt more support was needed in the future. 
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INTEGRATED PREVENTION SERVICES FOR CULTURAL 
COMMUNITIES (IPSCC) 
PEI Early Intervention Program 
 

The Integrated Prevention Services for Cultural Communities (IPSCC) Program in Santa Clara County is offered 

by two agencies. The following pages describe the evaluation components and share the data for each 

agency. The total cost per person, across both agencies, can be found below. 

Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 520 Unduplicated N = 874 Unduplicated N = 900 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

520 $1,226,518 $2,359 874 $1,253,907 $1,435 900 $1,447,291 $1,608 
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AACI: INTEGRATED PREVENTION SERVICES FOR CULTURAL 
COMMUNITIES (IPSCC) 
PEI Early Intervention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The Integrated Prevention Services for Cultural Communities (IPSCC) program’s primary goal is to provide low-to-

moderate behavioral health services to the adult patients of Asian American For Community Involvement (AACI) 

primary care setting. 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. 

 

 

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 16 and older at risk of behavioral health issues 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.  In light of new MHSA PEI regulations, programs in 

this category are now tasked with collecting, analyzing and reporting on actual program impact, referrals to care, and fulfill 

specific project outcomes based on specific deliverables. The target population for these services are adults/older adults at 

risk of mental health issues instead of those already experiencing mental health problems.  

2. Program Indicators  

1. Suicide: Among the 27 clients IBH served in Q3 who were actively engaged in therapy or psychiatry 

services, six clients reported suicidal ideation at some point during the quarter.  However, there were no 

suicide attempts or hospitalizations incidents, which indicates improvement in or maintenance of symptoms 

during that time in treatment.   

2. Incarceration: There were no clients who were incarcerated during treatment during this quarter. 

3. School failure/drop-out: Staff is working with the QI and IT staff to develop a reporting workflow to gather 

data on education status and measure improvements in this area of functioning.  Also, the staff is working 

to locate additional resources for supporting clients to reach their educational goals.  

4. Unemployment: IBH staff is working with the QI and IT staff to develop a reporting workflow to gather data 

on employment status and measure improvements in this area of functioning.  Also, the staff is working to 

develop resource connections to support clients who need support in obtaining employment. 

5. Prolonged suffering: IBH staff is working with the QI and IT staff to develop a reporting workflow to gather data 

on PHQ and GAD scores to measure improvements in scores and functioning. The stigma around mental health is a 

barrier for this program to continue to experience implementing IBH services in the Health Center. Patients do not 

typically come into the clinic seeking Mental Health (MH) services and often choose not to use services after the 

medical provider has introduced them. There have been significant challenges around engaging the Vietnamese-

speaking population into services. The stigma around this community accessing mental health services is still 

significant. Some clients have expressed that they do not feel comfortable talking about "their issues" or "family 

issues" with providers. However, the staff uses Motivational Interviewing EBPs to engage clients and build rapport 

and trust. As needed, staff link clients to community resources to meet their basic needs to focus on mental health 

(MH) issues. 
6. Homelessness: None of our 24 clients identified as unhoused.  However, if any clients were to have issues 

related to housing, we have an in-house housing advocate who can provide support and resources to 

AACI clients.   
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7. Removal of children from their homes: One client this quarter was involved with family preservation services 

through Uplift Family Service after a DFCS referral due to violence in the family.  This client has remained the 

primary caregiver for her children, and Uplift is preparing to close their case with the family.   

3. Program Goals, Objectives & Outcomes 

Goals: 

1) Provide outreach and services to people 16 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. 

3)Improve coordination and referral patterns between primary care and behavioral health providers. 

 

Outcomes  

1. Consumers and the members of their support networks are supported in accessing the services they need to support their 

recovery and wellness. 

2. Reduce severity of symptoms of trauma, depression and anxiety. 

 

Objectives:  

1. Individual treatment appointments consisting of six to twelve sessions.  

2. Consider the need for a broader offering of post crisis intervention.  

3. Bridging and referral services to specialty mental health, substance abuse treatment providers, and other social services   

and partnering agencies. 

4. connecting patients to Behavioral Health (BH) through In-Reach and Promotion. 

5. Reduce staff and organization stigma regarding use of IBH and other mental health services. 

4. Evaluation Activities  

Linkage: 

IBH gets referred from AACI primary care providers. The medical staff conducts warm-hand off referrals into this program. 

IBH team then follows up with the referrals promptly. When clients in treatment need a higher level of care, clients are 

referred internally within the agency. These referrals do not need to go through Call Center (the county’s centralized referral 

system) in the past. Therefore, the client can access Specialty Mental Health promptly. However, the county transfer 

workflow changes recently; clients now need to contact the Call Center to obtain an intake appointment for a higher level 

of care. 

 

IBH had also successfully collaborated with Asian Women's Home, the Intimate Partner Violence program at AACI, to gather 

additional referrals and connect as a resource when our patients need support. IBH program has continued to refer to 

various AACI specialty mental health programs like the Adult and Older Adult program to meet the appropriate level of 

care for each client.  This program strengthens our collaboration with Health Center providers and medical assistants to 

ensure referral workflow is smooth and clients' needs are met.    Lastly, the staff is working on a collaboration with the 

Community Health Worker Program at AACI to broaden our scope of outreach, increase referrals, and strengthen 

integration workflows that allow for patients to access a variety of programs and services at AACI and in the community in 

a streamlined and effective way.    

 

In FY19, Staff attended six events throughout the fiscal year to explain AACI's IBH program and the medical care and insurance enrollment services 
provided in AACI's Health Center. 807 people received the information and had the opportunity to ask questions. 

 

 

 

 

 

Evidenced-Based Practice: 

Staff uses evidence-based practice, including Motivation Interviewing Evidence-Based Practice (EBP), Cognitive Behavioral 

Therapy (CBT), and Solution-focused Brief Therapy. Staff is trained using EBPs and apply them as clinically appropriate in 

counseling sessions. AACI has clinical supervision to monitor and support the team with clinical techniques with clients. 
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5. Demographic Data

FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 2 3% 7 7% 0 0% 

16 -25 years 5 7% 14 14% 23 17% 

26- 59 years 35 51% 41 42% 65 47% 

60+ years 27 39% 36 37% 51 37% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated 

Total 

69 100% 98 100% 139 100% 

FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

0 0% 0 0% 0 0 

Asian 25 35% 57 58% 81 58% 

Black or 

African 

American 

4 6% 3 3% 4 3% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 0% 1 1% 1 1% 

White/ 

Caucasian 

19 26% 14 14% 15 11% 

Other 24 33% 10 10% 5 4% 

More than 

one race 

0 0% 2 2% 4 3% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 11 11% 29 21% 
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Unduplicated 

Total 

72 100% 98 100% 139 100% 

       

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean 0 0% 0 0% 0 0% 

Central 

American 

0 0% 0 0% 0 0% 

Mexican/ 

Mexican-

American/ 

Chicano 

20 100% 10 42% 3 9% 

Puerto Rican 0 0% 0 0% 0 0% 

South 

American 

0 0% 0 0% 0 0% 

Hispanic/ 

Latino 

(undefined) 

0 0% 8 33% 22 69% 

Other 

Hispanic/ 

Latino 

0 0% 6 25% 7 22% 

Hispanic or 

Latino 

Subtotal 

20 100% 24 100% 32 100% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 4 7% 2 3% 3 3% 

Asian Indian/ 

South Asian 

2 3% 1 1% 7 7% 

Cambodian 9 16% 6 9% 21 21% 

Chinese 25 43% 32 46% 37 37% 

Eastern 

European 

0 0% 0 0% 0 0% 
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European 0 0% 0 0% 0 0% 

Filipino 1 2% 4 6% 8 8% 

Japanese 0 0% 0 0% 0 0% 

Korean 0 0% 2 3% 2 2% 

Middle 

Eastern 

4 7% 5 7% 4 4% 

Vietnamese 1 2% 6 9% 2 2% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

0 0% 0 0% 9 9% 

Other Non-

Hispanic/ 

Non-Latino 

11 19% 12 17% 8 8% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

0 0% 70 100% 101 100% 

More than 

one ethnicity 

1 2% 1 1% 1 1% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated 

Total 

58 100% 71 100% 102 100% 

FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 17 24% 24 24% 28 20% 

Female 52 72% 74 76% 111 80% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 3 4% 0 0% 0 0% 

Unduplicated 

Total 

72 100% 98 100% 139 100% 
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 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 17 25% 3 3% 9 6% 

Female 52 75% 17 17% 55 40% 

Transgender 

(Male to 

Female) 

0 0% 0 0% 0 0% 

Transgender 

(Female to 

Male) 

0 0% 0 0% 0 0% 

Transgender 

(Undefined) 

0 0% 0 0% 0 0% 

Genderqueer 0 0% 0 0% 1 1% 

Questioning 

or Unsure 

0 0% 0 0% 0 0% 

Another 

gender 

identity 

0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 78 80% 74 53% 

Unduplicated 

Total 

69 100% 98  139 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

0 0% 0 0% 0 0% 

Heterosexual/ 

Straight 

69 100% 0 100% 38 27% 

Bisexual 0 0% 0 0 0 0% 

Questioning/ 

Unsure 

0 0% 0 0 1 1% 
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Queer 0 0% 0 0 0 0% 

Another 

sexual 

orientation 

0 0% 0 0 1 1% 

Prefer not to 

answer 

0 0% 0 0 1 1% 

Unknown 0 0% 98 100% 98 71% 

Unduplicated 

Total 

69 100% 98 100% 139 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 34 49% 44 45% 54 39% 

Spanish 3 4% 12 12% 21 15% 

Vietnamese 0 0% 1 1% 1 1% 

Chinese 

(Cantonese-

2 , Mandarin-

26) 

22 32% 28 29% 32 23% 

Tagalog 0 0% 0 0% 1 1% 

Farsi 1 1% 4 4% 3 2% 

Other 

(Cambodian-

7, non-English 

1,  

9 13% 7 7% 27 19% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 2 2% 7 5% 

Unduplicated 

Total 

69 100% 98 100% 139  100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 
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Active 

Military 

Data not collected, but 

plan to collect starting FY 

2022. 

 

Data not collected, but 

plan to collect starting FY 

2022. 

 

Data not collected, but 

plan to collect starting FY 

2022. 

 
Veteran 

Served in 

Military 

Family of 

Military 

No Military 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Data not collected, but 

plan to collect starting FY 

2022. 

 

Data not collected, but 

plan to collect starting FY 

2022. 

 

Data not collected, but 

plan to collect starting FY 

2022. 

 

Difficulty 

hearing or 

speaking 

Other 

communication 

disability 

Cognitive 

Physical/ 

Mobility 

Chronic Health 

Condition 

Other non-

communication 

disability 

No Disability 

Prefer not to 

answer 

Unknown 

155



Unduplicated 

Total 

*Participants may choose more than one option for Disability. 

6. Referrals 

FY 2019 

Number of individuals 

with serious mental 

illness referred to 

treatment 

(Separate out 

treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health versus 

treatment that is not) 

Kind of treatment to 

which the individual 

was referred 

Number of 

individuals who 

followed through on 

the referral and 

engaged in 

treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental 

illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined 

as participating at 

least once in the 

treatment to which 

referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

5 AACI’s Specialty 

Health Mental Health 

services (Family and 

children; Adult/Older 

Adult) 

5 Program didn’t 

collect 

14 days 

 

FY 2020 

Number of individuals 

with serious mental 

illness referred to 

treatment 

 

Program didn’t 

collect but plans to 

for FY22. Data Analyst 

over the program left 

the agency.  AACI is 

seeking an individual 

for this role and plans 

to collect data 

moving forward. 

Kind of treatment to 

which the individual 

was referred 

Number of 

individuals who 

followed through on 

the referral and 

engaged in 

treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental 

illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined 

as participating at 

least once in the 

treatment to which 

referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 
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FY 2021 

Number of individuals 

with serious mental 

illness referred to 

treatment 

(Separate out 

treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health versus 

treatment that is not) 

Kind of treatment to 

which the individual 

was referred 

Number of 

individuals who 

followed through on 

the referral and 

engaged in 

treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental 

illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined 

as participating at 

least once in the 

treatment to which 

referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Program didn’t 

collect data in FY 

2021 

    

Agency plans to work with Quality Improvement staff to develop mechanisms to capture data on referrals. 

7. Group Services Delivered 

This agency did not offer group services during this reporting period. 

8. Detailed Outcomes 

This program administered to clients a PHQ-2, PHQ-9, and GAD-7 screening questionnaire to clients. Behavioral Health (BH) 

staff collaborates with medical staff for care coordination of clients. This program has interdisciplinary team meetings. 

 Overall, a low percentage of patients referred to a higher level of care (less than 10%). On average, patients had a 2.4 

point decrease in their PHQ-9 total scores by discharge. This program is working with their QI and IT staff to develop a 

reporting workflow to gather data on PHQ and GAD scores to measure improvements in scores and functioning. 

One of the successful outcomes is that this program has a low percentage of patients referred to a higher level of care (less 

than 10%). Another outcome is that IBH staff provided training and support to medical assistants and physicians to normalize 

behavioral health services and help providers feel more comfortable with referring to IBH. IBH psychiatrist provides 

continuous support to the physicians and is available for consult by phone/in person.  This support worked incredibly well for 

patients that may present with suicidal ideation or risk, mood disorders, and psychosis, among other symptoms.  The 

outcome is that it helped stabilize clients and reduced hospitalizations and reduce EPS visits. 

9. Evaluation Summary    

Implementation Challenges  
 

Challenges in FY19: Staffing 

In FY19, the IBH program experienced a shortage of staffing: a full-time, Mandarin-speaking licensed psychologist left in 

October 2018. A Spanish-speaking licensed psychologist was hired in November 2018. However, this person was on 

maternity leave from November 2018 to May 2019. 

Challenges in FY20: Staffing and COVID 

 

Ongoing changes in staffing have been challenging. In FY20, AACI had the following changes in staffing: They could 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 
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on 3/12/20 and did not have a replacement until 8/1/20. AACI had a .50 FTE psychological practicum student who will be leaving at the end of June 
and will not be replaced. 

 

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. AACI 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, AACI started 

considering how they might open again to routine and sick care. Now AACI is 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. AACI 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. 

 

Challenges in FY21: Telehealth/COVID and Staffing 

 

Telehealth: The IBH program has provided clinical services via telehealth during the county shelter-in-place protocols to 

ensure the safety and health of staff and patients.  While the team has met with most patients interested in services via 

telehealth, some patients, particularly older patients who are not comfortable using technology and have limited English, 

have had some difficulties connecting with clinicians via telehealth.  When such challenges arise, sessions can be offered 

via phone or in-person with safety measures in place, or we can aid clients to connect to telehealth sessions in the office.  

Our Wellness Department has also been holding sessions to teach clients how to connect to telehealth appointments in 

collaboration with Senior Planet, focusing on Older Adults. Telehealth and COVID protocols have also impacted our 

consistency with providing warm handoffs with the team of nurses and medical providers on-site at the Health Center.  We 

are actively developing and trying out new ways of connecting with providers via zoom and regularly scheduled 

consultation meetings.   

 

Staffing:  Another significant challenge has been in hiring qualified staff, particularly for the licensed clinician position.  AACI 

is actively working with a recruiter in addition to our HR team and exploring new avenues of acquiring talent.   

There has also been some turnover in the Health Center Department with the transition of the QI Manager and Systems Analyst/NextGen 
Specialist, making it challenging to address template updates needed to increase efficiency to track outcomes data.   The health center is actively 
hiring for those positions, and the QI specialists are working to assist the IBH program manager and seek feedback and support for BH QI staff. 
   

 

Successes in FY19: AACI Health Center expanded to a second location in East San Jose, and two FTE medical doctors 

joined the team, which helped to increase the number of referrals.  

 

IBH saw a low percentage of patients referred to a higher level of care (i.e., less than 10%). On average, patients had a 2.4 point decrease in their 
PHQ-9 total scores by discharge. AACI added capacity for Spanish-speaking referrals, which helped increase access to care for the Latinx 
community. This program also provided training and support to medical assistants and physicians to normalize behavioral health services and help 
providers feel more comfortable with referring to IBH. 

In addition, the psychiatrist provides continuous support to the physicians and is available for consult by phone/in person. 

IBH expanded capacity by bringing on a psychiatric nurse practitioner who is Khmer speaking. 

 

When a higher level of care is needed, IBH clinicians have oriented clients to the available services and explain the 

transfer process. IBH clinician assists the client with calling the county Call Center and connects with AACI management to 

discuss capacity and clinical need for the client. Suppose a client is seeking a language-specific provider that is not 

available at AACI's Health Center. In that case, AACI also helps to facilitate a referral to the appropriate program (i.e., 

often in AACI's specialty MH services). In FY 2018/19, AACI referred clients to AACI's Specialty Mental Health Services 

(Family and Children; Adult/Older Adult) for psychological testing for questions around ADHD as well as cognitive 

impairment. AACI also referred to AOA for a higher level of care, including individual counseling, collateral sessions, case 

management, and psychiatry. We also referred clients to our Domestic Violence program. We referred a total of 5 clients. 

The average time between referral and participation in treatment was 14 days.  

 

Successes in FY20:  

AACI now has five medical providers to make referrals. All of them are familiar with and appreciative of the services that IBH 

staff offer. IBH licensed providers to attend monthly provider meetings and are fully integrated into the Health Center's 

functioning. 
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AACI maintained the capacity for Spanish-speaking referrals, which has helped increase access to care for the Latinx 

community. 

 

AACI 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 exceptionally well for patients that may present with suicidal ideation or risk, mood disorders, and psychosis, 

among other symptoms. 

 

AACI had been able to provide IBH services in both Mandarin and Spanish, in addition to English. 

 

AACI has been able to reach out to our Latinx and Chinese communities in providing the support and services around 

navigating different systems.  

 

AACI worked in collaboration with PCP and Nurses around the best patient care and when assessing appropriate services.  

 

AACI had transferred cases to BH/higher level of care once the patient was assessed within IBH program. 

 

 

FY21 Successes:  

Staffing: The new IBH manager, an LCSW bicultural and bilingual in Japanese, started in February 2021.  She brings 

experience in working with children in foster care and early childhood, adults with co-occurring mental health and 

substance use disorders, in diverse and underserved communities, and managing the Family and Children's program at 

AACI.  IBH also welcomed a Nurse Practitioner into the IBH program to support clinical services, including counseling and 

psychiatry services and support tracking of clients with co-occurring medical and mental health concerns and medication 

compliance.  Her extensive experience working in both the Behavioral Health Department and the Health Center at AACI 

uniquely qualifies her to support this program.  She also speaks Khmer and can support the clients in the Cambodian 

community. 

Additionally, this program has a new Spanish language interpreter supporting the IBH program to connect with and treat 

monolingual Spanish-speaking patients.  Lastly, for staffing successes, AACI has hired a doctoral intern for the fall of 2021, 

who has been a trainee in the IBH program for the last two years.  She brings her experience supporting clients in IBH 

through individual counseling and groups and her Mandarin and Cantonese proficiency to the team.  This is also an 

important workforce development support, helping to train and develop the next generation of culturally competent 

providers.   AACI continues to utilize cross credentialed staff from our Behavioral Health Department to serve clients while 

we actively work to recruit a full-time clinician.  

 

IBH staff has participated in numerous outreach events in the community this quarter.  AACI's health center has hosted 

several vaccination events to serve our community members and provided program information at each event.  Staff also 

participated in the Anti-Asian Hate rally in Santa Clara on March 31st, 2021, at the Northside Library, where we provided 

outreach materials and program information to over 100 diverse participants.  IBH staff connected with SCUSD 

superintendent Dr. Stella Kemp and Darius Brown, the Chair for the Task Force on Diversity Equity and Inclusion for the City of 

Santa Clara, to share resources with eligible community members.   This program plans to increase outreach efforts, 

especially as they will work to fill a case manager position.   

 
Lessons Learned from AACI 

Lessons Learned in FY19: 

IBH discovered that increasing communication between providers (e.g., medical doctors, psychiatrists, and licensed IBH 

staff) helps to improve patient care and overall results. Therefore, it is beneficial to have more education around stigma 

reduction and trauma-informed care for staff. Moreover, it is vitally important to have bicultural/bilingual staff to help 

patients feel comfortable and open to communicating with IBH staff to address the stigma around mental health. 

 

Lessons Learned in FY20:  

Telehealth: The IBH program has provided clinical services via telehealth during the county shelter-in-place protocols to 

ensure the safety and health of staff and patients.  While we have been able to meet with most patients interested in 
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services via telehealth, some patients, particularly older patients who are not comfortable using technology and those who 

do not speak English as their primary language, have had some difficulties connecting with clinicians via telehealth.  When 

such challenges arise, sessions can be offered via phone, or in-person with safety measures in place, or we can aid clients 

to connect to telehealth sessions in the office.  Our Wellness Department has also been holding sessions to teach clients 

how to connect to telehealth appointments in collaboration with Senior Planet, focusing on Older Adults. Telehealth and 

COVID protocols have also impacted our consistency with providing warm handoffs with the team of nurses and medical 

providers who are on-site at the Health Center.  We are actively developing and trying out new ways of connecting with 

providers via zoom and regularly scheduled consultation meetings.   

Staffing:  Another significant challenge has been in hiring qualified staff, particularly for the licensed clinician position.  We 

are actively working with a recruiter and our HR team and exploring new avenues of acquiring talent.   

There has also been some turnover in the Health Center Department with the transition of the QI Manager and Systems 

Analyst/NextGen Specialist, which makes it difficult to address template updates needed to increase efficiency to track 

outcomes data.   The health center is actively hiring for those positions, and the QI specialists are working to assist the IBH 

program manager and seek feedback and support for BH QI staff.

Lessons Learned in FY21: 

As hiring has been a challenge, staff have increased the coordination and collaboration with HR and are starting to 

connect with local professional groups and graduate schools for networking purposes.  AACI also has plans to work more 

closely with our recruiter to focus on the clinical positions.   

IBH staff has increased communication with QI and QA as well as IT support staff has been critical to finetuning the workflow 

and documentation of services.  This program also plans to improve pathways for gathering outcomes data to ensure 

program efficacy and client wellness.

Relevant Examples of Success/Impact for AACI: 

Patient Success Stories: November 2019: The patient was a 55-year-old heterosexual, Spanish-speaking, Mexican female 

and mother of 2 kids who was a resident of the San Jose area. The patient lived with her husband and two children. The 

patient made an appointment with her Primary Care Physician (PCP) due to "emotional" symptoms and 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 the patient's treatment (about six sessions), the clinician worked with her to develop coping skills to decrease 

her symptoms. Some of these coping skills are mindfulness, engagement in self-care, and communication skills with her 

relatives. This allows the client to get support at home around home responsibilities and allowing herself to practice 

relaxation at home. These changes allowed the patient to feel empowered and supported. She stated that her tension and 

headaches went away, her tearfulness decreased completely, and she felt more open to having conversations with her 

family instead of isolating herself from them. The patient also stated that her sleep improved and she felt "rested" in the 

mornings. Having an integrated team at the health center allowed this patient to work with her PCP to reduce her 

physiological symptoms and the stigma around accessing behavioral health services. This integrated model also provided 

the patient with having a therapist in the same location, for this location was already a familiar and trustworthy place for this 

patient. Collaboration between PCP and therapist was essential as the team supported the patient in reducing her 

symptoms, improving her overall health, and preventing the development of serious mental and medical illness. 

June 2020: The 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 a history of self-harm. The IBH clinician conducted a warm handoff session with the primary 

care provider (PCP) during the patient's visit. 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 integrating mental and physical 

health care, discuss a treatment plan, and make an appointment for the patient begin individual therapy. The warm 

handoff session significantly reduced barriers to mental health services through psychoeducation and treatment planning. 

When the patient first started 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 patient to create a safety plan to maximize the patient's utilization of positive coping strategies (e.g., social 
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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 conducted 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 three 

months, the patient showed a significant reduction in her depressive symptoms, including a complete remission of self-harm 

behaviors and suicidal ideation.  

FY21 Success Story: 

A Hispanic 25-year-old woman who was experiencing moderate anxiety symptoms, including racing thoughts, difficulty to 

control, sleep difficulties, and some panic symptoms, was referred to IBH by their primary care provider after a positive PHQ 

screening.  Initially, the client was somewhat skeptical of counseling services due to cultural stigma and feeling 

overwhelmed by her anxiety.  The clinician utilized Solution Focused Brief Therapy to support the client in a positive and 

supportive environment that focused on distressing thoughts and helped the client create an optimistic view of her future.  

By taking this nonjudgmental and client-centered approach, the clinician built trust and helped the client identify their plan 

for improving self-care and implementing positive self-talk strategies.  The client has now reduced sessions to biweekly 

frequency due to improved anxiety, sleep, and confidence.  The client has been able to better attend to her schoolwork 

and feels more connected to her family members.  This improvement has been seen in her PHQ 9 and GAD7 scores as well.  

Their primary care physician referred a 65-year-old female client of Chinese descent for IBH services.  The client had been 

visiting family in the US when travel bans were put into place due to COVID, and she was not able to return home to China 

for her regular medical care.  The client, who speaks Mandarin only, had been stable on medications for many years after 

experiencing psychotic symptoms decades ago but needed refills on her medications, and her family had concerns about 

recent anger outbursts.  At intake, the client reported experiencing irritability but denied psychotic symptoms. It became 

clear that the client's distress was centered around her challenges in adjusting to a new living situation and the stress it 

caused for her relationships with family members.  The clinician utilized motivational interviewing and their language 

capacity and culturally informed strategies to build trust with the client and help the client engage in the problem-solving 

process.  The clinician coordinated with the IBH psychiatry team to ensure the client was re-assessed for medication needs.  

The clinician focused sessions on providing psychoeducation to the client and her adult daughter to improve 

communication and interactions in the home and provide linkages. 
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GARDNER: INTEGRATED PREVENTION SERVICES FOR 
CULTURAL COMMUNITIES (IPSCC) 
PEI Early Intervention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

Gardner Integrated Prevention Services for Cultural Communities (IPSCC) program’s primary goal is to provide low-to-

moderate behavioral health services to the adult patients of Gardner Family Health Network, Inc. primary care setting. 

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. 

 

 

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 16 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.  

2. Program Indicators  

o Suicide: There were no suicide attempts or hospitalizations incidents, which indicates improvement in or 

maintenance of symptoms during that time in treatment.   

o Incarceration: There were no clients who were incarcerated during treatment during this quarter. 

o School failure/drop-out: Staff is working with the QI and IT staff to develop a reporting workflow to gather 

data on education status and measure improvements in this area of functioning.  Also, the staff is working 

to locate additional resources for supporting clients to reach their educational goals.  

o Unemployment: IBH staff is working with the QI and IT staff to develop a reporting workflow to gather data 

on employment status and measure improvements in this area of functioning.  Also, the staff is working to 

develop resource connections to support clients who need support in obtaining employment. 

o Prolonged suffering: IBH staff is working with the QI and IT staff to develop a reporting workflow to gather data 

on PHQ and GAD scores to measure improvements in scores and functioning. The stigma around mental health is a 

barrier for this program to continue to experience implementing IBH services in the Health Center. Patients do not 

typically come into the clinic seeking Mental Health (MH) services and often choose not to use services after the 

medical provider has introduced them. There have been significant challenges around engaging the Vietnamese-

speaking population into services. The stigma around this community accessing mental health services is still 

significant. Some clients have expressed that they do not feel comfortable talking about "their issues" or "family 

issues" with providers. However, the staff uses Motivational Interviewing EBPs to engage clients and build rapport 

and trust. As needed, staff link clients to community resources to meet their basic needs to focus on mental health 

(MH) issues. 

o Homelessness: None of the clients identified as unhoused.  100 

o Removal of children from their homes: One client this quarter was involved with family preservation services 

through Uplift Family Service after a DFCS referral due to violence in the family.  This client has remained the 

primary caregiver for her children, and Uplift is preparing to close their case with the family.   

Historically, underserved ethnic minorities do not reach out for assistance to address their mental health needs as the stigma 

has always played a negative role in accessing services. For decades the best way to access and decrease stigma has 

been through the primary care settings especially for the Latinx community, where mental health services is often 
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discouraged. This often leads to prolonged suffering as many individuals suffer in silence and only seek out services when 

they start experiencing psycho somatic symptoms. Having bilingual/bicultural staff that reflect the populations being served 

makes patients more likely to open during their primary care visits. Peer mentors and behavioral health clinicians can help 

address issues related to stigma by normalizing their reasons for their visit and offering mental health services from a setting 

that they are already familiar with. While participating in their integrated behavioral health visits, patients can address 

traumas, learn coping skills, and begin recovery of their prolonged traumas.  

3. Program Goals, Objectives & Outcomes  

Goals: 

1) Provide outreach and services to people 16 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. 

3)Improve coordination and referral patterns between primary care and behavioral health providers. 

 

Outcomes  

1. Consumers and the members of their support networks are supported in accessing the services they need to support their 

recovery and wellness. 

2. Reduce severity of symptoms of trauma, depression and anxiety. 

 

Objectives:  

1. Individual treatment appointments consisting of six to twelve sessions.  

2. Consider the need for a broader offering of post crisis intervention.  

3. Bridging and referral services to specialty mental health, substance abuse treatment providers, and other social services   

and partnering agencies. 

4. connecting patients to Behavioral Health (BH) through In-Reach and Promotion. 

5. Reduce staff and organization stigma regarding use of IBH and other mental health services. 

4. Evaluation Activities  

Access and Linkage 

The current system that is set up for patients to access services is a "no wrong entry" approach that allows patients to be 

referred from any department within the clinic and be self-referred. The approach that creates the higher volume of 

referrals comes from the primary care visits. Patients are all screened using the PHQ-2 and PHQ-9 screening tools which 

stimulate conversation between the provider and the patients about their mental health needs. Currently, other 

departments are referred patients such as dentistry, chiropractic, optometry, etc.  Once a patient agrees to a referral to the 

behavioral health department, a peer partner conducts a warm hand-off where patients have explained the scope of 

services and discuss what they can expect from participating in the behavioral health department. Once a patient meets 

with a behavioral health clinician for an assessment, they decide if the patient is a good fit for the program or if the patient 

needs to be referred to a higher level of care such as specialty mental health services. Whether the patient remains with the 

IBH services or is referred out to the call center, the clinicians also address the patient's case management needs by 

providing on the sport linkages to basic needs such as: housing, transportation, shelters, domestic violence resources, legal 

resources etc. depending on the needs of the patient.     

 

 

Strategies: Improving Timely Access to Services for Underserved Populations 

Currently, the program has been very high success rate in engaging patients to the program. The program has a policy for 

timely access to services, which is ten days from when the peer partners receive the referral from whichever referrals source. 

During those ten days the peer partners must make three attempts to introduce the patient to services which includes: two 
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phone calls and a contact letter. If a patient does not reply within those ten days the referral is closed, however, if a patient 

contacts the peer partner after the ten-day mark the patient will still be seen by one of the IBH providers.  

Evidence-based practice standard or promising practice standard 

Currently the clinical staff is using an array of evidence-based practice modalities that have been proven to be effective in 

the primary care setting. These include psychoeducation, Cognitive Behavioral Therapy (CBT), and Solution-Focused Brief 

Therapy. The guiding principle is that only evidence-based interventions should be used. Each IBH clinician has the 

individual responsibility to stay abreast of current research in the field, to obtain continuing education in necessary subjects, 

and to practice within his/her scope of expertise. IBH clinicians and the IBH program in general should be a shining example 

of adherence to effective, research-based services; most importantly, to provide quality services to our patients and 

provide accurate education to the PCPs regarding best practices for BH problems.  

5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years - - - - - - 

16 -25 years 116 25.7% 202 26.0% 243 31.9% 

26- 59 years 287 63.6% 476 61.3% 449 59.0% 

60+ years 48 10.6% 98 12.6% 69 9.1% 

Prefer not to 

answer 

- - - - - - 

Unknown - - - - - - 

Unduplicated 

Total 

451 100% 776 100% 761 100%- 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

3 0.67% 12 1.5% 4 0.5% 

Asian 15 3.3% 22 2.8% 22 2.9% 

Black or 

African 

American 

12 2.7% 14 1.8% 17 2.2% 

Native 

Hawaiian or 

9 2.0% 9 1.2% 4 0.5% 
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Other Pacific 

Islander 

White/ 

Caucasian 

121 26.8% 213 27.4% 214 28.1% 

Other - - - - - - 

More than 

one race 

12 2.7% 19 2.4% 21 2.8% 

Prefer not to 

answer 

279 61.9% 487 62.8% 479 62.9% 

Unknown - - - - - - 

Unduplicated 

Total 

451 -100% 776 100% 761 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean - - - - - - 

Central 

American 

- - - - - - 

Mexican/ 

Mexican-

American/ 

Chicano 

- - - - - - 

Puerto Rican - - - - - - 

South 

American 

- - - - - - 

Hispanic/ 

Latino 

(undefined) 

355 78.7% 626 80.7% 613 80.6% 

Other 

Hispanic/ 

Latino 

- - - - - - 

Hispanic or 

Latino 

Subtotal 

355 78.7% 626 80.7% 613 80.6% 
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Non-Hispanic 

or Non-Latino 

as follows: 

 

African - - - - - - 

Asian Indian/ 

South Asian 

- - - - - - 

Cambodian - - - - - - 

Chinese - - - - - - 

Eastern 

European 

- - - - - - 

European - - - - - - 

Filipino - - - - - - 

Japanese - - - - - - 

Korean - - - - - - 

Middle 

Eastern 

- - - - - - 

Vietnamese - - - - - - 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

88 19.5% 136 17.5% - - 

Other Non-

Hispanic/ 

Non-Latino 

- - - - - - 

Non-

Hispanic or 

Non-Latino 

Subtotal 

88 19.5% 136 17.5% 134 17.6% 

More than 

one ethnicity 

- - - - - - 

Prefer not to 

answer 

8 1.8% 14 1.8% 14 1.8% 

Unknown - - - - - - 

Unduplicated 

Total 

451 100% 776 100% 761 100% 
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 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 145 32.2% 195 25.1% 186 24.4% 

Female 306 67.8% 581 74.9% 575 75.6% 

Prefer not to 

answer 

- - - - - - 

Unknown - - - - - - 

Unduplicated 

Total 

451 100% 776 100% 761 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 139 30.8% 190 24.5% 184 24.2% 

Female 300 66.5% 574 74.0% 566 74.4% 

Transgender 

(Male to 

Female) 

- - - - - - 

Transgender 

(Female to 

Male) 

- - - - 1 0.13% 

Transgender 

(Undefined) 

- - - - - - 

Genderqueer - - - - - - 

Questioning 

or Unsure 

- - - - - - 

Another 

gender 

identity 

- - - - - - 

Prefer not to 

answer 

12 2.7% 12 1.6% 10 1.3% 

Unknown - - - - - - 

Unduplicated 

Total 

451 100% 776 100% 761 100% 
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 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

5 1.1% 17 2.2% 21 2.8% 

Heterosexual/ 

Straight 

339 75.2% 581 74.9% 525 69.0% 

Bisexual 8 1.8% 12 1.5% 19 2.5% 

Questioning/ 

Unsure 

3 0.7% 8 1.0% 9 1.2% 

Queer - - - - - - 

Another 

sexual 

orientation 

3 0.7% 2 0.3% 2 0.3% 

Prefer not to 

answer 

93 20.6% 156 20.1% 185 24.3% 

Unknown - - - - - - 

Unduplicated 

Total 

451 100% 776 100% 761 100% 

 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 229 50.8% 379 48.8% 389 51.1% 

Spanish 216 47.9% 390 50.3% 367 48.2% 

Vietnamese - - - - 1 0.13% 

Chinese - - - - - - 

Tagalog 1 0.22% 1 0.13% - - 

Farsi 2 0.44% 2 0.3% - - 

Other 3 0.67% 4 0.52% 4 0.53% 

Prefer not to 

answer 

- - - - - - 

Unknown - - - - - - 
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Unduplicated 

Total 

451 100% 776 100% 761 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

- - - - - - 

Veteran 1 0.22% 2 0.26% 3 0.40% 

Served in 

Military 

- - - - - - 

Family of 

Military 

- - - - - - 

No Military 450 99.8% 774 99.7% 758 99.6% 

Prefer not to 

answer 

- - - - - - 

Unknown - - - - - - 

Unduplicated 

Total 

451 100% 776 100%- 761 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Data was not collected during this reporting period, but program plans to collect starting FY 2022. 

Difficulty 

hearing or 

speaking 

Other 

communication 

disability 

Cognitive 

Physical/ 

Mobility 

Chronic Health 

Condition 
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Other non-

communication 

disability 

No Disability 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

*Participants may choose more than one option for Disability. 

6. Referrals  

Once a clinician determines that a patient can benefit from a higher level of care such as specialty mental health services, 

a referral to the call center is made. IBH clinicians continue to work with the patient until the patient is fully connected to an 

outpatient team. Unfortunately, this information was not tracked and reported in the past. Moving forward, as of July 1, 2021 

the program can start tracking these individuals and present the data at the next quarterly report. Additionally, BHSD is 

looking at identifying data points to track from referral to admission via the BH Call Center through our electronic health 

record.  

 As of now, the data department can provide a list of individuals who currently meet the serious mental illness criteria and 

are being seen by a PCP within the Gardner Network. As far as the other tracking requests, the program cannot provide 

such data as Gardner's system and the county's system do not interface, which means that it would be very challenging to 

track that information.  

7. Group Services Delivered 

This agency did not provide group services during this reporting period due to the following reasons: 

• Shortage of staff 

• Pandemic 

• Many patients do not have access to appropriate platforms and equipment that would allow for virtual 

groups to take place. 

• Many patients have limited technical skills that enable them to participate virtual groups. 

8. Detailed Outcomes  

Indicators Utilized: All patients 16 and older receive a PHQ-2 screening tool and if they mark either one of the two questions, 

a PHQ-9 is then administered. If the patient presents with a score 15+ or marks positive on question #9 a referral is made to 

the IBH department. Similarly, a referral is made if a patient presents with a high score in the GAD-7 or if the PCP expresses 

concerns about the patient's mental health.  

Percent Improvement: As of now, the program is are not tracking this information due to staff shortage and technical 

challenges. However, agency has work hard to identify an individual and work with their data team so they can begin to 

create these reports and submit them in future reports. These reports can be submitted for the first quarter of this fiscal year. 

Names and references: Whenever a patient is open under the IBH department a screening tool is be used depending on 

their symptoms and presentation. That score is considered the baseline score, and the overarching goal is a 50% reduction 

in their PHQ-9 or GAD-7 Score. However, any patient that scores less than the baseline score is also considered a positive 

outcome or if there are any changes in their level of functioning in the areas of social relationships, activities of daily living, 

etc. The data team will provide a procedure based on data collection methods.  
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A summary narrative will be created by the IBH team based on the outcome data collected by the data team.   

9. Evaluation Summary  

Implementation Challenges  

Challenges FY19: Staffing, Referral, and location 

During this fiscal year, it was very challenging to have a fully staffed department. Most of the clinicians that were hired 

under the grant resigned as they received job offers to work at Santa Clara County Behavioral Health or Kaiser Permanente. 

It was difficult for Gardner Health Services (GHS) to match the salaries that these clinicians were being offered, and at one 

point during this fiscal year, it was just the IBH director and another clinician providing direct services to patients. Another 

challenge is that there was some uncertainty as to whether the contract between the county and GHS would be extended 

during this fiscal year, which caused much uncertainty for the remaining staff.       

Since there was some uncertainty about the program's future, many providers stopped referring some patients to IBH. 

Instead, they were referred to specialty mental health services, which caused a significant drop in the number of patients 

being served. Another implementation challenge during this time frame is that the contract allowed for patients to be seen 

only at two major locations, which were St. James Health Center and Gardner South County Health Center. Location was 

often a deterrent to the patients who needed to access mental health services in their community due to the limited 

locations.   

Challenges FY20: Staffing, insurance, no-shows, data tracking 

Historically, staffing the IBH department has been a huge challenge since its inception. Currently, Gardner Health Services 

competes to hire a limited pool of bilingual and licensed clinicians with Kaiser and with the county. Unfortunately, Gardner 

has not been able to compete with the wages and benefits of such organizations, thus retaining staff has been a huge 

challenge. In addition, the funding of the program has also been a factor that caused turnover.  In the past, staff has quit 

before the end of the fiscal year due to not knowing whether the funding for the program is secure, which caused some 

staff to get quit before the end of the fiscal year.    

Most recently, there has been a trend of patients who fail to show up for their intake appointment. This pattern has become 

more prominent in clinics that currently do not have an assigned peer partner who can provide a face-to-face warm hand-

off during their PCP's visit. Having a peer partner on site has been shown to contribute to a decreased no-show rate. Studies 

show that if a patient doesn't receive a warm hand-off but is instead told to make an appointment at the front desk for a BH 

visit, about 80% of the patients will either not make the appointment or not show up for the appointment.  

Another challenge has been that many patients do not have medical insurance. Despite the accessibility to a sliding fee 

program, they stop coming to sessions prematurely due to their economic hardships. Often, these patients without 

insurance need to be linked to specialty mental health services, and the call center will send them to the Central and 

Wellness Center or Mental Health Urgent Care.  Many patients come back reporting that they didn't feel they received the 

care they were hoping to receive. Many of these patients know that they need ongoing therapy services and med 

management to avoid EPS visits. This is a huge gap in services. Many patients who encounter these circumstances need a 

higher level of care; however, they do not qualify for Medi-Cal or can’t afford insurance through California Covered. Thus 

they continue to use IBH services as their only source of mental health support.  As these patients come back seeking 

services, the previously discussed gaps continue to exist, making it nearly impossible for them to receive adequate care. 

Since the program's inception, IBH continues to receive complicated/challenging cases that can't be dealt with at the 

primary care level due to the severity of their mental health symptoms. These patients participate in an intake that 

determines that a referral needs to be made to specialty mental health services. Over the years, there has been a 

bottleneck of referrals at the call center where patients are placed in a waitlist or are given intake appointments for weeks 

later, causing the patients to become discouraged and cease participation in services. During this period, the patients 

remain open with IBH, and often, the patients decide that they no longer want to be referred to Call Center due to long 

wait. At the same time, they are not receiving the level of care they need such as outpatient services.  
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Lastly, we currently do not have a mechanism allowing the IBH department to track the disposition of specialty mental 

health services. Currently, patients remain open in IBH until they receive an intake for specialty mental health. IBH clinicians 

can write on their chart that they are now opened in a specialty mental health clinic through the patient's self-reports.    

Challenges FY21 

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 clinicians were given remote access and began to provide 

mental health services using telehealth. This required that the department develop telehealth protocols that aligned with 

county and state guidelines. Due to the pandemic, Gardner Health Services laid off ¼ of the workforce, which translated to 

IBH losing all of the peer partners. This meant that on top of providing telehealth 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 on 

their 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 do not 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. Many of them started to 

experience secondary trauma as they listened to these stories daily or they experience their loss of a loved one or a friend. 

This has precipitated that during the weekly meetings, they debrief, consult, and discuss patient's cases and 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.              

   

Successes  

Successes FY19: 

Despite the fact that currently, IBH doesn't track successful outcomes in treatment, it is not difficult for clinicians to recognize 

that patients get better by participating in IBH services. This is extremely difficult to track because a patient can come to 

one visit and feel better. In contrast, others may need additional visits before they start to notice a difference from 

participating in brief therapy. The staff has been receiving a lot of verbal anecdotes from patients who came into 

treatment without hope. After participating in services, they can secure employment, keep employment, do better in 

school, develop meaningful relationships. Statistically, patients can get better when they receive early intervention that 

prevents them from spiraling into a chronic disease state, leading to involvement with Emergency Psychiatric Services, 

emergency room visits, mental health urgent care visits. This is measured by their PHQ-9 and GAD-7 Score.  The overarching 

goal is a 50% reduction in their PHQ-9 or GAD-7 Score. However, any patient that scores less than the baseline score is also 

considered a positive outcome or if there are any changes in their level of functioning in the areas of social relationships, 

activities of daily living, etc.. 

It would be great to track successful outcomes for the patients. However, in order to do that, it's essential to define what a 

successful outcome looks like, as it may be different from patient to patient. A patient may not be managing their diabetes 

because of their mental health, and after participating in IBH services, they may have developed coping skills that help 

them manage both. This is a success, and so is the patient who just broke up with their significant other and is having a 

difficult time adjusting to the loss and after a few sessions, the patient feels better. It is somewhat challenging to define 

success as a successful can vary from patient to patient.  

In the last fiscal year, the staff has provided 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, they do know that it is a 

significant amount of individuals.  
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Another success is that they have been able to retain staff throughout the entire fiscal year, which helped maintain 

continuity of services to patients. They met and exceeded the expected productivity as a department, which roughly 

translates to 600 encounters per clinician per year. Despite the challenges brought upon by Covid-19, the staff offers 

telehealth which helps overcome team getting sick, patients getting sick, and patients canceling due to fear of exposure to 

the virus.  The IBH department continued providing services to the patients and will continue to do so as long as necessary. 

The IBH department met and exceeded productivity using telehealth to pre- COVID-19 numbers. Using virtual platforms, 

staff can reach out to more patients who would otherwise not visit the clinic due to transportation issues or fear of exposure 

to Covid-19. 

The IBH staff was able to get together at the beginning of the fiscal year to develop department goals for the fiscal year, 

such as: participate in evidence-based training that has 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 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. The department was able to assess, refer out as necessary and treat patients in a timely fashion. 

Successes FY21 

 One of the biggest successes during the FY 20-21 is implementing telehealth services, which provided IBH clinicians the 

opportunity to reach more patients throughout Santa Clara County. Patients were being referred from all of the health 

centers within the Gardner Network, and patients felt more comfortable receiving the services from the comfort of their 

own homes. Another success is that the program's productivity increased during the first quarter as patients accepted 

telehealth services and, as a result, many of the staff laid off were recalled to their positions. The program's productivity was 

consistent throughout the quarters, many of the patients completed their treatment plans goals, and there was never a 

waitlist for services. Moreover, the IBH program collaborated with other departments in the network, such as the Whole 

Person Care Program and the nutrition department. IBH clinicians provided ZOOM presentations in both English and Spanish 

to patients who have diabetes and high levels of A1C levels and provided outreach to link them to counseling services. In 

addition, IBH was featured in the Community Health Partnership's newsletter in February 2021, highlighting the important 

work provided by all GHS staff to patients throughout Santa Clara County. IBH clinicians developed a brochure for team 

highlighting strategies and resources to cope with the anxiety brought upon by the pandemic. IBH clinicians linked 

unsponsored patients who could not pay the sliding fee scale and were in great need of outpatient services to Central 

Wellness Services through the Mental Health Call Center. Many of these patients suffered from chronic mental health 

illnesses that required psychiatry and specialized services. These patients also received financial counseling and assistance 

applying for medical insurance through financial counselors at Central Wellness. Lastly, at the end of the last quarter the IBH 

department achieved 95% of pre-COVID 19 productivity levels. 

Lessons Learned  

Lessons Learned FY19: 

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, the team has been able to decide that IBH keeps most of the patients referred to our department. 

This means that fewer and fewer patients are being referred to specialty mental health services. 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 of patient care. IBH staff often meets with providers every month to 

discuss challenges, setbacks, and progress in the IBH department, fostering education, training, and communication. All IBH 

clinical staff is certified on how to write 5150 holds. Providers are constantly being utilized as consultants whenever providers 

have questions about diagnosis, treatment, and suicide risks. IBH staff also attend monthly staff meetings at the clinic level 

to provide all staff support by giving updates, identify each clinic's needs, and explore solutions to these needs.  Lastly, 

providers have access to the lead psychiatrist to contact for a consultation about meds and diagnosis. 
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In addition, IBH staff met weekly to conduct a staff meeting that promotes consultation, training, and challenges unique to 

each clinic. During this meeting, emphasis is placed on case conferencing, case consultation, sharing resources, and 

supporting each other. A lead psychiatrist is present during this meeting and the department director to ensure that staff 

feels supported in verbalizing their own needs, whether additional training or questions about the day-to-day operations.  

During this meeting, the peer partners also identify and verbalize their struggles in the field and explore ways that clinicians, 

department director, and psychiatrist can address those barriers.   

 

Lessons Learned FY20: 

 Over the year FY 2019-2020, this program tracked the number of patients who engage in IBH services, and they have 

concluded that the clinics with a peer partner on site are more likely to engage in IBH services. This highlights the 

importance of having peer partners positions filled and possibly expanded to other sites should additional funding become 

available.  

There are a few challenges that continue to play an important role in patient care. One of the biggest gaps in services is 

that many of the patients IBH served declined services due to the “CHARGE RULE” which hinders a person's ability to 

become naturalized citizens if he/she accesses uses certain services e.g. medical services. Throughout the year, many 

patients declined services that they needed and could have benefited from using them due to the fear of the Charge Rule.  

Another gap in services is that many uninsured patients who are taking advantage of the sliding fee program or the Primary 

Care Access Program (PCAP) cannot access specialty mental health services such as outpatient programs. Many of our 

patients who have been diagnosed with chronic mental health illnesses require more long-term services; however, if they 

do not have insurance like full-scope Medi-Cal, they cannot access the adult system of care system. Clinicians have been 

trained to go through the appropriate channels, and link patients to the call center, which in turn links them to the Wellness 

Center. However, the patients still do not receive the same level of care that another patient receives in an outpatient 

program.  

Another similar challenge that has come up for some of the patients is that they can access mental health services through 

insurance obtained using California Covered, which allows them to access services at the primary care level. However, 

when these patients are referred to IBH and determine that they need a higher level of care, they often have difficulty 

accessing specialty mental health services as the Call Center will not take them. They are referred to their insurance for 

assistance. Navigating such a system can be taxing on a patient, and they frequently give up and discontinue services 

since IBH can only provide limited support. For example, the patient may need to be seen and treated by a psychiatrist, 

which is a service that IBH does not currently offer. 

Lessons Learned FY21: 

There were many lessons learned over the fiscal year that required all parties involved to adapt to change and uncertainty. 

One of the most notable changes for IBH clinicians was to provide telehealth services and create new workflows to meet 

the patients' needs. IBH clinicians collaborated with the Business Office Clerks, the Health and Information Department, the 

billing department, and the call center department to develop strategies that included changing the registration process, 

work templates, and billing practices that would facilitate the telehealth mode of service. Clinicians learned that providing 

telehealth services was just as practical and convenient for the patients, and there is a plan to develop and implement a 

hybrid model beginning in August 2021. Another lesson learned was the importance of self-care for the clinicians and peer 

partners to avoid burnout during the pandemic. During staff meetings, clinicians and peer partners were encouraged to 

verbalize issues related to secondary traumas and explored strategies that would help promote self-care (e.g. meditation, 

using PTO and consultation with professionals). 

Moreover, IBH clinicians learned to expand their research regarding resources and case management needs for 

unsponsored patients and/or uninsured and often do not qualify for traditional government aid. IBH clinicians collaborated 

with other local non-profits with the intent of staying abreast with the most current information regarding resources for this 

population. Perhaps one of the biggest lessons learned is that many patients prefer to receive telehealth services rather 

than the traditional face-to-face sessions. Many of the patients reported that receiving the services from the comfort of their 

own house without sitting in traffic, competing for parking, and paying for transportation was more convenient than having 

face-to-face sessions.  Lastly, one of the greatest lessons learned is that providing telehealth services has not affected the 
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program's ability to reach the expected productivity; the program actually reached and exceeded the expected 

productivity since beginning telehealth in April 2020 by serving a total of 761in FY21 out of the expected 200 which was 

identified later in the fiscal year.  

 

Success stories 

Success story FY19 

A female client came into treatment as she was diagnosed with depression following the recent death of her brother, 

whom she raised as her son. The patient at the time stopped working, was not taking care of her personal needs, and was 

self-isolating from family and friends. After receiving bi-monthly therapy and taking an SSRI, she started to attend to her own 

business. In addition, she started hanging out with family and friends and stopped visiting the cemetery daily. She also 

started to clean out her room and take care of her hygiene.  

Success story FY20 

A 55-year-old male client was diagnosed with diabetes which caused him to feel very sad as he could no longer indulge in 

certain foods. He was informed that he needed to change his lifestyle. Otherwise, his life span was going to suffer. He was 

diagnosed with adjustment disorder, and through the IBH clinician's support, he created short and long-term goals to 

address both his physical and mental health. After just six sessions, the patient lost a tremendous amount of weight, became 

more active, and reduced his A1C levels.  

Success story FY21 

The 33-year-old female Hispanic woman was diagnosed with breast cancer at the beginning of the pandemic. She 

stopped working at the orders of her PCP, and soon after, she started to experience symptoms associated with depression. 

The client would constantly think about her mortality as she needed to undergo chemo and radiation. During her 

participation in treatment, she learned about the stage of grief and loss and also learned to embrace change and 

develop more self-empathy. 
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ELDER STORY TELLING 
PEI Early Intervention Program 
 

The Elder Storytelling Program in Santa Clara County is offered by two agencies and started in FY 2021. The 

following pages describe the evaluation components and share the data for each agency. The total cost per 

person, across both agencies, can be found below. 

Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = N/A Unduplicated N = N/A Unduplicated N = 64 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

N/A N/A N/A N/A N/A N/A 64 $63,794 $997 
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PEI Elder Storytelling – AACI 
PEI Early Intervention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The PEI Elders’ Storytelling Program serves 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 staff 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 staff who speak the client's 

language and know their culture and life experience. The service includes family members, has a pretests 

and post-tests component, and a 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 community members. 

 

Asian Americans for Community Involvement (AACI) started the Elder Storytelling program on November 1, 2020, so this 

report only covers 7 months of the program.  

2. Program Indicators  

• Suicide: This initiative seeks to reduce suicide risk among Older Adult groups and is intended to directly 

support implementing the County's Suicide Prevention Strategic Plan (SPSP). SPSP is a multi-strategy 

initiative engaged in a broad range of activities to prevent and reduce the risk of suicide and the 

stigma around mental health. 

• Incarcerations: Older Adult Adjunct Program, clients are not in at risk of incarceration. 

• School failure or dropout: Older Adult Adjunct Program, clients are not in at risk of dropout from school. 

• Unemployment: Older Adult Adjunct Program, the client, are either retired or not working. 

• Prolonged suffering Older Adult Adjunct Program, case management to link clients to support groups as 

needed. Connect older adults to programs and services as needed, decrease isolation and life review, 

and decrease depressive symptoms and improve quality of life  

 

3. Program Goals, Objectives & Outcomes  
Goals: 

1. Engage underserved older adults, who are experiencing mild to moderate depression and 

have not sought services from traditional outpatient mental health services and may face 

barriers to seeking services due to aging issues, cultural and/or linguistic isolation, medical 

limitations, interpersonal family discord, general neglect, or exposure to trauma. 

2. Serve older adults who have a history of trauma by processing feelings through reminiscing 

and positive support networks. 

3. Prioritize serving socially isolated older adults whose primary language contributes to their 

isolation. 
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Objectives: 

a. Reduce the elder clients’ depressive symptoms; 

b. Decrease isolation for home-bound older adults by creating community connections; 

c. Restore their positive social connectedness with their family, friends, caregivers and 

community; 

d. Strengthen recovery; 

e. Increase self-sufficiency; 

f. Participation in meaningful activities; 

g. Reduce subjective suffering from mental health illness; 

h. Increase meaningful use of time; 

i. Develop, increase, and strengthen natural networks of supportive relationships; 

j. Reduction of the psychosocial impact of trauma; 

k. Maintain or improve the overall level of functioning and self-sufficiency in the community; 

l. Conduct one hundred-ten (110) outreach contacts with older adults interested in 

participating in the program activities; and 

m. Serve fifty (50) clients in storytelling activity per year. 

n. Provide ongoing education and supports to assist clients and their families gain insight 

and understanding into mental illness; 

o. Actively connect clients with other supportive services, such as housing, financial and 

benefits assistance, substance use treatment services, legal services, and medical care 

Providers. 

Outcomes: 

 

1. Assist with maintaining clients in their community and/or in the least restrictive environment 

or placement: 

2. Promote social adjustment and interpersonal relationship/interaction; and  

3.  Strengthen emotional maturity and psychological stability 

4. Evaluation Activities  

Data report Annually: 

  

1. Number of unduplicated clients served:  28 

2. Number of individuals at risk: 0 

3. Number of individuals with early onset: 0 

4. Number of individual family members: 16 

5. Type of treatment referred to: 0 

6. Number of individuals with Severe Mental Illness referred to treatment: 0 

7. Number of individuals followed through on referral and engaged in treatment: 0 

8. Average duration of untreated mental illness: 0 

9. Average time between referral and participation in treatment: 0 

10. Number of referrals to a prevention program: 0 

11. Number of referrals to an early intervention program: 0 

12. Number of referrals to treatment beyond early onset: 0 

13. Description of the ways the County encouraged access to services and follow-through on referrals:  

 

Services have been provided via safe practices in-person and online according to the COVID-19 rules. Services include 

outreach activities, collaboration, coordination with managers and interpreters, meetings with clients and interpreters, collect 

stories, photos, design, and layout storybooks. With strong connection and collaboration with other service providers and 

departments, while facing multi challenges during the pandemic that affect the community, seniors' mental health, energy, 

and engagement level. The program has been able to outreach and participate diverse seniors with the support of translation 

services, access to a wide range of resources and provide to clients as needed, empower, and engage clients once they 

joined the program. 
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5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

16 -25 years 0 0% 

26- 59 years 0 0% 

60+ years 28 100% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

28 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Asian 27 96% 

Black or 

African 

American 

0 0% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 0% 

White/ 

Caucasian 

1 4% 

Other 0 0% 

More than 

one race 

0 0% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 
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Unduplicated 

Total 

28 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

  

Caribbean Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Central 

American 

0 0% 

Mexican/ 

Mexican-

American/ 

Chicano 

0 0% 

Puerto Rican 0 0% 

South 

American 

0 0% 

Hispanic/ 

Latino 

(undefined) 

0 0% 

Other 

Hispanic/ 

Latino 

0 0% 

Hispanic or 

Latino 

Subtotal 

0 0% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African Program not in 

implementation. 

N/A N/A 0 0% 

Asian Indian/ 

South Asian 

Program not in 

implementation. 

0 0% 

Cambodian 2 7% 

Chinese 3 11% 

Eastern 

European 

0 0% 

European 0 0% 
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Filipino 0 0% 

Japanese 0 0% 

Korean 0 0% 

Middle 

Eastern 

1 4% 

Vietnamese 21 75% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

0 0% 

Other Non-

Hispanic/ 

Non-Latino 

0 0% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

1 4% 

More than 

one ethnicity 

0 0% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

28 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation. 

Program not in 

implementation. 

11 39% 

Female 17 61% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

28 100% 
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 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation. 

Program not in 

implementation. 

11 29% 

Female 17 61% 

Transgender 

(Male to 

Female) 

0 0% 

Transgender 

(Female to 

Male) 

0 0% 

Transgender 

(Undefined) 

0 0% 

Genderqueer 0 0% 

Questioning 

or Unsure 

0 0% 

Another 

gender 

identity 

0 0% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

28 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Heterosexual/ 

Straight 

28 100% 

Bisexual 0 0% 

Questioning/ 

Unsure 

0 0% 

Queer 0 0% 
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Another 

sexual 

orientation 

0 0% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

28 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Spanish 0 0% 

Vietnamese 21 75% 

Chinese 3 11% 

Tagalog 0 0% 

Farsi 1 4% 

Other 3 11% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

28 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

Program not in 

implementation. 

Program not in 

implementation. 

Data not collected in 

FY 2021, but program 

plans to collect data in 

FY 2022. Veteran 

Served in 

Military 
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Family of 

Military 

No Military 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Program not in 

implementation. 

Program not in 

implementation. 

Data not collected in 

FY 2021, but program 

plans to collect data in 

FY 2022. 

Difficulty 

hearing or 

speaking 

Other 

communication 

disability 

Cognitive 

Physical/ 

Mobility 

Chronic Health 

Condition 

Other non-

communication 

disability 

No Disability 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

*Participants may choose more than one option for Disability. 

* This program did not collect military and disability data in FY2021. However, in FY2022, the program will develop 

mechanisms to collect these data. 
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6. Detailed Outcomes 

This program developed Life review storytelling with clients.  Seniors who joined and completed our program have shown a 

high level of engagement and expressed their appreciation that they have received culturally and linguistically appropriate 

storybooks that they can share with their families and friends, have opportunities to interact with others, and improve their 

relationship social skills and share their story.  

 

Seniors expressed their satisfaction about receiving helpful resources which improve their knowledge on how to access resources and gain benefits 
they need (such as housing issue, vaccination matters, food resources, donation, etc.). Moreover, this program offers opportunities to learn 
technology tips, use computers, and apply cell phones' multi-functions.  This way, they can search and access online resources by themselves, reduce 
their fear of digital information, decrease stress, isolation, and boost independence from their families. 
 

This program outcomes are based on observations, participation, and satisfaction with treatment, pre and post testing, PHQ-

9 and Geriatric depression scale. 

We have 28 active clients for FY2020-2021. 

 

Among these 28 clients, 17 clients have successfully completed the program and the rest of 11 (from 28) clients is still active and has not completed 

the program yet. 

 

Within 17 clients who successfully completed the program, we have the outcomes as below: 

 
Patient Health Qurestionnaire-9 (PHQ-9) results show that 100% of the 17 clients completed both the pre-test and post-test (17 clients). 100% of 

clients show a decrease in depressive symptoms. 

 
Geriatric Depression Scale 15 results show that 100% of the 17 clients completed the program and completed both the pre-test and post-test 

assessment (17 clients). 100% of 17 clients responded that their depressive symptoms had decreased. 

 
  

Pre and Post-test utilizing the following Assessment tools: 
 

• PHQ-9 Patient Health Questionnaire 

• GDS-15 Geriatric Depression Scale 
  
Below is discharge outcome based on achieved goals and administration discharges for FY2020-2021 
  
  

Discharge Outcome Count % 

Achieved Goals 17 100% 

Administrative Discharge 0 0% 

Total 17 100% 
 

7. Evaluation Summary  

FY21 Successes: 

1. Under piles of challenges during the critical pandemic, staff have put their best efforts into moving the program towards a successful path. The 
program has successfully surpassed its goals regarding the number of clients as conducted by one full-time staff.  

2. Even though the pandemic has created complex situations, the staff has effectively collaborated with the community, service providers, and 
departments. Additionally, the team has promoted the program, identified future outreach opportunities, and continued to attend events for 
outreach appropriately according to the Covid-19 related rules. Therefore, program staff has been able to register more diverse seniors with 
interpretation support from other departments' diverse staff. 

 

Relevant examples of success/impact: 

Feedbacks from clients who completed the program and clients who are currently in program: 

* The program has provided me with opportunity to focus and forget about my weak health status and living conditions, 

reduce isolation, confusion about misinformed news, sadness from loss of loved ones because of Covid-19, disruption of 

normal activities amid the virus cases surge and attacks against Asian.  
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* The program has provided me with good times reminiscing, focusing, capturing, re-writing my story. My meaningful storybook

with collection of photos, highlight of major life events, and poignant moments will become a legacy to share with my loved

ones and inspire others. My storybook has also created opportunities to understand and reconcile family disputes.

* Writing storybook has provided me with a wonderful adventure to focus, reduce idle times, lessen sadness, overcome

worries, help improving my memory, create positivity in my thinking, enhance different feelings about my lives and

expectations. It helped to improve their relationships and social skills, thus improve their quality of life.

* The program has effectively taught me on how to communicate, how to access, prioritize and select resources that aligned

the best with my needs, how to contact efficaciously service providers and resources via different methods, reduce

challenges of using technology to search for resources, get updated news, learn how to apply and fill out online applications,

stay connected with others, thus helped boost up my confidence, reduce my incompetent feelings as well as avoid

overwhelmed feelings.

FY21 Implement Challenges: 

Challenges are included: 

1. The program started at the end of 2020 when the pandemic outbreak was continuing and rising without vaccination available to the public. Fear
and stress have dominated community's feelings and mental health. Public, especially seniors have felt very overwhelmed and continuously
experienced strong emotions. Even when the COVID-19 cases were slowing down, and vaccination was available (between our program's quarters 3
and 4 of 2020), the community and seniors are still very fearful and hesitant to go out, conduct, and join regular activities and events. Additionally,
their families have tried their best to protect their seniors by keeping them at home and doing all shopping for them. Yearlong staying home becomes 
the norm in their activities. Seniors have become disengaged and scaled back all activities. The community has been paralyzed, and local
organizations, companies, have been stalled. No community social events have been organized, thus minimized our outreach activities and affected
recruiting level. Delta variants started to kick in during our program's quarter four and led to a significant setback to our program. Amid the surge,
this situation has shifted the community's thinking and broadened our challenges in reaching out to the community, seniors, and organizations.

2. Our society has been changed since the pandemic. Everybody often stays alert of sudden changes and moves at any given time, depending on the
virus variants and cases. The up and down of the cases have laid the groundwork for everyone's and seniors' lives to be often in crisis mode with
"new," "updated," "implemented" policies and rules every week and every month. This complex situation has expanded people's uncertainty feelings,
fear, stress, and added more hesitation in all activities, thus has added obstacles in our outreach activities and created piles of struggles in recruiting
seniors into our program.

FY21 Lessons Learned: 

1. The staff has been able to continue strengthening the connection and collaboration with community, services providers, departments, thus gained 
some opportunities to effectively identify rare multi outreach venues to diverse seniors, enhance support and expand access to a broader range of
resources, therefore was able to respond to clients' multi requests about their needs effectively.

2. Despite staff's huge effort, outreach and presentations have not motivated seniors as expected during the pandemic time, especially when 
everybody is still under constant fear amid the rising cases due to Delta variants surge after a few months slowing down. This complex situation has 
heightened people's feelings. Its impact has continued to put pressure on everyone's life and activities, thus creating hesitation and low engagement
in seniors towards participation in the program. No matter how re-opening level would be, hard impacts on people with mixed feelings, anxiety,
hesitation, uncertainty will still be there. Overall, they will undoubtedly affect seniors' program participation level.

3. During the pandemic time, while there have been increasing fraud and scams targeting the community and its senior

members, generally speaking, Gardner's services have created trust and enthusiasm for seniors who joined the program. The

seniors appreciate the staff's extra effort in working remotely via Zoom sessions along with face-to-face meetings with clients,

high cultural competence and linguistic ability, rich experiences, dedication, professionalism, positivity, empathy, patience,

flexibility, quick responses to ensure clients receive good information and help as soon as possible.

4. Besides providing good resources, our staff have gone the extra mile in teaching essential guides and enhancing clients'

technology skills as seniors struggle to keep up with technology given that social distancing during the pandemic time. These

educational tips helped improve their knowledge about evolving technology and available resources, provide them with the

ability to maintain connections via online means, and allow them to connect digitally with younger generations which helps

improve cross-generational relationships.  The technology knowledge help facilitates their various troubleshoot digital

challenges, online search, and access to resources, thus improving their quality of life and independence. This educational

support has greatly helped increase clients' interaction, engagement, and focus and enhance relationships and trust.
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PEI Elder Storytelling: GARDNER Family Health Network, Inc. 
PEI Early Intervention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The PEI Elders’ Storytelling Program serves 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 elderly 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 staff 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 model's success 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 staff who speak the client's 

language and know their culture and life experience. The service includes family members, has a pretests 

and post-tests component, and a service duration of 12 weeks, concluding with a community event where 

the participants may share their story or related art pieces with family and community members. 

 

Gardner Family Health Network started the Elder Storytelling program on November 1, 2020, so this report only covers 7 

months of the program.  

2. Program Indicators  

• Suicide: This initiative seeks to reduce suicide risk among Older Adult groups and is intended to directly support 

implementing the County's Suicide Prevention Strategic Plan (SPSP). SPSP is a multi-strategy initiative engaged in a 

broad range of activities to prevent and reduce the risk of suicide and the stigma around mental health. 

• Incarcerations: Older Adult Adjunct Program, clients are not in at risk of incarceration. 

• School failure or dropout: Older Adult Adjunct Program, clients are not in at risk of dropout from school.  

• Unemployment: Older Adult Adjunct Program, the client, are either retired or not working. 

• Prolonged suffering Older Adult Adjunct Program, case management to link clients to support groups as needed. 

Connect older adults to programs and services as needed, decrease isolation and life review, and decrease 

depressive symptoms and improve quality of life  

3. Program Goals, Objectives & Outcomes  

Goals: 

1. Engage underserved older adults, who are experiencing mild to moderate depression and 

have not sought services from traditional outpatient mental health services and may face 

barriers to seeking services due to aging issues, cultural and/or linguistic isolation, medical 

limitations, interpersonal family discord, general neglect, or exposure to trauma. 

2. Serve older adults who have a history of trauma by processing feelings through reminiscing 

and positive support networks. 

3. Prioritize serving socially isolated older adults whose primary language contributes to their isolation. 

 

Objectives: 

a. Reduce the elder clients’ depressive symptoms; 
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b. Decrease isolation for home-bound older adults by creating community connections; 

c. Restore their positive social connectedness with their family, friends, caregivers and community; 

d. Strengthen recovery; 

e. Increase self-sufficiency; 

f. Participation in meaningful activities; 

g. Reduce subjective suffering from mental health illness; 

h. Increase meaningful use of time; 

i. Develop, increase, and strengthen natural networks of supportive relationships; 

j. Reduction of psychosocial impact of trauma; 

k. Maintain or improve the overall level of functioning and self-sufficiency in the community; 

l. Conduct one hundred-ten (110) outreach contacts with older adults interested in 

participating in the program activities; and 

m. Serve fifty (50) clients in storytelling activity per year. 

n. Provide ongoing education and supports to assist clients and their families gain insight 

and understanding into mental illness; 

o. Actively connect clients with other supportive services, such as housing, financial and 

benefits assistance, substance use treatment services, legal services, and medical care 

Providers. 

Outcomes: 

 

1. Assist with maintaining clients in their community and/or in the least restrictive environment 

or placement: 

2. Promote social adjustment and interpersonal relationship/interaction; and  

3.  Strengthen emotional maturity and psychological stability 

4. Evaluation Activities  

The Elder Storytelling program is meant to serve 50 clients a year. This program started on November 1, 2020.   During the first 

months, the staff spent time building the program and doing outreach in the community.  Since November 1, 2020 until 

June 30,  2021, we opened 36 clients in this program. Of those 36 clients, they closed 25; 19 finished treatment and 

successfully achieved their goals; 6 were closed due to administrative reasons.  Some of the administrative reasons were 

clients changing their minds about obtaining services due to fear of COVID-19, clients being ill for a long period, and clients 

visiting family members out of the area for long periods. 

 Of the 19 clients who finished treatment, we made a pre and post-comparison for the PHQ-9, GDS-15, and DLA-20 

assessments. The data obtained is impacted by other psychosocial stressors that the clients may be experiencing. Various 

factors can affect the improvement or deterioration of a client that is out of our control, such as an unexpected illness, the 

death of a relative, etc. Some of these other factors will be included in future reports to understand better the results 

obtained.   

Patient Health Qurestionnaire-9 (PHQ-9) results show that 95% of the 19 clients completed both the pre and post-

assessments (18 clients). If we only take into consideration these 18 clients that completed both assessments, 72% of them 

show a decrease in depressive symptoms, 16% show no change, and 11% show an increase in symptoms.  

Geriatric Depression Scale 15 results show that we only have the pre and post results of 16 clients out of the 19. Of those 16 

clients, nine clients (56%) responded that their depressive symptoms had decreased, one client (6%) showed no change, 

and six clients (37%) showed an increase in depressive symptoms. 

Daily Living Activities Functional Assessment (DLA-20). We look at the composite score (the average). We have the pre and 

post results for 18 clients, and 16 of them (89%) show a higher post score than two clients (11%) that offer a lower score. 

Satisfaction with Treatment. We could not pull the results of 6 clients (32%) out of the 19. Not taking those six into account, 

we see that 92-100% of the clients agree with the statements in the questionnaire, showing a high level of satisfaction.   

188



5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years Program not in 

implementation. 

Program not in 

implementation. 

N/A N/A 

16 -25 years N/A N/A 

26- 59 years N/A N/A 

60+ years 36 100% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

36 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

Program not in 

implementation. 

Program not in 

implementation. 

2 

6% 

Asian 2 6% 

Black or 

African 

American 

2 

6% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 

0% 

White/ 

Caucasian 

6 
17% 

Other 23 64% 

More than 

one race 

0 
0% 
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Prefer not to 

answer 

1 
3% 

Unknown 0 0% 

Unduplicated 

Total 

36 
100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

  

Caribbean Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Central 

American 

0 0% 

Mexican/ 

Mexican-

American/ 

Chicano 

0 0% 

Puerto Rican 0 0% 

South 

American 

0 0% 

Hispanic/ 

Latino 

(undefined) 

0 0% 

Other 

Hispanic/ 

Latino 

0 0% 

Hispanic or 

Latino 

Subtotal 

27 75% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Asian Indian/ 

South Asian 

0 0% 
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Cambodian 0 0% 

Chinese 0 0% 

Eastern 

European 

0 0% 

European 0 0% 

Filipino 0 0% 

Japanese 0 0% 

Korean 0 0% 

Middle 

Eastern 

0 0% 

Vietnamese 0 0% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

0 0% 

Other Non-

Hispanic/ 

Non-Latino 

0  

Non-

Hispanic or 

Non-Latino 

Subtotal 

9 25% 

More than 

one ethnicity 

0 0% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

9 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 12 33% 
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Female Program not in 

implementation. 

Program not in 

implementation. 

24 67% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

36 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation. 

Program not in 

implementation. 

12 33% 

Female 24 67% 

Transgender 

(Male to 

Female) 

0 0% 

Transgender 

(Female to 

Male) 

0 0% 

Transgender 

(Undefined) 

0 0% 

Genderqueer 0 0% 

Questioning 

or Unsure 

0 0% 

Another 

gender 

identity 

0 0% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

36 100% 
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 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Heterosexual/ 

Straight 

31 86% 

Bisexual 0 0% 

Questioning/ 

Unsure 

0 0% 

Queer 0 0% 

Another 

sexual 

orientation 

0 0% 

Prefer not to 

answer 

5 14% 

Unknown 0 0% 

Unduplicated 

Total 

36 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English Program not in 

implementation. 

Program not in 

implementation. 

13 36% 

Spanish 21 58% 

Vietnamese 0 0% 

Chinese 0 0% 

Tagalog 0 0% 

Farsi 0 0% 

Other 2 6% 

Prefer not to 

answer 

0 0% 
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Unknown 0 0% 

Unduplicated 

Total 

36 100% 

 

 FY 2019 FY 2020 FY 2021 

Military Status # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

Program not in 

implementation. 

Program not in 

implementation. 

Data not collected in 

FY 2021, but program 

plans to collect data in 

FY 2022. Veteran 

Served in 

Military 

Family of 

Military 

No Military 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Program not in 

implementation. 

Program not in 

implementation. 

Data not collected in 

FY 2021, but program 

plans to collect data 

in FY 2022. 
Difficulty 

hearing or 

speaking 

Other 

communication 

disability 

Cognitive 

Physical/ 

Mobility 
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Chronic Health 

Condition 

Other non-

communication 

disability 

No Disability 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

*Participants may choose more than one option for Disability. 

6. Referrals 

*This program did not provide referrals or group services during this reporting period. 

7. Detailed Outcomes 

This program developed Life review storytelling with clients.  Seniors who joined and completed our program have shown a 

high level of engagement and expressed their appreciation that they have received culturally and linguistically appropriate 

storybooks that they can share with their families and friends, have opportunities to interact with others, and improve their 

relationship social skills and share their story.  

 

This program outcomes are based on observations, participation, and satisfaction with treatment as well as the following 

scales:  PHQ-9, Geriatric depression scale, and DLA-20.  

 

Patient Health Qurestionnaire-9 (PHQ-9) results show that 95% of the 19 clients completed both the pre and post-

assessments (18 clients). If we only take into consideration these 18 clients that completed both assessments, 72% of them 

show a decrease in depressive symptoms, 16% show no change, and 11% show an increase in symptoms.  

Geriatric Depression Scale 15 results show that we only have the pre and post results of 16 clients out of the 19. Of those 16 

clients, nine clients (56%) responded that their depressive symptoms had decreased, one client (6%) showed no change, 

and six clients (37%) showed an increase in depressive symptoms. 

Daily Living Activities Functional Assessment (DLA-20). We look at the composite score (the average). We have the pre and 

post results for 18 clients, and 16 of them (89%) show a higher post score than two clients (11%) that offer a lower score. 

Satisfaction with Treatment. We could not pull the results of 6 clients (32%) out of the 19. Not taking those six into account, 

we see that 92-100% of the clients agree with the statements in the questionnaire, showing a high level of satisfaction.   

 

Pre and Post-test utilizing the following Assessment tools: 

DLA-20 Daily Living Assessment 

• PHQ-9 Patient Health Questionnaire 

• GDS-15 Geriatric Depression Scale 

• SWT  Satisfaction With Treatment 
  

 ·Below is discharge outcome based on achieved goals and administration discharges for FY21  
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Discharge Outcome Count % 

Achieved Goals 19 76% 

Administrative 

Discharge 6 24% 

Total 25 100% 

 

8. Evaluation Summary  

The Elderly Story Telling program is designed to reduce depressive feelings, decrease isolation, increase positive 

communication skills, and strengthen family/caregiver support systems.  The program includes extensive outreach to recruit 

and enroll clients; Screening and Assessment, and Story Telling Interventions, Since November 1, 2020, until June 30, 2021, staff 

opened 36 clients in this program. Of those 36 clients, the team closed 25; 19 finished treatment and successfully achieved 

their goals; 6 were closed due to administrative reasons.  

The clients that received services were very grateful for the opportunity to reminiscence and find meaning in their life 

experiences and express these experiences in a way that can be meaningful to other people. In these times, when they 

feel more isolated than ever, they have a way to connect through our program. Many clients have shown high 

appreciation for the services received.   One of them was especially excited because she wants to write her memoirs and 

thought the program could help her organize her thoughts and clarify her perspective on her life events. Despite COVID-19, 

the program successfully reduces the client’s depressive feelings (72% PHQ-9) and isolation.   

The Storytelling team is forming strong collaboration alliances with other agencies in the county; staff is expanding their 

knowledge of the services available to clients in the community.    

    

FY21: Implementation Challenges:  

Outreach has been a challenge as many senior providers in the community were closed due to the pandemic. And 

those that were not closed did not allow us direct access to the seniors in their programs. The staff found that reaching 

the seniors via a relative, a caregiver, or another clinician was often a barrier, as the message frequently did not get the 

intended target.  

 

The majority of the clients requested that staff provided the Storytelling services over the phone due to the fear Covid-19. 

Most of our clients could not use videoconferencing. Providing the services via regular phone brought on the challenge 

of not using many of the prompts the staff would normally use to trigger the client’s memories (visual, tactile, smells, and 

taste). In addition, having the sessions over the phone meant staff could not visually check client's appearance and self-

care, observe their body language or bond in the same way staff would in person.  

 

Communication and monitoring the client's progress were difficult to manage, but the team also experienced a high 

number of "no shows" as sometimes clients had forgotten to switch their phone on, did not hear it ring, or forgot our 

appointment. They did not feel like answering the phone.  

 

Some clients did not like answering many personal questions before receiving the services and then the same questions 

again barely three months later.  

 

Accepting clients who do not speak English and not having a clinician who speaks their native language is a significant 

challenge. Having to use a professional translator and not talking directly to each other makes the bonding harder. The 

conversation takes double the time, and it is more tiring for clients as they have to be continuously waiting for the 

translation.    

 

Staff also encountered a lack of privacy at home session due to the client's relatives who were also at home during the 

day. Normally team would have suggested meeting at the office, but in this case, the client was not sufficiently 

independent to travel to the office by herself.  

 

FY21 Lessons Learned:  
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The team has learned how to adapt to the current circumstances. They had to be flexible to address the clients' fears 

and still provide the services; keeping the clients and the staff safe was and is paramount. 

 

The staff had to be mindful that many clients suffer from memory loss to one degree or another. They learned to expect 

to have to answer the same questions several times and to repeat things like our role, the scope of our services, the skills 

staff have taught them. 

 

The staff can't ignore issues troubling the client and affecting their wellbeing just because they cannot be treated with 

reminiscence therapy. They have learned to address these other issues in the client's life, which is ever-evolving, without 

compromising our treatment or well-being. 
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SCHOOL LINKED SERVICES INITIATIVE 
PEI Early Intervention Program 

The School Linked Services Initiative in Santa Clara County is divided into 4 components: 

5. SLS Behavioral Health 

6. SLS Family Engagement 

7. SLS Unconditional Education 

8. SLS Strengthening Families 

The following pages describe the evaluation components and share the data for each component. The total 

cost per person, across all four components can be found below. 

Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020* FY 2021 

Unduplicated N = 12,448  Unduplicated N = 9,332 Unduplicated N = 6,755 

Number 

Served 

Program 

Expenditure** 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

12,448 $2,431,639 $195 9,332 $15,763,011 $1,689 6,755 $16,033,257 $2,374 

*In FY 2020, all SLS programming was moved to PEI. Please refer to the FY2020 annual update for additional details. 

**Program expenditure includes all funds, not only MHSA funds. 
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SCHOOL LINKED SERVICES BEHAVIORAL HEALTH (SLS BH) 
PEI Early Intervention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The School Linked Services (SLS) 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. 

2. Program Indicators  

Santa Clara County school districts utilize the Multi-Tiered System of Supports (MTSS) framework to provide 

interventions and supports designed to address behavioral and academic challenges. The MTSS framework has three 

tiers of support.  Tier 1, the largest tier, serves the majority (75%-90%) of students by providing core instructions and 

basic interventions, such as psychoeducation, skills streaming and outreach to the entire school. Students who do not 

respond to these interventions may move into Tier 2.  Tier 2 serves 10-25% of students in which additional interventions 

and supports, such as skill building groups, parenting workshops, reading groups, and Check-In/Check-Out 

interventions are delivered to students in small groups. Tier 3 serves less than 10% of students. Students who do not 

respond to interventions in Tier 1 and Tier 2, are provided individualized supports, Tier 3, such as individual or family 

therapy based on their level of need. Tier 3 also includes crisis interventions.  

The SLS BH program serves uninsured, underserved, and Medi-Cal beneficiaries needing Tier 3 supports and services. 

Through this program, mental health services, crisis support, case management, medication support (if needed), is provided 

to an identified client to improve functioning at school and at home, increase skills and coping strategies to reduce 

behavioral and emotional needs and risk behaviors.  

3. Program Goals, Objectives & Outcomes 

The SLS BH program priorities include: (1) To identify barriers to access to treatment for students. (2) To implement EBP 

treatment to reduce mental health symptoms that impede learning or social functioning. (3) To involve partners, such as 

school admin, parents, teachers in service delivery.  

4. Evaluation Activities  

The SLS BH program provides individual, group, and family therapy to students and their families utilizing evidence-based 

practices such as Cognitive Behavior Therapy, Trauma Focused Cognitive Behavior Therapy, etc. To assess program’s 

effectiveness and client improvement, the SLS BH program utilizes the Pediatric Symptom Checklist, Child and Adolescent 

Needs and Strengths questionnaire, and the State-Mandated Consumer Perception Survey.  Outcomes and goals for the 

program included:  

MHSA PEI Outcomes  
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• Consumers will reduce or prevent Suicide Risk. (CANS item: Suicide Risk)

• Consumers will remain out of juvenile justice involvement and Incarceration. (CANS items: LFD Delinquency and Legal)

• Consumers will attend school to prevent School Failure or Drop out. (CANS item: School Attendance)

• Consumers will improve or maintain job functioning to prevent Unemployment. (CANS Item: Job Functioning)

• Consumers will maintain in-home and prevent Homelessness. (CANS Item Residential Stability)

• Caregivers will reduce the risk of Removal of Children (CANS items: CGSN Safety and Supervision)

• Consumers will reduce or prevent Prolonged Suffering. (CANS domain Behavioral Emotional)

County Outcomes 

• Decrease the percent of open consumer no shows to 25%

• Consumers will discharge successfully.

• Consumers will be admitted into program within 7 business days to improve timely access.

Additional Program Specific Outcomes 

• Consumers will improve school behavior. (CANS item: LFD School Behavior)

• Consumers will maintain or improve school achievement. (CANS item: LFD School Achievement)

• Consumers and families will be satisfied with services. (Consumer Perception Survey, Satisfaction domain)

5. Demographic Data

FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 952 90.75% 904 91.31% 825 86.75% 

16 -25 years 97 9.25% 86 8.69% 126 13.25% 

26- 59 years 0 0.00% 0 0.00% 0 0.00% 

60+ years 0 0.00% 0 0.00% 0 0.00% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 0 0.00% 0 0.00% 0 0.00% 

Unduplicated 

Total 

1049 100.00% 990 100.00% 951 100.00% 

FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

7 0.67% 7 0.71% 7 0.74% 

Asian 49 4.67% 49 4.95% 36 3.79% 
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Black or 

African 

American 

27 2.57% 27 2.73% 19 2.00% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 0.00% 0 0.00% 7 0.74% 

White/ 

Caucasian 

104 9.91% 70 7.07% 54 5.68% 

Other 774 73.78% 680 68.69% 705 74.13% 

More than 

one race 

0 0.00% 0 0.00% 1 0.11% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 88 8.39% 157 15.86% 122 12.83% 

Unduplicated 

Total 

1049 100% 990 100% 951 100% 

FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

Caribbean 0 0.00% 0 0.00% 0 0.00% 

Central 

American 

0 0.00% 0 0.00% 0 0.00% 

Mexican/ 

Mexican-

American/ 

Chicano 

0 0.00% 0 0.00% 0 0.00% 

Puerto Rican 0 0.00% 0 0.00% 0 0.00% 

South 

American 

0 0.00% 0 0.00% 0 0.00% 

Hispanic/ 

Latino 

(undefined) 

27 3.49% 31 4.56% 0 0.00% 

Other 

Hispanic/ 

Latino 

747 96.51% 649 95.44% 683 100% 
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Hispanic or 

Latino 

Subtotal 

774 100.00% 680 100.00% 683 100.00% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 27 9.82% 29 9.35% 19 9.74% 

Asian Indian/ 

South Asian 

2 0.73% 5 1.61% 0 0.00% 

Cambodian 1 0.36% 3 0.97% 0 0.00% 

Chinese 4 1.45% 2 0.65% 0 0.00% 

Eastern 

European 

0 0.00% 0 0.00% 0 0.00% 

European 0 0.00% 0 0.00% 0 0.00% 

Filipino 12 4.36% 8 2.58% 0 0.00% 

Japanese 2 0.73% 2 0.65% 0 0.00% 

Korean 3 1.09% 1 0.32% 0 0.00% 

Middle 

Eastern 

0 0.00% 0 0.00% 0 0.00% 

Vietnamese 22 8.00% 21 6.77% 0 0.00% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

0 0.00% 0 0.00% 97 49.74% 

Other Non-

Hispanic/ 

Non-Latino 

202 73.45% 239 77.10% 79 40.51% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

275 100% 310 100% 195 100% 

More than 

one ethnicity 

0 0.00% 0 0.00% 0 0.00% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 0 0.00% 0 0.00% 189 100% 
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Unduplicated 

Total 

1049 100% 990 100% 951 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 566 53.96% 549 55.45% 490 51.52% 

Female 483 46.04% 441 44.55% 461 48.48% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 0 0.00% 0 0.00% 0 0.00% 

Unduplicated 

Total 

1049 100.00% 990 100.00% 951 100.00% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 0 0% 0 0% 0 0% 

Female 0 0% 0 0% 0 0% 

Transgender 

(Male to 

Female) 

0 0% 0 0% 0 0% 

Transgender 

(Female to 

Male) 

0 0% 0 0% 0 0% 

Transgender 

(Undefined) 

0 0% 0 0% 0 0% 

Genderqueer 0 0% 0 0% 0 0% 

Questioning 

or Unsure 

0 0% 0 0% 0 0% 

Another 

gender 

identity 

0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 
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Unknown 1049 100.00% 990 100.00% 951 100.00% 

Unduplicated 

Total 

1049 100.00% 990 100.00% 951 100.00% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

0 0% 0 0% 0 0% 

Heterosexual/ 

Straight 

0 0% 0 0% 0 0% 

Bisexual 0 0% 0 0% 0 0% 

Questioning/ 

Unsure 

0 0% 0 0% 0 0% 

Queer 0 0% 0 0% 0 0% 

Another 

sexual 

orientation 

0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 1049 100% 990 100% 951 100% 

Unduplicated 

Total 

1049 100% 990 100% 951 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 696 66.35% 656 66.26% 515 54.15% 

Spanish 292 27.84% 273 27.58% 352 37.01% 

Vietnamese 7 0.67% 7 0.71% 16 1.68% 

Chinese 2 0.19% 1 0.10% 0 0.00% 

Tagalog 0 0.00% 0 0.00% 0 0.00% 

Farsi 0 0.00% 0 0.00% 0 0.00% 
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Other 5 0.48% 3 0.30% 2 0.21% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 47 4.48% 50 5.05% 66 6.94% 

Unduplicated 

Total 

1049 100.00% 990 100.00% 951 100.00% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

0 0% 0 0% 0 0% 

Veteran 0 0% 0 0% 0 0% 

Served in 

Military 

0 0% 0 0% 0 0% 

Family of 

Military 

0 0% 0 0% 0 0% 

No Military 0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 1049 100% 990 100% 951 100% 

Unduplicated 

Total 

1049 100% 990 100% 951 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing 0 0% 0 0% 0 0% 

Difficulty 

hearing or 

speaking 

0 0% 0 0% 0 0% 

Other 

communication 

disability 

0 0% 0 0% 0 0% 

Cognitive 0 0% 0 0% 0 0% 
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Physical/ 

Mobility 

0 0% 0 0% 0 0% 

Chronic Health 

Condition 

0 0% 0 0% 0 0% 

Other non-

communication 

disability 

0 0% 0 0% 0 0% 

No Disability 0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 1049 100% 990 100% 951 100% 

Unduplicated 

Total 

1049 100% 990 100% 951 100% 

*Participants may choose more than one option for Disability. 

6. Referrals 

This program did not make any referrals during this reporting period. 

 

7. Group Services Delivered 

This program did not offer any group services during this reporting period. 

8. Detailed Outcomes 

• Consumers showed improvement in the Behavioral and Emotional Needs and Life Functioning domains.  

• 73% of consumers who discharged in FY21 had successful discharges (i.e. met treatment goals).  

9. Evaluation Summary  

SLS BH providers continued to provide virtual and in-person services throughout the summer. Therapeutic groups were 

available to students and focused on reducing anxiety symptomology, safety concerns with COVID-19, increasing coping 

strategies, and developing skill building. SLS BH providers supported parents as they transitioned their senior high school 

students into college during the summer, and also provided support to the students. SLS BH continued providing group 

therapy to youth who are interested in video gaming and have behavioral and emotional needs.  
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SLS FAMILY ENGAGEMENT (SLS FE) 
PEI Early Intervention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

School Linked Services (SLS) Family Engagement (FE) program is a partnership with school districts to comprehensively 

integrate and streamline coordinated services for students and families. The SLS FE program 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 county and community resources.  SLS 

Coordinators provide light case management and linkage. Additionally, 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. 

SLS is currently in 15 school districts throughout the County. Those school districts include: Alum Rock Union School District, 

Campbell Union School District, Campbell Union High School District, East Side Union High School District, Franklin- McKinley 

School District, Fremont Union High School District, Gilroy Unified School District, Luther Burbank School District, Milpitas 

Unified School District, Morgan Hill School District, Mount Pleasant Elementary School District, Mountain View Whisman 

School District, Oak Grove School District, Orchard School District, and San Jose Unified School District.  

2. Program Indicators  

Santa Clara County school districts utilize the Multi-Tiered System of Supports (MTSS) framework to provide 

interventions and supports designed to address behavioral and academic challenges. The MTSS framework has three 

tiers of support.  Tier 1, the largest tier, serves the majority (75%-90%) of students by providing core instructions and 

basic interventions, such as psychoeducation, skills streaming, touch and refer (light case management), and 

outreach to the entire school. Students who do not respond to these interventions may move into Tier 2.  Tier 2 serves 

10-25% of students in which additional interventions and supports, such as skill building groups, parenting workshops, 

reading groups, case management and navigation, and Check-In/Check-Out interventions are delivered to 

students in individually and small groups. Tier 3 serves less than 10% of students. Students who need services beyond 

Tier 1 and Tier 2, are provided individualized supports, Tier 3, such as individual, group, and/or family therapy based 

on their level of need. Tier 3 also includes crisis interventions and targeted case management.  

The SLS FE program provides linkage to community and behavioral health resources to prevent prolonged suffering, 

homelessness, school failure or dropout, and removal of children from their home. The SLS Coordinators organize and 

facilitates Family Engagement activities to engage with families in a safe and welcoming school event. In addition, 

the SLS Coordinators organize Family Engagement workshops to increase knowledge and skills also to prevent 

negative outcomes. 

3. Program Goals, Objectives & Outcomes 

The program shall improve the accessibility, efficiency and outcomes of multi‐agency services provided to children and 

families in Santa Clara County schools through streamlined coordination, design and implementation of services provided 

by schools, public agencies and community-based organizations. The program has four essential elements:  

(1) Coordination of Resource Linkage/Service Referrals:  

Coordination of services and resources encompasses a range of responsibilities, from engaging families and implementing 

parent-involved activities at the schools to integrating services and coordinating resource linkages at the school site.  SLS 
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Coordinators plan, implement and evaluate these coordinated services and programs in partnership with school staff, 

administrators, families and community-based organizations. The plans and activities at the school sites, such as 

educational workshops, are informed by families and parents of students during the Campus Collaborative meetings.  

 

(2) Family Engagement:  

Family engagement is a shared responsibility in which schools and community agencies are committed to reaching out to 

engage families in their children’s health and academic wellbeing; and in which families are committed to actively 

supporting their children’s learning and development.  Family engagement refers to any events that bring caregivers and 

family members on the school campus, and includes, but not limited to, parent-teacher meetings, school-based parenting 

education (e.g., one-time class or series-based workshops), back-to-school events, coffee with the principal (cafecitos), 

and parent volunteering opportunities at the school.   

 

(3) Campus Collaborative: 

Campus Collaborative facilitates an opportunity for parents, teachers, students, community organizations, service providers, 

and school staff to meet and discuss SLS priority areas in addressing the needs of students and families at the campus. The 

Campus Collaborative group members will champion and support the planning, implementation and evaluation of the SLS 

plan, which is informed through the group meetings. This ‘community and school level’ partnership is an essential 

foundation of the overall SLS initiative.  

 

(4) Co-Investment:  

Co-investment, through a community participatory approach, will yield shared responsibility, commitment and support in 

the SLS initiative.  Through co-investment, the public, private and civic sectors come together to enable and empower 

communities to achieve successful wellbeing outcomes.  This means a cross-systems approach to leverage resources, 

provide advocacy for the health and wellbeing of children and families, and engage diverse community stakeholders in 

the SLS initiative. 

4. Evaluation Activities  

The SLS FE program evaluates program’s effectiveness through successful linkages for referrals, caregiver satisfaction, schoo l 

district satisfaction, and increase knowledge and skills.  Satisfaction surveys are administered to all caregivers and school 

districts, in addition capturing qualitative data through focus groups with the SLS Coordinators. Outcomes include:   

MHSA PEI Outcomes  

• Students will attend school to prevent School Failure or Drop out.  

• Consumers will maintain in-home and prevent Homelessness.  

• Caregivers will reduce the risk of Removal of Children  

• Consumers will reduce or prevent Prolonged Suffering.  

CEO’s Measures of Success 

• Caregivers will learn about available resources and services for their family.  

• Caregivers received the tools to help improve their child’s health and well-being.  

• Caregivers received the tools to help improve their child’s academic success.  

• Caregivers will feel more comfortable and welcomed at school.  

• Caregivers will feel more connected to the school community.  

 

 

Additional Program Specific Outcomes  

• Increase family access to community resources and services 

• Improve families’ knowledge and behaviors related to school support and health and well-being 

• Improve student academic outcomes and health and well-being. 

• Improve school climate and school-family-community partnership. 

• Students and families will be satisfied with the services they received.  
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5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 8,325 81.7% 5,527 79.18% 4,112 90.37% 

16 -25 years 1,855 18.2% 1,451 20.79% 436 9.58% 

26- 59 years 0 0.00% 0 0.00% 0 0.00% 

60+ years 0 0.00% 0 0.00% 0 0.00% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 0 0.00% 2 0.03% 2 0.04% 

Unduplicated 

Total 

10,180 81.7% 6,980 100.00% 4,550 100.00% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

0 0.00% 0 0.00% 0 0.00% 

Asian 1,425 14.00% 869 12.45% 378 8.31% 

Black or 

African 

American 

407 4.00% 299 4.28% 105 2.31% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 0.00% 0 0.00% 0 0.00% 

White/ 

Caucasian 

814 8.00% 429 6.15% 299 6.57% 

Other 6,820 66.99% 4,812 68.94% 3535 77.69% 

More than 

one race 

713 7.00% 559 8.01% 202 4.44% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 
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Unknown 1 0.01% 12 0.17% 31 0.68% 

Unduplicated 

Total 

10,180 100% 6,980 100% 4,550 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean 0 0% 0 0% 0 0% 

Central 

American 

0 0% 0 0% 0 0% 

Mexican/ 

Mexican-

American/ 

Chicano 

0 0% 0 0% 0 0% 

Puerto Rican 0 0% 0 0% 0 0% 

South 

American 

0 0% 0 0% 0 0% 

Hispanic/ 

Latino 

(undefined) 

0 0% 0 0% 0 0% 

Other 

Hispanic/ 

Latino 

6,820 100% 4,812 100% 3535 100% 

Hispanic or 

Latino 

Subtotal 

6,820 100% 4,812 100% 3535 100% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 407 15.38% 299 18.72% 105 13.43% 

Asian Indian/ 

South Asian 

0 0.00% 0 0.00% 0 0.00% 

Cambodian 0 0.00% 0 0.00% 0 0.00% 

Chinese 0 0.00% 0 0.00% 0 0.00% 

Eastern 

European 

0 0.00% 0 0.00% 0 0.00% 
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European 0 0.00% 0 0.00% 0 0.00% 

Filipino 0 0.00% 0 0.00% 0 0.00% 

Japanese 0 0.00% 0 0.00% 0 0.00% 

Korean 0 0.00% 0 0.00% 0 0.00% 

Middle 

Eastern 

0 0.00% 0 0.00% 0 0.00% 

Vietnamese 0 0.00% 0 0.00% 0 0.00% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

0 0.00% 0 0.00% 0 0.00% 

Other Non-

Hispanic/ 

Non-Latino 

2,239 84.62% 1,298 81.28% 677 86.57% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

2,646 100% 1,597 100% 677 100% 

More than 

one ethnicity 

713 100% 559 100% 202 100% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 1 100% 12 100% 31 100% 

Unduplicated 

Total 

10180 100% 6980 100% 4550 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 5,217 51.25% 3,583 51.33% 2321 51.01% 

Female 4,912 48.25% 3,375 48.35% 2229 48.99% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 51 0.50% 22 0.32% 0 0.00% 
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Unduplicated 

Total 

10,180 100.00% 6,980 100.00% 4550 100.00% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 0 0% 0 0% 0 0% 

Female 0 0% 0 0% 0 0% 

Transgender 

(Male to 

Female) 

0 0% 0 0% 0 0% 

Transgender 

(Female to 

Male) 

0 0% 0 0% 0 0% 

Transgender 

(Undefined) 

0 0% 0 0% 0 0% 

Genderqueer 0 0% 0 0% 0 0% 

Questioning 

or Unsure 

0 0% 0 0% 0 0% 

Another 

gender 

identity 

0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 10,180 100% 6,980 100% 4550 100% 

Unduplicated 

Total 

10,180 100% 6,980 100% 4550 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

0 0% 0 0% 0 0% 

Heterosexual/ 

Straight 

0 0% 0 0% 0 0% 

Bisexual 0 0% 0 0% 0 0% 
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Questioning/ 

Unsure 

0 0% 0 0% 0 0% 

Queer 0 0% 0 0% 0 0% 

Another 

sexual 

orientation 

0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated 

Total 

10,180 100% 6,980 100% 4550 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 2,494 24.50% 2,988 42.81% 2510 55.16% 

Spanish 3,714 36.48% 3,225 46.20% 1655 36.37% 

Vietnamese 288 2.83% 425 6.09% 228 5.01% 

Chinese 0 0.00% 0 0.00% 0 0.00% 

Tagalog 0 0.00% 82 1.17% 39 0.86% 

Farsi 0 0.00% 0 0.00% 0 0.00% 

Other 368 3.61% 235 3.37% 116 2.55% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 3316 32.57% 25 0.36% 2 0.04% 

Unduplicated 

Total 

10,180 100% 6,980 100% 4550 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

0 0% 0 0% 0 0% 
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Veteran 0 0% 0 0% 0 0% 

Served in 

Military 

0 0% 0 0% 0 0% 

Family of 

Military 

0 0% 0 0% 0 0% 

No Military 0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 10180 100% 6980 100% 4550 100% 

Unduplicated 

Total 

10180 100% 6980 100% 4550 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing 0 0% 0 0% 0 0% 

Difficulty 

hearing or 

speaking 

0 0% 0 0% 0 0% 

Other 

communication 

disability 

0 0% 0 0% 0 0% 

Cognitive 0 0% 0 0% 0 0% 

Physical/ 

Mobility 

0 0% 0 0% 0 0% 

Chronic Health 

Condition 

0 0% 0 0% 0 0% 

Other non-

communication 

disability 

0 0% 0 0% 0 0% 

No Disability 0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 10180 100% 6980 100% 4550 100% 

Unduplicated 

Total 

10180 100% 6980 100% 4550 100% 

*Participants may choose more than one option for Disability. 
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6. Referrals 

This program did not make any referrals during this reporting period. 

7. Group Services Delivered 

This program did not offer any group services during this reporting period. 

8. Detailed Outcomes 

• 77% of caregivers learned more about available community services. 

• 86% of caregivers shared that their family relationships improved.  

• 82.5% of caregivers reported improvement in their child’s academic success.  

• 77.9% of caregivers reported improvement in their child’s health and well-being.  

• 85.6% of caregivers reported feeling connected to the school community. 

• 72.3% of referrals were successfully linked, preventing prolonged suffering.  

9. Success Story  

A student at Campbell Union High School District (CUHSD) was referred to the SLS Coordinator by her teacher. The student is 

typically a high-performing student, but her teacher noticed changes in her behavior and school performance such as 

submitting work late, a decrease in participation in class, and an increase in absences. The student exhibited symptoms of 

being stressed and overwhelmed with school and other responsibilities, and expressed difficulty communicating with her 

parents about her needs. The SLS Coordinator referred the student to Uplift Family Services’ Healthy Living/Coping Skills 

group, which provided coping skills and information on how to manage stress during school finals. In addition, the SLS 

Coordinator provided student support and bi-weekly consultation to check in and practice utilizing coping skills; a referral 

was also made for the student to attend short-term individual therapy to continue addressing her behavioral and emotional 

needs. Through the coordination provided by the SLS Coordinator, the student was able to receive services to improve her 

communication skills, increase coping skills and strategies to manage her stress, and learn ways to set boundaries. As a 

result, the student and teacher saw a decrease in stress, increased engagement in activities that are fulfilling to her, and an 

increase in motivation to attend school.     
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SLS UNCONDITIONAL EDUCATION (UE)  
PEI Early Intervention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The Unconditional Education (UE) 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). 

2. Program Goals, Objectives & Outcomes 

Program priorities include:  

1. Increase capacity of schools serving high poverty communities to deliver effective interventions through the 

implementation of a multi-tiered framework 

2. To increase the academic performance and social-emotional well-being of the most struggling students. 

3. Evaluation Activities  

The SLS UE program utilizes a Multi-tiered Support Services (MTSS) framework to provide different tiers of supports. For clinical 

services, the program utilizes the Pediatric Symptom Checklist (PSC 35) and the Child Adolescent Needs and Strength 

questionnaire (CANS).  Additionally, school administrations and faculty are also surveyed along with parents and students.  

MHSA PEI Outcomes  

• Consumers will reduce or prevent Suicide Risk. (CANS item: Suicide Risk) 

• Consumers will remain out of juvenile justice involvement and Incarceration. (CANS items: LFD Delinquency and Legal) 

• Consumers will attend school to prevent School Failure or Drop out. (CANS item: School Attendance) 

• Consumers will improve or maintain job functioning to prevent Unemployment. (CANS Item: Job Functioning) 

• Consumers will maintain in-home and prevent Homelessness. (CANS Item Residential Stability) 

• Caregivers will reduce the risk of Removal of Children (CANS items: CGSN Safety and Supervision) 

• Consumers will reduce or prevent Prolonged Suffering. (CANS domain Behavioral Emotional) 

County Outcomes 

• Decrease the percent of open consumer no shows to 25% 

• Consumers will discharge successfully.   

• Consumers will be admitted into program within 7 business days to improve timely access.  

Additional Program Specific Outcomes  

• Consumers will improve school behavior. (CANS item: LFD School Behavior) 

• Consumers will maintain or improve school achievement. (CANS item: LFD School Achievement) 

• Consumers will be satisfied with services they received. (Satisfaction questionnaire) 

• Reduce school suspensions, chronic absenteeism 

• Increase academic achievement, family involvement and participation in child’s education. 
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4. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 11 100% 23 88.46% 22 64.71% 

16 -25 years 0 0% 3 11.54% 12 35.29% 

26- 59 years 0 0% 0 0% 0 0% 

60+ years 0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated 

Total 

11 100% 26 100% 34 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

0 0% 0 0% 0 0% 

Asian 1 9.09% 1 3.85% 0 0 

Black or 

African 

American 

0 0% 0 0% 1 2.94% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 0% 0 0% 0 0% 

White/ 

Caucasian 

0 0% 1 3.85% 1 2.94% 

Other 10 90.91% 20 76.92 28 82.35% 

More than 

one race 

0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 4 15.38% 4 11.76% 
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Unduplicated 

Total 

11 100% 26 100% 34 99.99% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean 0 0% 0 0% 0 0% 

Central 

American 

0 0% 0 0% 0 0% 

Mexican/ 

Mexican-

American/ 

Chicano 

0 0% 0 0% 0 0% 

Puerto Rican 0 0% 0 0% 0 0% 

South 

American 

0 0% 0 0% 0 0% 

Hispanic/ 

Latino 

(undefined) 

0 0% 0 0% 29 85.29% 

Other 

Hispanic/ 

Latino 

10 90.91% 20 76.92% 0 0% 

Hispanic or 

Latino 

Subtotal 

10 90.91% 20 76.92% 29 85.29% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 0 0% 0 0% 0 0% 

Asian Indian/ 

South Asian 

0 0% 0 0% 0 0% 

Cambodian 0 0% 0 0% 0 0% 

Chinese 0 0% 0 0% 0 0% 

Eastern 

European 

0 0% 0 0% 0 0% 

European 0 0% 0 0% 0 0% 
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Filipino 0 0% 0 0% 0 0% 

Japanese 0 0 0 0% 0 0% 

Korean 0 0 0 0% 0 0% 

Middle 

Eastern 

0 0 0 0% 0 0% 

Vietnamese 0 0 0 0% 0 0% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

0 0 0 0% 0 0% 

Other Non-

Hispanic/ 

Non-Latino 

1 9.09% 22 100% 2 5.88% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

1 9.09% 22 100% 2 5.88% 

More than 

one ethnicity 

0 0 0 0% 0 0% 

Prefer not to 

answer 

0 0 0 0% 0 0% 

Unknown 0 0 4 100% 3 8.82% 

Unduplicated 

Total 

11 100% 26 100% 34 99.99% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 4 36.36% 16 61.54% 18 52.94% 

Female 7 63.64% 10 38.46% 16 47.06% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated 

Total 

11 100% 26 100% 34 100% 
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 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 0 0% 0 0% 0 0% 

Female 0 0% 0 0% 0 0% 

Transgender 

(Male to 

Female) 

0 0% 0 0% 0 0% 

Transgender 

(Female to 

Male) 

0 0% 0 0% 0 0% 

Transgender 

(Undefined) 

0 0% 0 0% 0 0% 

Genderqueer 0 0% 0 0% 0 0% 

Questioning 

or Unsure 

0 0% 0 0% 0 0% 

Another 

gender 

identity 

0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 11 100% 26 100% 34 100% 

Unduplicated 

Total 

11 100% 26 100% 34 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

0 0% 0 0% 0 0% 

Heterosexual/ 

Straight 

0 0% 0 0% 0 0% 

Bisexual 0 0% 0 0% 0 0% 

Questioning/ 

Unsure 

0 0% 0 0% 0 0% 

Queer 0 0% 0 0% 0 0% 
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Another 

sexual 

orientation 

0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 11 100% 26 100% 34 100% 

Unduplicated 

Total 

11 100% 26 100% 34 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 0 0% 13 50% 18 52.94% 

Spanish 0 0% 13 50% 15 44.12% 

Vietnamese 0 0% 0 0% 0 0% 

Chinese 0 0% 0 0% 0 0% 

Tagalog 0 0% 0 0% 0 0% 

Farsi 0 0% 0 0% 0 0% 

Other 0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 11 100% 0 0% 1 2.94% 

Unduplicated 

Total 

11 100% 26 100% 34 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

0 0% 0 0% 0 0% 

Veteran 0 0% 0 0% 0 0% 

Served in 

Military 

0 0% 0 0% 0 0% 
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Family of 

Military 

0 0% 0 0% 0 0% 

No Military 0 0% 0 0% 34 100% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 11 100% 26 100% 0 0% 

Unduplicated 

Total 

11 100% 26 100% 34 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing 0 0% 0 0% 0 0% 

Difficulty 

hearing or 

speaking 

0 0% 0 0% 0 0% 

Other 

communication 

disability 

0 0% 0 0% 0 0% 

Cognitive 0 0% 0 0% 0 0% 

Physical/ 

Mobility 

0 0% 0 0% 0 0% 

Chronic Health 

Condition 

0 0% 0 0% 0 0% 

Other non-

communication 

disability 

0 0% 0 0% 22 64.71% 

No Disability 0 0% 0 0% 12 35.29% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 11 100% 26 100% 0 0% 

Unduplicated 

Total 

11 100% 26 100% 34 100% 

*Participants may choose more than one option for Disability. 

5. Referrals 

This program did not make any referrals during this reporting period. 
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6. Group Services Delivered 

This program did not deliver any group services during this reporting period. 

7. Detailed Outcomes 

• 100% of teachers at Rosemary Elementary School agreed that Seneca staff are professional and collaborative. 

• 80% of teachers at Rosemary Elementary School reported that Seneca staff were knowledgeable and skillful in 

helping them implement virtual interventions and that students demonstrated growth as a result of receiving 

Seneca Support. 

• 83% of teachers at Fremont High School reported Seneca providers are skillful in helping teachers implement 

effective interventions for their students. 

• Consumers showed improvement in the CANS Behavioral and Emotional Needs, Risk Behavior, and Life Functioning 

domains 

8. Evaluation Summary  

The UE Program is located at Rosemary Elementary School in Campbell Union School District (CUSD) and Fremont High 

School in Fremont Union High School District. The Culture and Climate Committee (C3) led the creation of a safe, healing, 

and supportive environment to welcome students back on campus. In addition, UE staff collaborated with the schools to 

develop consistent behavior expectations in all different areas of the school and provided lessons to explicitly teach and 

practice the behavior expectations across campus.  

At Rosemary Elementary School, monthly parent workshops, Parenting with a Growth Mindset and Understanding stress and 

building a Wellness Action Plan, were offered and well attended. Additionally, a workshop on Healing-Centered 

engagement was offered to both parents and faculty. Faculty and school administration shared that program staff were 

professional and collaborative, knowledgeable and skillful, and as a result student’s demonstrated growth and 

improvement in school. Parents shared they were well informed about their child’s goals and progress, felt supported, and 

reported that their child made progress because of the services they received.  

At Fremont High School, UE provided training and supports to faculty and school administrators during their professional 

development days. School staff identified training needs on Building Resilience: Self-Care and Healing, Communication and 

Teamwork Strategies, Trauma-Informed Education, Understanding and Responding to Challenging Behaviors, and Leading 

for Equity. Similarly, to Rosemary Elementary School, faculty, school administration, and parents shared that the program 

staff were professional and collaborative, knowledgeable and skillful, and students showed growth and improvement at 

discharge.   
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PEI STRENGTHENING FAMILIES (PEI SF) & CHILDREN PROJECT 
PEI Early Intervention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description

The Prevention and Early Intervention Strengthening Families (PEI SF) program 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 SF 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. 

2. Program Indicators

Santa Clara County school districts utilize the Multi-Tiered System of Supports (MTSS) framework to provide 

interventions and supports designed to address behavioral and academic challenges. The MTSS framework has three 

tiers of support.  Tier 1, the largest tier, serves the majority (75%-90%) of students by providing core instructions and 

basic interventions, such as psychoeducation, skills streaming, touch and refer (light case management), and 

outreach to the entire school. Students who do not respond to these interventions may move into Tier 2.  Tier 2 serves 

10-25% of students in which additional interventions and supports, such as skill building groups, parenting workshops,

reading groups, case management and navigation, and Check-In/Check-Out interventions are delivered to

students in individually and small groups. Tier 3 serves less than 10% of students. Students who need services beyond

Tier 1 and Tier 2, are provided individualized supports, Tier 3, such as individual, group, and/or family therapy based

on their level of need. Tier 3 also includes crisis interventions and targeted case management.

Through outreach and engagement, the PEI SF program provides psychoeducation, facilitates evidence based workshops, 

increases skill set, and promotes mental health and well-being to prevent a decline in the youth’ functioning and creating a 

proactive and upstream approach by providing tools to support youth and their families when needs arise.  Prevention 

services and supports are universally accessible and can serve a mass number of students and families.  Early Intervention in 

the PEI SF program includes individual, family, and group therapy with an identified client. The services are meant to be 

short-term, evidenced based and interventions are utilized to improve functioning in settings such as school, work, 

community and reduce risk of suicide, incarceration, prolonged suffering, homelessness, and meet treatment goals. 

3. Program Goals, Objectives & Outcomes

The purpose of this program is to: 1) Prevent or intervene early in the development of emotional and behavioral problems in 

young children by providing the parents with outcome-based parenting strategies, support services, and access to 

screenings; and 2) Provide services in high-need areas for children and youth 0-18 with symptoms caused by trauma or 

other risk factors. This program engaged in a range of activities across the continuum of care to connect people of all ages 

to needed services that prevent the development of mental illness and address factors that affect mental health. 

4. Evaluation Activities

The PEI SF program utilizes evidence-based practices such as Trauma Focused Cognitive Behavior Therapy, Cognitive 

Behavior Therapy, skills streaming, Strengthening Families, Behavior Therapy, and Triple P. To assess program’s effectiveness 

and client improvement in behavioral and emotional needs, the PEI SF program utilizes standardized outcome measures 

such as Eyberg Child Behavior Inventory (ECBI), Pediatric Symptom Checklist (PSC-35), UCLA PTSD RI, Consumer Satisfaction 
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Questionnaire (CSQ-18B), and Child and Adolescent Needs and Strengths questionnaire (CANS). Outcomes and goal for 

the program include:  

MHSA PEI Outcomes  

• Consumers will reduce or prevent Suicide Risk. (CANS item: Suicide Risk) 

• Consumers will remain out of juvenile justice involvement and Incarceration. (CANS items: LFD Delinquency and Legal) 

• Consumers will attend school to prevent School Failure or Drop out. (CANS item: School Attendance) 

• Consumers will improve or maintain job functioning to prevent Unemployment. (CANS Item: Job Functioning) 

• Consumers will maintain in-home and prevent Homelessness. (CANS Item Residential Stability) 

• Caregivers will reduce the risk of Removal of Children (CANS items: CGSN Safety and Supervision) 

• Consumers will reduce or prevent Prolonged Suffering. (CANS domain Behavioral Emotional) 

County Outcomes 

• Decrease the percent of open consumer no shows to 25%. 

• Consumers will discharge successfully.   

• Consumers will be admitted into program within 7 business days to improve timely access. (referral date-admission date) 

Additional Program Specific Outcomes  

• Consumers will improve school behavior. (CANS item: LFD School Behavior) 

• Consumers will maintain or improve school achievement. (CANS item: LFD School Achievement) 

• Consumers will be satisfied with services they received. (Satisfaction questionnaire) 

5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 1201 99.42% 1316 98.50% 1180 96.72% 

16 -25 years 7 0.58% 24 1.80% 40 3.28% 

26- 59 years 0 0% 0 0% 0 0% 

60+ years 0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated 

Total 

1208 100% 1336 100% 1220 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

2 0.17% 1 0.07% 2 0.16% 
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Alaska 

Native 

Asian 46 3.81% 66 4.94% 58 4.75% 

Black or 

African 

American 

38 3.15% 39 2.92% 25 2.05% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 0.00% 0 0.00% 7 0.57% 

White/ 

Caucasian 

122 10.10% 122 9.13% 119 9.75% 

Other 906 75.00% 951 71.18% 819 67.13% 

More than 

one race 

0 0.00% 0 0.00% 1 0.08% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 94 7.78% 156 11.75% 189 15.49% 

Unduplicated 

Total 

1208 100.00% 1336 100.00% 1220 100.00% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean 0 0.00% 0 0.00% 0 0.00% 

Central 

American 

0 0.00% 0 0.00% 0 0.00% 

Mexican/ 

Mexican-

American/ 

Chicano 

0 0.00% 0 0.00% 0 0.00% 

Puerto Rican 0 0.00% 0 0.00% 0 0.00% 

South 

American 

0 0.00% 0 0.00% 0 0.00% 

Hispanic/ 

Latino 

(undefined) 

0 0.00% 0 0.00% 830 100.00% 
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Other 

Hispanic/ 

Latino 

891 98.34% 932 98.00% 0 0.00% 

Unknown 15 1.66% 19 2.00% 0 0.00% 

Hispanic or 

Latino 

Subtotal 

906 100% 951 100.00% 830 100.00% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 38 17.35% 39 15.60% 1 0.53% 

Asian Indian/ 

South Asian 

3 
1.37% 

4 
1.60% 

0 
0.00% 

Cambodian 3 1.37% 7 2.80% 0 0.00% 

Chinese 3 1.37% 6 2.40% 0 0.00% 

Eastern 

European 

0 
0.00% 

0 
0.00% 

0 
0.00% 

European 0 0.00% 0 0.00% 0 0.00% 

Filipino 8 3.65% 8 3.20% 0 0.00% 

Japanese 0 0.00% 0 0.00% 0 0.00% 

Korean 1 0.46% 1 0.40% 1 0.53% 

Middle 

Eastern 

0 
0.00% 

0 
0.00% 

0 
0.00% 

Vietnamese 23 10.50% 32 12.80% 0 0.00% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

0 

0.00% 

0 

0.00% 

0 

0.00% 

Other Non-

Hispanic/ 

Non-Latino 

140 

63.93% 

153 

61.20% 

185 

98.93% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

219 100% 250 100% 187 

 

100.00% 

More than 

one ethnicity 

0 0.00% 0 0.00% 0 0.00% 
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Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 83 100% 135 100% 201 100% 

Unduplicated 

Total 

1208 100% 1336 100% 1220 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# Served % of 

Served 

Male 723 60% 776 58% 657 54% 

Female 485 40% 559 42% 562 46% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 0 0% 1 0% 1 0% 

Unduplicated 

Total 

1208 100% 1336 100% 1220 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 0 0 0 0 0 0 

Female 0 0 0 0 0 0 

Transgender 

(Male to 

Female) 

0 0 0 0 0 0 

Transgender 

(Female to 

Male) 

0 0 0 0 0 0 

Transgender 

(Undefined) 

0 0 0 0 0 0 

Genderqueer 0 0 0 0 0 0 

Questioning 

or Unsure 

0 0 0 0 0 0 
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Another 

gender 

identity 

0 0 0 0 0 0 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 1208 100% 1336 100% 1220 100% 

Unduplicated 

Total 

1208 100% 1336 100% 1220 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

0 0 0 0 0 0 

Heterosexual/ 

Straight 

0 0 0 0 0 0 

Bisexual 0 0 0 0 0 0 

Questioning/ 

Unsure 

0 0 0 0 0 0 

Queer 0 0 0 0 0 0 

Another 

sexual 

orientation 

0 0 0 0 0 0 

Prefer not to 

answer 

0 0 0 0 0 0 

Unknown 1208 100% 1336 100% 1220 100% 

Unduplicated 

Total 

1208 100% 1336 100% 1220 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 847 70.12% 918 68.71% 764 62.62% 

Spanish 286 23.68% 312 23.35% 305 25.00% 

Vietnamese 3 0.25% 6 0.45% 2 0.16% 
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Chinese 0 0.00% 3 0.22% 1 0.08% 

Tagalog 0 0.00% 0 0.00% 0 0.00% 

Farsi 0 0.00% 0 0.00% 0 0.00% 

Other 1 0.08% 3 0.22% 2 0.16% 

Prefer not to 

answer 

0 0.00% 0 0.00% 0 0.00% 

Unknown 67 5.88% 94 7.04% 146 11.97% 

Unduplicated 

Total 

1208 100.00% 1336 68.71% 1220 62.62% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

0 0% 0 0% 0 0% 

Veteran 0 0% 0 0% 1 0.08% 

Served in 

Military 

0 0% 0 0% 0 0% 

Family of 

Military 

0 0% 0 0% 0 0% 

No Military 0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 1208 100% 1336 100% 1219 99.91% 

Unduplicated 

Total 

1208 100% 1336 100% 1220 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing 0 0% 0 0% 0 0% 

Difficulty 

hearing or 

speaking 

0 0% 0 0% 0 0% 
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Other 

communication 

disability 

0 0% 0 0% 0 0% 

Cognitive 0 0% 0 0% 0 0% 

Physical/ 

Mobility 

0 0% 0 0% 1 0.08% 

Chronic Health 

Condition 

0 0% 0 0% 0 0% 

Other non-

communication 

disability 

0 0% 0 0% 0 0% 

No Disability 0 0% 0 0% 0 0% 

Prefer not to 

answer 

0 0% 0 0% 0 0% 

Unknown 1208 100% 1336 100% 1219 99.91% 

Unduplicated 

Total 

1208 100% 1336 100% 1220 100% 

*Participants may choose more than one option for Disability. 

6. Referrals 

This program did not make any referrals during this reporting period. 

7. Group Services Delivered 

This program did not offer any group services during this reporting period. 

8. Detailed Outcomes 

The PEI SF program is divided up by four county regions: North, Central, East, South. FY21 CANS outcomes are available for 

South region and successful discharge outcomes are available for PEI SF. 

• Consumers showed improvement in the Behavioral and Emotional Needs, Risk Behavior, and Life Functioning 

domains.  

• 77% of consumers who discharged in FY21 had successful discharges (i.e. met treatment goals).  

9. Evaluation Summary  

Due to the COVID-19 pandemic, most school districts remained closed in the beginning of the 2020-21 academic school 

year. The PEI SF program continued to serve students and families virtually and in-person.  They facilitated groups to support 

students coping with the stress of distance learning and lack of socialization.  Additionally, the PEI SF program provide more 

support to parents and teachers with psychoeducation, promote mental health support, and provide skill building 

workshops to increase coping strategy skills. As schools started to transition to in-person learning, schools focused on 

engage students and their parents back to school campuses.  The PEISF program participated in these efforts by providing 

drop-in support and conducting outreach. The PEI SF program was flexible to adapt to school district and student needs.   
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OLDER ADULT IN-HOME PEER RESPITE PROGRAM 
PEI Outreach for Increasing Recognition of Early Signs Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The Older Adult In-Home Peer Respite Program is under Gardner Family Health Network, Inc. and started November 1, 2020. 

This program provides supportive counseling, visitation, and respite services. Peer respite providers offer companionship and 

supervision and peer counseling services for older adults who may be troubled by loneliness, depression, loss of loved ones, 

illness, or other concerns of aging. The program provides caregivers of older adults a break from caregiving while 

simultaneously providing older adult consumers with companionship and social support. The program serves adults 

aged 60 and older who live with a full-time caregiver. Services are voluntary, consumer-directed, and strengths-based. 

In-home respite care takes place in the home. Depending on the needs of the caregiver and the availability 

of the peer, in-home respite can occur on a regular or occasional basis. 

 

This program addresses the specific need for peer services to support older adults and their caregivers. By providing 

psychosocial supports to consumers and respite supports to caregivers. The program assists older adults to live in 

the community for as long as reasonably possible and to age in place in their homes. Additionally, the respite 

support offered to caregivers will reduce stress and mental health needs that may arise from providing 

ongoing caregiving. 

 

Respite providers are overseen by BHSD staff and receive standardized training and ongoing oversight and support 

from BHSD. Staff and peer providers are trained in wellness and recovery principles; strategies for addressing both 

immediate and long-term needs of program members; resources and ways to link consumers to other behavioral 

health services; and best practices in delivering services in a timely manner and with sensitivity to the cultural needs 

of those served. Respite providers will also coordinate with Older Adult In-Home Outreach team to provide 

opportunities for earlier interventions to avoid crises for older adults. Moreover, this program will help link those adults 

displaying signs and symptoms of a serious mental illness to behavioral health treatment team. 

 

The program will support outcomes of improved support and wellness for caregivers, increased service access and 

connection for older adults, and prolonged healthy and safe independent living by: 

● Recruiting, screening, and coordinating all peer respite providers. 

● Training peer counselors in mental health resources, signs of mental illness, and how to work with older 

adults experiencing mental illness. 

● Visiting older adults in the home or community to provide companionship and social support. 

● Coordinating with the In-Home Outreach Teams for immediate assessment and linkage to services and 

crisis response; and 

● Referring and linking consumers to other community-based providers for other needed social services and 

primary care. 

2. Program Indicators  

Suicide: This initiative seeks to reduce suicide risk among Older Adult groups and is intended to directly support the 

implementation of the County's Suicide Prevention Strategic Plan (SPSP). SPSP is a multi-strategy initiative engaged in a 

broad range of activities to prevent and reduce the risk of suicide and the stigma around mental health. 10% of clients 

have talked about having had suicidal thoughts in the past but none has had them recently. 

 

Unemployment: None of the clients in the program was working. Since they were receiving very little retirement (sometimes 

none) or disability payments, about 30% said they would like to find a part-time job. 

 

Prolonged suffering:  This program providers case management and link clients to support groups as needed. Staff may also 

link clients to other resources in the community such as food, medical care, and transportation. 65% of the clients suffered 

from chronic pain or some other chronic or serious illness. 
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3. Program Goals, Objectives & Outcomes  

Goals: 

1. Improve quality of life for caregivers of older adults who may experience stress and burnout 
putting consumers at risk of out-of-home placement. 

2. Promote the early identification of mental health symptoms in older adults. 

3. Increase wellness and social connection among older adults who live at home and may be 
Isolated. 

 

Objectives: 

 

a. Receive support in caring for the client 

c. Support strengthening client recovery 

d. Receive education in various psychological topics such as: dealing with stress, signs of 

burnout, signs and coping strategies for depression, isolation, and other difficulties 

associated with full-time caregiving and isolation 

e. Increase self-sufficiency. 

f. Receive an assessment for client behavioral health needs. 

g. Receive referrals to community-based resources. 

h. Increase participation in meaningful activities. 

i. Increase in meaningful use of time. 

k. Receive assessment for behavioral health needs and referrals to services as needed 

  

Outcome: 

1. Family members receive a break from caregiving. 

2. Receive support in the development and strengthening of natural networks of supportive 

relationships. 

3. Support Older Adults to live independently in the community for as long as reasonably possible, 

while ensuring their mental and physical wellbeing 

4.  Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = N/A Unduplicated N = N/A Unduplicated N = 27 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Program was not in implementation. Program was not in implementation. 27 $255,653 $9,468 

5. Evaluation Activities  

• Access and Linkage – Access to the program is a result of outreach in the community.  Case 

Management links clients to community-based services, if needed. 

• Improving Timely Access to Services for Underserved Populations – The program does not require timely access to 

services but rather as client is ready to participate, this is an adjunct program. 

6. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

234



0 – 15 years Program was not in 

implementation. 

Program was not in 

implementation. 

0 0% 

16 -25 years 0 0% 

26- 59 years 0 0% 

60+ years 27 100% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

27 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

Program was not in 

implementation. 

Program was not in 

implementation. 

6 22% 

Asian 1 4% 

Black or 

African 

American 

3 11% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 0% 

White/ 

Caucasian 

5 19% 

Other 8 30% 

More than 

one race 

4 15% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

27 100% 
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 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean Program was not in 

implementation. 

Program was not in 

implementation. 

0 0% 

Central 

American 

0 0% 

Mexican/ 

Mexican 

American/ 

Chicano 

0 0% 

Puerto Rican 0 0% 

South 

American 

0 0% 

Hispanic/ 

Latino 

(undefined) 

0 0% 

Other 

Hispanic/ 

Latino 

0 0% 

Hispanic or 

Latino 

Subtotal 

18 100% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African Program was not in 

implementation. 

Program was not in 

implementation. 

0 0% 

Asian Indian/ 

South Asian 

0 0% 

Cambodian 0 0% 

Chinese 0 0% 

Eastern 

European 

0 0% 

European 0 0% 

Filipino 0 0% 

Japanese 0 0% 
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Korean 0 0% 

Middle 

Eastern 

0 0% 

Vietnamese 0 0% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

0 0% 

Other Non-

Hispanic/ 

Non-Latino 

0 0% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

9 100% 

More than 

one ethnicity 

0 0% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

0 0% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program was not in 

implementation. 

Program was not in 

implementation. 

4 15% 

Female 23 85% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

27 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 
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Male Program was not in 

implementation. 

Program was not in 

implementation. 

4 15% 

Female 23 85% 

Transgender 

(Male to 

Female) 

0 0% 

Transgender 

(Female to 

Male) 

0 0% 

Transgender 

(Undefined) 

0 0% 

Genderqueer 0 0% 

Questioning 

or Unsure 

0 0% 

Another 

gender 

identity 

0 0% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

27 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

Program was not in 

implementation. 

Program was not in 

implementation. 

0 0% 

Heterosexual/ 

Straight 

27 100% 

Bisexual 0 0% 

Questioning/ 

Unsure 

0 0% 

Queer 0 0% 

Another 

sexual 

orientation 

0 0% 
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Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

27 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English Program was not in 

implementation. 

Program was not in 

implementation. 

10 37% 

Spanish 17 63% 

Vietnamese 0 0% 

Chinese 0 0% 

Tagalog 0 0% 

Farsi 0 0% 

Other 0 0% 

Prefer not to 

answer 

0 0% 

Unknown o 0% 

Unduplicated 

Total 

27 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

Program was not in 

implementation. 

Program was not in 

implementation. 

Program did not collect 

this data in FY 2021, but 

plans to collect in the 

future. Veteran 

Served in 

Military 

Family of 

Military 

No Military 
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Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Program was not in 

implementation. 

Program was not in 

implementation. 

Program did not collect 

this data in FY 2021, but 

plans to collect in the 

future. 
Difficulty 

hearing or 

speaking 

Other 

communication 

disability 

Cognitive 

Physical/ 

Mobility 

Chronic Health 

Condition 

Other non-

communication 

disability 

No Disability 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

*Participants may choose more than one option for Disability. 

7. Potential Responders 

This program did not have any potential responders for this reporting period, given the COVID-19 pandemic. 
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8. Detailed Outcomes

Pre and Post-test utilizing the following Assessment tools: 

• DLA-20 Daily Living Assessment

• PHQ-9 Patient Health Questionnaire

• GDS-15 Geriatric Depression Scale

• SWT Satisfaction With Treatment

Percent improvement (From pre-to post-results): 

Discharge Outcome Count % 

Achieved Goals 9 60% 

Administrative 

Discharge 6 40% 

Total 15 

From November 1, 2020, until June 30, 2021, this program opened to 27 clients. Among 27 clients, 15 clients were closed. This 

program has a length of treatment of 6 months.  Twelve clients are still receiving services and will be completing treatment 

soon.  Among the 15 clients closed, 9 (60%) have finished treatment and achieved their goals; 6 (40%) were closed for 

administrative reasons.  Some administrative reasons were clients changing their minds about obtaining services due to fear 

of COVID-19 and clients being ill for a long time. It is important to note that various psychosocial factors can affect the 

improvement or deterioration of a client that is out of our control, such as an unexpected illness and the death of a relative 

or loved one. 

DLA-20: We were able to compare the results for six clients. Of those six clients, 50% showed an increase in the composite 

(average) score, and 50% decreased. The DLA-20 measures functionality, which is affected not just by mental health but 

also and in most cases by physical health. Many of the clients in the Peer Respite program have poor health and chronic 

issues (hence the need for a caregiver); issues may worsen with time and affect the client's functionality, so it is not surprising 

that this score is much lower  

PHQ-9:  The staff could only make a pre- and post-comparison for eight of the nine clients that terminated services. 62% of 

those eight clients showed a decrease in depressive symptoms. 25% of them showed no change. 12% indicated their 

symptoms increased.  

GDS-15:  The staff was also able to compare the results for eight clients. 75% of those eight clients showed a decrease in 

their depressive symptoms. 12% of clients showed no change, and another 12% of clients indicated that their symptoms 

increased.  

Satisfaction with Treatment questionnaire: The team pulls the results of six clients. Of those six clients, we see that 83-100% of 

them agree with the statements in the questionnaire, showing a high level of satisfaction. 

9. Evaluation Summary

Gardner’s In-Home Peer Respite Program was implemented in six months cycles and comprised of :1) Extensive outreach to 

identify and enroll clients; 2) Screening and Assessment; 3) Respite Care and other services, including those related to End of 

Life issues, companionship, stress management, family dynamics education, outside services linkage, and social opportunities. 

The program provided caring support to 27 homebound seniors and a break from the demands of caregiving to the 

caregiver.  Of those 27 clients, the staff closed 15 clients.   9 (60%) clients have finished treatment and achieved their goals; 6 

(40%) were closed due to administrative reasons.  

The COVID-19 pandemic was a great challenge for outreaching clients for this program. Since this a face-to-face service, 

many clients who initially accepted services withdrew for fear of being infected with COVID-19. the team had to adopt 

special measures to protect the clients and caregivers and our clinicians from the risk of Covid-19 transmission. The clinicians 
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were provided with appropriate PPE (including face masks, face shields, body cover, hand sanitizer, alcohol wet wipes, 

thermometer, the checklist with Covid-19 related questions).   We used different modes of outreach such as phone calls, 

PowerPoint presentations, posting/handing out flyers, and advertising in our newsletter.  

 Gardner's In-Home Respite Program provided the gifts of socialization/reduction of isolation for both the client and the 

caregiver. It also offers cognitive stimulation and reduced depression that occurs for the elderly client and the caregiver 

because of respite Clients currently receiving the services have expressed anxiety about COVID-19. Still, for some of them, 

the loneliness is harder to bear than the possibility of contracting the virus. The program successfully has helped them to feel 

valued, connected, and part of the community. The clients have expressed their gratitude for the companionship and joy 

that our clinician's visits bring them. Overall, the program has shown success by decreasing depressive symptoms (75%) and 

satisfaction with treatment (83-100%). 

FY21 Successes: 

Gardner built an energetic and eager team that was well prepared and able to problem-solve and navigate successfully 

through the various obstacles encountered. The team provided expertise and consistency in treatment.  

 

The team managed to spread the word about our services in our community, even during a lock down. The staff was able 

to use new technologies such as Zoom. They were able to make new connections with other professionals in Santa Clara 

county and successfully collaborate with them in serving our clients.  

 

The staff achieved a full caseload despite the difficulties encountered doing outreach and the obstacles experienced 

during treatment.  

 

The team responded promptly to the clients' various needs, including those that could not be met by our regular services, 

e.g., linkage to community services. 

 

The program obtained positive outcomes, and clients expressed satisfaction with treatment. Many clients wished we could 

prolong our services with them. They reported a reduction in isolation and loneliness and an increase in their activity 

engagement. We also helped them gain knowledge and awareness about mental health and acquire new and healthier 

habits.  Outcomes provided above. 

 
FY21 Relevant Examples of Success / Impact   

 

The client in this example is a 75-year-old Mexican woman who has lived in Santa Clara County for 35 years. In October 

2020, the client contracted COVID-19; not only she experienced severe symptoms at the time, but the virus also 

impacted her health long-term. Consequently, the client became anxious and depressed; she lost weight and strength 

and her interest and motivation to engage in daily activities. This also affected her relationships, including friends and 

close relatives, as she was afraid of being infected again.  

 

The client was referred to the In-Home Peer Respite program 5 months ago (she is still open in the program) due to the 

pandemic's impact on her life, causing her to feel lonely and hopeless because of living in isolation. By the time she was 

referred to us, the client had spent many months sitting on her sofa, hardly moving or talking to anyone. She had gotten 

into a routine that accelerated the deterioration of her leg muscles and brain cells due to a lack of use. Thanks to 

Gardner's services, she has broken that harmful routine and now gets up from her sofa regularly, can move better, and 

engages in activities that help exercise her mind too. The clinician has also noticed an improvement in her self-esteem, 

which has led her to take better care of her appearance by getting a new haircut, washing, and grooming herself every 

day. She is more interested and motivated to learn and do things she hadn't done for a long time. The client is cheerful 

than before.  She is also more independent, has become more confident, and has taken the initiative to strengthen her 

relationships with friends and loved ones by making sure she calls and talks to a friend or relative every day. She displays 

new energy and determination to overcome her fears and anxiety and move forward with her life. Additionally, her 

caregiver has had the opportunity to take small breaks to improve her self-care and health and has engaged in activities 

that will help her relationship with the client. 

 

FY21 Implementation Challenges: 

Outreach has been an enormous challenge during the last eight months due to the cancellation of all community 

programs and activities that would have normally brought older adults out of their homes and allowed us to talk to 
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potential clients. Even when we were able to speak to potential clients, it was difficult to find older adults interested in 

receiving services face-to-face and at their homes due to fears of Covid-19.  

 

Immediately after opening, the staff found that answering the numerous questions presented in the required assessments 

was challenging for some clients. There was one client that refused to answer the questions on the basis that they were 

too personal. Several other clients had trouble limiting their answers to the questions presented and often went on a 

tangent, making the assessment process much longer.  

 

We had trouble getting some caregivers involved in the program for several reasons; some did not want to answer the 

assessment questions; others did not think they needed any support or services, and others were not available even to 

consult with them about the client. In one case, the client refused to give staff permission to speak to the caregiver in the 

middle of treatment, and a few weeks later, the client fired the caregiver.  

 

Providing services was a challenge because clinicians had to take a significant number of precautions to prevent the 

transmission of Covid-19: Wearing PPE gear, constantly disinfecting any items that were passed on, not using certain 

items, or doing certain activities due to the higher risk of contamination.  

 

We experienced numerous cancellations of sessions from clients, often due to medical reasons: unexpected but 

necessary doctor's appointments that conflicted with the scheduled session, client feeling generally unwell, 

hospitalizations, and client getting Covid-19.  Some cancellations were not health-related, such as the client suddenly 

deciding to go to Mexico for a four-week break, moving out of the county. Each time there was a cancelation, staff lost 

4-6 hours of services, making it quite hard to make up for a lost time.  

 

On a few occasions, the staff got to know the clients better and found out they had more severe issues than initially 

expected which our program is not equipped to handle.  These clients required more case management services, such 

as consultations and linkages, and we had to complete several APS reports.  

 

FY21 Lessons Learned 

Collaboration with other professionals simultaneously treating the client is imperative, both at the time of opening and 

during the length of the treatment, to better comprehend all the diverse factors influencing clients' mental health.  

 

It is easy for clients to confuse our services with the services they are receiving from other programs and then get 

frustrated when we do not meet the expectations created by those programs. Frequent and gentle reminders about the 

purpose of the In-Home Peer Respite program and our clinician’s role are necessary to correct inexact expectations. 

 

The staff soon learned they need to address our potential clients' fears about Covid-19 and that of their relatives. Fear of 

Covid-19 is not only understandable but also justified. However, in many cases, we lost potential clients not due to their 

worries, as they expressed a desire to participate, but due to their relatives (often their adult children) talking them out of 

it because of their fears. The team must try to connect with their relatives and support network to answer any questions 

and problem-solve with them. 

 

Obtaining and storing information in the client's chart about an individual other than the client (the caregiver) posed 

challenges that we had to overcome. To protect the caregiver's right to privacy, the staff had to figure out what they 

could store and create specific templates and processes for this program. 
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COMMUNITY WIDE OUTREACH AND TRAINING 
PEI Outreach for Increasing Recognition of Early Signs Program 

Program Description 

The Community Wide Outreach and Training program provides an array of trainings to non-mental health professionals 

including community-based providers, community members, and caregivers who live and/or work in the County. The 

purpose of these training programs is to expand the reach of individuals with knowledge and skills to respond to/ prevent a 

mental health crisis in the community, and to reduce the stigma associated with mental illness. This Training will include the 

following programs:  

Applied Suicide Intervention Strategies Training (ASIST)  

ASIST is a national suicide prevention training program for caregivers of individuals who are at risk of committing suicide. 

Over the course of a two-day training, caregivers learn how to recognize the risk and learn how to intervene to prevent the 

immediate risk of suicide. (www.livingworks.net/programs/asist).  

SafeTALK  

SafeTALK is a three-hour training that prepares anyone over the age of 15 to identify people with thoughts of suicide and 

connect them to suicide first aid resources. SafeTALK curriculum emphasizes three main skills:  

● How to move beyond common tendencies to miss, dismiss, or avoid suicide.  

● How to identify people who have thoughts of suicide.  

● Apply the TALK steps: Tell, Ask, Listen, and KeepSafe. These steps will prepare someone to connect a person with thoughts 

of suicide to first aid and intervention caregivers.  

(www.livingworks.net/programs/safetalk). 

Mental Health First Aid (MHFA) and Youth Mental Health First Aid (YMHFA) Certifications  

Both Mental Health First Aid and Youth Mental Health First Aid are eight-hour courses designed to teach individuals in the 

community how to help someone who is developing a mental health problem or experiencing a mental health crisis. 

Trainees are taught about signs and symptoms of mental illness— including anxiety, depression, psychosis, and substance 

abuse. Youth Mental Health First Aid is especially designed to teach parents, family members, caregivers, teachers, school 

staff, peers, neighbors, providers, and other individuals how to help adolescents (ages 12 – 18) who are experiencing 

mental health or substance abuse problems, or who are in mental health crisis situations. The training covers mental health 

challenges for youth, offers information on adolescent development, and includes a 5-step action plan to help young 

people in both crisis and non-crisis situations. (www.mentalhealthfirstaid.org). 

QPR  

QPR (Question—Persuade—Refer), is a 90-minute training designed to teach three simple steps anyone can learn to help 

save a life from suicide. QPR provides innovative, practical, and proven suicide prevention training that reduces suicidal 

behaviors by training individuals to serve as gatekeepers—those in a position to recognize a crisis and the warning signs that 

someone may be contemplating suicide. QPR will train anyone to be a gatekeeper—parents, friends, neighbors, teachers, 

ministers, doctors, nurses, office workers, caseworkers, firefighters—anyone who may be strategically positioned to recognize 

and refer someone at risk of suicide. (https://www.qprinstitute.com/about-qpr). 

Many of these trainings were previously part of separate initiatives and were combined into one Community Wide strategy 

to organize all training for non-mental health professionals. Examples of services from the last plan include the following: 

● PEI 1: Cultural Communities Wellness Program (WRAP, MHFA, YMHFA, QPR)  

● Office of Family Affairs (WRAP, MHFA)  
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● PEI 5: Suicide Prevention (ASIST, SafeTALK, YMHFA, QPR, online QPR) 

These trainings will support improved mental health education and early identification by:  

● Training community and family members to recognize the signs of persons in need of mental health support  

● Training community and family members to recognize the signs of persons who are at risk of suicide or of developing a 

mental illness  

● Training and working with families and caregivers in order to develop plans and strategies that are tailored to their loved 

one’s needs  

● Training participants to address the specific needs of certain populations, including youth  

● Offering trainings in multiple languages to ensure accessibility for all interested persons  

● Offering trainings to an intentionally diverse group of community members, family members, and partners, to ensure that 

persons are trained across a variety of populations in order to meet the needs of those in crisis and non-crisis situations  

● Promoting wellness, recovery, and resiliency 

The detailed findings and evaluation outcomes, as well as demographic data, from these trainings can be found 

throughout this report in the various program sections listed above. 

Note: As of FY 2022, this program was removed from Santa Clara County’s MHSA planning. The funded ($150,000 funds) were 

reallocated, as PEI programs will be utilizing their existing funds to cover costs of training and education as done in the past. 

Please refer to the FY 2022 MHSA Annual Plan Update for Santa Clara County for more information. 
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LAW ENFORCEMENT TRAINING 
PEI Outreach for Increasing Recognition of Early Signs Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

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 crisis. 

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) trauma-informed 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. 

2. Program Indicators  

 Law Enforcement Liaisons (LELs) and Interactive Video Simulation Training (IVST) are designed to:  

1) Teach officers to increase their ability to interact more effectively and safely with those experiencing a mental health related 

crisis and to reduce suicides. The focus is on greater understanding, sensitivity, recognition, and effective de-escalation 

techniques.  

2) Inform officers about alternatives to incarceration. Using de-escalation techniques to manage crisis situations, individuals can 

safely be diverted to community resources, housing alternatives such as crisis service, to provide needed support. 

3. Program Goals, Objectives & Outcomes 

 Outcome 1: Increase collaboration and enhance teamwork between law enforcement and 

Behavioral Health Care Services 

Outcome 2: Increase the ability of law enforcement to interact more effectively and safely with 

those experiencing a mental health related crises 

Outcome 3: Connect individuals experiencing mental health crisis to appropriate services 

4. Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 1,563 Unduplicated N = 1,571 Unduplicated N = 788 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

1,563 $108,220 $69 1,571 91,280 $58 788 $133,313 $169 

 

5. Evaluation Activities  

 Strategies used: 

• Improving Timely Access to Services for Underserved Populations  

Outcomes are measured by tracking the number of 5150 contacts and jail contacts that occur in a 

month by law enforcement agencies.  All law enforcement jurisdictions are scheduled for on-going 

IVST and CIT trainings each year to teach officers more effective ways to de-escalate situations and 

to utilize alternate ways to assist individuals in crisis, out in the field.  Law enforcement also works 

closely with the county’s Mobile Crisis Response Team (MCRT).  Collaboratively and in partnership, 
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outcomes result in a decrease of emergency behavioral health contacts and Jail contacts and an 

increase in alternative solutions such as crisis residential, peer respite, community resources, 

referrals to NAMI.   

• Evidence-based practice standard or promising practice standard 

Using IVST and CIT provides hands on interactive skills training for law enforcement.  The instructors 

are county Law Enforcement Liaisons (LELs) with a combined total of 90 + years of experience.  The 

LELs are certified as Peace Officers Standards and Training Program (POST) trainers.  The results of 

the training are demonstrated by officers in the filed who use the skills learned. There has been a 

decrease in officer involved shootings and negative outcomes and an increase in officers calling 

MCRT for support and assistance for behavioral health calls. 

6. Demographic Data 

This PEI program has not captured demographic data in the past of attendees to the law enforcement trainings.  Staff have 

likely inaccurately assumed that the data information was for clients served only and did not understand or interpreted that 

law enforcement officers are part of the clientele served.  In an effort to be consistent with capturing data about who 

attends the law enforcement trainings, this information will be gathered going forward to show how the program is 

continuously improving and working towards data collection efforts.   

7. Potential Responders 

July 1, 2018 – June 30, 2019 

Total number of potential responders (outreach audience): __1563_ 

 

List type of setting(s) in which the potential responders were engaged and the type(s) of potential 

responders engaged 

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 Peer Support  Staff 

 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 Clara 

Mission Library 
 Police Officers 

Mountain View/Los Altos PD SWAT Team Police Officers 

 SCCSO Corrections Staff, Police Officers 

 SCC CIT Academy Sunnyvale Sunnyvale 

DPS 
Police officers 

 Gilroy PD Police Officers 

Stanford Dept. of Public Safety  Public Safety Staff, Officers 

 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 
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 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 MVPD Mountain 

View PD 
Police officers at Mountainview 

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 

 

Number of individuals with SMI or SED referred to BHSD treatment system (includes county and CBO 

providers):  __593__ 

 

List type(s) of treatment referred to:  

 

  - Mobile Crisis Response Team 

 - Mental Health Urgent care (MHUC) 

 - Outpatients Services  

 - Community Resources 

 

July 1, 2019 – June 30, 2020 

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 

Clara Mission Library 
 Police Officers 

Mountain View/Los Altos PD SWAT 

Team 

Police Officers 

 SCCSO Corrections Staff, Police Officers 

SCC CIT Academy Sunnyvale 

Sunnyvale DPS 
Police officers 

Gilroy PD Police Officers 

Stanford Dept. of Public Safety  Public Safety Staff, Officers 

Bill Wilson Center Staff Santa 

Clara Veteran’s Hospital PD. Palo 

Alto 

Staff, Clinicians 

Veteran’s Hospital PD. Palo Alto  Police Officers 
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 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 MVPD 

Mountain View PD 
Police officers at Mountainview 

 Veteran’s Hospital   Staff 

 HomeFirst Veteran Services 

Homeless Outreach 
 Staff 

San Jose PD CIT Academy  Police Officers 

 BHSD/SUTs Substance Abuse Staff, Clinicians 

 South Bay Regional Explorer Staff 

 Gardner Family Health Staff, Clinicians 
 

 

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 

 

July 1, 2020 – June 30, 2021 

Total number of potential responders (outreach audience): __788___ 

 

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   Peer Support Workers 

 City of SJ Parks & Rec  Staff 

 South County Park Rangers Staff 

  San Jose Police Dept. (SJPD) CIT 

Academy 
Police Officers 

Santa Clara Sheriff Deputies 

San Mateo Sheriff Deputies 

Mountain View Police Police Officers 

Los Altos Police Police Officers 

Santa Clara Police Police Officers 

 

Number of individuals with SMI or SED referred to BHSD treatment system (includes county and CBO 

providers):  __802__ 

 

List type(s) of treatment referred to: 

 

   - Mobile Crisis Response Team 
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  - Mental Health Urgent care (MHUC) 

  - Outpatients Services  

  - Community Resources 

8. Evaluation Summary 

Implementation Challenges: 

 

FY 18/19 

The LEL program works best when as many Law Enforcement Officers are aware of the training and resources 

available for Law Enforcement via the Law Enforcement Liaisons (LEL) and Behavioral Health Department.   

Reaching the thousands of law enforcement officers in the county is time consuming.  The work shifts, work 

dates and schedule demands and police department priorities all have an effect on when they can attend 

training we offer or refresher sessions.  
 

FY 19/20 

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. 

 

 

FY 20/21 

2020 and 2021 were significantly different for the LEL team due to COVID-19 restrictions.  In person training was 

significantly limited during this time and the training method used does not translate well to Zoom type training.  

This resulted in outreach/training to approximately 50% individuals than in the two prior years.  This also slowed 

the development of new video scenarios that had been scheduled for this year. 
 

Success: 

 

FY 18/19 

On several occasions, police officers have contacted the LEL team after receiving training to share positive 

results.  This usually involves the police officers using techniques discussed in the class provided by LELs on how 

to communicate with those with mental illnesses and have better outcomes.  It is common to hear from past 

attendees that they tried the techniques and were actually able to better communicate and de-escalate the 

encounter. 

 

 

FY 19/20 

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. 

 

 

FY 20/21 

A third LEL member was selected and hired for the team.  A very highly qualified individual was selected.  One 

of the main focuses of this third member to the team is to manage the production of new videos for the training 

scenarios used in training.  Significant progress toward this outcome has been made.  In addition, having a 

third member has allowed for more equal distribution of tasks and reporting responsibilities.   Given COVID-19 

restrictions, a still significant number of individuals were trained using IVST. 

 
Lessons Learned: 
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FY 18/19 

De-escalation is a perishable skill that needs to be practiced and maintained for effectiveness.   Providing 

training once and never revisiting the training is not as effective as having periodic refreshers annually or every 

other year. 

 

Relationships between Law Enforcement and Behavioral Health improve with regular meetings and 

interactions.  Staff changes regularly in both Law Enforcement and Behavioral Health and these regular 

interactions help insure consistency.     

 

FY 19/20 

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. 

 

FY 20/21 

In the role as liaisons between Behavioral Health and Law Enforcement, the LEL Teams see changes in 

community expectations for responding to those in crisis firsthand and notice early trends.  This past year local 

Law Enforcement agencies have reevaluated how they respond to people in a mental health crisis and made 

changes to their response protocols.  Behavioral Health has reevaluated and changed to be more responsive 

to crisis in the field as well.   The lesson learned has been that with these changes is focus and with so many 

individual LE agencies, communicating these response protocols can be overlooked.  As a result, the 

expectations of the involved agencies can be outdated or not applicable any longer.    A greater emphasis 

on sharing the changes in protocols and response practices would be appropriate. 

 

   
Relevant Examples of Success/Impact: 

 

FY 18/19 

A local police department and the family of a client had been trying for years get the individual into services.  

The client was not willing to accept help.  The PD and family had tried for years to show that the client needed 

a higher level of care and involvement.  The client had been arrested several times.   

 

The LEL team, the MCRT unit and the leadership of MCRT researched the client history and present the case to 

management as an individual who needed significant focus and intervention.  The result is that the client was 

placed in an appropriate care facility for better evaluation and treatment. 

 

FY 19/20 

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 health cases that are the most challenging within the 

community.       

 

FY 20/21 

Three local departments (MVPD, MHPD and SCPD) developed specialized Mental Health Units with dedicated 

staff to respond and address chronic mental health cases and collaborate with the Behavioral Health Mobile 

Crisis Team to increase response and resources.   This increased focus on mental health calls by these 

departments is partially the result of these agencies seeing the value of collaboration  with Behavioral Health 

LELs and MCRT. 
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NEW REFUGEES PROGRAM 
PEI Stigma & Discrimination Reduction Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The New Refugee Program’s early intervention services aim to reduce stigma and increase awareness of 

available mental health services for newly arrived refugees and intervene at the early signs of mental health 

issues. The program provides linguistically and culturally appropriate outreach, engagement, and prevention 

activities to help refugees successfully settle in the county. One modification of this program will be that the 

New Refugee program will begin to allow services to children and will serve refugee clients who have lived in the 

County for seven years or less (instead of five). 

 

The New Refugee program is responsible for bringing together multiple community partners who serve the 

refugee population. The program fosters collaboration and coordinates referrals, providing and 

organizing numerous culturally and linguistically appropriate outreach activities and mental health services. 

Outreach mainly occurs in the refugee's native language, with videos of the refugees' compatriots. 

Understandably, refugees often distrust government/authority figures, and many have endured public scorn, 

intense discrimination, and threatening behavior based on their ethnicity or religion. Refugee clients are 

provided with responsive engagement and intervention services, up to and including torture survivor support 

services. Additionally, refugee clients are connected to other specialty mental health services that may help 

them live and thrive in the county. 

2. Program Indicators  

School failure or dropout:  

Clients are seeking education and enrolling in English as Second language (ESL) classes. 

Prolong suffering: 

Stigma is an ongoing challenge. Members of refugee communities have become increasingly insular. The clients report that 

they prefer to keep their stories to themselves and cope independently because of genuine fears regarding the risks of 

deportation and within the group gossip. The clients with mental health concerns struggle to explain their symptoms to their 

communities and are therefore reticent even to broach the subject. 

 

To address the stigma in receiving behavioral health, the New Refugee Program provides various outreach strategies to the 

community to prevent prolonged suffering. Outreach efforts at locations including community centers, worship centers, 

schools, community-based organizations (Jewish Families, Refugee Forum, Sisters Helping Sisters), English as Second 

Language (ESL) classes, and AACI Community Vaccinations Events.  This program engaged newly refugees and asylum 

seekers who have resided in the United States within seven years.  Early treatment reduces prolonged suffering. 

3. Program Goals, Objectives & Outcomes 

Goals: 

The New Refugee program will achieve the below goals: 

1. Reduce Stigma 

2. Reduce disparities in access 

3. Reduce Trauma 

4. Prevent Suicide. 

 

Objectives: 

a. Reduce the stigma against identifying mental health issues and accessing services for 

those issues. 

b. Reduce trauma, specifically intensity and/or frequency of symptoms, and decrease any 

negative impact on client’s functioning in daily living activities. 
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c. Prevent suicide by helping to inform this community of the factors and symptoms of 

mental health issues, including depression, which can contribute to suicidality. 

d. Reduce stigma in the new refugee community. 

e. Provide culturally appropriate prevention and outreach services in appropriate 

languages and in natural community settings to the target population, by favoring the 

use of non-threatening layperson terms commonly used to describe mental health 

symptoms experienced by this population, over clinical terms. 

f. Reduce the negative impact of trauma symptoms through the provision of brief 

treatment interventions to reduce situational stressors that are characteristic of 

resettling refugee populations, including trauma-related symptoms, and mitigate the 

need to seek services in the specialty mental health system. For those requiring 

specialty mental health services, bridge them into the specialty mental health system. 

g. Reduce the likelihood of suicidality through the improvement of coping skills of 

refugees and their families during the stressful period of acculturation into the 

predominant cultural norms. 

 

Outcome: 

 1. Identify newly settled refugees and increase connectedness to mental health services. 

 2.  Increase collaboration among community partners who serve refugee clients. 

4. Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 119 Unduplicated N = 96 Unduplicated N = 77 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

119 $457,754 $3,847 96 $506,770 $5,279 77 $402,419 $5,226 

 

5. Evaluation Activities  

   
Below are the most prevalent presenting conditions of the Early Intervention clients active in the months of July 1, 2020 to 
June 30, 2021.  
 

DSM 

Code  
Diagnosis for EI clients 

Number of 

Clients 

(n = 77) 

% 

Z59.6 

 
Low income 19 25% 

F43.10 

 
Post-traumatic stress disorder, unspecified 18 23% 

F43.8 Other reactions to severe stress 10 13% 

Z60.3 

 

Major depressive disorder, single episode, unspecified 

 
10 

13% 

 

Z65.4 

 

Victim of crime and terrorism 

 

10 

 

13% 

 

 

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 scale of 1 to 5, with 1 being "in-crisis" and 5 being "thriving." Through CST's services, the staff can impact the 
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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 class.  

 

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: 

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.  
 

FY 2019 
On the CAFI-XC, the following improvements were noted for 35 discharged clients who received services for a minimum of 

60 days in FY 2019.  

 

 

 

3.15
3.44

2.57
2.82

2.39 2.52
2.28

3.97 3.86 3.64
3.29 3.48

3.19 3.18

0.00
0.50
1.00
1.50
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2.50
3.00
3.50
4.00
4.50

Basic

Resources

External Risks Mental

Health

Family

Relations

Social

Connections

Language

Barrier

Navigation

of Cultural

Barriers

FY 2019 - Average CAFI Intake vs Discharge

Average CAFI Intake Average CAFI Discharge

CAFI-XC Domains 

Average CAFI 

Intake 

Average CAFI 

Discharge 

% of Clients that 

Showed 

Improvement 

% of Clients that 

Maintained 

Basic Resources 3.15 3.97 54% 31% 

External Risks 3.44 3.86 51% 43% 

Mental Health 2.57 3.64 69% 29% 

Family Relations 2.82 3.29 46% 49% 

Social Connections 2.39 3.48 71% 26% 

Language Barrier 2.52 3.19 54% 43% 

Navigation of Cultural 

Barriers 2.28 3.18 71% 26% 
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FY 2020  

 

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.  

 

19 18 24
16

25 19 25

11 15
10

17
9 15 95 2 1 2 1 1 1

FY 2019 - DISCHARGED CLIENTS CAFI-XC 

(N=35)

Improved Maintained Declined

CAFI-XC Domains  

Average 

CAFI 

Intake 

Average 

CAFI 

Discharge 

% of Clients 

that Showed 

Improvement 

% of Clients 

that 

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% 
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FY21: On the CAFI-XC, the following improvements were noted for 29 discharged clients who received services for a minimum 

of 60 days in FY 2021.  

The below 3 tables are from FY21. 

CAFI-XC Domains 

Average CAFI 

Intake 

Average CAFI 

Discharge Improved % Maintained % Declined % 

Basic Resources 3.1 3.6 38% 55% 7% 

External Risks 3.4 3.9 52% 38% 10% 

Mental Health 2.4 3.5 76% 24% 0% 

Family Relations 3 3.8 62% 31% 7% 

Social Connections 2.6 3.4 59% 34% 7% 

Language Barrier 2.8 3.1 45% 45% 10% 

Navigation of Cultural 

Barriers 2.6 3.2 55% 45% 0% 
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FY 2020 - Average CAFI Intake vs Discharge

Average CAFI Intake Average CAFI Discharge
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4

FY 2020 - DISCHARGED CLIENTS CAFI-XC 

(N=23)

Improved Maintained Declined
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6. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # Served % of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 0 0% 0 0% 2 3% 

16 -25 years 25 21% 14 15% 6 8% 

26- 59 years 81 68% 62 65% 44 57% 

60+ years 12 10% 15 16% 10 13% 

Prefer not to 

answer 

0 
0% 

0 
0% 

0 0% 

11
15

22
18 17

13
16

16
11

7
9 10

13
13

2 3 2 2 3

Basic Resources External Risks Mental Health Family Relations Social

Connections

Language

Barrier

Navigation of

Cultural Barriers

Total Discharged RP Clients YTD (n=29)
Improved Maintained Declined

3.1
3.4

2.4

3
2.6

2.8
2.6

3.6
3.9

3.5
3.8

3.4
3.1 3.2

Basic

Resources

External Risks Mental Health Family

Relations

Social

Connections

Language

Barrier

Navigation of

Cultural Barriers

Average CAFI at Intake and Discharge YTD (n=29)
Average CAFI Intake Average CAFI Discharge
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Unknown 0 0% 0 0% 15 19% 

Unduplicated 

Total 

119 
100% 

96 
100% 

77 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

0 

0% 

0 

0% 

0 0% 

Asian 15 13% 12 13% 8 10% 

Black or 

African 

American 

33 

28% 

23 

24% 

5 6% 

Native 

Hawaiian or 

Other Pacific 

Islander 

0 

0% 

0 

0% 

0 0% 

White/ 

Caucasian 

56 
47% 

36 
38% 

30 39% 

Other 14 12% 13 14% 6 8% 

More than 

one race 

1 
1% 

2 
2% 

0 0% 

Prefer not to 

answer 

0 
0% 

10 
10% 

0 0% 

Unknown 0 0% 0 0% 28 36% 

Unduplicated 

Total 

119 
100% 

96 
100% 

77 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 
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Caribbean 0  0  0  

Central 

American 

0  0  0  

Mexican/ 

Mexican-

American/ 

Chicano 

0  0  0  

Puerto Rican 0  0  0  

South 

American 

0  0  0  

Hispanic/ 

Latino 

(undefined) 

declined to 

answer 

13 100% 15 100% 0  

Other 

Hispanic/ 

Latino 

0  0  0  

Hispanic or 

Latino 

Subtotal 

13 100% 15 100% 0  

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 32  23  7 9% 

Asian Indian/ 

South Asian 

4  3  3 4% 

Cambodian   2  1 1% 

Chinese 4  5  3 4% 

Eastern 

European 

0  0  0 0% 

European 0  0  0 0% 

Filipino 0  00  0 0% 

Japanese 0  0  0 0% 

Korean 0  0  0 0% 

261



Middle 

Eastern 

13  14  12 16% 

Vietnamese 0  0  2 3% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

0  0  18 

(White) 

23% 

Other Non-

Hispanic/ 

Non-Latino 

49  25  3 4% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

115  87   0 0% 

More than 

one ethnicity 

1  2  0 0% 

Prefer not to 

answer 

0  5  0 0% 

Unknown 3  2  28 36% 

Unduplicated 

Total 

119  96  77 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 57 48% 43 45% 27 35% 

Female 62 52% 53 55% 35 45% 

Prefer not to 

answer 
0 0% 0 0% 

0 0% 

Unknown 0 0% 0 0% 15 19% 

Unduplicated 

Total 
119 100% 96 100% 

77 100% 
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 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 57 48% 43 45% 5 6% 

Female 62 52% 53 55% 4 5% 

Transgender 

(Male to 

Female) 

0 0% 0 0% 

1 1% 

Transgender 

(Female to 

Male) 

0 0% 0 0% 

0 0% 

Transgender 

(Undefined) 
0 0% 0 0% 

0 0% 

Genderqueer 0 0% 0 0% 0 0% 

Questioning 

or Unsure 
0 0% 0 0% 

0 0% 

Another 

gender 

identity 

0 0% 0 0% 

0 0% 

Prefer not to 

answer 
0 0% 0 0% 

0 0% 

Unknown 0 0% 0 0% 67 87% 

Unduplicated 

Total 
119 100% 96 100% 

77 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

4 
3% 

2 
2% 

0 0% 

Heterosexual/ 

Straight 

86 
72% 

73 
76% 

3 4% 

Bisexual 0 0% 0 0% 0 0% 

Questioning/ 

Unsure 

0 
0% 

0 
0% 

0 0% 
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Queer 0 0% 0 0% 0 0% 

Another 

sexual 

orientation 

0 

0% 

0 

0% 

0 0% 

LGBQ 

(undefined) 

0 
0% 

0 
0% 

0 0% 

Prefer not to 

answer 

29 
24% 

21 
22% 

0 0% 

Unknown 0 0% 0 0% 64 83% 

Unduplicated 

Total 

119 
100% 

96 
100% 

77 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 26 22% 22 23% 9 12% 

Spanish 11 9% 11 11% 14 18% 

Vietnamese 0 0% 0 0% 2 3% 

Chinese 

(Mandarin) 
2 2% 3 3% 

2 3% 

Tagalog 0 0% 0 0% 0 0% 

Farsi 24 20% 14 15% 14 18% 

Other (FY19: 

10 Arabic, 

4Russian, 28 

non-Eng., 2 

Turkish, FY20: 

6 Arabic, 2 

Russian, 3 

Turkish, 1 

Cambodian, 

1French, 5 

Mandarin. 

FY21:6 

Turkish, 4 

Arabic, 1 

Russian, 1 

Cambodian) 

44 37% 20 21% 

17 22% 
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Prefer not to 

answer 
0 0% 0 0% 

0 0% 

Unknown 12 10% 26 27% 19 25% 

Unduplicated 

Total 
119 100% 96 100% 

77 100% 

 

 FY 2019 FY 2020 FY 2021 

Military Status # 

Served 

% of 

Served 

# Served % of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

Program didn’t collect Program didn’t collect 0 0% 

Veteran 0 0% 

Served in 

Military 

0 0% 

Family of 

Military 

0 0% 

No Military 49 79% 

Prefer not to 

answer 

0 0% 

Unknown 28 45% 

Unduplicated 

Total 

77 100% 
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 FY 2019 FY 2020 FY 2021 

Disability* # 

Serve

d 

% of 

Serve

d 

# 

Serve

d 

% of 

Serve

d 

# 

Serve

d 

% of 

Serve

d 

Difficulty 

seeing 

Program didn’t collect Program didn’t collect Program didn’t , 

collect, but will start 

collecting this data 

going forward. Difficulty 

hearing or 

speaking 

Other 

communicatio

n disability 

Cognitive 

Physical/ 

Mobility 

Chronic Health 

Condition 

Other non-

communicatio

n disability 

No Disability 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

*Participants may choose more than one option for Disability. 

7. Group Services Delivered   

The program did not collect any data on group services during this reporting period. Starting FY 2022, the program will 

explore how these data can be collected for any group services that they may offer. 

8. Detailed Outcomes  

Contracted Outcome: The New Refugee program will provide prevention and outreach services to a minimum of 600 

duplicated refugees, and their families annually residing in the County of Santa Clara. 

FY2019: 2989 

FY2020:833 

FY2021: 2448  

6270/1800=348% ach ieved o f  t arget  out reach .  

 

FY 21 data: Number of individuals w ho followed through on referral & engaged in treatment: 63  
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Average time between referral and participation in treatment: 7.3 days    Standard Deviation: 9.4  
*note majority of our refugee clients does not speak English and it takes time with often more than one service provider 
 

Number of referrals to a Prevention program: 77 

Number of referrals to an Early Intervention program: 77 

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. 
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10. Overall, feel better as a result

FY 2019 - CST Client Satisfaction Results (n=33)
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3.44

3.54

3.80

3.83

3.62

3.73

3.63

3.39

3.68
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9. Helped me cope with outcomes

10. Overall, feel better as a result

FY 20 - CST Client Satisfaction Results (n=22) 
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FY21  

Client survey results is missing for this fiscal year due to the turnover of Quality Improvment staff. The agency is hiring new 

staff to support gathering FY22 outcomes, demographics, and survey data. 

9. Evaluation Summary  

FY19 Challenges/Implementation: 

Current world events continue to have a significant impact on a client's recovery process. Psychological/psychiatric needs 

for clients are primarily centered around PTSD, depression, and anxiety.  The recent political climate on immigration has 

intensified the anxiety our clients are already experiencing.  Many clients have a great fear of approaching formal 

agencies for help (e.g. social services, doctor's office, etc.) because of torture experiences in their home countries.  Political 

events have spiked numerous fears, some realistic and others spurred through community rumors, creating a significant 

barrier to access outside services and in many cases, triggering regression in healing that was newly accomplished.  With 

recent proposals to deny immigration status to some immigrants who have accessed social resources, some clients have 

even expressed fear of attending therapy and case management sessions.  Changes to the asylum process (cases being 

heard in reverse chronological order) have led to feelings of heightened anxiety for new applicants. They have minimal 

time and resources to find and afford legal representation, prepare their case, and prepare psychologically for their 

proceedings.  Conversely, those who have been waiting for years now must wait even longer, leading to feelings of 

hopelessness and overwhelm when they realize that their indefinite waiting period will now last even longer. 

FY 2020 –  Challenges/Implementation: 

During this pandemic, our organization, AACI, quickly realized that shifting from a normal to a crisis intervention mode is 

necessary to serve our clients and community in the best way possible, given the current situation and public health 

guidelines. To help with this effort, staff shifted from in-person services to 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 often do not 

have a safe and private space to talk about trauma, which complicates both assessment and therapy.  2. Providers cannot 

observe clients' whole 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 not to engage in services at this time despite a belief that 

they truly needed them.  Linking clients to resources has been extremely difficult given both the inability to meet with them 

face to face and the extreme limitations on access to resources in the community at large (e.g courts, social services 

offices, and schools are closed).  The year 2020 has been very difficult for clients who arrived in the U.S for the following 

reasons: 1. They had not yet paid taxes, leaving them ineligible for both stimulus checks and similar funds available to 

undocumented immigrants. Also, they are 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 the English skills to complete applications independently. Few businesses were hiring due to the pandemic. 3.  

Children who spoke minimal English struggled to participate in virtual learning.  Many of these individuals remain 

unemployed and are significantly behind in their resettlement process despite past initial service timelines. 

When the pandemic first hit, some forensic evaluators expressed they were highly reluctant to shift to remote treatment 

because it was a bit technologically unfamiliar. But also with the real concern, losing all the subtle body language and 

facial expressions. The act of merely sitting with a client in the room that can be so powerful for the clinician and 

therapeutic for the client, is gone too. An essential component to trauma work is creating a sense of safety, a space where 

unspeakable things can be said, heard, and held, in the strictest confidentiality. How could that connection be created 

and sustained when the client and clinician are in two different locations?  

During this time, staff noticed not only a rise in COVID-19 anxiety, stress, and health anxiety among people, but the team, is 

also dealing with diverse and significant issues. With the ongoing pandemic, isolation, fear of infection, and loss of income 

are causing immense distress, impacting the staff and toll their mental health. Additionally, the risk of emotional contagion, 

compassion fatigue secondary traumatic stress became a fundamental factor in the work. The program is now witnessing a 

work overload and restricted work environment. The challenge the staff has is to develop effective strategies to address the 

concerns of different populations.  But also at the same time,  keep themselves updated with the resource material which 

can be of help to the clients. With job demands outnumbering job positives, the staff is at the greatest risk of burnout during 

COVID-19.  

FY21 – Challenges/Implementation: 
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Recent spikes in violence against Asian members of our community combined with a heightened awareness of racial 

violence against black communities contribute to fears among many refugees already traumatized from past police or 

regime violence. This has been a very painful time for refugees and their families working to overcome past harm directed 

at them because of who they are or what they believe. Our refugees are navigating fears of going out, not just because of 

the virus but also because of increased fears for their own physical safety due to racial hatred. 

Through the past year, refugees have been affected by a complex of circumstances, including living in a pandemic with 

constantly changing information, regulations, and eligibilities; understanding recent social unrest in the U.S. that spotlights 

racial inequalities; a local fire forced evacuations that triggered clients and staff (who are also often former refugees) 

causing them to flee homes and start over once more, and limited access to resources because offices and services were 

closed all created circumstantial stressors that significantly impacted the emotional and mental resources of our clients 

which affected their abilities to process their own traumatic histories fully. For the new refugee arrivals, relief was further for 

them because they are excluded from stimulus payments and unemployment benefits as they tried to make do in 

pandemic life. 

Additionally, hardships related to pandemic social distancing, isolation, fear of infection, marital conflicts, and loss of 

household income are causing immense distress, impacting the staff and taking a toll on their mental health. Also, the risk of 

emotional contagion, compassion fatigue, and secondary traumatic stress became a fundamental factor in our work. 

Uncertainty and the unpredictability of the pandemic have increased the likelihood for clients and providers to experience 

post COVID-19 stress and secondary mental health issues. It, therefore, becomes of paramount importance for the 

organization to address health care providers and their psychological health to avoid deleterious aftershocks of this 

pandemic.  

As mental health providers, staff witnessed resurfacing sense of hopelessness, despair, isolation, anxiety, guilt for families left 

behind, and grief with multiple layers of personal and community loss. The population that this program serves were forcibly 

displaced and most often have lost their identity through forced migration and the pandemic. The barriers of COVID19 

increased the trauma reminders of refugees, which affected several domains of their daily functioning.  

 

During the pandemic, personnel and staffing changes were difficult. It was more challenging to recruit and hire staff 

because in-person interviews and training were impossible. As providers and frontline workers, the team also experienced 

fatigue and loss due to feeling helpless about the daily struggles that we absorbed from our clients. As the staff was 

concerned about the safety of their own families, the boundaries they were facing were challenging. While at the same 

time being compassionate towards the needs of our population.  

 

Relevant Examples of Success in FY 2019:  

Proposed changes to the public charge rule have significantly increased fear among clients accessing health care services, 

mental health services, nutrition services, and applying for public benefits. This fear will prevent them from obtaining asylum, 

becoming legal permanent residents, and/or becoming US citizens. Reassurances and education by CST staff and client 

attorneys are somewhat helpful in ameliorating clients' anxieties. However, in an era of uncertainty, our clients understand 

that policies may continue to change in ways that would be unfavorable to them or harm their immigration prospects. 

Those clients that we have been able to successfully support through connecting with legal support and going through the 

process (especially people who can get citizenship) generally experience a reduction in symptoms of decreased stress. 

 

Clients with severe social anxiety are now able to sit with their families in a public place. Clients who have previously had 

severe PTSD have managed their symptoms to the point of being able to share part of their story in a public forum.  One 

client can now check her email regularly without emotional support. Another can sit in a doctor's office without fighting 

back panic attacks.  Others have learned to set healthy boundaries and enjoy stable relationships for the first time in their 

lives.  These small steps toward normalcy represent significant victories for clients as they begin conquering these seemingly 

mundane tasks and reclaiming the trust and safety that were stolen from them through their torture experiences. 

 

 

FY20 Successes 

The AACI's CST program had adjusted to the new circumstances. It thrived on providing a safe and welcoming space for 

survivors of torture. Staff linked clients to resources for daily living, employment, housing, and rental assistance. In addition, 

the team helped clients apply for residency and citizenship.  

The New Refugee Program (NRP) supported 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, mainly via telehealth. This was possible 

because case managers could educate clients in learning a new skill: how to navigate remote telehealth services 

regardless of the many barriers. This skill allowed for continuity of care as clients remained connected to their providers.  

Despite staff teleworking, CST staff members welcomed new referrals and connected refugees to critical services. For 

clients' lives were even more disrupted by social isolation and fear. Many of the older adults clients expressed great pride in 

learning how to navigate new platforms such as Zoom with staff support over an hour of guidance over the phone.  Even 

though the limitations in meeting practical needs due to pandemic restrictions, many clients have been even more 
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engaged in therapy and individual rehabilitation.  For they desire 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 and create a personalized 

relaxation care package which included emergency kits, aromatherapy, painting rocks, sewing kits, gift cards and 

education supplies for the children. Staff delivered them to clients and their families.  

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 about telehealth and 

services via phone. For some clients, their cases have been opened via remotely, and 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 and rely on his cultural spiritual beliefs such as praying to 

cope with the change in his job. The client was able to navigate how to work remotely and find resources to have a private 

space since he lives in shared housing, making it challenging to work as a substitute teacher.  

AACI 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, the grocery, the bank, and all essential activities that would 

be otherwise difficult to navigate with limited transportation resources.  

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, and to feel genuinely seen, heard, acknowledged, and valued. The clinician 

plans to submit this life narrative to a historical archive to honor the client's history and preserve her courageous testimonial. 
 

A critical example of success is staff's ability to continue providing an important service of helping survivors of torture apply 

for 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 acquaintances who 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 U.S 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 Zoom. She was required to keep her camera on; she discovered that her fears were unfounded and 

made 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. The entire company is pressing her to apply for a 

job there.  Clients forced to be in prolonged close quarters with family members are setting boundaries and improving 

communication.  

Our program supported a newly resettled older adult Afghan refugee by linking her with access to basic needs during the 

shelter in place. The staff helped refer the client to AACI's Senior Wellness Program, providing non-perishable food items, 

fruits, and vegetables. She was also linked to Lyft $50 ride vouchers which she utilized to go to her medical appointments to 

address her physical pain and health needs.  

 FY21 Successes: 

Despite the COVID-19 pandemic, the staff could mobilize and safely provide services to its vulnerable refugee community. 

This team was able to shift resources and increase outreach activities to meet the needs and demands in the communities. 

Also, all the services that AACI provided have been available to the new refugees as well. Through the AACI's Federally 

Qualified Health Center (FQHC) and its multi-lingual care team, refugees could attend medical visits and were assisted in 

getting vaccinated. The staff has helped the refugees to get health coverage if needed. To all the clients of all ages, 

counseling, case management, and psychiatry services were available not only via telehealth but also in a person if 

requested.  

While individual rehabilitation can assist in teaching clients the skills, they need to cope with the stressors associated with 

being a refugee in the U.S. The group rehabilitation for refugees enhanced these skills by creating a space for community 

support and peer relationships. This program provided a group treatment for a women's support group. Moreover, it 

provided a culturally sensitive space in Arabic language to assist them in identifying and learning the skills needed to cope 

with the stressors of immigrating to a new country. Also, the group targeted symptoms related to depression and anxiety, 

which come from social isolation, acculturation issues, and problems with sleep. It provides a space for participants to learn 

new coping strategies and build a sense of community and peer support. In doing so, participants increased their ability to 

be independent and self-advocate and decrease symptoms associated with depression and anxiety.  

Success stories: 
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“An Eritrean young adult refugee recently resettled in the U.S. spoke Arabic, some Tigrinya. Despite being an adult, he still 

needed to complete high school. He struggled significantly in school, affecting his self-esteem and motivation and creating 

much uncertainty about the future. He was isolated by the pandemic and further isolating due to his increasing depression. 

Even though he knew he needed help, he was ambivalent about receiving mental health services. He did not show up to 

multiple meetings with English-speaking providers, which was part of his maladaptive avoidant coping pattern. Additionally, 

he did not want to sign forms because of the fear and not understanding them, which is a common trust issue among new 

refugees. CST's clinician was aware of some cultural factors that might be impacting client's willingness to participate in 

treatment due to her previous experience of running psychosocial programs in Eritrean refugee camps in Ethiopia. The 

clinician and the Arabic-speaking case manager worked together to overcome language and cultural barriers by 

cultivating a plan to engage the client in ways that he felt more comfortable and supportive. Through the collaboration 

and support of the Arabic speaking case manager, staff used creative problem solving to reach out to him in different ways 

and use different ways to engage him. In a short time, he has shown a huge improvement in motivation, citing one 

conversation with our Arabic-speaking provider as key in this shift. He is successful in summer school and is ready to start 

applying for a part-time job and attend a vocational school in an area of real interest. He is active in communication and 

attends sessions in person, where he has more privacy than in his home." 

 

"An Iranian refugee once had difficulties with engaging with her care team of clinicians, case manager, and psychiatry. 

Before the pandemic, she would miss several appointments and could not maintain consistency due to several factors. Due 

to her depressive symptoms, she didn't have the energy to drive and prepare for appointments. It was difficult to build a 

trusting relationship and rapport for effective treatment when she would miss appointments. During the pandemic and the 

advantages of telehealth, her providers provided patience and an opportunity to link her to weekly Zoom sessions. The 

consistency of the case manager who speaks the client's native language Farsi, and the clinician provided the client with 

the hope that she is not alone. The client's no-shows has reduced, and she is engaging more with her care team. She is now 

consistently attending her psychiatry appointments with the support of her cultural broker and clinician. With consistent 

monitoring of medication management, the client can manage her job better and improved her relationship with her 

daughter whom she relies on for support." 

Lessons Learned: 

 

FY19: Lessons Learned 
Access to care has always been a concern with traumatized refugee population. However, staff observed that it was 

becoming an increasing concern because of barriers to services. Regarding PTSD, the adage “time heals all wounds” is 

false.  If a refugee is not actively receiving culturally competent trauma treatment, PTSD symptoms worsen over time.  

Therefore, staff see refugees suffering - even decades after finding asylum in the United States. Without treatment, without 

processing the trauma in a safe environment and having one's physiological arousal modulated, they remain just as 

symptomatic and feel even more helpless. Mental healthcare (and physical health care) must often take a back seat to 

more immediate needs for these individuals. Clients who are long standing are having difficulty because of re-

traumatization and the unique nature of living in the bay area of San Jose.  The housing market in this area means that most 

of our clients must commute (sometimes taking 3 busses and paying $15) for long periods to access services. 

Similarly, to afford to live in even substandard housing and keep food on the table, most of our clients are forced to work 

several jobs. Their priorities are to access essential services such as childcare and foodbanks (in languages that are not their 

own) and balance their trauma-related symptomatology. As is often the case, most of our clients sacrifice their well-being 

to provide for their families and do not feel they can make time for therapy services. 

FY20: Lessons Learned 

 
• Despite all the challenges, our clients continued to live their daily lives with resilience. Most of the individuals that the staff 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. As staff members, they were also 

able to work collaboratively as a team to serve the most vulnerable in our communities.  

• 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. They began assimilating the difference between free speech and civil war and learned prisoners' rights in the 

United States.  

• In 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 testify on their behalf. Remote sessions have allowed 

us 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 
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team and become integrated and receive supervision. Training 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 the staff have grieved for in the past six months, it is 

good to be reminded of how resilient the staff 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.   

FY21: Lessons Learned 

One challenge that has become an extraordinary opportunity is witnessing the resilience of refugees and some of the clinicians. The pandemic has 
brought providers and clients closer by illuminating how providers and clients were experiencing similar hardships. It's important to hear and focus 
on clients' needs, especially during the early part of the process, to keep them engaged. It often takes creative questioning and exploration to 
identify the actual barriers that get in the way of clients engaging with services and making treatment progress. Clients with experience with 
isolation in their homes offered advice and comfort. They expressed a great amount of compassion and understanding for the hardships of their 
providers, many of whom are also former refugees. While careful to navigate the therapeutic relationship, providers could normalize mental health 
challenges and role model coping and self-care. Clients recognized that they still have something to offer, such as compassion and insights to other 
refugees, and the importance of teamwork in the clinical relationship. Because of this, therapeutic work for many has been more profound, and 
many refugees have been more engaged in reaching their health goals.  

 

AACI remained committed to finding ways to engage clients in the community and civic life throughout the pandemic. The 

staff continues to nurture a sense of connection and empowerment when most needed. AACI led efforts to issue a joint 

statement of solidarity condemning the anti-Asian acts of violence on our AAPI elderly community members. Over 80 AAPI 

organizations and allies have signed on to date.  AACI currently works with Asian and non-Asian partners to provide 

opportunities for continued advocacy, action, and community-based response.  

 

After the most recent attacks in Atlanta, Georgia, AACI also put out a second statement on social media. AACI staff is working 

with two County Supervisors, Otto Lee and Susan Ellenberg, on a referral to the County administration to put a public 

awareness campaign together and explore community-based responses that protect vulnerable communities in a trauma-

informed and culturally sensitive manner without relying on law enforcement. AACI are also working with the San Jose City 

Office of Race Equity and the County Division of Equity and Social Justice to organize "listening" sessions and plan activities to 

make our community safer. AACI is also participating in listening sessions that are part of the county's new Hate Crimes Task 

Force. 

Recently, at a rally organized by State Assemblymember Evan Low and San Jose Councilmember Pam Foley that AACI co-

sponsored, Sarita Kohli, CEO of AACI spoke on the importance of 

solidarity: https://www.instagram.com/tv/CMf2K1dDiQw/?igshid=16u4vqn7zbb9f. One painful consequence of the 

pandemic has been isolation, particularly for those who are already marginalized.  

The importance of advocacy continues to be a need and the ABC news recently featured AACI’s Dr. Nira Singh as she 

addresses the importance of culturally responsive mental health services:  

https://abc7news.com/aaci-clinical-psychologist-nira-singh-psyd-10th-annual-behavioral-health-community-hero-aapi-

heritage-month/10591559/ 

Every year councilmember Kathy Watanabe gives “Hero of the Year Award” and this year, she awarded Dr. Nira Singh, 

Director of Behavior Health at AACI (Asian Americans for Community Involvement). 

https://www.svvoice.com/honorees-of-santa-claras-2021-community-hero-of-the-year-awards-receive-recognition/ 
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CULTURAL COMMUNITIES WELLNESS PROGRAM (CCWP) 
PEI Stigma & Discrimination Reduction Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: FY2019 (JULY 1, 

2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

 The Cultural Communities Wellness Program (formerly known as Ethnic and Cultural Community Advisory 

Committees or ECCAC) utilize the unique experiences and knowledge of culturally and ethnically 

diverse community members in support of mental health. Cultural Communities Wellness Program 

(CCWP) envisions communities where consumers and family members from all cultures have quality of 

life, are free from stigmas associated with mental health status, and are empowered to transition within 

mental health systems. Cultural Communities Wellness Program aims to increase knowledge and 

awareness of behavioral health, reduce stigma and discrimination within the context of culture, and 

increase community outreach and engagement to decrease suffering from mental health conditions.  

 

The County of Santa Clara’s Cultural Communities Wellness Program serves eight specific ethnic/culture 

groups: African Heritage, African Immigrant, Chinese, Filipino, Latino, Native American, Vietnamese, and 

LGBTQ+. The Cultural Communities Wellness Program’s activities are categorized into three main 

components: 

 

● Community Outreach and Engagement involving site outreach, community events, mental health 

workshops and presentations, support groups, and one-on-one peer support services 

● Mental Health Literacy Campaign providing Mental Health First Aid (MHFA), Question Persuade, and 

Refer (QPR), and Wellness Recovery Action Plan (WRAP) trainings 

● Culture-Specific Programs collaborating with community agencies to organize events targeting 

underserved ethnic communities 

 

Cultural Communities Wellness Program’s staff are multicultural and multilingual, representing at least 10 

cultural communities and speaking at least 12 languages. The intent of the Cultural Communities 

Wellness Program is to break down cultural barriers to seeking mental healthcare, decrease stigma and 

discrimination, and act as cultural ambassadors to community members in need of services. 

 

2. Program Indicators  

 Cultural Communities Wellness Program is focused on prevention and early intervention for the 

underserved and unserved communities. The program is dedicated to addressing and reducing suicide, 

incarcerations, unemployment, prolonged suffering, and homelessness by providing peer support, 

community outreach and engagement and educational services to underserved and unserved 

communities. Cultural Communities Wellness Program is dedicated to reduce stigma and discrimination 

and increase access to mental health services for the unserved and underserved communities.  

 

Cultural Communities Wellness Program prioritizes cultural responsiveness, increase accessibility, 

and explores innovative outreach efforts. CCWP prioritizes cultural and diversity needs, assesses 

points of coordination and collaboration.  

• Suicide: CCWP team members provide 1:1 peer support services, trainings such as 

Question, Persuade, and Refer (QPR), Mental health First Aid, and Wellness Recovery 

Action Plan (WRAP) to educate the public and prevent suicide. WRAP helps educated 

beneficiaries on how to utilize their wellness tools and recognize triggers to help reduce the 
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risk of crisis and suicide. CCWP peer support workers regularly attend trainings such as 

intentional peer support, trauma informed training and motivational interviewing training to 

enhance the delivery of 1:1 peer support services of individual and family support.   

Mental health peer support workers provide resources and linkages to help reduce suicide 

risk for the community, peers refer consumers to Call Center for behavioral health services 

and refer to Emergency Psychiatric Services, Mobile Crisis Unit, and Mental Health Urgent 

Care for crisis management. CCWP also offers the cultural knowledge to help engage 

family and community support for individuals who are at risk of suicide.  

• Incarcerations: CCWP provides 1:1 peer support with modalities such as trauma informed, 

and tools from WRAP to help beneficiaries reduce the risk of incarceration by creating a 

wellness and crisis prevention plan. CCWP also provides support for individual who are 

transition back into the community post incarceration.  

• School failure or dropout: CCWP provides 1:1 peer support services with enhanced cultural 

humility to families from unserved and underserved communities who may have children 

struggling with school failure or at risk of dropout. For example, peers with lived experience 

from working families and immigrant families provides 1:1 support to families who may be 

struggling with financial barriers and ability to provide basic needs to the family and 

children. Children from high stressed environments faces additional challenges at school 

while also adapting to new environments may lead to higher rates of school failure and 

dropout.  

• Unemployment: CCWP provides trainings, Mental Health First Aid, Wellness Recovery Action 

Plan to address stressful emotions that unemployment may create. CCWP also provides 1:1 

peer support service to assist beneficiaries who needs assistance. CCWP also refer and link 

to Office of Consumer Affairs for Employment Support Groups.   

• Prolonged Suffering: CCWP is dedicated to reduce the prolonged suffering by providing 

culturally sensitive 1:1 peer support service, health literacy trainings, community outreach 

and engagement and collaborations with community agencies to destigmatize mental 

health and provide a supportive environment to support beneficiaries in their wellness and 

recovery journey.  

• Homelessness: CCWP provides resources to individuals who may be at risk of homelessness. 

Each cultural team also utilizes support from their communities to assist beneficiaries who 

would prefer to live in their cultural communities. CCWP provide resources for the homeless 

population to assist with housing.  

 

3. Program Goals, Objectives & Outcomes 

 The goal of Cultural Communities Wellness Program is to reduce the stigma associated with 

behavioral health conditions, increase understanding of behavioral health issues, increase 

willingness to seek help, and increase access to behavioral health services. 

The outcomes for the Cultural Communities Wellness Program are:  

Outcome 1: Collaborate with un-, under-, and inappropriately served ethnic groups 

Outcome 2: Reduce stigma associated with mental health status 

Outcome 3: Increase service connectedness to mental health resources 
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The Division of Consumer Affairs, Family Affairs and Cultural Communities Wellness Program’s top 

priorities for FY21 are:  

a. Increase outreach and engagement. 

b. Promote wellness and recovery. 

c. Promoting and integrating peer services into the Behavioral Health System. (I.E. Inpatient, 

Outpatient, Crisis Services.) 

d. Increase culturally sensitive services and highlight lived experience to improve customer 

service. 

e. Increase self-help, consumers and family involvement. 

f. Increase natural networks of supportive relationships.  

g. Improve data tools, outcomes and client experiences. 

4. Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 4057 Unduplicated N =4961 Duplicated N =2872 

Number 

Served 

Program 

Expenditure 

Cost 

per 

Person 

Number 

Served 

Program 

Expenditure 

Cost 

per 

Person 

Number 

Served 

Program 

Expenditure 

Cost 

per 

Person 

4057 

Unduplicated 

$1,808,590 $446 4961 

Unduplicated  

$1,465,622 $295 Total 3029 

Duplicated   

$1,240,211 $409 

5. Evaluation Activities  

 The Cultural Communities Wellness Program is designed, implemented, and promoted using 

strategies that are non-stigmatizing and nondiscriminatory. Peers with lived experience provide 

peers services, mental health literacy, community outreach and engagement to destigmatize 

mental illness and promote a nondiscriminatory culture.  

 

Peers provided services and engaged the community in the following settings to provide non 

stigmatizing and non-discriminatory services. The Cultural Communities Wellness Program practices 

cultural humility while delivering services and supporting the community. Services are provided by 

peers with lived experience and from similar cultural background to ensure that program staff are 

connecting with individuals to meet their needs in a non-stigmatizing and nondiscriminatory 

matter. CCWP provides and support the design of the Client Culture training, which is mandatory 

for all BHSD providers, Client Cultural Training provides BHSD with the perspective of beneficiaries to 

help destigmatize mental health illnesses and promote a culture of support and understanding.  

 

• Access and Linkage - CCWP MHPSWs provides peer support for referrals and linkages to 

behavioral health treatment and resources.  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.  MHPSWs provide individuals with 

linkages with behavioral health professionals inside and outside of the clinical setting which 

include Community based Organization representatives, rehabilitation counselors, 

community workers and, also connect client to natural supports in the community. The 

MHPSWs provide access and linkages to other healthcare services, benefits, housing, 

employment, vocational and educational opportunities, and other client needs.   
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Cultural Communities Wellness Program conducts outreach in the following settings to promote de-

stigmatization and nondiscriminatory practice.  

 

Outcome Measure: 

 

In FY19 and FY20, data were collected in a database that the department no longer uses or have 

access to.  Due to the changes in database management and data tracking and database 

management to move into a new electronic health system in FY20 and along with change in 

management in FY 21, data reporting here for the reporting period are limited.  Data is being 

collected and it needs to be re-evaluated based on the PEI regulations and guidelines from the 

state. 

 

As a result of a program review by new management, it was discovered that the Division of 

Consumer Affairs, Family Affairs, Cultural Communities Wellness Program did not have a validated 

or evidence-based practice measurement tool for FY19, FY20 and most of FY21. The limitation of a 

validated limited the program’s ability to measure changes in attitudes and knowledge. In Spring 

of FY21, new management research validated tools and other strategies utilized by other counties. 

A validated tool was developed and reviewed with MHSA PEI manager and will be implemented 

by Cultural Communities Wellness Program in FY22.  

 

The Peer Services Survey is an evidenced based practice with a validated tool with 9 questions 

from “The Stigma Scale: Development of a Standardised Measure of the Stigma of Mental Illness” 

which will be use measure pre and post attitudes and knowledge of mental illness. The survey will be 

distributed to beneficiaries prior and after they receive services. 

Please see attached for the Peer Services Survey Tool. Reference: King M;Dinos S;Shaw J;Watson 

R;Stevens S;Passetti F;Weich S;Serfaty M; “The Stigma Scale: Development of a Standardised Measure of 

the Stigma of Mental Illness.” The British Journal of Psychiatry : the Journal of Mental Science, U.S. 

National Library of Medicine, pubmed.ncbi.nlm.nih.gov/17329746/.  

6. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years N/A <1 12 <1 N/A N/A 

16 -25 years 81 2 128 2.5 N/A N/A 

26- 59 years 446 11 905 18 4 <1 

60+ years 81 2 186 4 N/A N/A 

Prefer not to 

answer 

3407 84 N/A N/A  N/A N/A 

Unknown 42 N/A 3730 74.5 3025 99% 

Unduplicated 

Total 

4057 100 4961 100 3029 100 
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 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

81 2 77 15 32 1 

Asian 608 15 298 6 1 <1 

Black or 

African 

American 

202 5 318 6 N/A N/A 

Native 

Hawaiian or 

Other Pacific 

Islander 

N/A N/A 11 <1 N/A N/A 

White/ 

Caucasian 

486 12 138 3 N/A  N/A  

Other 162 4 405 8 N/A N/A 

More than 

one race 

N/A <1 9 <1 N/A N/A 

Prefer not to 

answer 

2474 61 N/A  N/A N/A  N/A  

Unknown 44 1 3705 

 

75 2996 98 

Unduplicated 

Total 

4057 100 4961 100 3029 100 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Serve

d 

% of 

Served 

# 

Serv

ed 

% of 

Served 

Hispanic or 

Latino: 
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Caribbean N/A  N/A  N/A  N/A  N/A  N/A  

Central 

American 

N/A N/A N/A N/A N/A N/A 

Mexican/ 

Mexican-

American/ 

Chicano 

N/A N/A N/A N/A 3 <1 

Puerto 

Rican 

N/A N/A N/A N/A N/A N/A 

South 

American 

N/A  N/A  N/A  N/A  N/A  N/A  

Hispanic/ 

Latino 

(undefined) 

N/A N/A 408 8 N/A N/A 

Other 

Hispanic/ 

Latino 

N/A N/A N/A N/A 302

6 

99 

Hispanic or 

Latino 

Subtotal 

N/A  N/A  408 100  302

9 

100 

Non-

Hispanic or 

Non-Latino 

as follows: 

N/A 

African N/A N/A N/A N/A N/A N/A 

Asian 

Indian/ 

South Asian 

N/A  N/A  N/A  N/A  N/A  N/A  

Cambodian N/A N/A N/A N/A N/A N/A 

Chinese N/A N/A N/A N/A N/A N/A 

Eastern 

European 

N/A  N/A  N/A  N/A  N/A  N/A  

European N/A N/A N/A N/A N/A N/A 

Filipino N/A N/A N/A N/A N/A N/A 
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Japanese N/A  N/A  N/A  N/A  N/A  N/A  

Korean N/A N/A N/A N/A N/A N/A 

Middle 

Eastern 

N/A N/A N/A N/A N/A N/A 

Vietnamese N/A  N/A  N/A  N/A  N/A  N/A  

Non-

Hispanic/ 

Non-Latino 

(undefined) 

N/A N/A N/A N/A N/A N/A 

Other Non-

Hispanic/ 

Non-Latino 

N/A N/A N/A N/A N/A N/A 

Non-

Hispanic or 

Non-Latino 

Subtotal 

N/A  N/A  N/A  N/A  N/A  N/A  

More than 

one 

ethnicity 

N/A N/A N/A N/A N/A N/A 

Prefer not to 

answer 

N/A N/A N/A N/A N/A N/A 

Unknown N/A  N/A  N/A  N/A  N/A  N/A  

Unduplicate

d Total 

4057 N/A 4961 N/A 302

9 

N/A 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 
% of 

Served 
# 

Served 
% of 

Served 
# 

Served 
% of 

Served 

Male 933 23 N/A N/A 18 <1 

Female 1622 40 N/A N/A 19  <1 

Prefer not to 

answer 

1501 37 N/A  N/A  N/A N/A 
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Unknown 1 <1 N/A N/A 2992 98  

Unduplicated 

Total 

4057 100 4961 N/A 3029 100 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 
% of 

Served 
# 

Served 
% of 

Served 
# 

Served 
% of 

Served 

Male 946 23 666 13 18 <1 

Female 1646 40 693 14 19 <1 

Transgender 

(Male to 

Female) 

N/A  N/A  N/A N/A  N/A N/A 

Transgender 

(Female to 

Male) 

N/A  N/A  N/A N/A N/A  N/A  

Transgender 

(Undefined) 

N/A N/A N/A  N/A N/A N/A 

Genderqueer N/A N/A  N/A N/A N/A N/A  

Questioning 

or Unsure 

N/A N/A N/A N/A N/A  N/A 

Another 

gender 

identity 

N/A N/A N/A N/A N/A N/A 

Prefer not to 

answer 

1522 37 N/A  N/A N/A N/A  

Unknown 2 <1 3602 73 2992 98 

Unduplicated 

Total 

4116 100 4961 100 3029 100 
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 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

N/A <1 1 <1 N/A  N/A  

Heterosexual/ 

Straight 

576 14 N/A N/A 4 <1 

Bisexual N/A  <1 N/A  N/A  N/A  N/A  

Questioning/ 

Unsure 

N/A <1 N/A N/A N/A N/A 

Queer N/A <1 N/A N/A N/A N/A 

Another 

sexual 

orientation 

N/A <1 N/A N/A N/A N/A 

LGBQ 

(undefined) 

N/A N/A N/A N/A N/A N/A 

Prefer not to 

answer 

3457 84 N/A N/A N/A N/A 

Unknown 83 2 4960 99 3025 99 

Unduplicated 

Total 

4116 100 4961 

 

100 3029 100 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 
% of 

Served 
# 

Served 
% of 

Served 
# 

Served 
% of 

Served 

English 852 21 N/A N/A 4 <1 

Spanish 202 5 N/A N/A N/A  N/A  

Vietnamese N/A  N/A  N/A N/A N/A N/A 

Chinese N/A N/A N/A N/A N/A N/A 
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Tagalog N/A N/A N/A N/A N/A N/A 

Farsi N/A N/A N/A N/A N/A N/A 

Other N/A N/A N/A N/A N/A N/A 

Prefer not to 

answer 

2840 70 N/A N/A N/A N/A 

Unknown 164 4 N/A N/A 3025 99 

Unduplicated 

Total 

4058 100 4961 N/A 3029 100 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 
% of 

Served 
# 

Served 
% of 

Served 
# 

Served 
% of 

Served 

Active 

Military 

N/A  <1 N/A N/A N/A N/A 

Veteran N/A N/A  N/A N/A N/A N/A 

Served in 

Military 

N/A N/A N/A N/A 15 <1  

Family of 

Military 

N/A N/A N/A N/A N/A N/A  

No Military 365 9 N/A N/A 4 <1 

Prefer not to 

answer 

3693 91 N/A N/A N/A  N/A 

Unknown N/A N/A  N/A N/A 3010 98 

Unduplicated 

Total 

4058 100 4961 N/A 3029 100 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Serve

d 

% of 

Serve

d 

# 

Serve

d 

% of 

Serve

d 

# 

Serve

d 

% of 

Serve

d 
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Difficulty 

seeing 

N/A  <1 N/A N/A N/A N/A 

Difficulty 

hearing or 

speaking 

N/A N/A  N/A N/A N/A N/A 

Other 

communicatio

n disability 

N/A N/A N/A N/A N/A  N/A 

Cognitive N/A N/A N/A N/A N/A N/A  

Physical/ 

Mobility 

N/A  N/A N/A N/A N/A  N/A 

Chronic Health 

Condition 

N/A N/A N/A N/A N/A N/A 

Other non-

communicatio

n disability 

N/A N/A N/A N/A N/A N/A 

No Disability 323 8 N/A N/A 4 <1 

Prefer not to 

answer 

3724 92 N/A N/A N/A  N/A 

Unknown N/A N/A N/A N/A 3025 99 

Unduplicated 

Total 

4047 100 4961 N/A 3029 100 

*Participants may choose more than one option for Disability. 

Cultural Communities Wellness Program was instructed in FY20 to stop using the Access Database. 

However, a tool was not created to collect the PEI demographic information. Previous management 

instructed the team to collect information mostly for activities and did not have a tool to collect the 

demographics. Unfortunately, a new tool was not developed prior to the previous manager 

transitioning out of the role and there was a gap in new leadership.  

After discovering this gap in data collection, the new Division Management team created an 

inclusive data tracking tool which collects PEI data for individual services, group services and data for 

events and trainings.  The tool was implemented in May 2021. Current data reflects a gap in data 

collection due the change in data management system in FY21. The implementation required 

intensive training for the division staff as they adapt to new policies and procedures for the tracking 

tool while sheltering in place. Ongoing support was provided to staff to ensure that data is collected 

in an uniform matter.  
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There was a decrease in services in FY20 and FY21 throughout the department due to COVID 19, 

shelter in place.  The county transitioned into shelter in place in March 2020, staff did not the 

adequate equipment to work from home until Winter 2020. The team also needed training after 

receiving the equipment to learn virtual platform to provide groups, fairs, and trainings.  

The unserved and undeserved population is hard to engage with virtual training and outreach as 

families from the unserved and underserved communities were faced with immense challenges 

during the pandemic as many of them are low wage essential workers, lacked childcare when the 

schools transitioned to remote learning, and may struggle with financial barriers during the 

pandemic. Unserved and underserved communities suffer from having resources during the 

pandemic and also suffer from the technology divide as well as economic disadvantages. Many live 

in small, shared spaces that reduces their ability to engage in 1:1 peer services, trainings, community, 

and wellness support groups that were offered during the pandemic.  

7. Group Activities  

FY 2019 FY 2020 FY 2021 

Duplicated N =8,033 Duplicated N =5,222 Duplicated N =421 

Number 

of Groups 

Attendance Average 

Attendance 

per Group 

Number 

of Groups 

Attendance Average 

Attendance 

per Group 

Number 

of 

Groups 

Attendance Average 

Attendance 

per Group 

224 

Events/ 

Trainings  

8033 35 378 

Events/ 

Trainings  

 

5222 13 163 

Groups 

421 3 

8. Detailed Outcomes 

 Cultural Communities Wellness Program utilizes indicators: Suicide, Incarcerations, School Failure or 

Dropout, Unemployment, Prolonged Suffering and Homelessness.  

After discovering a gap in data collection, the new Division Management team created an inclusive data 

tracking tool which collects PEI data for individual services, group services and data for events and 

trainings.  The tool was implemented in May 2021. Current data reflects a gap in data collection due the 

change in data management system in FY21. The implementation required intensive training for the Division 

staff as they adapt to new policies and procedures for the tracking tool while sheltering in place. Ongoing 

support was provided to staff to ensure that data is collected in a uniform matter.  

 

There was a decrease in services in FY20 and FY21 throughout the department due to COVID 19, shelter in 

place.  The County transitioned into shelter in place in March 2020, staff did not have the adequate equipment 

to work from home until Winter 2020. The team also needed training after receiving the equipment to learn 

virtual platform to provide groups, workshops, and trainings.  

 

The unserved and undeserved population is hard to engage with virtual training and outreach as families 

from the unserved and underserved communities were faced with immense challenges during the 

pandemic as many of them are low wage essential workers, lacked childcare when the schools 
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transitioned to remote learning, and may struggle with financial barriers during the pandemic. Unserved 

and underserved communities suffer from having resources during the pandemic and also suffer from the 

technology divide as well as economic disadvantages. Many live in small, shared spaces that reduces their 

ability to engage in 1:1 peer services, trainings, community, and wellness support groups that were offered 

during the pandemic. 

 

In FY22, a new tool to measure pre and post outcomes of client’s experience will be implemented. The 

Peer Services Survey is an evidenced based practice with a validated tool with 9 questions from “The 

Stigma Scale: Development of a Standardised Measure of the Stigma of Mental Illness” which will be use 

measure pre and post attitudes and knowledge of mental illness. The survey will be distributed to 

beneficiaries prior and after they receive services. The questions were selected to measure attitudes and 

knowledge regarding stigma reduction. 

 

Please refer to the end of the program summary to view a draft copy of the tool. 

 

Cultural Communities Wellness Program prioritizes cultural responsiveness, increase accessibility, and 

explores innovative outreach efforts. CCWP prioritizes cultural and diversity needs, assesses points of 

coordination and collaboration.  

 

Cultural Communities Wellness Program conducts 1:1 peer services, agencies outreach, cultural events, 

advocacy and trainings to reduce stigmatization of mental health conditions. There are complications in 

accessing FY19 activities to bring down due to a change in data collection database. Below is a summary 

of activities provided during FY20 and FY21.  

 

Due to the change in data management system and the program no longer having access, an activities 

breakdown is unavailable for FY19.  

 

In FY20, There were more agency outreach support and collaborations in comparison to FY21as many 

agencies were working remote or closed during the pandemic. Agency outreach and collaborations are 

important as our peers connect with the agency to support the communities, and peers can provide 

trainings and outreach to the communities and the staff who provide services to the communities. CCWP 

conducts agency outreach, support, and collaborations to help refer community members to services.  

CCWP also conducts site outreach at local libraries, supermarkets, and other places where the public 

frequents to promote linkage to BHSD services and resources. Cultural events also decreased from FY20 to 

FY21 due to shelter in place.  

 

Trainings and workshops such as Mental Health First Aid, Question, Persuade and Refer (QPR), Wellness 

Recovery Action Plan (WRAP) trainings, supports the unserved and underserved communities by equipping 

individuals with tools for wellness and awareness. Trainings also decreased from FY20 to FY21 due to COVID-

19 and shelter in place. The program was able to transition in late FY21 to virtual platform, but attendance 

was low despite a high registration for trainings and support group. This is likely due to the many stressors that 

families from underserved communities faced. The data also reflects that our program adapted to the 

needs of the communities as there was a significant increase of individual services from FY20 of 19 individual 

services to 240 individual services in FY21 during the pandemic which individuals are struggling with COVID-

19 stressors.  
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FY21  Number of activities  Total Count of Participants  

1:1 Emotional Support  71 77 

1:1 Emotional Support / 

Family  48 94 

1:1 Emotional Support  (w/ 

Demographics) 

6

9  69 

Advocacy  12 31 

Agency Outreach  21 147 

Program Collaboration  30 153 

Community Capacity 

Building  41 165 

Community Event and 

Meetings  82 1110 

Community Support/ Group  22 102 

Cultural Events 6 51 

Trainings 20 117 

Engagement  1 28 

Linkages  17 70 

Networking 21 394 

Groups  163 421 

 624 Events/ Activities  3029 Duplicated clients served 
 

9. Evaluation Summary  

 

 

Implementation Challenges: 

In FY19, It is difficult to recruit and retain culturally and linguistically competent staff and volunteers.  

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. 
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In FY20, the program did not have a dedicated manager from February 2020 to November 2020. The 

program discontinued using their database due to plans for technological improvement to database as 

of 6/6/2019 without a replacement for the data tool. 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. 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 equipment due to the 

lengthy backlog of other county staff. 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. 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. 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   

 

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.   

  

In FY21, the program continues to struggle with the deployment of three team leads which negatively 

impacts the ability to service the underserved communities. Team leads provide guidance and training 

to team as well as develop logic models to plan the delivery of services to underserved communities. 

This had a significant impact of the ability to support the team and program delivery with the absences 

of 3 leads, the program is currently supported by 1 lead and 1 program manager who also oversees 

Office of Consumer Affairs FY21 continues to present a challenge for the Cultural Communities Wellness 

Program to reach parts of the underserved communities due to the digital gap. Many families who are 

struggling with child care, pandemic stress, loss of employment and does not engage in services while 

they are trying to meet their basic needs.  

 

Successes: 
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In FY19, 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, and 

relatively new collaborations with law enforcement and the criminal justice system helped increase 

outreach and engagement efforts.  

 

In FY20, CCWP successfully transition to host virtual Resource Fair for the community and provided 

support to the community regarding COVID resources, testing sites, and vaccination information. 

Despite technical challenges, the team was able to continue to provide individual and family support to 

support consumers during the pandemic.  

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.  

 

In FY21, new workflows are being design during late FY21 to help improve program efficiency. Meetings 

and plans were initiated in late FY21 to build workflow and data onto a new electronic health record 

(EHR) system, Avatar to improve documentation and utilize the same HER as the rest of the behavioral 

health system. New data tool to collect activities and PEI demographic information. New evaluation tool 

to measure stigma reduction in attitudes and behavioral regarding mental health services.  

 

Lessons Learned: 

In FY19,  CCWP learned that by converting half-time positions to full-time positions, it significantly 

improved recruitment and retention of culturally and linguistically competent staff. 

In FY20, CCWP learned that 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. The program did not have a new data tracking tool to collect demographic 

information. There was minimal data to reflect activities performed by the program.  

In FY21, CCWP learned that new protocols were needed to face the technology challenges during 

COVID. The Division did not have a validated tool to measure stigma reduction by measuring pre and 

post knowledge and attitudes of participants. A validated tool was developed in FY21 and will be 

implemented in FY22. The previous Access Database is not accessible per prior management and the 

lost of data collection and ability to access data creates a deficit in the program. A new tracking tool 

was developed and implemented in FY21 but the team is adjusting and continues to learn to utilize the 

tool with support.  

 

Another lesson learned is Mental Health Peer Support Workers struggle with the stress of the pandemic for 

working from home which has led to some employees to go on medical leave, resignation and 

288



retirement. In FY21, we learned that half codes are difficult to recruit. The division merged codes for 

improve recruitment and retention.  

 

Success stories from clients:  

FY21: Native Families provided peer support to individual at the beginning of COVID, she was homeless 

and placed in hotel housing provided by county COVID response services. Initially, peer and individual 

met pretty regularly talking about WRAP and focusing on wellness and prayer. In the Native culture, 

prayer is a way to let go and become present in the moment.  The individual utilize the wellness tools 

and tips from peer services to improve her wellness and recovery. Time naturally passed and check-in’s 

grew slimmer, she had also been receiving support from other programs. Turns out her case managers 

were able to secure her permanent housing! She now can eliminate the worries of homelessness and 

focus on her healing, family and happiness…FULL TIME! 

 

 

APPENDIX 
 

The following section includes references to the various tools and supplemental materials utilized and described 

in the evaluation report by the Cultural Communities Wellness Program. 
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             Pre Peer Support Services Survey 

Date: _____________ 

Program name and Location: ☐ Cultural Communities Wellness Program ☐ Office of Family 

Affairs 

 ☐ Office of Consumer Affairs – Zephyr ☐ Office of Consumer Affairs – Esperanza  

Services received: ☐ 1:1 Emotional Support ☐ Family Support   ☐ Training  ☐ Event  

Resources/Linkages 

  ☐Other(Specify) ___________ 

Age Group (Please check one): ☐0-15 ☐ 16-25 ☐ 26-59 ☐ 60+ ☐ Prefer not to answer  

 

 

Peer Support Services* 
Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

I feel ashamed of myself that I have had mental 

health problems. 

1 2 3 4 

I worry about telling people I receive 

psychological treatment.  

1 2 3 4 

People have been understanding of my mental 

health problems. 

1 2 3 4 

I am as good as other people, even though I 

have had mental health problems.  

1 2 3 4 

I worry about telling people that I take 

medicines/tablets for mental health problems.  

1 2 3 4 

People’s reactions to my mental health 

problems make me keep myself to myself.  

1 2 3 4 

I avoid telling people about my mental health 

problems.  

1 2 3 4 

Having had mental health problems has made 

me a stronger person. 

1 2 3 4 

Some people with mental health problems are 

dangerous. 

1 2 3 4 

 

I access these services most frequently. (Check all that apply) 
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 ☐ 1:1 phone Support ☐ Esperanza Self Help Center ☐ Zephyr Self Help Center ☐ Training  ☐ 

Community/ Cultural Event  ☐Virtual Group ☐In Person Group ☐ Clinic Peer Services  ☐ Other 

___________________ 
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             Post Peer Support Services Survey 

Date: _____________ 

Program name and Location: ☐ Cultural Communities Wellness Program ☐ Office of Family 

Affairs 

 ☐ Office of Consumer Affairs – Zephyr ☐ Office of Consumer Affairs – Esperanza  

Services received: ☐ 1:1 Emotional Support ☐ Family Support   ☐ Training  ☐ Event  ☐

Resources/Linkages 

  ☐Other(Specify) ___________ 

Age Group (Please check one): ☐0-15 ☐ 16-25 ☐ 26-59 ☐ 60+ ☐ Prefer not to answer  

 

 

Peer Support Services* 
Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

I feel ashamed of myself that I have had 

mental health problems. 

1 2 3 4 

I worry about telling people I receive 

psychological treatment.  

1 2 3 4 

People have been understanding of my 

mental health problems. 

1 2 3 4 

I am as good as other people, even though I 

have had mental health problems.  

1 2 3 4 

I worry about telling people that I take 

medicines/tablets for mental health 

problems.  

1 2 3 4 

People’s reactions to my mental health 

problems make me keep myself to myself.  

1 2 3 4 

I avoid telling people about my mental 

health problems.  

1 2 3 4 

Having had mental health problems has 

made me a stronger person. 

1 2 3 4 

Some people with mental health problems 

are dangerous. 

1 2 3 4 

 

I access these services most frequently. (Check all that apply) 
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 ☐ 1:1 phone Support ☐ Esperanza Self Help Center ☐ Zephyr Self Help Center ☐ Training  ☐ 

Community/ Cultural Event  ☐Virtual Group In Person Group ☐ Clinic Peer Services  ☐ Other 

___________________ 
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CULTURE IS PREVENTION 
PEI Stigma & Discrimination Reduction Program 

 

 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: FY2019 (JULY 1, 

2018) – FY2021 (JUNE 30, 2021) 

 

1. PROGRAM DESCRIPTION 

The Culture is Prevention program aims to ensure the survival and healing of American Indians/Alaskan 

Natives through culturally competent community building and mental health care. The program aims to 

improve service linkages for these high need communities and provide cultural and traditional education 

services. 

Understanding the importance of culture in designing behavioral health programs, this community-based 

program is a valued alternative to the psychiatric model. The program partners with the Indian Health 

Center to improve mental health outcomes for American Indian/Alaskan Native youth involved in foster 

care and juvenile justice systems. Outreach and engagement occur in a variety of settings including 

homes, clinics, schools, and community agencies. 

The Culture is Prevention program offers community gatherings and cultural meetings/events around outreach 

and services. Specific programs include: 
 

• San Jose Native Youth Empowerment Program incorporating Native American values in case management, 
peer support, cultural education, and community connection to build practical social skills, respect, self-
worth, responsibility, and wellness  Dance and Drum Classes allowing for cultural reflection and celebration 

• Educational Support providing tools to empower students to achieve their academic goals. 
 

Culture is Prevention ended 12/31/2020. A new program called Ethnic and Culture Specific Wellness Center 
(ECSWC) started 1/1/2021. Participants from Culture is Prevention transitioned to ECSWC effective 1/1/2021. 

 
 

2. PROGRAM INDICATORS 

Prolonged Suffering: 

The Indian Health Center of Santa Clara Valley serves the American Indian/Alaska Native (AI/AN) 

population. The counseling department prevention services team host a variety of cultural programs on 

Zoom, such as the Traditional Song and Dance Class, Cultural Arts, San Jose Native Youth Empowerment 

Group, Youth Workforce Development, and Traditional Path to Wellness. These programs focus on reducing 

mental health disparities, educating the AI/AN community, and providing cultural protective factors to help 

with well-being. 

The Traditional Song and Dance class teach traditional powwow songs and dance styles which help with 

disparities. Physical activities help to reduce disparities and help increase protective factors for behavioral 

health. Sharing and learning the traditional dances preserve the culture and increase self-identity. The 

young participants expressed it increased self-esteem. 

The Cultural Arts Classes are traditional Native American practices with social uses and meanings that 

make them different from other arts. They strengthen the community and bind the people closer together 

and 
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reinforce a sense of tribal identity. Community artists teach beadwork, sewing, quillwork, basketry, and other 

forms of cultural expression. 

The San Jose Native Youth Empowerment Group is offered to AI/AN Youth ages 11-17 and is a weekly program. 

AI/AN youth participate in activities that build and strengthen their cultural identity. 

The American Indian/ Alaskan Native Youth Workforce Development Program aims to increase cultural 

connectivity and employability in AI/AN youth between the ages of 14 and 24. The program is based on the 

premise that youth need strong cultural identities for wellness and respond better to teachings provided in a 

cultural context. 

The Traditional Path to Wellness Workshop series focuses on the individuals' mental, physical, emotional, and 

spiritual health. Presenters cover areas such as nutrition, focusing on traditional food, exercises, and mental 

health education. This workshop enhances Native American conventional food and teaches participants how 

to make healthy dishes. This brings the family together and increases engagement with the staff through fun 

enriched cultural activities. 

3. PROGRAM GOALS, OBJECTIVES & OUTCOMES

Goals:

a. Reduce stigma and discrimination.

b. Reduce disparities in service access for ethnic communities.

c. Increase meaningful use of time and capabilities in school, work, and activity.
d. Increase the number of individuals from the target community who use mental health
services.

e. Increase positive service experience

 Objectives: 

1. Serve as an access point where American Indians/Alaskan Natives individuals can receive culturally
proficient referrals and services.

2. Promote a holistic approach by addressing physical health, emotional, and spiritual well-being through
collaboration with both mainstream and traditional health care providers.

3. Reduce barriers to care through outreach and community gatherings including: Historical Trauma
Conference, round dance, Honoring Sobriety Powwow, and dance presentations.

4. Organize traditional dancing events, arts and crafts, ceremonies, and gatherings to identify and
address early onset of behavioral health issues, counter stressors, and help clients build self-esteem and
coping skills.

Outcomes 

1: Provide space for cultural celebration community building. 
2: Empower students to achieve academic goals. 

3: Increase connectedness to culturally competent mental healthcare. 
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4. CLIENTS SERVED & ANNUAL COST PER CLIENT DATA 
 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 133 Unduplicated N = 149 Unduplicated N = 70 

Number Program Cost Number Program Cost Number Program Cost 

Served Expenditure per Served Expenditure per Served Expenditure per 
  Person   Person (7/1/20-  Person 

      12/31/20)   

133 $187,775 $1,412 149 $155,977 $1,990 70 $106,620 $1515 

 
Culture is Prevention Program ended 12/31/20. Participants from this program moved to the new program 
effective 1/1/2021 called Ethnic and Culture Specific Wellness Center (ECSWC). 

 

5. EVALUATION ACTIVITIES 

Access and Linkage: 

One of the goals of the Culture is Prevention program is to increase participants' connection to their community 

and connection to resources in the county. This program conducts various workshops and classes to outreach 

to the American Indian/Alaskan Native population. The below programs enriched cultural identity, reduces 

mental health stigma, promote self-image and intergenerational connectedness. Therefore, reduced severe 

mental health symptoms by promoting the well-being of the individuals. 

San Jose Native Youth Empowerment Program: 

This program creates a creative space for native youth to learn about their culture, higher education, art, 
health education, healthy living, and 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 TAY that provides 
knowledge sharing, skill-sharing, and resource sharing around workforce development. This can include resume 
building, communication workshops, and financial literacy. 

 
Throughout the three fiscal years: When meeting with the youth and families, Culture is Prevention use the 

following strategies to evaluate activities: 

296



 
 

1. GONA Model: It is Evidenced-based community participatory research model. A culture-based 

planning process where community members gather to address community-identified issues. It uses an 

interactive approach that empowers and supports AI/AN tribes. The GONA approach reflects AI/AN 

cultural values, traditions, and spiritual practices. 

Referral Process/ Recruitment 

Ongoing efforts of Referrals and Recruitment are carried out via Website, Social Media (Facebook, Instagram, 
Twitter), Community Distribution Lists, System Partners, Community Gatekeepers, Existing and Past Program 
Participants, Agency Staff, Community Advisory Board Members, and Youth or Parent Advocates. 

 

6. DEMOGRAPHIC DATA 
 

 
FY 2019 FY 2020 FY 2021 

Age Group # Served % of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 42 32% 38 26% 4 6% 

16 -25 years 27 20% 40 27% 9 13% 

26- 59 years 47 35% 42 28% 39 56% 

60+ years 12 9% 15 10% 10 14% 

Prefer not to 
answer 

5 4% 14 9% 8 11% 

Unknown 0 0% 0 0 0 0% 

Unduplicated Total 133 100% 149 100% 70 100% 

 
 

 
FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 
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American 
Indian or 
Alaska 
Native 

60 45% 97 65% 46 66% 

Asian 1 <1% 1 <1% 0 0% 

Black or 
African 
American 

0 0% 0 0% 0 0% 

Native 
Hawaiian or 
Other Pacific 
Islander 

0 0% 0 0% 0 0% 

White/ 
Caucasian 

4 3% 7 5% 4 6% 

Other 21 16% 4 3% 3 4% 

More than 
one race 

9 7% 9 6% 7 10% 

Prefer not to 
answer 

38 29% 31 21% 10 14% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated Total 133 100% 149 100% 70 100% 

 
 

 
FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 
Latino: 

 

Caribbean 0 0% 0 0% 0 0% 

Central 
American 

0 0% 0 0% 0 0% 

Mexican/ 
Mexican- 
American/ 
Chicano 

0 0% 16 11% 7 10% 
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Puerto Rican 0 0% 3 2% 0 0% 

South 
American 

0 0% 1 <1% 0 0% 

Hispanic/ 
Latino 
(undefined) 

17 13% 37 25% 20 29% 

Other 
Hispanic/ 
Latino 

0 0% 0 0% 0 0% 

Hispanic or 

Latino 

Subtotal 

17 13% 57 38% 27 39% 

Non-Hispanic 
or Non-Latino 
as follows: 

 

African 0 0% 0 0% 0 0% 

Asian Indian/ 
South Asian 

0 0% 0 0% 0 0% 

Cambodian 0 0% 0 0% 0 0% 

Chinese 0 0% 0 0% 0 0% 

Eastern 
European 

0 0% 0 0% 0 0% 

European 0 0% 0 0% 0 0% 

Filipino 0 0% 0 0% 0 0% 

Japanese 0 0% 0 0% 0 0% 

Korean 0 0% 0 0% 0 0% 

Middle 
Eastern 

0 0% 0 0% 0 0% 

Vietnamese 0 0% 0 0% 0 0% 

Non- 
Hispanic/ 
Non-Latino 
(undefined) 

0 0% 0 0% 19 27% 
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Other Non- 
Hispanic/ 
Non-Latino 

89 67% 18 12% 2 3% 

Non- 

Hispanic or 

Non-Latino 

Subtotal 

89 67% 18 12% 21 30% 

More than 
one ethnicity 

9 7% 14 9% 11 16% 

Prefer not to 
answer 

18 14% 60 40% 11 16% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated Total 133 100% 149 100% 70 100% 

 
 

 
FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 46 35% 60 40% 13 19% 

Female 78 59% 82 55% 55 79% 

Prefer not to 
answer 

9 7% 7 5% 2 3% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated Total 133 100% 149 100% 70 100% 

 
 

 
FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 46 35% 60 40% 13 19% 

Female 78 59% 82 55% 55 79% 
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Transgender 
(Male to 
Female) 

0 0% 0 0% 0 0% 

Transgender 
(Female to 
Male) 

0 0% 0 0% 0 0% 

Transgender 
(Undefined) 

0 0% 0 0% 0 0% 

Genderqueer 0 0% 2 1% 0 0% 

Questioning 
or Unsure 

0 0% 0 0% 0 0% 

Another 
gender 
identity 

0 0% 3 2% 2 3% 

Prefer not to 
answer 

9 7% 2 1% 0 0% 

Unknown 0 0% 0 0% 0 0% 

Unduplicated Total 133 100% 149 100% 70 100% 

 
 

 
FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 
Lesbian 

0 0% 3 2% 1 1% 

Heterosexual/ 
Straight 

0 0% 50 34% 42 
 

60% 

Bisexual 0 0% 6 4% 4 6% 

Questioning/ 
Unsure 

0 0% 0 0% 0 
 

0% 

Queer 0 0% 1 <1% 1 1% 

Another 
sexual 
orientation 

0 0% 4 3% 3  
4% 
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LGBQ 

(undefined) 

0 0% 0 0% 0 
 

0% 

Prefer not to 
answer 

0 0% 36 24% 19 
 

27% 

Unknown 133 100% 49 33% 0 0% 

Unduplicated 

Total 

133 100% 149 100% 70 100% 

 
 

 
FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 127 95% 126 85% 58 83% 

Spanish 4 3% 13 9% 2 3% 

Vietnamese 0 0% 0 0% 0 0% 

Chinese 0 0% 0 0% 0 0% 

Tagalog 0 0% 1 <1% 0 0% 

Farsi 0 0% 0 0% 0 0% 

Other 0 0% 1 <1% 0 0% 

Prefer not to 
answer 

0 0% 8 5% 10 
 

14% 

Unknown 2 2% 0 0% 0 0% 

Unduplicated Total 133 100% 149 100% 70 100% 

 
 

 
FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 
Military 

0 0% 0 0% 0 0 

Veteran 0 0% 0 0% 0 0% 
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Served in 
Military 

5 4% 2 1% 2 3% 

Family of 
Military 

0 0% 0 0% 0 0% 

No Military 41 31% 86 58% 58 83% 

Prefer not to 
answer 

2 2% 3 2% 10 14% 

Unknown 85 64% 58 39% 0 0% 

Unduplicated Total 133 100% 149 100% 70 100% 

 
 

 
FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing 0 0% 0 0% 0 0% 

Difficulty 
hearing or 
speaking 

0 0% 0 0% 0 0% 

Other 
communication 
disability 

0 0% 0 0% 0 0% 

Cognitive 0 0% 0 0% 0 0% 

Physical/ 
Mobility 

0 0% 0 0% 0 0% 

Chronic Health 
Condition 

0 0% 0 0% 0 0% 

Other non- 
communication 
disability 

0 0% 0 0% 0 0% 

No Disability 34 26% 73 50% 48 68% 

Prefer not to 
answer 

93 70% 64 43% 11 16% 

Unknown 6 4% 12 8% 11 16% 
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Unduplicated 

Total 

133 100% 149 ≈100% 70 100% 

*Participants may choose more than one option for Disability. 

 

7. GROUP SERVICES DELIVERED 

This program did not collect data on group services delivered and the program ended 12/31/2020. This was 

due to technical and staffing obstacles in trying to capture the information, but the program plans to capture 

this information as part of the Ethnic and Culture-Specific Wellness Center going forward. 

 

8. DETAILED OUTCOMES 

Program Performance Evaluation 

The Prevention/ Early Intervention Staff utilize the Strengths Weaknesses Suggestions for Improvements (SWS) 
Process which IHC Lead Evaluator developed. 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 
determine 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. The staff process out this performance measure as a team 
and can 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 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. The CAB includes community members 
representing the population (e.g., age groups), health disparities advocates, IHC system partners, and IHC 
clients/participants. 

 

9. EVALUATION SUMMARY 

FY2019 Challenges/implementation challenges: 

 
Regarding staffing capacity, one staff within the team was promoted and another staff was hired. Although 
new staff in these positions addressed this challenge, they were both transitioning into their new roles. We 
continued to contract with the TAY youth to meet the organizational and programmatic needs. 

FY20 Challenges/implementation challenges: 

 

The biggest challenge this program face was the Covid-19 pandemic and all its challenges to the community. 
Below is a list of challenges: 

1. Shelter-In-Place directives limited in person care and community activities. 
2. Virtual Platforms/Approaches replaced our community gatherings, meetings, focus groups, and 

support services. 
3. Loss of one of the Team Members due to death. 
4. Loss of the Office Space due to increased rental fees and no face-to-face gatherings in 

Prevention Services. 
5. Increase of community needs/hardships and shift of priority of services to meet the immediate 

needs of the community. 

6. Productivity and “Working Compassionately” changes/adjustments within the team. 
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FY21 Challenges/implementation challenges (till 12/31/20): 

 

Pandemic continues till the end of 2020. Staff continues to adapt to constant changes of COVID-19 restrictions 
and conduct workshops and classes on Zoom Platforms. Below are the challenges: 

1. Reassessment of the mode of delivery of services due to Covid-19 restrictions. 

2. Restructuring all Programs, Projects, Workshops, and Groups to virtual platforms 

3. Expedited planning and creation of Social Marketing Strategies 
4. The team experienced challenges in attendance for several of our virtual events throughout 

the year. 
5. Planning strategies shifted due to no in-person meetings 

6. Cancelations of a variety of Annual gatherings occurred throughout the year. 
 

Successes: 

 

The discussion of integration within the Agency on multiple levels has been going well. IHC is working more 
closely with the Clinicians to develop the Screening Protocols and with the Directors to formalize our Outreach 
approach with new and existing partners. 

 

FY19 Successes: 

Below is a list of successes: 
1. Strategies to maintain consistent participation were very effective. Participants remained engaged in 

our programs. 
2. The community was engaged with making changes and improvements within our Prevention Services 

Programs and Projects. This served as a layer of engagement and community commitment to our 
mission. 

3. The program continues to support the “youth-guided” with the Youth Council or Youth Advisory Group. 
The Youth Council is an ongoing commitment within the programming that encourages the AI/AN 
Youth to have leadership roles and bring their voice to IHC programming. 

FY20 Successes: 

 

Below is a list of successes: 
 

1. With Covid-19 restrictions and considerations, Culture is Prevention still served/reached a fair number of 
unduplicated participants. 

2. Staff Trained, learned new platforms, and strategized new approaches to serve our community. 

3. The Prevention Team had a smooth transition into Virtual delivery of services and support. 
4. The team worked well together to maintain safety within our Staff circle and within our community 

circle. 
5. 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. 

6. The program plans to increase capacity in Data Collection and streamlining strategies. 

 

FY21 Successes: 

 

Staff offered a variety of training. The Peacekeeper training went well. The GONA training helped form comfort 

within the group, and the Question, Persuade, and Refer (QPR) training provided good information to 

participants. QPR is the 3 simple steps anyone can learn to help save a life from suicide. It teaches participants 

of warning signs of a suicide crisis and how to respond. 
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The staff has successfully meet county and CDC safety protocols for COVID-19. The team has modified 
program activities to shorten the time on Zoom, so it is manageable for participants. Prior to the pandemic, 
certain events were all day for four days long, but on Zoom, it is shortened for 1.5 to 2 hrs. per day. 

Below is a list of success stories: 
Youth from Youth Workforce Development were thankful for the food and goodie bag deliveries 
and showed their appreciation via text and emails. 
"Just wanted to thank you for hosting the weekly dance sessions. One client comment, "I really enjoy 
the classes, the information, and the introduction to playlist favorites. [For a few weeks I was booked 
Tuesday afternoons, but my schedule has changed so I'm free to join you now]. I'm happy about 
that. Thanks again for holding the space and knowledge the dance, said you do a great job" 
A youth participant wanted to learn more about Aztec Danza and was referred to the local 
community Danza team and Song and Dance class. 
A vaccinated community member reached out to staff via email to volunteer with IHCSCV to help 
with the Vaccination Events. 
Youth Group, high school seniors, are touring colleges of their choice. 
The Community Healing through Song and Prayer was a special event that staff created after noticing 
the lack of recognition of the remains of 215+ children that were found at residential schools. The event 
was implemented in less than three weeks and continued as a series. 
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SERVICES FOR CHILDREN 0-5: KIDCONNECTIONS NETWORK 
(KCN) 
PEI Access & Linkage to Treatment Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description: 

KidConnections Network (KCN) is a coordinated system that identifies children birth through age five with suspected 

developmental delays and/or social-emotional and behavioral concerns. KCN utilizes an innovative model that bridges 

children and their families to quality screening, assessment, early intervention and intervention services that promote and 

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.  

After initial assessment is completed by an early childhood mental health provider, the provider assists the family in 

accessing and linking to appropriate resources that may be necessary to promote the child and family’s wellbeing. If there 

is a need for a targeted comprehensive assessment for those that are suspected of having complex developmental delays, 

serious behavioral problems, or other undetermined concerns, the family is connected to BHSD’s KidScope Developmental 

and Behavioral Assessment Center. KidScope provides a Targeted Diagnostic Assessments (TDA) 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.   

General services for children ages 0-5 include: 

• Screenings & Assessments 

• Behavioral Health Therapeutic Services 

• Behavioral Health Family Specialist Home Visitation Services 

• Parenting Workshops  

• Targeted Diagnostic Assessment 

• Linkage to Community Resources and Services  

2. Program Indicators  

Services for children birth through age 5 and families receive an array of supports to meet consumers at whatever point 

they are at in their stage of development as well as level of need. The goals of KCN are to reduce prolonged suffering, 

increase readiness for school, reduce involvement of the child welfare system through promoting the parent-child 

relationship and ensuring early access to quality care that is age appropriate. 

3. Program Goals, Objectives & Outcomes 

1: Support the healthy development of children ages 0-5 and enrich the lives of their families and communities  

2: Increase children and families’ access to screening, treatment, and service linkages 
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4. Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 1,408 Unduplicated N = 2,110 Unduplicated N = 1,391 

Number 

Served 

Program 

Expenditure* 

Cost per 

Person** 
Number 

Served 

Program 

Expenditure* 

Cost per 

Person** 

Number 

Served 

Program 

Expenditure* 

Cost per 

Person** 

1408 $303,487 $5,360 2110 $659,397 $5,412 1391 $906,050 $10,641 

*KCN program utilizes additional grant funds to support service delivery to the target population; expenditure identified 

is only the MHSA PEI funded portion, which included administrative costs. 

**Cost per client is inclusive of administrative costs and all funding sources, not just limited to MHSA funding. 

5. Evaluation Activities  

FY19: BHSD call center received over 1800 referrals this fiscal year. With the knowledge of call center staff around the 

needs of the population and their ability to triage referrals, families in need of school district or early intervention services are 

quickly connected to those programs instead of getting connected to services in which they may not be motivated to 

engage in. Families who were referred to KidConnection services were motivated to engage and the conversion of referrals 

to services has been higher than in previous years of the program.        

      

FY20:   2034 referrals were made in FY20 to community resources and services, such as Family Resource Centers, School 

Districts, Early Start, and San Andreas Regional Center. Children and families also improved across 7 domains of the CANS- 

EC, as seen by the reduced number of actionable items from baseline to follow up.  For example, 82% showed 

improvements in parent-child interactions, 78% showed stronger curiosity, and 68% showed reductions in aggression and 

58% successfully discharged.  

FY21: BHSD transitioned KCN referral coordination from BHSD Call Center to BHSD F&C Admin to support an increase in 

coordination and follow-up to ensure families receive timely access to services for the birth through age five population. 

During this fiscal year, 1597 of referrals were received by the KCN referral coordinator and 1391 of families were connected 

to KCN services to address their concerns about their child(ren). A total of 1650 referrals were sent to community resources 

such as Early Care and Educational supports, Family Resource Centers and Regional Center. This included the possibility of 

multiple referrals for one family to various services. 

Through the use of standardized evidenced based screening/assessment tools, such as CANS-Early Childhood, Keys to 

Interactive Parenting Scale (KIPS), Ages and Stages Questionnaire- 3rd edition (ASQ-3), and the Problem Symptom Checklist-

35 (PSC-35), pre and post measures are completed to identify outcomes for families and children served in this program.  
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6. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 1408 100% 2081 98% 1391 100% 

16 -25 years   29 2%   

26- 59 years       

60+ years       

Prefer not to 

answer 

      

Unknown       

Unduplicated 

Total 

1408 100% 2110 100% 1391 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

  3 .5% 6 .5% 

Asian 104 8% 157 7% 94 7% 

Black or 

African 

American 

47 3% 94 4.5% 48 3.5% 

Native 

Hawaiian or 

Other Pacific 

Islander 

2 .5%%   18 1% 

White/ 

Caucasian 

118 8% 1636 77% 104 7% 

Other 158 11% 99 5% 876 63% 

More than 

one race 

5 .5%   1  
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Prefer not to 

answer 

      

Unknown 974 69% 121 6% 244 18% 

Unduplicated 

Total 

1408 100% 2110 100% 1391 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean       

Central 

American 

      

Mexican/ 

Mexican-

American/ 

Chicano 

      

Puerto Rican       

South 

American 

      

Hispanic/ 

Latino 

(undefined) 

  1452 69% 917 64% 

Other 

Hispanic/ 

Latino 

      

Hispanic or 

Latino 

Subtotal 

      

Non-Hispanic 

or Non-Latino 

as follows: 

 

African   94 4% 1  

Asian Indian/ 

South Asian 

  157 11%   
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Cambodian 

Chinese 

Eastern 

European 

European 184 10% 4 

Filipino 

Japanese 

Korean 

Middle 

Eastern 

Vietnamese 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

Other Non-

Hispanic/ 

Non-Latino 

244 18% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

More than 

one ethnicity 

Prefer not to 

answer 

Unknown 1408 100% 121 224 18% 

Unduplicated 

Total 

1408 100% 2110 100% 100% 

FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 951 1372 473 34% 
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Female 457  738  864 62% 

Prefer not to 

answer 

      

Unknown     54 4% 

Unduplicated 

Total 

1408 100% 2110 100% 1391 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 951  1372  473 34% 

Female 457  738  864 62% 

Transgender 

(Male to 

Female) 

      

Transgender 

(Female to 

Male) 

      

Transgender 

(Undefined) 

      

Genderqueer       

Questioning 

or Unsure 

      

Another 

gender 

identity 

      

Prefer not to 

answer 

      

Unknown     54 4% 

Unduplicated 

Total 

1408 100% 2110 100% 1391 100% 
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 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

      

Heterosexual/ 

Straight 

      

Bisexual       

Questioning/ 

Unsure 

      

Queer       

Another 

sexual 

orientation 

      

Prefer not to 

answer 

      

Unknown 1408 100% 2110 100% 1391 100% 

Unduplicated 

Total 

1408 100% 2110 100% 1391 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 826  1218  700 50% 

Spanish 541  746  469 34% 

Vietnamese 24  27  33 2.5% 

Chinese   6    

Tagalog   6  2 .5% 

Farsi 5  7    

Other 6  9  13 1% 

Prefer not to 

answer 

  4    
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Unknown   87  169 12% 

Unduplicated 

Total 

1408 100% 2110 100% 1391 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

      

Veteran       

Served in 

Military 

      

Family of 

Military 

      

No Military       

Prefer not to 

answer 

      

Unknown 1408 100% 2110 100% 1391 100% 

Unduplicated 

Total 

1408 100% 2110 100% 1391 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing       

Difficulty 

hearing or 

speaking 

      

Other 

communication 

disability 

      

Cognitive       

Physical/ 

Mobility 
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Chronic Health 

Condition 

      

Other non-

communication 

disability 

      

No Disability       

Prefer not to 

answer 

      

Unknown 1408 100% 2110 100% 1391 100% 

Unduplicated 

Total 

1408 100% 2110 100% 1391 100% 

*Participants may choose more than one option for Disability. 

7. Referrals 

FY 2019 

Number of individuals 

with serious mental 

illness referred to 

treatment 

(Separate out 

treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health versus 

treatment that is not) 

Kind of treatment to 

which the individual 

was referred 

Number of 

individuals who 

followed through on 

the referral and 

engaged in 

treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental 

illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined 

as participating at 

least once in the 

treatment to which 

referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

1526 KidConnections 

Services – Therapeutic 

and Family Specialist 

Home Visitation 

Services 

1117  Data not available 
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FY 2020 

Number of individuals 

with serious mental 

illness referred to 

treatment 

(Separate out 

treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health versus 

treatment that is not) 

Kind of treatment to 

which the individual 

was referred 

Number of 

individuals who 

followed through on 

the referral and 

engaged in 

treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental 

illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined 

as participating at 

least once in the 

treatment to which 

referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

1871 KidConnections 

Services – Therapeutic 

and Family Specialist 

Home Visitation 

Services 

1527  11.2 days 

 

FY 2021 

Number of individuals 

with serious mental 

illness referred to 

treatment 

(Separate out 

treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health versus 

treatment that is not) 

Kind of treatment to 

which the individual 

was referred 

Number of 

individuals who 

followed through on 

the referral and 

engaged in 

treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental 

illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined 

as participating at 

least once in the 

treatment to which 

referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

1597 KidConnections 

Services – Therapeutic 

and Family Specialist 

Home Visitation 

Services 

1391  9.4 days 
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8. Detailed Outcomes 

FY19: BHSD call center received over 1800 referrals this past fiscal year. With the knowledge of call center staff around the 

needs of the population and their ability to triage referrals, families in need of school district or early intervention services are 

quickly connected to those programs instead of getting connected to services in which they may not be motivated to 

engage in. Families who were referred to KidConnection services were motivated to engage and the conversion of referrals 

to services has been higher than in previous years of the program.        

      

FY20:   2034 referrals were made to community resources and services, such as Family Resource Centers, School Districts, 

Early Start, and San Andreas Regional Center. Children and families also improved across 7 domains of the CANS- EC, as 

seen by the reduced number of actionable items from baseline to follow up.  For example, 82% showed improvements in 

parent-child interactions, 78% showed stronger curiosity, and 68% showed reductions in aggression and 58% successfully 

discharged. 

FY21: Using CANS-EC, ASQ-3, KIPS, and PSC-35 overall children who received KCN services saw an improvement in their 

functioning. 56% of children and families improved across 10 domains of the CANS-EC, as seen by the reduced number of 

actionable items from baseline to follow up. For example, 60% showed improvements in interpersonal skills, 73% showed 

more playfulness, and 82% showed improvement in parent child interaction. Keys to Interactive Parenting Scale (KIPS) 

demonstrated that parents increased their awareness, interaction and understanding of their child’s needs by 51%. 75% of 

families served successfully discharged from KCN services. 

9. Evaluation Summary  

FY19: KidConnections system has been able to service over 1800 children birth through age 5 and their family in the past 

several fiscal years. This has ensured that the youngest population in Santa Clara County are not forgotten and getting 

appropriate services at a crucial time in their life to avoid continued difficulties as they move through the life span. As the 

population continues to diversify and the needs of the community continue to change,resulting in challenges in the KCN 

system of care to support all threshold languages in Santa Clara County , KidConnections system of care continues to 

evaluate outcomes and make necessary changes to ensure continuous quality improvement. Identifying the higher needs 

that are coming in for families with young children, there have been training consideration to ensure that the workforce is 

able to meet the needs of the community.           

FY20:  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. 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.  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. 

FY21: The KCN system of care continues to maintain a hybrid approach of in-person and telehealth services and flexibility to 

utilize the best approach for the child and their caregivers with frequent consideration of the clinical needs of the child, 

pandemic status, and family culture.  Significant community events, in addition to the continued challenges exasperated 

by the pandemic is contributing to client and staff attrition. Families are hesitant to in-person services, struggle to obtain 

digital access or reliable access and compounding stressors with housing, employment, early care, and education.   
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OFFICE OF CONSUMER AFFAIRS 
PEI Access & Linkage to Treatment Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

 Office of Consumer Affairs (OCA) provides peer support in two drop-in centers, Zephyr and 

Esperanza and clinics.  The 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. MHPSWs are 

dedicated to reduce stigma and 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 clinical services. 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. Peer support 

services augments clinical service by providing consumers and families support for their basic 

needs, for their emotional support, for self-improvement as well as linkages.  

 

Zephyr and Esperanza Self-Help Centers: Zephyr (San Jose) and Esperanza (Gilroy) provide 

peer support to assist consumers in achieving wellness and recovery; participating in 

meaningful activities; and obtaining education, employment, and housing. Self-help centers 

have capacity to serve English- and Spanish-speaking consumers with the following resources: 

• One-on-one peer support with a trained Mental Health Peer Support Worker 

• Psycho-educational as well as a variety of wellness peer-facilitated support groups 

• Provides opportunities to engage in recreational and meaningful activities  

• Wellness Recovery Action Plan (WRAP) groups 

• Peer-supported events and social activities 

• TAY support group – Zephyr Self-Help Center 

• Educational and Community Resource Guest Speaker presentations 

• Computer workshops and classes to support consumer empowerment at the Consumer 

Learning Center 

 

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 at the self-help centers 

maintain communication with professionals inside and outside of the clinical setting which 

include Community Based Organizations (CBO) representatives, rehabilitation counselors, 

community workers, and communicate about other client needs.   
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2. Program Indicators  

 Office of Consumer Affairs is focused on prevention and early intervention for consumers 

and the family members, for the underserved and unserved members in the community.  

The program is dedicated to supporting access to services needed to support recovery 

and wellness.  

• Suicide: OCA MHPW’s actively support recovery and wellness, including suicide 

prevention. MHPSWs are trained in Mental Health First Aid (MHFA) and suicide 

prevention: Question, Persuade and Refer (QPR).  MHPSWs provide consumers 

linkages to crisis care providers, Urgent Care, Crisis Stabilization, Mobile Crisis Unit, 

and Emergency Psychiatric Services (EPS).  MHPSWs are trauma informed, trained 

in Intentional Peer Support, Motivational Interviewing, and Wellness Recovery 

Action Planning (WRAP).  MHPSWs provide 1:1 peer support with consumers and/or 

family members, facilitate peer support groups, including WRAP, to educate and 

support consumers and family members prepare their own crisis prevention plan.  

MHPSW may participate in the coordination of care with care providers.  

• Incarcerations: MHPSW provide emotional support for those released from 

incarceration as well as provide resources and linkages to the Re-Entry Center, 

employment, vocational and housing resources.  Other supports include 

documentation of group participation for court probation requirements which 

have been helpful to some to evidence self-help efforts of self-improvement. 

• School Failure or dropout:  MHPSW provide encouragement and resources for 

individuals who are seeking to return to school. MHPSWs have successfully 

supported individuals returned to school, obtain their GED, apply for college, apply 

for school loans, returned to college and graduate.  

• Unemployment: OCA Consumer Learning Centers provide a computer lab. 

Computer classes are free and open to the public. The lab allows individuals to 

take classes to learn how to use a computer, improve computer skills, create 

resumes, applying for jobs online, set up and access personal emails, perform 

employment searches and receive job notifications and communication from 

possible employers. Zephyr provides an Employment Support group for individuals 

contemplating employment, currently seeking employment, or support while 

working. The group provides space where participants engage in supporting each 

other in the job search process, career exploration, encouragement, and support 

by preparing for interviews, resources, and information to help individuals gain 

employment and remain employed. MHPSWs also provide linkages to employment 

services. OCA provide presentations to consumers and providers on a variety of 

employment related topics to address working while disabled, working while 

receiving cash/medical benefits (SSI/SSDI), Department of Rehabilitation, Ticket to 

Work, Social Security work incentive programs, and connecting to adult education 

and vocational opportunities in the community.    
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• Prolonged Suffering:  OCA provides a safe, confidential, and supportive environment, 

staffed by trained MHPSWs with lived experience for individuals seeking hope, relief, 

support, education, and access to resources, linkages, and meaningful activities.  

Consumers who engage in peer support services can benefit by connecting with others 

in mutuality, finding meaning in their lived experiences with behavioral health 

challenges. The peer support groups, guest speakers, events, and social atmosphere 

provide opportunity for consumers to connect and learn about themselves, inspires 

hope in recovery, health, and wellness; as well as introducing natural supports in the 

community expanding their sense of belonging, social connection, and purpose.  

 

• Homelessness: OCA supports the efforts for those seeking housing. MHPSWs support 

individuals advocate for financial assistance to prevent homelessness, better housing 

conditions in their board and cares preventing homelessness, resources and support 

completing applications to permanent housing and linkages to community agencies 

supporting the homeless population.  
 

3. Program Goals, Objectives & Outcomes 

 Office of Consumer Affairs Outcome 1:  Consumers and the members of their support networks 

are supported in accessing the services they need to support their recovery and wellness. 

 

The Division of Consumer Affairs, Family Affairs and Cultural Communities Wellness 

Program’s top priorities for FY21 are 

1. Increase outreach and engagement. 

2. Promote wellness and recovery. 

3. Promoting and integrating peer services into the Behavioral Health System. (i.e., 

Inpatient, Outpatient, Crisis Services.) 

4. Increase culturally sensitive services and highlight lived experience to improve customer 

service. 

5. Increase self-help, consumers, and family involvement. 

6. Increase natural networks of supportive relationships.  

7. Improve data tools, outcomes, and client experiences. 

4.  Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 1368 Unduplicated N = 1268 Unduplicated N = 790 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

1368 $ 726,166 $ 531  1268 $ 1,048,346 $ 827 790 $ 1,027,652 $ 1,300 
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5. Evaluation Activities  

 • Access and Linkage - OCA MHPSWs provides peer support in two drop-in self-help 

centers and clinics. Self-help centers provide a safe, confidential, and supportive 

environment for individuals to find information, resources, access and linkages to 

County Behavioral Health Services, community resources to support their basic 

needs, emotional support, and self-improvement. Peer support differs from clinical 

services as it provides trained peer support workers with lived experience to help 

individuals navigate the system and find their own path to wellness and recovery.  

MHPSWs provide individuals access and linkages with behavioral health 

professionals inside and outside of the clinical setting which include CBO 

representatives, rehabilitation counselors, community workers and, also connect 

client to natural supports in the community. The MHPSWs provide access and 

linkages to other healthcare services, benefits, housing, employment, vocational 

and educational opportunities, and other client needs.   

• Outcome Measure: As a result of a program review by new management, it was 

discovered that the Division of Consumer Affairs, Family Affairs, Cultural 

Communities Wellness Program did not have a validated or evidence-based 

practice measurement tool for FY19, FY20 and most of FY21. The limitation of a 

validated tool limited the program’s ability to measure changes in attitudes and 

knowledge. In Spring of FY21, new management research validated tools and 

other strategies utilized by other counties. A validated tool was developed and 

reviewed with MHSA PEI manager and will be implemented by Cultural 

Communities Wellness Program in the near future after review by compliance.  

 

• The Peer Services Survey is an evidenced based practice with a validated tool with 

9 questions from “The Stigma Scale: Development of a Standardized Measure of the 

Stigma of Mental Illness” which will be use measure pre and post attitudes and 

knowledge of mental illness. The survey will be distributed to beneficiaries prior and 

after they receive services.  

 

Reference: King M;Dinos S;Shaw J;Watson R;Stevens S;Passetti F;Weich S;Serfaty M; “The 

Stigma Scale: Development of a Standardised Measure of the Stigma of Mental Illness.” 

The British Journal of Psychiatry : the Journal of Mental Science, U.S. National Library of 

Medicine, pubmed.ncbi.nlm.nih.gov/17329746/. 

  

6. Demographic Data 

 OCA was transferred to PEI funding source in FY18. We captured some PEI demographic data but 

our UNICARE Electronic Health Record (UNICARE) system did not have the capability to capture all 

required MHSA data, missing data is noted as N/A below.  In an OCA Unit Based Team effort in 

2019, OCA identified factors that affected our low PEI data and efforts to improve data collection 

methods.  The delay in improving OCA data was due to a change in management, a gap in 

transition and COVID-19.  
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After discovering this gap in data collection, the new Division Management team created an 

inclusive data tracking tool which collects PEI data for individual services, group services and data 

for events and trainings.  The tool was implemented in May 2021. Current data reflects a gap in 

data collection due the change in data management system in FY21. The implementation 

required intensive training for the Division staff as they adapt to new policies and procedures for 

the tracking tool while sheltering in place. Ongoing support was provided to staff to ensure that 

data is collected in a uniform matter.  

 

There was a decrease in services in FY20 and FY21 throughout the department due to COVID 19, 

shelter in place.  The County transitioned into shelter in place in March 2020, staff did not have the 

adequate equipment to work from home until Winter 2020. The team also needed training after 

receiving the equipment to learn virtual platform to provide groups, workshops, and trainings.  

 

The unserved and undeserved population is hard to engage with virtual training and outreach as 

families from the unserved and underserved communities were faced with immense challenges 

during the pandemic as many of them are low wage essential workers, lacked childcare when 

the schools transitioned to remote learning, and may struggle with financial barriers during the 

pandemic. Unserved and underserved communities suffer from having resources during the 

pandemic and also suffer from the technology divide as well as economic disadvantages. Many 

live in small, shared spaces that reduces their ability to engage in 1:1 peer services, trainings, 

community, and wellness support groups that were offered during the pandemic. 

  

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 1 <1 0 0 0 0 

16 -25 years 27 2% 3 2% 1 <1% 

26- 59 years 1246 91% 87 70% 54 69% 

60+ years 68 5% 35 28% 21 27% 

Prefer not to 

answer 

27 2% 0 0 0 0 

Unknown 0 0  0 0 2 3% 

Unduplicated 

Total 

1369 100% 125 100% 78 100% 
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FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

29 11% 7 4% 1 2% 

Asian 26 10% 15 8% 7 13% 

Black or 

African 

American 

8 3% 5% 3% 3 5% 

Native 

Hawaiian or 

Other Pacific 

Islander 

18 7% 2 1% 0 0 

White/ 

Caucasian 

89 34% 40 21% 19 35% 

Other 38 14% 9 5% 5 9% 

More than 

one race 

5 2% 0 0 1% 2% 

Prefer not to 

answer 

49 18% 109 58% 2 4% 

Unknown 0 0 0 0 16 30 

Unduplicated 

Total 

262 100% 189 100% 54 100% 

FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

Caribbean N/A N/A 0 0 0 0 

Central 

American 

N/A N/A 0 0 0 0 

Mexican/ 

Mexican-

N/A N/A 0 0 0 0 
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American/ 

Chicano 

Puerto Rican N/A N/A 0 0 0 0 

South 

American 

N/A N/A 0 0 0 0 

Hispanic/ 

Latino 

(undefined) 

N/A N/A 47 20% 22 100% 

Other 

Hispanic/ 

Latino 

N/A N/A 0 0 0 0 

Hispanic or 

Latino 

Subtotal 

N/A N/A 47 20% 22 100% 

Non-Hispanic 

or Non-Latino 

as follows: 

                                                                                                         

African N/A N/A 0 0 0 0 

Asian Indian/ 

South Asian 

N/A N/A 0 0 0 0 

Cambodian N/A N/A 0 0 0 0 

Chinese N/A N/A 1 30% 0 0 

Eastern 

European 

N/A N/A 0 0 0 0 

European N/A N/A 0 0 0 0 

Filipino N/A N/A 0 0 1 10% 

Japanese N/A N/A 0 0 0 0 

Korean N/A N/A 0 0 0 0 

Middle 

Eastern 

N/A N/A 2 70% 0 0 

Vietnamese N/A N/A 0 0 0 0 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

N/A N/A  0 0 0 0 
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Other Non-

Hispanic/ 

Non-Latino 

N/A N/A 0 0 0 0 

Non-

Hispanic or 

Non-Latino 

Subtotal 

N/A N/A 0 0 1 10% 

More than 

one ethnicity 

N/A N/A 0 0 0 0 

Prefer not to 

answer 

N/A N/A 2 >1% 0 0 

Unknown N/A N/A 0 0 0 0 

Unduplicated 

Total 

N/A N/A 3 100% 230 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male N/A N/A 60 48% 23 30% 

Female N/A N/A 59 47% 51 65% 

Prefer not to 

answer 

N/A N/A 1 >1 0 0 

Unknown N/A N/A 5 4% 4 5% 

Unduplicated 

Total 

N/A N/A 125 100% 78 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 165 14 7 24% 23 30% 

Female 118 10 13 47% 51 65% 

Transgender 

(Male to 

Female) 

N/A N/A 0 0 0 0 
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Transgender 

(Female to 

Male) 

N/A N/A 0 0 0 0 

Transgender 

(Undefined) 

N/A N/A 0 0 0 0 

Genderqueer N/A N/A 0 0 0 0 

Questioning 

or Unsure 

N/A N/A 1 4% 0 0 

Another 

gender 

identity 

N/A N/A 1 4% 0 0 

Prefer not to 

answer 

895 76 0 0 0 0 

Unknown N/A N/A 6 21% 4 5 

Unduplicated 

Total 

1177 100% 28 100% 78  100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

N/A N/A 0 0 0 0 

Heterosexual/ 

Straight 

N/A N/A 17 59% 18 95% 

Bisexual N/A N/A 1 3% 0 0 

Questioning/ 

Unsure 

N/A N/A 0 0 0 0 

Queer N/A N/A 0 0 0 0 

Another 

sexual 

orientation 

N/A N/A 1 3% 0 0 

Prefer not to 

answer 

N/A N/A 4 14% 1 5% 

Unknown N/A N/A 6 21 0 0 
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Unduplicated 

Total 

N/A N/A 29 100% 19 100% 

 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 94 86% 88 47% 64 82% 

Spanish 5 5% 8 4% 4 5% 

Vietnamese N/A N/A 1 <1% 0 0 

Chinese N/A N/A 1 <1% 0 0 

Tagalog N/A N/A 1 <1% 0 0 

Farsi N/A N/A 3 1% 1 1 

Other 10 9 5 3% 0 

 

0 

Prefer not to 

answer 

N/A 0 0 0 0 0 

Unknown N/A 0 90 45% 9 12% 

Unduplicated 

Total 

109 100% 197 100% 78 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

N/A N/A N/A N/A 0 0 

Veteran N/A N/A N/A N/A 0 0 

Served in 

Military 

N/A N/A N/A N/A 0 0 

Family of 

Military 

N/A N/A N/A N/A 0 0 
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No Military N/A N/A N/A N/A 7 100% 

Prefer not to 

answer 

N/A N/A N/A N/A 0 0 

Unknown N/A N/A N/A N/A 0 0 

Unduplicated 

Total 

N/A N/A N/A N/A 7 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing N/A N/A N/A N/A 0 0 

Difficulty 

hearing or 

speaking 

N/A N/A N/A N/A 0 0 

Other 

communication 

disability 

N/A N/A N/A N/A 0 0 

Cognitive N/A N/A N/A N/A 1 12 

Physical/ 

Mobility 

N/A N/A N/A N/A 1 12 

Chronic Health 

Condition 

N/A N/A N/A N/A 1 12 

Other non-

communication 

disability 

N/A N/A N/A N/A   

No Disability N/A N/A N/A N/A 4 50 

Prefer not to 

answer 

N/A N/A N/A N/A 1 13 

Unknown N/A N/A N/A N/A 8 98% 

Unduplicated 

Total 

N/A N/A N/A N/A 8 100% 

*Participants may choose more than one option for Disability. 
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OFFICE OF CONSUMER AFFAIRS GROUPS 

OCA provides a variety of Peer Support Groups in the Self-help centers. The groups are free, 

confidential, and open to the anyone seeking peer support in a group setting.  Consumers are 

informed the groups are peer support groups, not therapy groups.  The MHPSWs facilitate peer 

recovery and family wellness groups and psycho-educational groups.   

 

Zephyr Self-Help Center Group Data  

FY 2019 FY 2020 FY 2021 

Duplicated N = 3008 Duplicated N =1691 Duplicated N =31 

Number 

of Groups 

Attendance Average 

Attendance 

per Group 

Number 

of Groups 

Attendance Average 

Attendance 

per Group 

Number 

of Groups 

Attendance Average 

Attendance 

per Group 

521 3008 6 341 1691 5 16 31 2 

 

Esperanza Self-Help Center Group Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N =1399 Unduplicated N = 2205 Unduplicated N = 102 

Number 

of Groups 

Attendance Average 

Attendance 

per Group 

Number 

of Groups 

Attendance Average 

Attendance 

per Group 

Number 

of Groups 

Attendance Average 

Attendance 

per Group 

390 1399 4 399 2205 6 26 102 4 
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7. Referrals 

 OCA MHPSWs refer and link clients to Behavioral Health treatment services and resources.  

OCA provides resources and linkages to Call Center/SUTS, Urgent Care, Crisis Stabilization, 

Mobile Crisis Unit, Emergency Psychiatric Services (EPS) while peers are providing services 

to clients. OCA does not track the outcome of the referrals and referrals are not always 

provided through written documentation due to the nature of peer support.   

8. Detailed Outcomes 

 OCA looks at these indicators:  

• Suicide 

• Incarcerations 

• School Failure or dropout  

• Unemployment  

• Prolonged Suffering  

• Homelessness 

OCA was transferred to PEI funding source in FY18. We captured some PEI demographic data 

but our UNICARE Electronic Health Record (UNICARE) system did not have the capability to 

capture all required MHSA data, missing data is noted as N/A below.  In an OCA Unit Based 

Team effort in 2019, OCA identified factors that affected our low PEI data and efforts to 

improve data collection methods.  The delay in improving OCA data was due to a change in 

management, a gap in transition and COVID-19.  

 

After discovering this gap in data collection, the new Division Management team created an 

inclusive data tracking tool which collects PEI data for individual services, group services and 

data for events and trainings.  The tool was implemented in May 2021. Current data reflects a 

gap in data collection due the change in data management system in FY21. The 

implementation required intensive training for the Division staff as they adapt to new policies 

and procedures for the tracking tool while sheltering in place. Ongoing support was provided 

to staff to ensure that data is collected in a uniform matter.  

 

There was a decrease in services in FY20 and FY21 throughout the department due to COVID 

19, shelter in place.  The County transitioned into shelter in place in March 2020, staff did not 

have the adequate equipment to work from home until Winter 2020. The team also needed 

training after receiving the equipment to learn virtual platform to provide groups, workshops, 

and trainings.  

 

The unserved and undeserved population is hard to engage with virtual training and outreach 

as families from the unserved and underserved communities were faced with immense 

challenges during the pandemic as many of them are low wage essential workers, lacked 

childcare when the schools transitioned to remote learning, and may struggle with financial 

barriers during the pandemic. Unserved and underserved communities suffer from having 

resources during the pandemic and also suffer from the technology divide as well as 
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economic disadvantages. Many live in small, shared spaces that reduces their ability to 

engage in 1:1 peer services, trainings, community, and wellness support groups that were 

offered during the pandemic. 

 

Outcome Measure: As a result of a program review by new management, it was 

discovered that the Division of Consumer Affairs, Family Affairs, Cultural Communities 

Wellness Program did not have a validated or evidence-based practice measurement 

tool for FY19, FY20 and most of FY21. The limitation of a validated tool limited the 

program’s ability to measure changes in attitudes and knowledge. In Spring of FY21, new 

management research validated tools and other strategies utilized by other counties. A 

validated tool was developed and reviewed with MHSA PEI manager and will be 

implemented by Consumer Affairs Program in the near future after review by compliance.  

 

OCA performed 1:1 peer support services in the self-help centers and clinics.   

 

Unduplicated data reports teams performed:  

  

FY19  1368 services  

FY20  1268 services  

FY21   790  services.  

 

OCA self-help centers hosted peer support groups in the self-help Centers. data collected 

indicates the number of groups held during the fiscal year and the attendances in the 

groups as duplicated visits.  Data is collected separately by each self-help center:  

 

Zephyr:  

FY19   521 groups with 3008 duplicated attendance  

FY20   341 groups with 1691 duplicated attendance 

FY21    16 groups, 31 duplicated attendance.  

 

Esperanza  

FY19  390 groups with 1399 duplicated attendance 

FY20  399 groups with 2205 duplicated attendance  

FY21    26 groups with 102 duplicated attendance 

9. Evaluation Summary  

 

 

 

 

 

OCA had significant changes to our program in Fiscal Year FY19-FY21 due to the 

pandemic, which resulted in the closure of both of centers. The clinic was also closed.  

Nonetheless, our program designed for in-person services transitioned to providing virtual 

services to our consumers.  These services included telephonic and virtual 1:1 emotional 

peer support, virtual groups, as well as linkages.   
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IMPLEMENTATION CHALLENGES 

(FY19) 

PEI Data. OCA was transferred to PEI funding source in FY18. In FY19, OCA participated in a Unit 

Based Team to improved data and identified factors that affected our low PEI data and efforts 

to improve data collection methods.  OCA captured some PEI demographic data but the 

UNICARE (Electronic Health Records) did not have the capability to capture all required MHSA 

data.  OCA began completing PEI surveys with consumers however, we needed a system to 

track data that could not be entered into UNICARE.  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.   

Vacant codes. OCA experienced challenges with vacant codes, recruiting to fill vacant codes 

and retaining half codes.  OCA needs an Office Support Specialist to support the program with 

data, administrative and clerical tasks.  

(FY20) 

Services and PEI Data. The delay in improving OCA data was due to a change in 

management, a gap in transition and COVID-19.  The Shelter in Place order for Covid-19 closed 

both centers, in-person services ceased, and staff began to telework.  There is a gap from the 

closure to providing virtual services without having the technical needs to provide virtual 

services. There was a delay in obtaining equipment due to the lengthy backlog of other 

County staff needing equipment.  MHPSWs did not receive the necessary tools, (i.e., cell 

phones, laptops and technology) to provide ongoing services until late 2020.   

Vacant Codes. An Office Specialist III was hired in March 2020 and will support OCA. 

(FY21) 

Services and PEI Data. It was a challenge to transition from in-person services to a virtual 

platform as there was need for technical training and support to navigate virtual 
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platforms.  The team successfully transition to host virtual peer support services.  Despite 

technical challenges, the team was able to continue to provide individual and family support 

to consumers during the pandemic.  MHPSWs were able to start virtual peer support groups in 

February 2021. All services were entered into UNICARE.  In  May 2021, OCA MHPSWs began to 

implement Division Tracking Tool to capture services and PEI demographic data and enter 

peer documentation into UNICARE. 

Vacant Codes. OCA had several vacant codes which caused barriers in providing services to 

support the population served. OCA reconstituted codes, merged codes, created language-

specific codes to maximize services for open recruitment and staff retention. Currently, there 

are one and half vacant codes.    

 

LESSONS LEARNED 

 

(FY19) 

PEI Data. OCA participated in a Unit Based Team (UBT) to improve data collection. OCA 

identified significant gaps in service data and PEI data collection with UNICARE.  As a result, 

OCA began collecting hard copies of PEI survey with demographic information.  However, we 

need a method to track the missing demographic fields not in UNICARE.  In administering the 

PEI survey, participants often decline to answer demographic information which creates a 

barrier in collecting PEI data.  

 

Vacant Codes. OCA had several vacant codes which caused barriers in providing services to 

support the population served and to support entering data to document services. OCA 

needed an Office Specialist for administrative staff this is currently handled by MHPSWs.  

 

(FY20) The center was closed March 2020 

Services and PEI. There is a gap from the closure to providing virtual services without having the 

technical needs to provide virtual services. The self-help centers are not designed to work 

remotely. For example, MHPSWs attempted to provide support to the regular participants of 

the self-help centers and placed 305 calls to consumers between April 2020 and June 2020.  

Only 15 resulted in services.  Consumers communicated they preferred in person services and 
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activities, and consumers communicated they did not want to be contacted to receive 

services until we reopened our centers. 

 

(For FY21)  While the center remained closed, we learned the following: 

Our self-help center was not designed to provide long-term remote peer support services (i.e. 

peer support and groups) with the population we serve.  MHPSWs received the tools and were 

trained to provide virtual services, but many consumers continued to communicate they 

preferred in person services and activities. Unserved and underserved communities suffer from 

having resources during the pandemic and also suffer from the technology divide as well as 

economic disadvantages. Many live in small, shared spaces, such as board and care facilities, 

shelters, and other types temporary housing situations that reduces their ability to engage in 1:1 

peer services and wellness support groups that were offered during the pandemic.  Many in 

our population did not have the technology, or they were not comfortable with technology 

sufficient to participate in OCA virtual groups resulting in low interest and low turnout in 

individual and group services.  Consumers communicated they did not want to be contacted 

to receive services until we reopened our centers. Consumers communicated they missed the 

centers and what the centers brought to their wellness and recovery in receiving in-person 

services.   Consumers communicated the center provided meaningful activities and provided 

a safe place to be during the day. 

RELEVANT EXAMPLES OF SUCCESS 

(FY19) 

The addition of two MHPSWs at Esperanza Self-Help Center which has helped immensely. 

Zephyr received weekly meals donated weekly from Pizza My Heart, Red White and Blue 

Charity, Wilcox High School, and Santa Clara High School providing healthy meals for our 

guests. 

In April of 2019, a man came into Zephyr looking to get off the street and move into a Board 

and Care.  A Zephyr MHPSW looked up unlicensed board and cares from a list and made calls 

to them.  One of the board and care operators agreed to meet with the potential resident at 

Zephyr.  He met with the man at Zephyr and agreed to let him live at his home.  A few months 

later, the formerly homeless man came into Zephyr to thank the MHPSW for helping him find a 

home. 
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(FY20)  

During FY20, OCA had the opportunity to develop new policies, procedures and workflows for 

the program, staff learned new tools, applications, and technology.  The team successfully 

transition to host virtual peer support services and was able to continue to provide individuals 

and family support to support consumers during the pandemic.  

(FY21) 

Division management reconstituted codes, creating language specific code to maximize the 

underserved and underserved, and open recruitment for MHPSWs retention. The Program now 

has access to an Office Specialist III to assist with data, administrative and clerical tasks 

improving efficiency in the center.   

MHPSWs began to implementation of Division Tracking Tool to capture services provided and 

PEI demographic data.  The Division Management Team created pre and post survey to 

measure stigma reduction and we will begin creating new tools to track outcome measures.  

Division initiated plan and meetings to build OCA workflow and data on a new electronic 

record, Avatar. 

 

MHSPWs provided virtual 1:1 peer support via Microsoft teams and telephone support to 

decrease isolation, loneliness, and prolonged suffering during the pandemic. OCA Virtual 

Groups launch in February 2021.   

 

Division developed a Stigma Reduction Tool to measure stigma reduction and attitudes 

regarding mental health and working on pre and post surveys for outcome measures.  

Successful peer support services included: 

Two MHPSWS were deployed as Disaster Service Workers for FY21 

 

One MHPSW provided peer support on a weekly basis for about 16 weeks to a woman who 

was referred by DTMH in early February 2021. When she first started providing peer support to 

her, she reported her low mood/motivation where so severe that she was unable to maintain 

her job and was distraught by various other stressors. During this time, she continued to see her 

therapist bi-weekly to help her process the anniversary of her bothers suicide and the end of a 

one-year romantic relationship. Since June 2021 she’s maintained a fulltime job and has been 
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gathering with friends from church a couple of times per month. Per her request, peer support 

is no longer needed. 

  

APPENDIX 

The following section includes references to the various tools and supplemental materials utilized and described 

in the evaluation report by the Office of Consumer Affairs Program. 
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             Pre Peer Support Services Survey 

Date: _____________ 

Program name and Location: ☐ Cultural Communities Wellness Program ☐ Office of Family 

Affairs 

 ☐ Office of Consumer Affairs – Zephyr ☐ Office of Consumer Affairs – Esperanza  

Services received: ☐ 1:1 Emotional Support ☐ Family Support   ☐ Training  ☐ Event  

Resources/Linkages 

  ☐Other(Specify) ___________ 

Age Group (Please check one): ☐0-15 ☐ 16-25 ☐ 26-59 ☐ 60+ ☐ Prefer not to answer  

 

 

Peer Support Services* 
Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

I feel ashamed of myself that I have had mental 

health problems. 

1 2 3 4 

I worry about telling people I receive 

psychological treatment.  

1 2 3 4 

People have been understanding of my mental 

health problems. 

1 2 3 4 

I am as good as other people, even though I 

have had mental health problems.  

1 2 3 4 

I worry about telling people that I take 

medicines/tablets for mental health problems.  

1 2 3 4 

People’s reactions to my mental health 

problems make me keep myself to myself.  

1 2 3 4 

I avoid telling people about my mental health 

problems.  

1 2 3 4 

Having had mental health problems has made 

me a stronger person. 

1 2 3 4 

Some people with mental health problems are 

dangerous. 

1 2 3 4 

 

I access these services most frequently. (Check all that apply) 
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 ☐ 1:1 phone Support ☐ Esperanza Self Help Center ☐ Zephyr Self Help Center ☐ Training  ☐ 

Community/ Cultural Event  ☐Virtual Group ☐In Person Group ☐ Clinic Peer Services  ☐ Other 

___________________ 
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             Post Peer Support Services Survey 

Date: _____________ 

Program name and Location: ☐ Cultural Communities Wellness Program ☐ Office of Family 

Affairs 

 ☐ Office of Consumer Affairs – Zephyr ☐ Office of Consumer Affairs – Esperanza  

Services received: ☐ 1:1 Emotional Support ☐ Family Support   ☐ Training  ☐ Event  ☐

Resources/Linkages 

  ☐Other(Specify) ___________ 

Age Group (Please check one): ☐0-15 ☐ 16-25 ☐ 26-59 ☐ 60+ ☐ Prefer not to answer  

 

 

Peer Support Services* 
Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

I feel ashamed of myself that I have had 

mental health problems. 

1 2 3 4 

I worry about telling people I receive 

psychological treatment.  

1 2 3 4 

People have been understanding of my 

mental health problems. 

1 2 3 4 

I am as good as other people, even though I 

have had mental health problems.  

1 2 3 4 

I worry about telling people that I take 

medicines/tablets for mental health 

problems.  

1 2 3 4 

People’s reactions to my mental health 

problems make me keep myself to myself.  

1 2 3 4 

I avoid telling people about my mental 

health problems.  

1 2 3 4 

Having had mental health problems has 

made me a stronger person. 

1 2 3 4 

Some people with mental health problems 

are dangerous. 

1 2 3 4 
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I access these services most frequently. (Check all that apply) 

 ☐ 1:1 phone Support ☐ Esperanza Self Help Center ☐ Zephyr Self Help Center ☐ Training  ☐ 

Community/ Cultural Event  ☐Virtual Group In Person Group ☐ Clinic Peer Services  ☐ Other 

___________________ 
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OFFICE OF FAMILY AFFAIRS 
PEI Access & Linkage to Treatment Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

 

 
The mission of the Office of Family Affairs (OFA) is to empower family members and loved ones 

of mental health consumers with accessible education, support, and resource opportunities. 

The OFA assists families in navigating the behavioral health system through offering direct 

support, referral, linkage, information, and education, with the goal of providing recovery and 

hope.  

 

OFA operates at facilities that provide a more intensive level of care, and focuses on meeting 

the needs of family members of people with mental health issues through the following 

services: 
• Individual and Family Peer Support 

• Family Support Groups 

• Family Wellness Recovery Action Plan (WRAP) 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. OFA also provides Mental Health First Aid 

(MHFA) trainings through an 8-hour course that prepares members of the public to provide 

MHFA to those in need. 
 

2. Program Indicators  

 The Office of Family Affairs provides services to Community members with the focus on 

Prevention & Early Intervention to help increase awareness on mental health by providing one 

on one support and through education, WRAP (Wellness Recovery Action Plan) and family 

support.  We also advocate for our clients who are currently incarcerated or are in the criminal 

justice system, awaiting court. The hope is to decrease incarcerations by advocating for 

treatment (Diversion Program) and not incarceration.  Advocating for our clients to receive 

treatment will undoubtedly decrease hospitalizations and homelessness.  It is our goal to 

provide support and linkage to resources to help our clients develop skills to help them 

maintain their mental health stability. 

• Suicide: OFA team members provide 1:1 peer support services, family support to 

inform and educate families for resources. Referrals are made to NAMI and respite 

care. Mental health peer support workers provide resources and linkages to help 

reduce suicide risk for the community. 

• Incarcerations: OFA provides 1:1 peer and family support to help beneficiaries 

reduce the risk of incarceration by creating a wellness and crisis prevention plan.  
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• Prolonged suffering: OFA team members provide 1:1 peer support services, family 

support to inform and educate families for resources. Referrals are made to NAMI 

and resources in the community.   

• Homelessness: OFA provides resources to individuals who may be at risk of 

homelessness.  

3. Program Goals, Objectives & Outcomes 

 The goal of OFA is to increase understanding of behavioral health issues for family 

members, increase willingness for individuals to seek help, increase access to behavioral 

health services and reduce the stigma associated with behavioral health conditions. 

Outcome 1: 

Provides consumers, families and loved ones with education and peer support to navigate the 

behavioral health system to increase services connected to mental health resources.   

 

Outcome 2:  

Reduce stigma associated with mental health status to support family member’s 

recovery.  

 

The Division of Consumer Affairs, Family Affairs and Cultural Communities Wellness Program’s 

top priorities for FY21 are:  

• 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 self-help, consumers, and family involvement. 

• Increase natural networks of supportive relationships.  

• Improve data tools, outcomes, and client experiences. 

4. Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 231 Unduplicated N = 402 Unduplicated N = 124 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

231 $317,127 $1,373 402 $342,654 $852 124 $582,679 $4,699 
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5. Evaluation Activities  

 Office of Family Affairs provides one on one peer support, support groups, WRAP 

(Wellness Recovery Action Plan) and provide linkages to resources based on their own 

individual needs.  During the pandemic the Office of Family Affairs was able to provide 7 

support/WRAP groups with the average of 24 attendees. 

Outcome Measure: 

The Peer Support’s new Division Management team created an inclusive data tracking tool 

which collects PEI data for individual services, group services and data for events and trainings 

that was implemented in May 2021. Due to changes in management and data tracking and 

database management moving to a new electronic system, the data reporting for this 

reporting period is limited and this report reflects the gap in data collection. The 

implementation required intensive training for the division staff as they adapt to new policies 

and procedures for the tracking tool while sheltering in place. Ongoing support was provided 

to staff to ensure that data is collected in a consistent matter.  

 

Wanting to implement a validated or evidence-based practice measurement tool for 

Family Affairs, research was conducted to review validated tools and other strategies 

utilized by other counties. A validated tool was recommended and reviewed with MHSA 

PEI manager that will be implemented by Office of Family Affairs in FY 22. The proposed 

Peer Services Survey is an evidenced based practice with a validated tool with 9 

questions from “The Stigma Scale: Development of a Standardized Measure of the Stigma 

of Mental Illness” which will be used to measure pre and post attitudes and knowledge of 

mental illness. The survey will be distributed to clients before and after they receive services.  

 

There was a decrease in services in FY20 and FY21 throughout the department due to COVID 

19, shelter in place.  The county transitioned into shelter in place in March 2020, staff did not 

the adequate equipment to work from home until Winter 2020. The team also needed training 

after receiving the equipment to learn virtual platform to provide groups, fairs, and trainings.  

The unserved and undeserved population is hard to engage with virtual training and outreach 

as families from the unserved and underserved communities were faced with immense 

challenges during the pandemic as many of them are low wage essential workers, lacked 

childcare when the schools transitioned to remote learning, and may struggle with financial 

barriers during the pandemic. Unserved and underserved communities suffer from having 

resources during the pandemic and also suffer from the technology divide as well as 

economic disadvantages. Many live in small, shared spaces that reduces their ability to 

engage in 1:1 peer services, trainings, community, and wellness support groups that were 

offered during the pandemic.  

 
Reference: King M;Dinos S;Shaw J;Watson R;Stevens S;Passetti F;Weich S;Serfaty M; “The Stigma Scale: 

Development of a Standardised Measure of the Stigma of Mental Illness.” The British Journal of Psychiatry : the 

Journal of Mental Science, U.S. National Library of Medicine, pubmed.ncbi.nlm.nih.gov/17329746/ 
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6. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 1 < 1%     

16 -25 years 15 6% 53 13% 7 6% 

26- 59 years 30 13% 58 14% 56 45% 

60+ years 3 1% 12 3% 15 12% 

Prefer not to 

answer 

182 79% 279 69% 46 37% 

Unknown       

Unduplicated 

Total 

231 100% 402 100% 124 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

      

Asian   1 < 1% 12 19% 

Black or 

African 

American 

  1 < 1% 3 5% 

Native 

Hawaiian or 

Other Pacific 

Islander 

3 1%   2 3% 

White/ 

Caucasian 

12 5% 10 2% 45 70% 

Other 20 9% 88 22% 2 3% 

More than 

one race 
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Prefer not to 

answer 

196 85%     

Unknown   302 75%   

Unduplicated 

Total 

231 100% 402 100% 64 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean Data not available Data not available   

Central 

American 

  

Mexican/ 

Mexican-

American/ 

Chicano 

26 21% 

Puerto Rican   

South 

American 

  

Hispanic/ 

Latino 

(undefined) 

24 19% 

Other 

Hispanic/ 

Latino 

  

Hispanic or 

Latino 

Subtotal 

50 40% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African Data not available Data not available 2 2% 

Asian Indian/ 

South Asian 
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Cambodian   

Chinese 7 5% 

Eastern 

European 

1 < 1% 

European   

Filipino   

Japanese   

Korean   

Middle 

Eastern 

  

Vietnamese   

Non-

Hispanic/ 

Non-Latino 

(undefined) 

  

Other Non-

Hispanic/ 

Non-Latino 

  

Non-

Hispanic or 

Non-Latino 

Subtotal 

  

More than 

one ethnicity 

  

Prefer not to 

answer 

  

Unknown 74 60% 

Unduplicated 

Total 

124 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 35 15% 93 23% 51 41% 
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Female 14 6% 30 7% 68 55% 

Prefer not to 

answer 

182 79% 279 69%   

Unknown     5 4% 

Unduplicated 

Total 

231 100% 402 100% 124 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Data not available, but will be reported from FY 2022 onwards 

Female 

Transgender 

(Male to 

Female) 

Transgender 

(Female to 

Male) 

Transgender 

(Undefined) 

Genderqueer 

Questioning 

or Unsure 

Another 

gender 

identity 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 
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 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

    1 < 1% 

Heterosexual/ 

Straight 

    53 43% 

Bisexual       

Questioning/ 

Unsure 

      

Queer       

Another 

sexual 

orientation 

      

Prefer not to 

answer 

      

Unknown 231 100% 402 100% 70 56% 

Unduplicated 

Total 

231 100% 402 100% 124 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 31 13% 79 20% 89 72% 

Spanish 7 3% 24 6% 24 19% 

Vietnamese       

Chinese     1 < 1% 

Tagalog       

Farsi       

Other       

Prefer not to 

answer 
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Unknown 193 84% 299 74% 10 8% 

Unduplicated 

Total 

231 100% 402 100% 124 100% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

Data not available Data not available   

Veteran   

Served in 

Military 

  

Family of 

Military 

  

No Military 53 43% 

Prefer not to 

answer 

  

Unknown 71 57% 

Unduplicated 

Total 

124 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Data not available Data not available   

Difficulty 

hearing or 

speaking 

  

Other 

communication 

disability 

  

Cognitive   

Physical/ 

Mobility 
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Chronic Health 

Condition 

  

Other non-

communication 

disability 

  

No Disability 1 < 1% 

Prefer not to 

answer 

52 42% 

Unknown 71 57% 

Unduplicated 

Total 

124 100% 

*Participants may choose more than one option for Disability. 

7. Referrals 

 Office of Family Affairs provides information on how to access behavioral health services 

and distributes community resources to their clients based on individual and family needs.  

Staff check in and follow up verbally with their clients and family members regarding 

resources and information that has been provided.  Once clients are linked to services, 

program staff focus on providing peer support services as they are needed. Based on the 

client data we collect, approximately 50% of our clients are requesting and receiving 

information and resources.  The data requested below isn’t collected by the Family Affairs 

program as it is out of their scope.  Referrals are verbal and through peer support, not 

written referrals.  

8. Detailed Outcomes 

 The Office of Family Affairs provides services to Community members with the focus on 

Prevention & Early Intervention to help increase awareness on mental health by providing 

one on one support and through education, WRAP (Wellness Recovery Action Plan) and 

family support.  We also advocate for our clients who are currently incarcerated or are in 

the criminal justice system, awaiting court. The hope is to decrease incarcerations by 

advocating for treatment (Diversion Program) and not incarceration.  Advocating for our 

clients to receive treatment will undoubtedly decrease hospitalizations and homelessness.  

It is our goal to provide support and linkage to resources to help our clients develop skills 

to help them maintain their mental health stability. 

OFA was transferred to PEI funding source in FY18. We captured some PEI demographic data, 

but our UNICARE Electronic Health Record (UNICARE) system did not have the capability to 

capture all required MHSA data, missing data is noted as N/A below.  In 2019 in an effort to 

address how to capture PEI data, a Unit Based Team effort was formed to review and 

recommend strategies to assist in this matter. The Unit Based Team identified factors that 
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affected our low PEI data and efforts to improve data collection methods.  The delay in 

responding to recommendations from the Unit Based Team to improve data collection was 

due to a change in management, a gap in transition and COVID-19.  

 

As stated previously, the Division of Consumer Affairs, Family Affairs, Cultural Communities 

Wellness Program wanted the three programs to implement using a validated or 

evidence-based practice measurement tool as the programs were limited in their ability 

to measure changes in attitudes and knowledge by not using a validated survey. In Spring 

of FY21, management researched validated tools and other strategies utilized by other 

counties. A validated tool was identified and reviewed with MHSA PEI manager that will 

be implemented by Family Affairs in FY 22.   

 

The Peer Services Survey is an evidenced based practice with a validated tool with 9 

questions from “The Stigma Scale: Development of a Standardized Measure of the Stigma 

of Mental Illness” which will be use measure pre and post attitudes and knowledge of 

mental illness. The survey will be distributed to beneficiaries prior and after they receive 

services. The questions were selected to measure attitudes and knowledge regarding 

stigma reduction. 

 

 Please refer to the end of the program summary to view a draft copy of the tool that will 

be implemented in FY22.  

 

Below are unduplicated data for Individual and Group Services 

 

Individual Services  

FY19:  231 

FY20:  402 

FY21:  124 

Groups Services  

FY19:   3 Family WRAP /Support group 52 unduplicated attendance. 

FY20:   15 Family WRAP/Support group 56 unduplicated attendance. 

FY21:   16 groups, 53 unduplicated attendance.  

9. Evaluation Summary  

 FY19-FY21  

Family Affairs staff continue to be successful in responding and 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 continues to have effective working relationships with the Court system – they work 

collaboratively with the Public Defender’s office to assist clients to be diverted from jail and explore 

mental health resources and treatment. Per client’s report, clients express they feel supported and 
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express a sense of relief from not being incarcerated. Clients also express feeling less stigmatized with 

support.  

 

Court staff shared with Family Affairs that they have a better understanding of mental illness due to their 

involvement with their case.  

 

Family Affairs staff started reporting success in collecting the additional demographic data requested  

for PEI programs.   

 

Implementation Challenges   

• In FY 19, Family Affairs experienced challenges in collecting required PEI data such disability, gender 

identity and sexual orientation. When staff meet and interact with clients and family members in public 

settings the physical environment doesn’t allow for much privacy when participants are being asked 

these questions. Staff continue working on strategies to collect the PEI data, such as calling the clients 

after a public interaction to get the needed data.  

 

• In FY 20, Family Affairs experienced challenges due the Shelter in Place Order for COVID-19 that ended 

the in-person individual and group support. Additionally, one staff person was deployed as a Disaster 

Service Worker and recruiting to fill the vacant position was delayed due to Shelter in Place. Due to 

increased demand for County laptops and cell phones services were reduced until the equipment 

became available to staff. Once the equipment was received and staff received the technical training, 

they successfully transitioned into providing virtual support to their clients and family members. While 

some individuals had difficulty accessing the internet or phone, it was easier for others to participate 

virtually as they didn’t have to worry about transportation or childcare issues.  

•  

• In FY 21, Family Affairs still had one FTE deployed as Disaster Service Worker for the County and only filled 

one vacant position. The positions were frozen during the County’s budget reduction process and 

delayed the recruitment process even further.  

Office of Family Affairs Success Stories FY  2019 to 2020 

 
“Client 1” was referred though a call from San Jose Police Department and the law enforcement liaison.  

Client 1 has been concerned about her son for many years as he has been diagnosed with a mental 

illness and goes on and off being connected to services.  He has been arrested and taken into custody 

for a minor violation that appears to have resulted from his mental illness.  He was disturbing the peace 

in his neighborhood.  Client 1 is also concerned as her son is not following social distancing protocols, she 

is concerned she may be exposed to the virus or he may contract COVID-19 and not be able to get 

medical help necessary. Client 1 has allowed her son to live with her, as she fears it would be worse for 

him if he were homeless. 

I contacted Client 1 and listened to her story and could feel the deep love and devotion she has for her 

son “Client 2”. I explained that the AB1424 is a document that she could fill out and give information to 
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the staff at the jail. I emailed the document and then assisted her to make it clear and concise.  I 

connected her directly to the mental health team at the jail so that she could share this important 

information with the staff to help Client 2. I explained to Client 1 to keep this document current as her 

son’s condition changes.  

 

Client 1 was very fearful for what would happen to her son.  As these concerns were valid, I was also 

able to help her focus on herself and to take this time while her son was in custody to help “find herself” 

again.  She had been son consumed with her son’s issues for so long she couldn’t remember the last 

time she was able to pamper herself or get a good night’s sleep.  I explained to her about a Wellness 

Recovery Action Plan and she was very excited to find some peace again back into her life.   

 

We made lists of the things she likes to do and what helps her feel good.  We called these wellness tools.  

She loved to go to church, I was able to help her navigate to a virtual sight that her church has. Her list 

for wellness grew daily as we would touch base back and forth through emails and telephone. She 

started to knit again and found that she had not been to see her own primary care physician for 2 

years!!  She suggested to me that her mood was down, and she was having trouble concentrating and 

feeling joy.  I gave her the link to the call center at Mental Health and urged her to get a screening. I 

shared with her my experience and it made a direct connection to bond us through the sorrow we have 

held inside for our sons. She responded by telling me hearing my story has given her such hope. She 

wondered where I had been all the other times her son was taken into custody, and or put on a 5150.  

She reported that this time she felt so supported and felt like she has a plan and there is hope. I was able 

to introduce Client 1 to Al-anon and attended a zoom meeting with her.  She loved the group and is 

continuing to go, and she found a sponsor. 

 

Client 1 also followed up with her primary care, has a counselor and psychiatrist for her depression, and 

she completed the family-to-family class at the National Alliance for Mental Illness.  She reported that 

the rest of the family is planning to take the family-to-family class. 

 

Her son was able to get into mental health court. I worked with Client 2 upon his release and gave a 

warm hand off to a drug treatment program and addressing his mental health issues. 

The family feels much closer these days even despite the social distancing and reported that they are 

extremely grateful for the support and encouragement given to them by Family Affairs. 

APPENDIX 

The following section includes references to the various tools and supplemental materials 

utilized and described in the evaluation report by the Office of Family Affairs Program. 
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             Pre Peer Support Services Survey 

Date: _____________ 

Program name and Location: ☐ Cultural Communities Wellness Program ☐ Office of Family 

Affairs 

 ☐ Office of Consumer Affairs – Zephyr ☐ Office of Consumer Affairs – Esperanza  

Services received: ☐ 1:1 Emotional Support ☐ Family Support   ☐ Training  ☐ Event  

Resources/Linkages 

  ☐Other(Specify) ___________ 

Age Group (Please check one): ☐0-15 ☐ 16-25 ☐ 26-59 ☐ 60+ ☐ Prefer not to answer  

 

 

Peer Support Services* 
Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

I feel ashamed of myself that I have had mental 

health problems. 

1 2 3 4 

I worry about telling people I receive 

psychological treatment.  

1 2 3 4 

People have been understanding of my mental 

health problems. 

1 2 3 4 

I am as good as other people, even though I 

have had mental health problems.  

1 2 3 4 

I worry about telling people that I take 

medicines/tablets for mental health problems.  

1 2 3 4 

People’s reactions to my mental health 

problems make me keep myself to myself.  

1 2 3 4 

I avoid telling people about my mental health 

problems.  

1 2 3 4 

Having had mental health problems has made 

me a stronger person. 

1 2 3 4 

Some people with mental health problems are 

dangerous. 

1 2 3 4 

 

I access these services most frequently. (Check all that apply) 
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 ☐ 1:1 phone Support ☐ Esperanza Self Help Center ☐ Zephyr Self Help Center ☐ Training  ☐ 

Community/ Cultural Event  ☐Virtual Group ☐In Person Group ☐ Clinic Peer Services  ☐ Other 

___________________ 
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             Post Peer Support Services Survey 

Date: _____________ 

Program name and Location: ☐ Cultural Communities Wellness Program ☐ Office of Family 

Affairs 

 ☐ Office of Consumer Affairs – Zephyr ☐ Office of Consumer Affairs – Esperanza  

Services received: ☐ 1:1 Emotional Support ☐ Family Support   ☐ Training  ☐ Event  ☐

Resources/Linkages 

  ☐Other(Specify) ___________ 

Age Group (Please check one): ☐0-15 ☐ 16-25 ☐ 26-59 ☐ 60+ ☐ Prefer not to answer  

 

 

Peer Support Services* 
Strongly 

Disagree 

Disagree Agree Strongly 

Agree 

I feel ashamed of myself that I have had 

mental health problems. 

1 2 3 4 

I worry about telling people I receive 

psychological treatment.  

1 2 3 4 

People have been understanding of my 

mental health problems. 

1 2 3 4 

I am as good as other people, even though I 

have had mental health problems.  

1 2 3 4 

I worry about telling people that I take 

medicines/tablets for mental health 

problems.  

1 2 3 4 

People’s reactions to my mental health 

problems make me keep myself to myself.  

1 2 3 4 

I avoid telling people about my mental 

health problems.  

1 2 3 4 

Having had mental health problems has 

made me a stronger person. 

1 2 3 4 

Some people with mental health problems 

are dangerous. 

1 2 3 4 
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I access these services most frequently. (Check all that apply) 

 ☐ 1:1 phone Support ☐ Esperanza Self Help Center ☐ Zephyr Self Help Center ☐ Training  ☐ 

Community/ Cultural Event  ☐Virtual Group In Person Group ☐ Clinic Peer Services  ☐ Other 

___________________ 
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RE-ENTRY RESOURCE TEAM 
PEI Access & Linkage to Treatment Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

 Describe the program description, status, priority/target population(s) and service category.  

The Behavioral Health Treatment (BHT) program is located within the Reentry Resource Center (RRC) at 

151 West Mission Street, San Jose, California 95110 and works in conjunction with Probation, Adult 

Custody Health Services, the Social Services Agency, Pretrial Services and State Parole. It offers walk-in 

services (no appointment necessary) to Santa Clara County residents who are justice-involved.  

Available services include screening, assessment, and linkage to Behavioral Health treatment services.  

Clients are screened and referred to County Behavioral Health and contracted mental health service 

providers, and every effort is made to link clients with the appropriate treatment modality.  Staff might 

place clients on a Welfare & Institution Code 5150 hold if necessary due to clients being a danger to 

themselves or others, or if they are gravely disabled.  In these cases, clients are referred to appropriate 

placements, i.e. (examples here).  The RRC BHT program also provides screening and referrals to 

substance use treatment services, in which clients are referred to a County Behavioral Health or 

contracted service provider, or clients can enroll for outpatient, substance use treatment services 

offered at that location.  Referrals to Substance Use Treatment Services (SUTS) programs include 

outpatient treatment, intensive outpatient treatment, partial inpatient treatment, inpatient treatment, 

and withdrawal management treatment.  In addition, the RRC receives weekly referrals from Gateway 

for outpatient treatment enrollment.  The RRC was originally developed to serve AB 109 (prison 

realignment) clients being released from state prison to complete their sentence at the county level 

but has over time expanded the target population to include all justice involved individuals.  It is a “one 

stop shop” where clients can be linked and referred to a variety of County services in the areas of 

employment, education, housing, medical care, transportation, counseling, and benefits, i.e., Medi-Cal 

insurance and EBT cards (food stamps).  In addition, peer mentors and community workers provide 

case management services and assist clients with a variety of needs.  Individuals needing a higher level 

of care and/or services not available at this location are appropriately referred and assisted in 

accessing needed services and treatment through a “warm hand off” approach.  In closing, the RRC 

BHT program operates in a service delivery model that facilitates interagency coordination to assess 

and provide relevant and effective integration for incarcerated adults existing prison and jail settings.  

Clients are screened and referred to County Mental Health and contracted service providers and every 

effort is made to link clients with the appropriate treatment modality. Behavioral Health Staff at the RRC 

may place clients on a W&I Code 5150 hold if necessary due to clients being a danger to themselves or 

others, or if they are gravely disable.  In these cases, clients are referred to appropriate placements.  As 

needed, BH Staff may provide information for community services as requested by clients or client family 

members. Peer mentors and community workers provide case management services and assist clients 

with a variety of needs.  A “warm hand off” to needed community services is always the intent at the 

RRC. 
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2. Program Indicators  

 • Suicide 

         RRC BH staff are trained in suicide prevention and 5150 holds.  All clients are screened and 

assessed for suicidality and if necessary, clients are placed on a hold if they are a danger to 

themselves, others, or are gravely disabled.  Additionally, clients who have been placed on a 

5150 hold at Emergency Psychiatric Services (EPS), Barbara Arons Pavilion (BAP), and other 

inpatient settings and who are not linked to a treatment provider upon discharge from these 

facilities, are linked with the Re-Entry Resource Center and a BH Clinician screens and refers 

the individual into treatment prior to being discharged from EPS, BAP, or another inpatient 

setting. 

• Incarcerations 

         The RRC is a “one stop shop” where clients can be linked and referred to a variety of county 

services.  The RRC works in conjunction with a service delivery model that facilitates 

interagency coordination with Probation, Adult Custody Health Services, the Social Services 

Agency, Pretrial Services and State Parole in assessing and providing relevant and effective 

integration for incarcerated adults exiting prison and jail settings, thus preventing 

reincarceration.  The RRC BH staff works with Adult Custody Health Services (ACHS) staff, who 

refer individuals who are incarcerated at the Santa Clara County jails and need BH services 

and are not linked to a BH provider.  The ACHS staff submits an electronic referral form via a 

secure electronic mailbox for individuals in custody who would benefit from behavioral health 

services.     

• School failure or dropout 

        The RRC works in conjunction with the Santa Clara County Office of Education in providing 

access to high school diploma credits online.  The RRC also offers a free Peer Mentor 

Certification course in Drug and Alcohol Counseling through San José City College.   

• Unemployment 

         The RRC screens and refers justice involved individuals to employment agencies in the 

community; referrals are made to Goodwill of Silicon Valley.  Goodwill provides paid, on-the-

job training and linkage to employment.  The RRC also refers justice involved individuals 

enrolled in the RRC-BHSD substance use outpatient program, in order to increase the clients’ 

successful transition into the community. 

• Prolonged suffering 

The RRC assists individuals struggling with mental health and substance use conditions in linking 

them to substance use and mental health treatment, as well as community placements and 

resources, in order to decrease the prolonged effects brought on by these conditions.  

Additionally, RRC staff also provides SUTS Outpatient treatment to individuals with substance 

use conditions.  Lastly, the RRC assists in linking individuals with behavioral health services who 

are high-end users of Emergency Psychiatric Services, inpatient settings, and/or correctional 

setting who have struggled to remain in the community due to their mental health and 

substance use conditions.  Linking individuals to treatment and community placement assists 

in decreasing the likelihood of these individuals needing emergency psychiatric treatment, 
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recidivating and/or becoming homeless as they remain in treatment and learn therapeutic 

strategies that will help improve their symptomology and behavioral health conditions. 

• Homelessness 

        The RRC works with the Office of Supportive Housing (OSH) in assisting clients with accessing 

shelter stays, housing/rental assistance, and accessing permanent housing for qualified 

individuals.  Likewise, the RRC screens and refers individuals into behavioral health treatment.  

Once the individual is linked to a mental health treatment provider, the provider assists the 

individual with linkage to community placement and OSH for long term placement.  In 

addition to ensuring that individuals are linked to community placement, the mental health 

provider also completes a VI-SPDAT (Vulnerability Index – Service Prioritization Decision 

Assistance Prescreen Tool) which assists in determining risk of becoming homeless and 

facilitates the identification of the most appropriate housing and supports interventions for 

those individuals who are identified as homeless.    

• Removal of children from their home 

The RRC provide mental health referrals and substance use treatment to clients referred by 

Social Services Child Protective Services.  Clients complying with recommended/needed 

treatment and complying with their case plan might help to prevent the removal of their 

children from the home. 

3. Program Goals, Objectives & Outcomes 

The RRC aims to connect justice involved adults and their families in a timely manner with appropriate 

mental health prevention and early intervention services upon release from incarceration and into 

community services.  The goals are:   

1. Collaborate with the justice involved adults and their families to support reentry.   

2. Reduce stigma associated with mental health status among those in the Criminal Justice Systems (CJS) 

network of care.   

3. Increase service connectedness to mental health resources among CJS individuals.  

4.  Clients Served & Annual Cost per Client Data 

 These numbers represent individuals who received a service from the BHT, included linkages to 

community resources. 

 

During Fiscal Year 2017–2018, the BHT program served 2,489 unique clients over the course of 4,579 visits; 

conducted 923 critical needs screenings and 732 clinical needs screenings; generated 975 referrals to 

clinical services, 734 referrals to substance use treatment agencies, 241 referrals to mental health 

treatment providers, and 390 referrals to Community-Based Organizations. 

During Fiscal Year 2018–2019, the BHT program served 3,103 unique clients over the course of 4,965 visits; 

conducted 911 critical needs screenings and 553 clinical needs screenings; generated 988 referrals to 
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clinical services, 856 referrals to substance use treatment providers, 132 referrals to mental health 

treatment providers, and 225 referrals to Community-Based Organizations. 

During FY 2019-2020, the BHT program served 715 unique clients over the course of 1,007 visits.  At the 

time the clients were seen at the Reentry Resource Center, 416 reported they were actively looking for 

employment.  280 clients reported having access to their own transportation, while 412 relied on public 

transportation, and 322 clients were reported as homeless.  

During, FY  2020-2021, the BHT program served 182 clients.  This reduced number was due to the safety 

measures that were implemented during the COVID Pandemic in accordance with County Public 

Health orders.  As a result, minimal face-to-face services were available, telework/telehealth was limited 

to phone calls and screenings, and assessments and referrals were completed over the phone.  This had 

its own set of challenges as many clients did not have access to a phone and therefore could not follow 

through with calls and needed referrals.  In addition, only individual outpatient treatment was available, 

and that was limited to phone contact---group treatment was not available.  In addition, the lack of 

enforcement to comply with required treatment and services limited enrollment at the RRC.   

 

FY 2019 FY 2020 FY 2021 

Unduplicated N = 1,081 Unduplicated N = 739 Unduplicated N = 182 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

1,081 * * 739 $96,843 $131 182 $228,092 $1,253 

*Program transitioned from Community Services and Supports (CSS) to Prevention and Early Intervention (PEI) based on community 

program planning process and was funded through CSS funding in FY2019. Please refer to the FY2019 CSS Annual Report for the cost per 

person.  

5. Evaluation Activities  

 Strategies including:  

• Access and Linkage 

The RRC offers “walk in” services (no appointment necessary) to individuals in need of mental 

health and SUTS treatment services.  The RRC receives weekly referrals from Gateway for 

outpatient treatment enrollment.  Peer mentors and community workers provide case 

management services and assist clients with a variety of needs.  A “warm hand off” to needed 

community services is always the intent at the RRC.  Furthermore, the RRC provides screenings 

and referrals for justice involved individuals in need of mental health and/or substance use 

treatment.  A licensed clinician screens the individual to determine the individual’s level of 

care need and thereafter links the individual by sending a referral to the appropriate 

treatment program.  To facilitate client access, the RRC has expanded the referral process to 

include a secure referral mailbox in which justice partners, such as Adult Custody Health 

Services, Probation, Parole, Pretrial Services, etc., to refer individuals who would benefit from 
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behavioral health services.  Upon receiving a referral, RRC clinicians contact the client via the 

telephone or if necessary, arrange to meet with the individual in-person and complete the 

screening and referral to the appropriate level of care.  This process allows individuals, 

particularly those incarcerated, with access to treatment and community placement upon 

release from custody. 

• Improving Timely Access to Services for Underserved Populations  

        By having a screening and referral process in which individuals can be screened and referred 

via in-person or telephone, the RRC is then able to link individuals to the appropriate treatment 

programs. Additionally, all county beneficiaries receive services/appointments within 10 days of 

contact.  Be designed, implemented, and promoted using strategies that are non-stigmatizing 

and non-discriminatory 

The RRC provides culturally and linguistically proficient services to individuals seeking 

behavioral health services, which includes providing services in the individuals’ preferred 

native language.  These services are made available in the County of Santa Clara’s six (6) 

threshold languages (Spanish, Vietnamese, Mandarin, Tagalog, Cantonese, and Farsi) and 

access the telephone interpretation services if additional languages are needed to serve 

clients that require language interpretations services. Furthermore, RRC staff receives cultural 

competency trainings on an annual basis to ensure that services provided are non-

stigmatizing and non-discriminatory.  Lastly, the RRC staff includes peer mentors with lived 

experience who serve as role models to individuals seeking behavioral health treatment.  

Additionally, RRC works to ensure that staff gain knowledge of specialized ethnic and cultural 

populations and regions expected to be served as gained through extensive experience in 

working with these specific populations and through the lived experiences of staff providing 

services to these specific communities.  At a minimum, services shall be made available in the 

six (6) threshold languages (Spanish, Vietnamese, Mandarin, Tagalog, Cantonese, and Farsi).  

Staff must have/gain understanding of psychopathology and physical health problems within 

the context of clients’ age and culture; effectively address clients’ cultural and language 

needs; have awareness of language and cultural influences of the client; and knowledge of 

the local community resources available to the client population, including self-help centers 

and ethnic community resources. 

  

The Re-Entry Center offers services to formerly incarcerated individuals through reintegration, supportive 

reentry services and linkage to community resources. Service activities include: 

• Behavioral Health Screening and Referrals 

• In-House Outpatient Substance Use Treatment Services 

• Case Management and Social Support Services 

• Assistance with Transition from Custody Setting 

• Crisis Intervention 

• Evidence-based practice standard or promising practice standard 

o The BH-RRC program utilizes motivational interviewing, trauma informed care, 

strength based interviewing, and Compassionate Communication when 

completing screenings for behavioral health services, in providing in-house 

substance use outpatient treatment, case management, and during crisis 

intervention.  Through Motivational Interviewing, the BH-RRC staff seek to enhance 

the individual’s motivation in seeking behavioral health treatment.  Additionally, by 
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including a peer mentor as part of the BH-RRC staff, the BH-RRC program can 

empower the individual in modeling self-efficacy, autonomy, and a sense of hope. 

Similarly, the BH-RRC program utilizes strength-based interviewing which allows 

justice involved individuals the opportunity to share their strengths and explore how 

these have helped them improve their quality of life.   

Furthermore, BH-RRC staff utilizes and models compassionate communication with 

individuals seeking services.  This includes role modeling how to remain empathetic 

with others even in stressful or difficult situations to individuals who might be 

struggling to reintegrate into the community after having spent time in a 

correctional setting and might be impacted by a mental health and/or substance 

use condition.  Utilizing Dr. Marshall B. Rosenberg’s role modeling techniques for 

communicating compassionately to clients, the BH-RRC staff demonstrates how to 

speak to others without judgment, how to identify situations or memories that trigger 

emotions, and how to understand how these emotions are connected to an 

individual’s underlying needs, thus allowing the individual to learn how to make 

reasonable requests. 

Lastly, the BH-RRC programs also utilizes trauma informed care.  This is especially 

important with this population as they often might have experienced generational 

trauma of incarceration.  By utilizing trauma informed care, the BH-RRC 

acknowledges the possibility that the individual most likely has experienced trauma 

and recognizes the presence of symptoms related to the effects of trauma which 

helps staff and the client in acknowledging and understanding how trauma has 

impacted their lives.  Additionally, the BH-RRC utilizes the ASAM Criteria when 

determining the client’s most appropriate substance use level of care need. 

6. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group 
# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years N/A N/A N/A N/A N/A N/A 

16 -25 years 102 9% 81 11% 26 14% 

26- 59 years 949 88% 636 86% 149 82% 

60+ years 30 3% 22 3% 7 4% 

Prefer not to 

answer 
 N/A N/A N/A N/A N/A N/A 

Unknown  N/A N/A N/A N/A N/A N/A 

Unduplicated 

Total 
1,081 100% 739 100% 182 100% 
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 FY 2019 FY 2020 FY 2021 

Race 
# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

65 6% 33 4% 8 4% 

Asian 75 7% 46 6% 10 5% 

Black or 

African 

American 

131 12% 95 13% 18 10% 

Native 

Hawaiian or 

Other Pacific 

Islander 

17 2% 7 1% 1 1% 

White/ 

Caucasian 
279 26% 167 23% 48 26% 

Other 5 0.5% 7 0.9% 4 2.2% 

More than 

one race 
509 47% 384 52% 93 51% 

Prefer not to 

answer 
 N/A N/A N/A N/A N/A N/A 

Unknown  N/A N/A N/A N/A N/A N/A 

Unduplicated 

Total 
1,081 100% 739 100% 182 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # Served % of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

The data collected only inquired whether an individual was Hispanic or Latino.  As such, individuals who 

identified as Hispanic or latino, were included in Hispanic/ Latino (undefined)category. 

Caribbean Unknown           

Central 

American 
 Unknown           
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Mexican/ 

Mexican-

American/ 

Chicano 

 Unknown           

Puerto Rican  Unknown           

South 

American 
 Unknown           

Hispanic/ 

Latino 

(undefined) 

553 100% 396 100% 85 100% 

Other 

Hispanic/ 

Latino 

 N/A N/A N/A N/A N/A N/A 

Hispanic or 

Latino 

Subtotal 

553 100% 396 100% 85 100% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 124 23.5% 89 25.9% 17 17.5% 

Asian Indian/ 

South Asian 
4 0.8% 6 1.7% 3 3.1% 

Cambodian 1 0.2%     1 1.0% 

Chinese 1 0.2% 4 1.2%     

Eastern 

European 
           

European             

Filipino 16 3.0% 11 3.2%     

Japanese 2 0.4% 1 0.3%     

Korean 1 0.2% 1 0.3%     

Middle 

Eastern 
            

Vietnamese 31 5.9% 19 5.5% 7 7.2% 

Non-

Hispanic/ 
8 1.5% 2 0.6%   0.0% 
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Non-Latino 

(undefined) 

Other Non-

Hispanic/ 

Non-Latino 

271 51.3% 151 44.0% 48 49.5% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

459   284   76   

More than 

one ethnicity 
69 13.1% 59 17.2% 21 21.6% 

Prefer not to 

answer 
 N/A N/A N/A N/A N/A N/A 

Unknown  N/A N/A N/A N/A N/A N/A 

Unduplicated 

Total 
528 100.0% 343 100.0% 97 100.0% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 848 78% 572 77% 144 79% 

Female 216 20% 140 19% 34 19% 

Prefer not to 

answer 
6 1% 4 1% 2 1% 

Unknown 11 1% 23 3% 1 1% 

Unduplicated 

Total 
1081 100% 739 100% 182 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 848 78% 572 77% 144 79% 

Female 216 20% 140 19% 34 19% 
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Transgender 

(Male to 

Female) 

            

Transgender 

(Female to 

Male) 

            

Transgender 

(Undefined) 
            

Genderqueer 6 1% 4 1% 2 1% 

Questioning 

or Unsure 
            

Another 

gender 

identity 

            

Prefer not to 

answer 
            

Unknown 11 1% 23 3% 2 1% 

Unduplicated 

Total 
1081 100% 739 100% 182 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# Served % of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

Data not gathered during this reporting period, but the program plans to start gathering and reporting 

on this data in future reports. 

Heterosexual/ 

Straight 

Bisexual 

Questioning/ 

Unsure 

Queer 

Another 

sexual 

orientation 

Prefer not to 

answer 
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Unknown 

Unduplicated 

Total 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# Served % of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English Data not gathered during this reporting period, but the program plans to start gathering and reporting 

on this data in future reports. 

Spanish 

Vietnamese 

Chinese 

Tagalog 

Farsi 

Other 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

      

Veteran       

Served in 

Military 

35 100% 18 100% 6 100% 

Family of 

Military 

      

No Military       
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Prefer not to 

answer 

      

Unknown       

Unduplicated 

Total 

35 100% 18 100% 6 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # Served % of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Data not gathered during this reporting period, but the program plans to start gathering and 

reporting on this data in future reports. 

Difficulty 

hearing or 

speaking 

Other 

communication 

disability 

Cognitive 

Physical/ 

Mobility 

Chronic Health 

Condition 

Other non-

communication 

disability 

No Disability 

Prefer not to 

answer 

Unknown 

Unduplicated 

Total 

*Participants may choose more than one option for Disability. 

7. Referrals 

 The BHT at the RRC completes screenings and referrals into mental health treatment programs for 

individuals meeting criteria for services.  However, the BH-RRC program is not a mental health treatment 
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provider as they are not certified to provide Mental Health Medi-Cal services, therefore limited 

information is available. 

 

During Fiscal Year 2017–2018, the BHT program completed 734 referrals to substance use treatment 

agencies, 241 referrals to mental health treatment providers. 

During Fiscal Year 2018–2019, the BHT program completed 856 referrals to substance use treatment 

providers, 132 referrals to mental health treatment providers. 

During FY 2019-2020, the BHT program served 715 unique clients over the course of 1007 visits.  At 

the time the clients were seen at the Reentry Resource Center, 416 reported they were actively 

looking for employment.  280 clients reported having access to their own transportation, while 412 

relied on public transportation, and 322 clients were reported as homeless.  In  

In FY 2019-2020, the emergence of the COVID-19 Pandemic prompted procedural changes within the 

RRC-BHT program.  Staff 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 the number of clients seeking services, possibly because client supervision was being 

conducted remotely and officers were not able to force individuals to comply with treatment 

recommendations.  Additionally, the RRC 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 

resulted in a decrease in the number of clients served during FY 2019-2020.  

FY 2021 the RRC transitioned to a new electronic health record (myAvatar) to track referrals and 

therefore information on the number of clients referred to mental health is not available. 

8. Detailed Outcomes 

 In FY 2017-2018, the RRC BHT program struggled to implement measures to evaluate the eight 

domains: housing; income and benefits; physical health; substance use; mental health; family; 

faith and community; and peer and associates.  As a result, the program staff was not able to 

effectively track all services provided and progress made over the tenure of the program, 

including recidivism rate.  The RRC BHT has been using an Access database developed early on at 

the beginning of the program. 

In FY 2018-2019, two tools were used to track program progress in addressing client needs in 

multiple functional domains:  one tool assessed risk and was utilized by the Probation Department 

and the Sheriff’s Office to determine supervision plans, and the other tool, the Critical Needs 

Screening. was used by Behavioral Health staff to assess and address service needs.  These tools 

were important in identifying the strategies to be used to determine the needs of the clients 

returning to the community from a prison setting.  However, due to staffing turnover, the risk 

assessment tool for law enforcement was not continued, but Behavioral Health staff still used the 

Critical Needs Screening tool and through collaboration and assembled resources, provided the 

required services to address the needs of this population.   
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In FY 2019-2020, the emergence of the COVID-19 Pandemic prompted procedural changes within 

the RRC-BHT program.  Staff 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 Heath mandates.  

Additionally, there was a huge decline in the number of clients seeking services, possibly because 

client supervision was being conducted remotely and officers were not able to force individuals to 

comply with treatment recommendations.  Additionally, the RRC 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 resulted in a decrease in the number of clients served during 

FY 2019-2020.   

During Fiscal Year 2017-2018, the BHT program served 2,489 unique clients over the course of 4,579 

visits; conducted 923 critical needs screenings and 732 clinical needs screenings; generated 975 

referrals to clinical services, 734 referrals to substance use treatment agencies, 241 referrals to 

mental health treatment providers and 390 referrals to Community-Based Organizations. 

During Fiscal Year 2018-2019, the BHT program served 3,103 unique clients over the course of 4,965 

visits; conducted 911 critical needs screenings and 553 clinical needs screenings; generated 988 

referrals to clinical services, 856 referrals to substance use treatment providers, 132 referrals to 

mental health treatment providers, and 225 referrals to Community-Based Organizations.  In FY 

2018-2019, the BHT served a total of 614 more unique clients which is a 24.5% increase in 

comparison to FY 2017-2018.  Additionally, BHT referred 122 more clients to substance use 

treatment (14.5%), which there was a decrease in the number of individuals referred to mental 

health services (N=109 less clients).  This is a 55% decrease in the number of individuals referred to 

mental health treatment. 

During FY 2019-2020, the BHT program served 715 unique clients over the course of 1007 visits.  At 

the time the clients were seen at the Reentry Resource Center, 416 reported they were actively 

looking for employment.  280 clients reported having access to their own transportation, while 412 

relied on public transportation and 322 clients were reported as homeless.  In FY2019-202, the BHT 

program served a total of 2,388 (77%) less clients than in FY 2018-2019.   

During FY 2020-2021, the BHT program served 182 clients.  In FY 2020-2021, the BHT program served 

533 (74%) less clients than in FY 2019-2020.  This reduced number was due to the safety measures 

that were implemented during the COVID Pandemic in accordance with County Public Health 

orders.  As a result, minimal face-to-face services were available.  Telework/telehealth was limited 

to phone calls and screenings, assessments and referrals were completed over the phone.  This 

had its set of challenges as many clients did not have access to a phone and therefore, could not 

follow through with calls and needed referrals.  In addition, only individual outpatient treatment 

was available and that we limited to hone contact.  In addition, the lack of enforcement to 

comply with required treatment and services limited enrollment at the RRC 

It is critical to design and test outcomes “dashboards” 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).  In September of 2020, the 

Behavioral Health Services Department implemented a new electronic health record (EHR), 

myAvatar, to provide data and optimize the availability and utilization of services; currently, only 

County providers are utilizing this software to enter data.  As myAvatar continues to evolve, the 

RRC BHT continues to gather data from Unicare, the RRC Behavioral Health Access database and 
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myAvatar to accurately account for all services provided (outpatient treatment services, Mental 

Health and Substance Use Treatment Services referrals and all walk-in service requests).   

As myAvatar is modified, and all information is accurately entered and stored (e.g., referrals, 

registration, admission/discharge, billing services received, etc.), it will be able to populate 

accurate reports and relevant dashboards.  At this time, myAvatar can report data from screening 

tools that are currently in use and exist in myAvatar.  This includes the Integrated Justice Screening 

Assessment (IJS, used for mental health referrals) and the integrated Screening Tool (IST, used for 

substance use treatment referrals).  The integration of County and contracted service providers 

into myAvatar will allow the RRC BHT program to collect data, monitor capacity, and monitor 

referrals, enrollment, and service utilization.  As a result, real-time data might be available in the 

future as to the number of clients served, dosage, and types of services provided by the 

Behavioral Health Team at the Reentry Resource Center.   

9. Additional Information  

 In FY 2018-2019, developed policies and practices that facilitate continuity of care through the 

implementation of strategies that promote direct linkages for post-release treatment and 

supervision, i.e., warm hand-offs.  Developed mechanisms to share information from assessments 

and treatment programs across different points in the criminal justice system to advance cross-

system goals, i.e., a data warehousing system.   

In FY 2019-2020, encouraged and supported cross training between law enforcement and the 

Criminal Justice Systems (CJS) Division 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.     
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LGBTQ+ ACCESS & LINKAGE (THE Q CORNER PART 1) 
PEI Access & Linkage to Treatment Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The Behavioral Health Services Department (BHSD) is committed to creating and maintaining safe and welcoming healing 

environments that provide the highest quality of services for all clients, inclusive of their sexual orientation, gender identity, 

and gender expression. Lesbian, Gay, Bisexual, Transgender, Queer, and other sexual and gender minority (LGBTQ+) 

individuals have been identified as an underserved population, who are more likely to experience disparities in quality of 

care and access to affirming support. This community is also over-represented in systems of care and crisis services, and 

experience mistrust in service systems, due to the anti-gay and anti-trans bias, discrimination, and heterosexism deeply 

engrained in these systems as well as the cisgender privilege that further disadvantages the community. Due to institutional 

and individual bias and discrimination and the impact of minority stress, the research indicates that LGBTQ+ adults are more 

than twice as likely to experience a mental health condition, and the statistic is significantly higher for Transgender, 

Nonbinary, and Gender Expansive (TGNBGE) individuals. Local and national studies demonstrate a 40% lifetime suicide 

attempt rate for transgender individuals compared to less than 5% in the general U.S. population. BHSD holds that explicit 

action must be taken to create not just equal, but equitable services for LGBTQ+ community members, including all 

transgender, nonbinary, and gender expansive people.  

 

Developing a trusting therapeutic relationship within the BHSD system of care is life saving and requires a deep and 

nuanced understanding of the lived experience of LGBTQ+ individuals and of gender affirming care. There must be staff 

available with sufficient and specialized cultural competence to establish healing relationships with LGBTQ+ community 

members, which entails knowledge and experience beyond introductory competency training. The Q Corner 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 assist providers in improving their ability to support the community.  

 

The Q Corner is comprised of 2 MHSA PEI projects, both the LGBTQ Access & Linkage Project as well as the Cultural 

Wellness Center: LGBTQ+ Population. This section covers the LGBTQ Access & Linkage Project component of The Q 

Corner, which includes Trainings to deliver best practices for providers to better serve, understand, and support 

LGBTQ+ folks in our communities, and Peer Support services to increase connectedness to behavioral health services 

and staff. The Peer Support staff work covered in this section includes the 1:1 and small group peer support activities 

of The Q Corner, as well as consultation and outreach efforts to expand knowledge of resources to other providers. 

The LGBTQ Trainings component of the project was envisioned as an arm of LGBTQ Wellness services, as they are 

critical to the success of providers to establish a baseline competency of welcoming, affirming, knowledgeable, and 

competent services to support LGBTQ individuals. In collaboration with the Office of LGBTQ Affairs, The Q Corner Team 

created a menu of over a dozen training courses that, together, would create a comprehensive list of options to 

provide education, support, and technical assistance to behavioral health providers, educators, families, etc.  

 

The Cultural Wellness Center: LGBTQ+ Population piece of The Q Corner will be covered in a different section, and 

will discuss the outreach and engagement, community building, and other recovery-oriented activities conducted 

by The Q Corner, which provide culturally specific healing, community, and wellness opportunities. 
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Planning for The Q Corner began in early FY20, which included program design, strategic planning, recruitment and hiring, 

and stakeholder engagement. 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. The Program was 

designed with the intention of having a physical space where people could drop in for support, community building, 

resources, etc. The first major program success was finishing the program design for The Q Corner and implementing it. A 

small space within an existing BHSD building (which also houses the training department, a specialty mental health clinic, 

and a self-help center) was designated for the program – just three blocks down from the County Gender Health Center. As 

a program, we use many different visual cues to show community members that the space is open, welcoming, and 

knowledgeable of their needs, such as displaying over a dozen different community pride flags. The space was designed 

and decorated with art from LGBTQ+ artists, literature from LGBTQ+ authors, and LGBTQ+ inclusive and focused resources. 

The art and books covering the walls and shelves represent different intersections of the LGBTQ+ community and its 

underrepresented subcommunities, 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. The name “The Q Corner” was chosen through stakeholder discussions, and we 

established program contact info: an email, phone number, and webpage, and marketing and engagement materials 

such as flyers, postcards, and branded outreach items.   

The Program was scheduled to open its doors officially in March 2020, the same month that the COVID-19 Shelter in Place 

order began in Santa Clara County. 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 during Shelter in Place 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.  

Despite all the challenges that launching a brand-new program during COVID presented, The Q Corner exceeded all 

expectations. The Peer Support staff were available to connect with individuals by email, phone, video conference, 

and eventually through social media, whether at the direct request/self-referral of LGBTQ+ community members or 

with family members, other service providers, school professionals, and anyone else in society seeking information 

about supporting LGBTQ+ folks in getting access to wellness supports and resources. Near the end of FY21, once 

Shelter in Place was lifted and in person services were again possible, The Q Corner officially opened the office to 

the public to provide Peer Support Services and resource connection opportunities by way of a drop-in space with 

open office hours three times per week (at varied times to offer upmost flexibility for community members. The team 

is also able to meet at locations in the community convenient and safe for the consumer, as well, if meeting in the 

office is not feasible for someone. The innovative and culturally responsive services provided by The Q Corner have 

been a huge step forward in creating a more comprehensive system of support for LGBTQ+ community members in 

Santa Clara County. Extensive details about the specific program offerings and successes are outlined throughout 

this report.  

2. Program Indicators

The Q Corner has done work directly focused on addressing negative outcomes that disproportionately impact the LGBTQ+ 

community. In relation to Suicide Prevention, The Q Corner has worked with the County of Santa Clara Suicide Prevention 

(SP) team and their contractors to ensure SP trainings are LGBTQ+ informed and inclusive, including participating in the “Be 

Safe, Be Brave” train the trainer course and informing the curriculum on SOGIE (sexual orientation and gender identity and 

expression) related matters. The Q Corner team also presented on Correct Pronoun and Language Usage as Suicide 

Prevention at the annual Suicide Prevention conference. All the Family Acceptance Project work that is shared through The 

Q Corner trainings, are evidence based as suicide prevention, and all of the gender affirming services and consultation that 
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The Q Corner providers are also all forms of suicide prevention. The team has also worked with the Suicide Prevention team 

to respond to LGBTQ+ youth suicide cases, support the collection of SOGIE data at the coroner’s office, and determine 

what other services are needed to avoid any additional tragedies.  

The RISE Training, which is a foundation training that the team delivers and endorses others to deliver (covered more later in 

this report), extensively covers information and insight on the overrepresentation of LGBTQ+ youth in systems of care: 

juvenile justice systems, dependency/child welfare environments, emergency housing continuums, etc. and discusses how 

to support youth in getting out of systems of care, how to reduce/stop re-traumatization of youth, and how to increase 

permanency.  

The Q Corner team also meets bi-weekly with partners from the County of Santa Clara Department of Family and Children 

Services (DFCS) to discuss and strategize of the care of LGBTQ+ clients within the Child Welfare System, as well as specific 

work related to support trans youth in the child welfare system navigating health services, including emergency psychiatric 

services. We work very closely with the LGBTQ+ Social Worker in DFCS, as well as the Youth Acceptance Project and the 

HUB, all who provide support services to LGBTQ+ youth in DFCS. The Q Corner worked with Dr. Ryan from the Family 

Acceptance Project to pilot a training specifically for Resource Families (formerly called Foster Families) and many 

colleagues from DFCS participate in our various trainings.  

The County of Santa Clara recognizes that there are disparities with unhoused LGBTQ+ folks accessing housing services, 

especially permanent housing services. The Q Corner has worked with the housing and homeless Continuum of Care to 

make and review recommendations for reducing these disparities, including by implementing SOGIE 101 trainings 

throughout the system of care. The Q Corner piloted an initial RISE SOGIE 101 training through the COC to homeless service 

providers, co-training alongside other trainers from shelter programs and the COC, who have expertise in emergency and 

supportive housing services. Additionally, The Q Corner is trained to administer the VI-SPDAT, the coordinated assessment 

tool used to refer individuals to housing in Santa Clara County, and has offered our space to folks to complete this 

assessment. We also collaborate with Bill Wilson Center, a local non-profit that has several programs focused on supporting 

LGBTQ+ youth who are experiencing homelessness, including supporting several of their PRIDE celebrations with resources. 

Lastly, The Q Corner has supported reducing school failure and drop out through several partnerships with the County 

Office of Education (SCCOE), dozens of local school districts (at least n=28), and the BHSD School Linked Services team. We 

collaborated with SCCOE in their development of a comprehensive Resource Guide for LGBTQ+ Students, an 

accompanying website, and an assortment of Out for Safe Schools materials such as badges, posters, and pronoun pins 

and stickers. We have supported SCCOE and specific districts with subject matter expertise on Policies and Procedures 

related to LGBTQ+ students, with support for GSA clubs on campuses, through outreach/resource events at schools, and 

through many trainings available to school professionals. Not only have we delivered RISE Brief (the 2-hour SOGIE 101 

training, explained in detail later in the report) to many schools/school staff, but in collaboration with The Office of LGBTQ 

Affairs, we launched a virtual, interactive training simulation available to all middle and high school staff to support LGBTQ+ 

youth on campus and intervene with bullying, called “Step In, Speak Up!”. School professionals have also participated in 

many of our other trainings, including the Gender Wheel workshops, which are specifically relevant for people involved in 

early childhood education. 

3. Program Goals, Objectives & Outcomes 

The goals and objectives of the LGBTQ+ Access & Linkage Project as outlined in the MHSA Plan are as follows: 

This project will specifically address the disparities in access to mental health services for the Lesbian, Gay, Bisexual, 

Transgender, and Questioning (LGBTQ) population of County of Santa Clara. A team of LGBTQ+ Peer Navigators in 

collaboration with ECCAC BHSD, Office of LGBTQ Affairs, community based-service providers, will conduct outreach and 

engagement activities to increase connectedness to behavioral health resources and services. The goal is to connect 

LGBTQ individuals and their families in a timely manner to access appropriate mental health prevention and early 

intervention services. 
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The project will expand LGBTQ+ trainings across the system to build capacity for this cultural group. Additionally, the project 

will support youth and their families by integrating across the lifespan, best practice models for training and technical 

assistance for families and providers to better serve, understand and support LGBTQ+ individuals in our communities. 

4.  Clients Served & Annual Cost per Client Data 

 

FY 2019 FY 2020 FY 2021 

Duplicated N = NA Duplicated N = 565 Duplicated N = 2472 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Program not in implementation 530 

Trainings 

 

35 Peer 

Support 

 

565 Total 

 

 

$397,834.11 $704.13 

 

 

1998 

Trainings 

 

474 Peer 

Support 

 

2472 

Total 

$521,554 $210.98 

Note: Costs include administrative and all Training costs. 

5. Evaluation Activities  

The program utilizes the Family Acceptance Project (FAP) training, which is an evidence-based practice.  

6. Demographic Data 

LGBTQ Access & Linkage Trainings 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=434 with 

demographics) 

# 

Served 

% of Served 

(of n=1409 with 

demographics) 

0 – 15 years Program not in 

implementation 

0  0  

16 -25 years 32 7% 188 13% 

26- 59 years 377 87% 1144 81% 

60+ years 18 4% 54 4% 

Prefer not to 

answer 

7 2% 1 0% 
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Unknown 96  589  

Unduplicated 

Total 

530  1998  

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=434 with 

demographics) 

# 

Served 

% of Served 

(of n=1297 with 

demographics) 

American 

Indian or 

Alaska 

Native 

Program not in 

implementation 

10 2% 42 3% 

Asian 74 17% 299 23% 

Black or 

African 

American 

18 4% 63 5% 

Native 

Hawaiian or 

Other Pacific 

Islander 

8 2% 18 1% 

White/ 

Caucasian 

245 56% 596 46% 

Other 50 12% 88 7% 

More than 

one race 

8 2% 44 3% 

Prefer not to 

answer 

21 5% 191 15% 

Unknown 96  701  

Unduplicated 

Total 

530  1998  

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=434 with 

demographics) 

# 

Served 

% of Served 

(of n=1409 with 

demographics) 

Hispanic or 

Latinx: 
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Caribbean Program not in 

implementation 

  5 0% 

Central 

American 

10 2% 46 3% 

Mexican/ 

Mexican-

American/ 

Chicanx 

83 19% 383 27% 

Puerto Rican   10 1% 

South 

American 

8 2% 21 1% 

Hispanic/ 

Latinx 

(undefined) 

11 3%   

Other 

Hispanic/ 

Latinx 

  22 2% 

Hispanic or 

Latinx Subtotal 

106 24% 459 33% 

Non-Hispanic 

or Non-Latinx 

as follows: 

 

African/African 

American 

Program not in 

implementation 

14 3% 48 3% 

Asian Indian/ 

South Asian 

6 1% 47 3% 

Cambodian 2  4 0% 

Chinese 8 2% 62 4% 

Eastern 

European 

11 3% 106 8% 

European 46 11% 434 31% 

Filipino 11 3% 88 6% 

Japanese 8 2 25 2% 

Korean 5 1% 12 1% 

Middle Eastern 6 1% 25 2% 

Vietnamese 3 1% 58 4% 
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Non-Hispanic/ 

Non-Latinx 

(undefined) 

    

Other Non-

Hispanic/ Non-

Latinx 

147 34% 109 8% 

Non-Hispanic 

or Non-Latinx 

Subtotal 

307 71% 759 54% 

More than one 

ethnicity 

40 9%   

Prefer not to 

answer 

21 5% 191 14% 

Unknown 96  589  

Unduplicated 

Total 

530  1998  

Notes on the race/ethnicity demographics:  

There should be “Another Asian” category, and that would include: Taiwan, Laotian, Thai, Hong Kong, Hmong, Indonesia, 

Fiji, Mien 

Other White/Caucasian include: Jewish, Russian, Scottish, Irish, Serbian, Iberian, Moroccan, Chaldean, Persian, Portuguese 

Other Latinx include: Cuban, Spanish, Peru, Basque 

Native American identities included are: Yaqui, Apache, Sioux, Lakota, Chocktaw, Chicksaw, Cherokee, Chamorron, 

Huichol, Chemehuevis, Chumash, Tejano, Costanoan Rumsen, Mixtec, Saliman, Blackfoot 

Other program comments: 

This race/ethnicity reporting is culturally insensitive and erases many individuals. This reporting should be reviewed and 

reconsidered at the state level. 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=434 with 

demographics) 

# 

Served 

% of Served 

(of n=1357 with 

demographics) 

Male Program not in 

implementation 

96 22% 227 17% 

Female 326 75% 1084 79% 

Prefer not to 

answer 

12 3% 46 3% 

Unknown 96  641  
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Unduplicated 

Total 

530  1998  

Program note: This is a highly problematic question. It is invasive and unnecessary, because Gender Identity is the only data 

point necessary, which is already being asked. Trans, non-binary, and gender expansive community members find this 

question very offensive and comment on it being asked every single time we do the demographics survey. Because this is 

the population we are aiming to engage, and our priority is to be welcoming, safe, and culturally responsive, we will not be 

asking this question in FY22 and forward. Also, it should read as sex assigned at birth, since gender is a social construct, and 

this is describing the medical designation from a doctor.  

 FY 2019 FY 2020 FY 2021 

Gender (Current) # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=435 with 

demographics) 

# 

Served 

% of Served 

(of n=1409 with 

demographics) 

Male Program not in 

implementation 

84 19% 209 15% 

Female 311 71% 1049 74% 

Transgender 

(Male to 

Female) 

4 1% 15 1% 

Transgender 

(Female to 

Male) 

4 1% 14 1% 

Transgender 

(Undefined) 

    

Genderqueer 18 4% 77 5% 

Questioning 

or Unsure 

3 1% 8 1% 

Another 

gender 

identity 

0  5 0% 

Prefer not to 

answer 

11 3% 32 2% 

Unknown 95  589  

Unduplicated 

Total 

530  1998  

Another gender identity includes: two-spirit, genderfluid 

Answer option working on this should read: Cisgender Woman, Cisgender Man, Transgender Woman, Transgender Man, 

etc. Also, non-binary should be a gender identity specifically listed, and preferably separate from genderqueer, however 

for the purposes of this survey, non-binary identities are included within the genderqueer numbers.  
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Additionally, the program recommends adding a question related to variations in physical sex characteristics (sometimes 

referred to as an Intersex Condition). Not including this is erasing this already very invisible community, as this identity is 

neither a sex assigned at birth, gender identity, or sexual orientation. This is another important step in being inclusive of all 

people, including all LGBTQI+ (the “I” is for Intersex) people.  

 FY 2019 FY 2020 FY 2021 

Sexual Orientation # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=433 with 

demographics) 

# 

Served 

% of Served 

(of n=1409 with 

demographics) 

Gay or 

Lesbian 

Program not in 

implementation 

31 7% 105 7% 

Heterosexual/ 

Straight 

296 68% 956 68% 

Bisexual 32 7% 146 10% 

Questioning/ 

Unsure 

4 1% 16 1% 

Queer 33 8% 117 8% 

Another 

sexual 

orientation 

2 1% 8 1% 

Prefer not to 

answer 

35 8% 61 4% 

Unknown 97  589  

Unduplicated 

Total 

530  1998  

Another sexual orientation includes: Asexual, flexible 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=434 with 

demographics) 

# 

Served 

% of Served 

(of n=1395 with 

demographics) 

English Program not in 

implementation 

397 90% 1226 88% 

Spanish 24 6% 78 6% 

Vietnamese 3 1% 16 1% 

Chinese 2 0% 18 1% 

Tagalog 3 1% 11 1% 
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Farsi 1 0% 2 0% 

Other 3 1% 27 2% 

Prefer not to 

answer 

1 0% 17 1% 

Unknown 96  603  

Unduplicated 

Total 

530  1998  

Other includes: Korean, Cambodian, German, Arabic, Tamil, Turkish, Armenian, Hindi, Nepali 

Veteran status and Disability status are not collected for training participants, as those participants are predominantly 

providers, and it is not appropriate to ask these personal questions to them. Such demographics are intended to show 

which clients are being served, so they are only asked in scenarios where the work is directly with a community member 

seeking services. This work did not get implemented until FY21.  

LGBTQ Access & Linkage 1:1 Peer Support / Resource Information 

All of the same notes / suggestions related to concerns with the wording and categorization methods for these 

demographics noted about are relevant for this second section as well.  

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# Served 

(of n=8 with 

demographics) 

% of 

Served 

# 

Served 

% of Served 

(of n=18 with 

demographics) 

0 – 15 years Program not in 

implementation 

1 13%   

16 -25 years 4 50% 10 56% 

26- 59 years 2 25% 5 28% 

60+ years     

Prefer not to 

answer 

1 13% 3 17% 

Unknown 27  456  

Unduplicated 

Total 

35  474  
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 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=8 with 

demographics) 

# 

Served 

% of Served 

(of n=10 with 

demographics) 

American 

Indian or 

Alaska 

Native 

Program not in 

implementation 

    

Asian   2 20% 

Black or 

African 

American 

    

Native 

Hawaiian or 

Other Pacific 

Islander 

    

White/ 

Caucasian 

4 50% 5 50% 

Other 3 38%   

More than 

one race 

    

Prefer not to 

answer 

    

Unknown 28  456  

Unduplicated 

Total 

35  474  

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=8 with 

demographics) 

# 

Served 

% of Served 

(of n=18 with 

demographics) 

Hispanic or 

Latinx: 

 

Caribbean Program not in 

implementation 

    

Central 

American 
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Mexican/ 

Mexican-

American/ 

Chicanx 

2 25% 4 40% 

Puerto Rican     

South 

American 

1 13% 1 10% 

Hispanic/ 

Latinx 

(undefined) 

    

Other 

Hispanic/ 

Latinx 

  1 10% 

Hispanic or 

Latinx 

Subtotal 

3 38% 6 60% 

Non-Hispanic 

or Non-Latinx 

as follows: 

 

African Program not in 

implementation 

    

Asian Indian/ 

South Asian 

  1 10% 

Cambodian     

Chinese     

Eastern 

European 

  1 10% 

European   1 10% 

Filipino     

Japanese     

Korean     

Middle 

Eastern 

1 13%   

Vietnamese     

Non-

Hispanic/ 
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Non-Latinx 

(undefined) 

Other Non-

Hispanic/ 

Non-Latinx 

3 38% 5 50% 

Non-

Hispanic or 

Non-Latinx 

Subtotal 

4 50% 4 40% 

More than 

one ethnicity 

    

Prefer not to 

answer 

    

Unknown 28  464  

Unduplicated 

Total 

35  474  

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=8 with 

demographics) 

# 

Served 

% of Served 

(of n=17 with 

demographics) 

Male Program not in 

implementation 

2 25% 3 18% 

Female 3 38% 12 71% 

Prefer not to 

answer 

3 38% 2 12% 

Unknown 27  459  

Unduplicated 

Total 

35  474  

 

 FY 2019 FY 2020 FY 2021 

Gender (Current) # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=8 with 

demographics) 

# 

Served 

% of Served 

(of n=17 with 

demographics) 

Male Program not in 

implementation 

1 13%   

Female 2 25% 4 26% 
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Transgender 

(Male to 

Female) 

  3 18% 

Transgender 

(Female to 

Male) 

2 25% 6 35% 

Transgender 

(Undefined) 

1 13%   

Genderqueer   3 18% 

Questioning 

or Unsure 

    

Another 

gender 

identity 

    

Prefer not to 

answer 

2 25% 1 6% 

Unknown 27  457  

Unduplicated 

Total 

35  474  

 

 FY 2019 FY 2020 

FY 2021 

 

Sexual Orientation # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=8 with 

demographics) 

# 

Served 

% of Served 

(of n=11 with 

demographics) 

Gay or 

Lesbian 

Program not in 

implementation 

1 13% 2 18% 

Heterosexual/ 

Straight 

3 38% 3 27% 

Bisexual 1 13% 4 36% 

Questioning/ 

Unsure 

    

Queer 1 13% 1 9% 

Another 

sexual 

orientation 
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Prefer not to 

answer 

2 25% 1 9% 

Unknown 27 463 

Unduplicated 

Total 

35 474 

FY 2019 FY 2020 

FY 2021 

(of n=16 with 

demographics) 

Primary 

Language 

# Served % of 

Served 

# Served % of Served 

(of n=8 with 

demographics) 

# Served % of 

Served 

English Program not in 

implementation 

8 100% 14 88% 

Spanish 1 6% 

Vietnamese 

Chinese 

Tagalog 

Farsi 

Other 

Prefer not to 

answer 

1 6% 

Unknown 27 458 

Unduplicated 

Total 

35 474 

FY 2019 

FY 2020 

(of n=8 with 

demographics) 

FY 2021 

(of n=11 with 

demographics) 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

Program not in 

implementation 

Data not available 

Veteran 
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Served in 

Military 

  

Family of 

Military 

  

No Military 10 91% 

Prefer not to 

answer 

1 9% 

Unknown 464  

Unduplicated 

Total 

474  

 

 FY 2019 FY 2020 

FY 2021 

(of n=12 with 

demographics) 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Program not in 

implementation 

Data not available 1 8% 

Difficulty 

hearing or 

speaking 

  

Other 

communication 

disability 

  

Cognitive   

Physical/ 

Mobility 

  

Chronic Health 

Condition 

1 8% 

Other non-

communication 

disability 

8 67% 

No Disability 3 25% 

Prefer not to 

answer 

2 17% 

Unknown 456  
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Unduplicated 

Total 

474  

*Participants may choose more than one option for Disability. 

The program suggests adding these additional options: Mental Health Disability, Learning Disability, Neurodivergence, etc.  

7. Referrals 

FY 2021 

Number of individuals 

with serious mental 

illness referred to 

treatment 

(Separate out 

treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health versus 

treatment that is not) 

Kind of treatment to 

which the individual 

was referred 

Number of 

individuals who 

followed through on 

the referral and 

engaged in 

treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental 

illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined 

as participating at 

least once in the 

treatment to which 

referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

16 SMH OP (tx for PTSD, 

depression, anxiety, 

autism, eating 

disorders, etc.), Peer 

Support Groups, 1:1 

Peer Support, crisis 

services 

UNK 1-5 years UNK 

This is an extremely challenging data point for the program to get, since the focus of the program is outreach and 

engagement. 

8. Detailed Outcomes 

We have opted to utilize a variety of outcome indicators and measures for the Trainings encompassed under The Q Corner: 

LGBTQ Access & Linkage project, dependent on the exact training. A sampling of the tailored tools and outcomes are as 

follows:  

 

PAU’s LGBTQ+ Clinical Academy: 

Palo Alto University conducted an IRB approved research study to evaluate the effectiveness of the LGBTQ+ Clinical 

Academy, and 20 of the 30 participants completed both the pre and post course measures. They conducted a within-

subjects design and used a mix of the following measures to evaluate outcomes: Lesbian, Gay, Bisexual, and Transgender 

Development of Clinical Skills Scale (LGBT_DOCSS; Bidell, 2017), Lesbian, Gay, and Bisexual Affirmative Counseling Self-

Efficacy Inventory – Short Form (LGB-CSI-SF; Dillon et al., 2015), a subjective knowledge questionnaire, an objective 

knowledge questionnaire, Feeling Thermometers (Haddock, Zanna, & Esses, 1993), Implicit Attitudes Test Towards Gender 

Nonconformity (IAT-GNC; Matsuno, Conover, & Bettergarcia), a 16 item PAU-designed Subjective Clinical Preparedness 

measurement, an Affirmative Behaviors checklist, and the Marlowe-Crowne Social Desirability Scale (Crowne & Marlowe, 

1960). Paired-sample t-tests indicated that participants’ clinical preparedness, clinical knowledge, and affirmative 

counseling self-efficacy for both sexual and gender minorities significantly increased from pre-course to post-course. 
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Overall, participants felt that the academy prepared them to better support LGBTQ+ clients in their clinical behavioral 

health work, summarized by one participant as: “I feel more comfortable, informed, and competent providing clinical 

services to both sexual minority and gender minority clients. My increased knowledge and confidence in how to address 

clients at different stages of their gender journey has allowed me to better support my clients on their journeys and 

articulate how social forces impact their personal journeys in both positive and negative ways.” 

 

Kognito: Step In, Speak Up!: 

Kognito’s Step In, Speak Up! Training module to support LGBTQ+ youth on campuses has post-training evaluation 

components built in, which ask self-report questions related to preparedness to use respectful and informed language, 

confidence in their ability to navigate SOGIE-based bullying, etc. Over 90% of responds agreed or strongly agreed to having 

confidence in their abilities after the trainings, along with over 90% felt that they were now comfortable or very comfortable 

in their knowledge of risk and protective factors for LGBTQ+ youth. 95% felt that their classroom safety and relationships with 

their students would improve if they apply the skills taught in the training and over 95% of the participants would 

recommend this training to a colleague. As an aside, over 50% had never received an LGBTQ+ anti-harassment/bullying 

training before, despite many having worked in education for decades, which illustrates what a gap this training is filling.  

Gender Wheel/Reflection Press, Transyouth Care, LA LGBT Center (RISE TCI), and National Compadres Network: 

As part of a pilot contract with the Office of LGBTQ Affairs, Dr. Robert Marx of San Jose State University evaluated select 

LGBTQ competency trainings including Reflection Press, LA LGBT Center, Transyouth Care, and National Compadres 

Network. The research methodology incorporated a mixture of both qualitative and quantitative approaches, including 

interviews with key stakeholders and surveys and interviews with training participants. While the research is still underway, 

and the full evaluation report will not be available until later in the Fall/Winter of 2021, some preliminary information is 

available as follows: Dr. Marx’s main findings include that the trainings and partnerships evaluated offered deep and 

meaningful success for the County, the training partners, and the larger community who attended the trainings. 

Respondents demonstrated statistically significant growth in their comfort talking about gender, their skills and competence 

in providing gender affirming services and care, and their knowledge about the LGBTQ+ community. Participants showed 

the largest growth around key areas of importance for the trainings: feeling comfortable talking about gender to someone 

with different beliefs; feeling competent to provide services to gender diverse clients; and feeling knowledgeable about 

providing support to youth, families, and adults in the LGBTQ+ community. In addition, participants highlighted that the 

trainings provided them with comprehensive knowledge and language, a sense of confidence working with and 

connection to LGBTQ+ clients, and agency to make meaningful, gender-affirming changes in their practice and at their 

workplaces. Additionally, these trainings sparked personal connections and affirmation, as well as a desire to learn more 

about the LGBTQ+ community and their strengths and needs. The positive, mutual partnerships enabled community 

organizations to expand their services and deepen their commitment to the work of LGBTQ+ inclusion. These partnerships 

also provided the community organizations with a model for what successful and pathbreaking County offices could 

achieve.  

The other Q Corner trainings offered through the BHSD Learning Partnership, such as the RISE Core, the Family Acceptance 

Project, Letter Writing, Group Facilitation, and other one-time specialized trainings, do ask participants in the pre and post 

surveys about their level of knowledge of risk and protective factors for LGBTQ+ individuals, as well as comfort supporting 

LGBTQ+ individuals, on a Likert scale of 1-5. However, across the board for all trainings, these numbers increase by one or 

even two data points from pre-test to post-test, which although shows promise regarding the positive impact of the training, 

it does not give specific information about what was most impactful, how the learnings will be implemented, etc. The Q 

Corner has found the open answer questions related to impact to be the most helpful in evaluating the trainings and 

making improvements. This impact will be discussed below in the evaluation summary. The LA LGBT Center also conducts 

pre and post surveys with participants of the RISE Training and Coaching Intensive course. They consistently show a 10-25% 

increase in knowledge of SOGIE content.  
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9. Evaluation Summary  

 

Trainings and Technical Assistance: 

Trainings were all planned to be delivered in person. The first three cohorts of the RISE SOGIE 101 Train the Trainer course 

were in person (January through March 2020), 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 long term, 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. 

Despite all these barriers, all of the trainings that were initially envisioned, as well as several additional ones added 

throughout the year, were implemented with great success. The Q Corner has received overwhelming positive response 

from local, as well as state and national groups, applauding the expansive and diverse menu of trainings and capacity 

building efforts that we have built out.  

We typically approached any new training, or any first time a training was delivered in a virtual format, as a pilot 

opportunity. Piloting a training online for the first time with a small group was an effective strategy for preparing for larger 

more widespread trainings. 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 several of the trainings, we began mailing physical copies of the training 

materials before or after the training and/or making them available for in-office pick up to participants.  

Overall, folks thoroughly enjoy that all our trainings are informative, enlightening and interactive, with genuine and 

knowledgeable instructors who use appropriate self-disclosure to illustrate the content. We have gotten many comments, 

across all of the trainings, that it was the best training they have had in BHSD or related to the topic (SOGIE, peer support, 

etc.). We successfully administered 10 training opportunities at the tail end of FY20, and in FY21 alone, administered 53 

distinct trainings, over the course of 120 days, over the span of 500 hours. The details, including successful impact, for each 

category of training is outlined below: 

Creating an extensive network of individuals throughout Santa Clara County who would become trainers to teach 

foundation SOGIE 101 content throughout the systems and agencies that they work within, was a huge priority for helping to 

establish baseline competency and awareness of SOGIE related topics and providing adequate service delivery to the 

LGBTQ+ community. The LA LGBT Center has a curriculum called RISE: Recognize, Intervene, Support, and Empower, which 

is an evidence informed SOGIE 101 course, that they also offer a train the trainer for. In collaboration with the Office of 

LGBTQ Affairs, The Q Corner contracted with the LA LGBT Center to deliver these train the trainers (training and coaching 

intensives) in our County, in order to have a sustainable model for RISE trainings to be accessible to the community. 

The RISE Training and Coaching Intensive is a comprehensive 40-hour workshop where participants are trained to facilitate 

the 6 hour SOGIE 101 curriculum on their own. This training provides participants with in-depth training materials along with 

opportunities to practice facilitation. Additionally, participants are provided with a physical binder full of resources, 

materials and best practices for facilitating these trainings which they can reference as they begin to provide these 

trainings to their respective agencies.  
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The RISE curriculum focuses on informing providers about how to best manage SOGIE data, best practices when working 

with clients or patients who are part of the LGBTQ+ community, and how to achieve and maintain permanency - a holistic 

state including but not limited to physical, legal, social, mental, and emotional safety, stability and well-being - for 

LGBTQ+ community members, especially those already involved in systems of care, which members of this population are 

often over-represented systems. This is not because they are part of the LGBTQ+ community, but because these systems 

were not built to support the LGBTQ+ community, and because of anti-transgender bias, anti-gay bias, and heterosexism, 

which are all prevalent in our society. Providers learn best practices around communicating about and collecting SOGIE 

data, and how to create welcoming and affirming environments. This is extremely important and necessarily because of 

how these systems have treated members of the community, especially transgender, nonbinary, and gender expansive 

folks. There is a long history of stigma in care systems, and this training hopes to combat that, and give providers the 

resources to be affirming for all clients they serve. 

The RISE TCI trainings were the first trainings implemented under this project. In FY20, we delivered three successful in person 

cohorts before Shelter in Place was instilled, which included an addition of tours to The Q Corner and Gender Health 

Center. However, we were then successful in quickly pivoting to an online model and piloting it with a new cohort before 

the end of the fiscal year, and converted our Q Corner/Office of LGBTQ Affairs/Gender Health Center resource sharing with 

the cohorts to virtual as well. There were 4 RISE TCI cohorts, with a total of 41 participants in FY20.  

In FY21, we were able to administer another 7 RISE TCI courses, with 82 total participants, and the feedback from 

participants continues to be extremely positive. Participants have found this 40-hour course to be incredibly engaging and 

useful to implementing the training in their programs, with one person noting that “this is the most helpful training I have ever 

had for facilitating”. The RISE TCI also enabled many of The Q Corner staff to become RISE Trainers, which has allowed us to 

begin offering RISE SOGIE 101 Core (6 hour) trainings in our Behavioral Health Services Department system on a monthly 

basis. 

In the beginning of FY21, The Q Corner team piloted delivering the RISE Core training for the first time with a small group of 

BHSD colleagues (it was also the first time delivering a training virtually, on Zoom). Participants enjoyed the “examples and 

stories included in [the] presentation”, as well as the In-the-Life videos. Presenters used time for feedback after the workshop 

and were then able to adjust pieces of the workshop prior to presenting to providers outside of their immediate team. They 

then began offering the training through the Learning Partnership regularly, and completed 11 RISE Core trainings, with 232 

participants, in FY21, including one that was tailored specifically for the homelessness and housing continuum of care 

providers. The Q Corner also lead a Community of Practice Group which included a dozen other RISE trainers who wanted 

support and insight on how to launch their own online RISE trainings.  

Participants of the RISE Core trainings have remarked how beneficial this training has been for their work, one saying that 

“this was such a good training! All of the real-life examples, all of the information, resources, actual tools, the paper [coming 

out] activity and openness of this training were impactful” and that “every agency, health care clinic and school 

environment NEEDS this training.” Participants particularly appreciated the Q Corner team facilitators, saying that “the 

transparency of the facilitators was the most effective part. It was really helpful to have a training from those who identify 

with the community. It helps with real life application”. Participants find the trainers to be “flawless – they were very patient 

with us” and adept at navigating all of the questions that come through the training. 

The Q Corner team is also often asked to provide a condensed version of the SOGIE 101 6-hour training the Q Corner offers. 

While it is still strongly suggested that participants of this training take the 6-hour version as well, the team has made a 

modified 2-hour RISE Brief training that has been formatted for agencies and other institutions - such as providers at 

Momentum for Health, the SCC Sexual Assault Response Team, the COVID19 Contact Tracing team, local high school and 

college staff and students, as well as SCC’s Suicide Prevention Conference. The Q Corner team offers this training to provide 

the most basic 101 material to people of all caregiving professions with best practices on how to work with this population, 

who has often been underserved in all agencies and institutions. Even in the Bay Area, there are rampant health disparities 

for this population, not because of being part of the LGBTQ+ community, but because agencies and institutions at large are 

either underprepared or unprepared to serve them. With this training, the Q Corner team hopes to start providers journey 

into best practices and continued care for this population. These trainings have gotten extensive positive feedback, with 
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participants reporting that they will be taking the content and applying it not only to their professional lives, but their 

personal lives as well, in order to be respectful of everyone they interact with. While this training presents the basics about 

SOGIE information, it does not have the same nuance or detail of the full 6-hour training. Many participants suggestions for 

the future of the 2-hour were items that were either covered in the 6-hour, or areas that the 6-hour covered in depth in 

comparison. 

The Family Acceptance Project Trainings are grounded in evidence-based research from Dr. Caitlin Ryan around accepting 

behaviors that help the health and wellbeing of LGBTQ+ youth vs. rejecting behaviors that harm LGBTQ+ youth. They fill a 

critical existing gap in training offerings related to supporting families and providers who work with LGBTQ+ youth. These 

trainings allow providers and all participants to hear from the lived experience of families with LGBTQ+ youth who went from 

not being accepting or not understanding their LGBTQ+ youth to becoming supportive and even protective when 

extended family was not treating them appropriately. This has included an intentional emphasis on the experience of 

Transgender youth. 

The Family Acceptance Project had never delivered trainings virtually, but because of COVID19 had to completely pivot to 

online instruction. The Q Corner helped her deliver the training for the first time ever online, at the end of FY20, to a pilot 

group with the NAMI Faith Net Innovation team. We were able to deliver two system-wide trainings in June 2020, for a total 

of 3 trainings with 95 participants in FY20. In FY21, Dr. Ryan delivered 11 additional full length Family Acceptance Project 

trainings (with n=324 participants), which included a pilot training for Resource Families caring for youth in foster care and a 

second full length training focused on support for faith community leaders. Dr. Ryan also delivered 2 Grand Rounds to 

providers in our Hospital System, one for Psychiatrists and one for Pediatricians (n=82 participants total).  

When asked what the most effective elements of the training were, one participant shared, “Hearing personal stories (the 

videos and guest speaker), the handouts/posters were helpful. the training overall was so impactful!” These sentiments were 

echoed by many participants across all offered Family Acceptance Project training dates. Participants of this 

training also have shared their praise for the world-renowned researcher and trainer, Dr. Caitlin Ryan, sharing “Dr. Ryan is 

amazing. I learned so much valuable information”. The Resource Families pilot was particularly inspiring. One parent 

summed up the experience of the training as: “I feel hopeful and not alone - that I can make a huge difference in my son's 

life and that he can grow up and have an awesome life.” A common response was intent to share what they had learned 

with others to increase support for LGBTQ children and youth: “This was an incredibly important discussion and I hope to 

share the information with friends and family.” The faith leaders also appreciated the training, expressing appreciation for 

learning ways to help families reconcile religious beliefs with their child’s LGBTQ identity and helping them learn to support 

LGBTQ young people. 

Dr. Ryan has been able to equip participants with research, real life anecdotes and tools in the form of pamphlets and 

booklets that can be referenced and used when working with families of LGBTQ+ youth. The Q Corner also printed large 

quantities of the Family Acceptance Project posters with accepting and rejecting behaviors, in 3 sizes and in 10+ 

languages, which we distribute to anyone interested in Santa Clara County. 

The Q Corner also launched the Kognito “Step In, Speak Up! Virtual simulation module for supporting LGBTQ+ youth on 

campuses, in collaboration with the Office of LGBTQ Affairs. We created a comprehensive marketing campaign with a 

successful launch at the County Office of Education to introduce the training and materials. COVID significantly impacted 

our ability to implement these trainings, as schools had to dedicate 100% of their bandwidth to moving teaching and 

learning online and navigating all the COVID19 related challenges.  

Nonetheless, we have so far had 329 people take the training in FY20 and another 442 people take it in FY21. In FY21, about 

half were teachers and other half were other school professionals such as school health staff, administrators, 

paraprofessionals, after school provider, behavioral health providers, etc. They were evenly distributed across working with 

grades 6th through 12th, Participants reported liking the way that the simulation was interactive and that it felt very realistic. 

The Q Corner worked with the Office of LGBTQ Affairs and the County Office of Education to create a Note Taking Guide to 

accompany the training, as a way for participants to lock in what they learned. Impact was also largely about building new 

relationships and connections with school districts around the County. They now know who we and the Office of LGBTQ+ 
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Affairs are, and regularly reach out for consultation and support, as well as sign up for our other trainings. It has also helped 

strengthen the relationships that we have with the County Office of Education and that they have with the schools, allowing 

them to ensure the schools have access to all the resources for LGBTQ+ students that they have put into place over the last 

few years.  

The PAU Clinical Academy course (n=30) was created to fill a significant gap in clinical training opportunities for master’s 

level clinician providing clinical support services to LGBTQ+ clients within the Behavioral Health Services system of care. 

Clients often report that they cannot find a clinician who is knowledgeable in working with LGBTQ+ folks, and clinicians 

often share that they do not feel like they have the skills or knowledge to serve LGBTQ+ clients. This course consisted of 30 

hours of didactic training paired with 10 hours of clinical consultation, over the course of four months. The content was 

developed by Palo Alto University, in collaboration with The Q Corner, after PAU conducted a thorough review of all local 

LGBTQ+ research to date, as well as two focus groups with providers and administrators. The course covers basic theory and 

research, identity development, affirmative orientation, ethical considerations, intake, risk management, diagnosis, therapy 

process, advocacy, and in-depth study on specific populations within the LGBTQ+ community including trans and non-

binary persons, LGBTQ+ youth and elders, and other special populations.  

Development of the Academy occurred in the second half of FY20, including recruitment and review of applicants. The first 

cohort of the Academy became study in Fall of 2020 (amid COVID19), fully online, with 30 participants, 28 of whom 

successfully completed the full course, from 14 different agencies. As mentioned above, the first year of the LGBTQ+ Clinical 

Academy was highly successful.  Participants reported enjoying and benefitting from the experience, and the data shows 

that they made improvements in cultural competence to work with LGBTQ+ client populations. Participants have “gotten 

more comfortable asking about gender identity and sexual orientation identity and asking how it's impacting their 

symptoms and asking about parent/caregiver/community risk factors and protective factors related to the client's 

identities”, feel “more confident in speaking to youth and their families about topics and providing psychoeducation on the 

importance of being affirming and accepting”, and are “more aware of support and discrimination in our culture and 

community and more prepared to identify and support those that are struggling with issues related to sexual and gender 

identities”. We plan to build on this success by running the Academy very similarly during Year 2 (FY22). 

 

The LGBTQ+ focused Intentional Peer Support course (“Intentional Queer Support, or Queer Intentional Peer Support: QIPS) 

(n=15) was a collaborative design effort between The Q Corner and Intentional Peer Support. The teams conducted a 

survey, held several planning meetings with stakeholders and subject matter experts, created adapted curriculum and 

training supports (videos, etc.), and conducted demo sessions with the enhanced Intentional Peer Support Training content 

freshly infused with relevant information on peer support within LGBTQ+ communities. In addition to helping to create the 

course, The Q Corner and colleagues were the first to pilot the course in its entirety, which has not been advertised and 

shared across Intentional Peer Support’s network of thousands of peer support groups throughout the world. Participants 

reported gaining a significant sense of community and opportunities for connection with the group, as well as developing 

many peer support skills through the course. One participant said what was most impactful was “learning skills, reflection, 

and building tools for intentional relationships in career and personal life, plus a sense of community between participants of 

the training that provides depth to interactions, learning, and understanding of the materials.” The group particularly 

appreciated that the training was built and facilitated by members of the LGBTQ+ community, for members of the LGBTQ+ 

community.  

The Q Corner worked in collaboration with The Office of LGBTQ to launch several new trainings all focused on building more 

knowledge and skills around supporting folks with their gender identify, including the Gender Wheel workshops, the Trans 

Youth Care intensive, Writing the Support Letter trainings, and an Eating Disorders in Trans Communities course, plus a one-

year pilot with a Gender Affirming Clinical Consultant, Lida Vala LMFT.  

The Gender Wheel Trainings includes fundamental shift in how we think about gender, which is critical for us to move 

forward into a new world that supports, celebrates, and values everyone. The course discusses how the impact of historical 

suppression of individuals and of nature is reflected in our current understanding of gender and inequities, unpacks a 

nature-based approach to gender, and uses the Gender Wheel as a tool to understand and create and gender inclusive 
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world. The course is also intentional to talk about intersex identifies through a nature-based lens, which is content 

significantly lacking in most information and trainings available. We offered one each of the three workshops in FY21, with 

n=126 training participants (duplicated number) across the 3 sessions. The feedback from these courses was incredibly 

positive. Folks particularly appreciated learning about gender fluidity and gender queerness in plants and animals, the 

oppressive history of the patriarch and gender binary and “boy/girl lie”, as well as all the options on the Gender Wheel and 

the infinite number of combinations. To sum it up: “I love the integration of culture, nature, religion, spirituality, etc. and how 

creatively this was all put together; the artwork brings everything together so beautifully.” 

Parts two and three of this course are hands on implementation workshops that help folks continue to identify how to put 

this knowledge into practice, including by using tangible tools from the Gender Wheel, such as books and “Playing With 

Pronouns” card deck. All training participants receive one of these items upon completing the trainings, along with beautiful 

handouts covering the “Pronoun Protocol”, “Tips to Creating a Genderfull World”, “Free To Be”, and “Gender Free in 

Educational Materials” content.  

Because of the significant disparities in access to and quality of care for transgender, nonbinary, and gender expansive 

individuals, we wanted to also host trainings on comprehensive care for trans and gender non-conforming youth. We were 

able to collaborate with the Office of LGBTQ Affairs to contract with the very well known and respected group Transyouth 

Care, to host two 20-hour sessions in FY21 (training n=144 participants). Participants in these sessions reported being very 

impacted by how much they learned about gender dysphoria and distress and interventions to affirm and support trans 

youth. They applauded the trainers for informative and clear their presentations were, along with the high quality of their 

training materials (PowerPoints, videos, photos, real life scenarios) and their adeptness at answering questions and “being 

willing to open up about both their own experiences as well as the direct work they do”. Participants appreciated having 

the combination of a medical doctor and social workers speak as well as “the direct voices of trans youth through video, 

art, and spoke word to better understand the impact of this care”.   

 

Behavioral Health providers are inadvertently put in the role as gate keepers for gender affirming health services, because 

of the institutional requirement by the medical field to require letters of support from providers for gender affirming medical 

care. Our providers often say that they do not feel equipped to write these letters, so we felt it was necessary to prioritize 

training resources to offer specialized training in this area. We offered two online Letter Writing trainings in FY20 (n=33 

participants) and another two in FY21 (n=47 participants). Participants enjoyed the templates, videos, discussion, and 

“Seeing an assessment performed (role play)”. In the first iteration of this training in FY20, it became evident very quickly that 

most practitioners attending did not have foundational SOGIE 101 knowledge, which is important for a more advanced 

training like this one. We learned that it is was not enough to state that it is required on outreach materials, but to require 

and confirm minimum qualifications with registrants in advance and refer folks to the RISE SOGIE 101 training if they needed 

something more foundational to start with.  

 

The Eating Disorders in Trans Communities (n=54) training was a pilot effort launched for the first time in Spring of 2021, to 

bring more awareness and conversation to the intersections of disordered eating and body image on a spectrum deeply 

embedded in diet culture, which do not serve most of the population but are especially harmful to trans and nonbinary 

people. This was a one-time course that we hope to repeat in the future. Participants shared how impactful learning about 

the historical components that contribute to this topic, specifically white supremacy and colonization. The participants 

found the instructor’s knowledge impactful and really appreciated the slide content and break out rooms.  

 

Bringing on board a Gender Affirming Clinical Consultant, Lida Vala LMFT, that providers could access for individual, or 

group consultation filled a huge gap. The contract started at the exact time as Shelter in Place for the COVID19 pandemic 

did, so it was unfortunately less utilized that we had hoped (n=9 in FY 20 and n=27 in FY21). Providers were so consumed with 

converting services to telehealth and being pulled in many directions for COVID19 emergency response, that they were not 

able to priority using this incredible resource as we would have hoped. Nonetheless, for the groups that did receive 

consultation, the Consultant concluded that the experience providing these services gave insight that most providers lack 

basic knowledge on matters of trans-health and gender care. The consultation groups that did occur were very engaging, 

and participants noted that they learned a lot in the groups, often more than when sitting in a full day training. The 
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participants demonstrated great potential for grasping concepts evidence by their contributions within the consultation 

group meeting. Since the one-year pilot contract has ended, several agencies have reached out asking for this resource. 

There remains a need to provide gender affirming clinical consultation services to BH providers in Santa Clara County, and 

The Q Corner will be focusing on identifying additional options in FY22.  

 

The Gender Affirming Clinical Consultant was able to spend time working on an extensive trans-focused resource mapping 

project for BHSD and Office of LGBTQ Affairs, with the rest of her contracted time. The Resource Map document was born 

out of the ideal that human beings of all genders no matter their unique gender journey deserve to have access to high-

quality services. This consisted of an exhaustive table of contents of all of the types of services that transgender, non-binary, 

and gender expansive individuals may need at some point in their lifetime, along with a description of how those services 

across all categories are/would be essential to affirming, asserting, and living as a transgender or non-binary individual. 

Additionally, other services are universally necessary yet often offered only within systems that lack the policies and 

procedures to be affirming of the trans experience. These systems also tend to have employees who lack the knowledge 

and understanding of how to best serve this community. The development of this Resource Map is anticipated to facilitate 

the process for the County of Santa Clara in identifying areas where there are gaps in services as well as assess where they 

may be opportunities to grow and develop more of these much-needed resources. The consultant enlisted contributors 

who provided input and feedback on the development of this document. The sub-Consultants used their experience to 

provide input on how some of the various service types may be represented and organized.  

 

The local LGBTQ Community Center, Billy de Frank, approached us and noted that a gap in services and trainings is the lack 

of support for peer group facilitators by way of peer group facilitation training offerings. Our team and the Office of LGBTQ 

Affairs agreed, so we worked with professors at a local university to pilot a group facilitation course, focused on supporting 

folks who facilitate LGBTQ peer support groups. We offered two different cohorts (one on weekdays and one on weekends, 

since many facilitators are volunteers with weekday jobs). Of the 33 people who participated, many shared positive 

outcomes from the trainings, including that the presenter was knowledgeable and experienced, that there were many 

practical examples of how to navigate challenges in groups, that it was helpful to learn about the differences between 

groups, and learn “about group dynamics and how to leverage the dynamics to achieve the most effective group 

outcomes.”  As a pilot, this training did produce some opportunities for improvement after the first session, such as the need 

for a PowerPoint, handouts, and opportunities for interaction. The trainer was able to implement these improvements for the 

second sessions which occurred 3 weeks later. The participants would still like to see more opportunities for practice in the 

future, which we hope to offer through development of a community of practice.  

 

Another gap that was identified in training offerings was information related to LGBTQ+ survivors of domestic and intimate 

partner violence. The Q Corner worked with two community partners, the YWCA and Next Door Solutions, to create and 

demo a 2 hour short training on supporting LGBTQ+ survivors. The plan for this session was to pilot it with a small group of 

LGBTQ+ subject matter experts, get their feedback, and adapt the training to be ready for public consumption in FY22. The 

demo was a great success, with n=22 participants. Participants expressed that the “presenters did a great job of going 

through content in a way that was digestible and accessible” and that the presenters were “very knowledgeable” and 

agreed they were responsive to questions with materials that were “user friendly and easy to follow”. Participants also 

shared that they “really appreciated the resources and action step recommendations” and that the training included 

“really great examples of specific ways in which LGBTQ community members are impacted by DV/IPV”. Suggestions that 

came out of the pilot training were to include more engagement with participants and to include breaks which were 

incorporated into the next training. Other suggestions included addressing more intersectional pieces such as Polyamorous 

relationships, non-monogamy, BDSM and kink, and ICE and Law enforcement. This was discussed among trainers and Q 

Corner staff and it was agreed that these topics would require more time and dedication than could be fit into the existing 

introductory training.  

 

The Q Corner and other service providers participated in workgroup sessions lead by the Office of LGBTQ Affairs, to support 

National Compadres Network to adapt the delivery of their La Cultura Cura trainings to be responsive for LGBTQ individuals 

and their families, and especially LGBTQ people of color. This overview training focuses on the indigenous culturally based 
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philosophy of Transformation Health and Healing. This includes a trauma-informed and healing-based provision of services 

philosophy with a capacity building enhancement. On June 2, 2021, National Compadres Network in partnership with the 

Office of LGBTQ Affairs delivered the La Cultura Cura Overview training to 62 individuals. Training participants shared the 

teachings helped them to consider how to incorporate these indigenous and healing-based practices into their work, and 

many were impacted personally as LGBTQ people of color. One participant shared, “Today was a blessing being able to 

hear from our elders and their wisdom. Today was perhaps the first I've felt this validated in my life experiences and 

relationships as a Latinx gender expansive person. I sincerely appreciated our instructors thoughtfulness and approach to 

today.” 

The Q Corner team has reviewed the demographics data of folks who have taken our trainings over the course of the past 

18 months and identified some opportunities for targeted outreach. The most glaring data point is that the overwhelming 

majority of training participants are women. There are entire training cohorts that have no men participating. Cisgender 

men are least likely to participate in our trainings. We intend to have targeted outreach strategies for the coming years to 

reach and engage this population to attend our trainings. We also observed that there is a much higher proportion of 

people identifying as straight who participate in the trainings we offer under this program, versus the peer support or the 

LGBTQ Wellness Center services. This is not surprising and indicates that straight individuals are accessing necessary trainings 

and services to support LGBTQ+ folks in their lives, which is a great progression. However, we would also like to see higher 

numbers of LGBTQ+ folks participate in trainings as well.  

We have also noticed an interesting residual effect of all the awareness and knowledge folks are gaining through the 

trainings. Participants leave the trainings understanding the need for culturally responsive services for LGBTQ+ community 

members, which is helpful for increasing referrals to services available, like the Gender Health Center. However, in many 

instances there are not dedicated, LGBTQ+ focused and/or gender specialized services to refer someone to in our system. 

So, while folks gain some confidence to support community members after the trainings, they also experience some of the 

“now I realize how much I still don’t know” phenomenon and are concerned they aren’t specialized enough to provide the 

services that someone is seeking, most specifically gender affirming specialized mental health services, which is a major gap 

and need in our community.  

Peer Support 

Peer support services are at the heart of the work of the Q Corner. Having peers who are part of the LGBTQ+ community is 

essential to work with this population who has a history of being critically underserved and unsupported by systems of care. 

Having peers lead community members through the different resources available to them can make things feel less 

overwhelming and can be especially beneficial with our peers working frequently with the organizations our resources are 

from. Warm handoffs are also more easily achieved because of these working relationships. Peers also use lived experience 

to help with the navigation process, whether that be with legal name and gender marker paperwork, finding a LGBTQ+ 

affirming clinician, or navigating other shared experiences our peers often have, being part of the community. We have 

linked folks with local LGBTQ+ friendly shelters, gender affirming health services, transition related legal support, dozens of 

peer support group options, support services for family members, and a menu of mental health services. Several community 

members have reached out wanting support around exploring their gender identity. They are grateful to a peer who has 

“been there” and can talk with them about both the personal experience as well as the resources available, including 

navigating name and gender marker change.  

In the last week or the last month of FY20, we launched a new resource that took many years of planning to secure. We 

were finally able to start providing binders for trans men, transmasculine, nonbinary, and gender expansive folks. A binder is 

a compression garment used for folks who have chest tissue and would like to achieve a flatter chest. These garments can 

cost upwards of $30 and can be inaccessible for folks for a variety of reasons. Binders can be used to alleviate gender 

dysphoria, which is the feeling of discomfort or distress that can occur in people whose gender identity differs from sex 

assigned at birth. Binders are extremely affirming for the folks that wear them and have been seen as a form of suicide 

prevention for an already marginalized community. In June, the binder brand gc2b became a vendor, and in the last week 

of FY21 that the initiative was launched, 30 people completed our program’s order form to request a binder! Most of these 

individuals were reaching out for what would be their first every binder. Clients can be fitted in office and have a safe 
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space to try the garment on, to assure that they get the correct sizing, which is extremely important for compression 

garments, especially those that are around the chest. This has been an extremely positive and affirming experience for 

clients, and the Q Corner team hopes to expand the types of gender affirming garments offered in the next fiscal year. 

Having a Peer Support Worker navigate this with someone is particularly appreciated. One example of shared experience 

being beneficial was when a mother brought in their trans child for a binder fitting. When the client came into the drop-in 

space, they were closed off, and not very receptive to conversation. By the end of the fitting, the client had opened up 

considerately, and was joking and laughing with the peer who was working with them. This is one example of many 

experiences that end like this, with clients expressing gratitude for not only services offered, but ability to find guidance from 

folks just like them. 

We have utilized our networks with different agencies and collaborative standing system meetings to provide overviews 

about our services, with the hope of attracting new training participants and folks interested in peer support or resource 

navigation. Presentations that we have provided include having met with the Behavioral Health Contractor’s Association, 

the Child Abuse Prevention Council, the South County Suicide Prevention group, the BHSD PERT team, the SPN Meeting 

(homeless service providers), and the following groups of County and CBO providers in BHSD: Children Youth and Families 

OP and FSP groups, Adult and Older Adult System of Care, the BHSD Criminal Justice Services providers, and the School 

Linked Services Coordinators group.  

In FY20, we were able to connect directly to almost 60 individuals 1:1 to provide resources and support. About half of these 

folks were service providers, about 20 people were LGBTQ+ community members themselves, and another 10 people were 

family members of LGBTQ+ people. We tracked that 65% of the peer support and resource navigation was by email, 20% 

was by phone, 10% was in person, and 5% was on social media direct message. We observed that we have seen a high 

proportion of young people participating in the peer support services, whereas the other activities (wellness center activities 

which are covered in a different report, and trainings) the number of people under 25 is much lower. This makes us wonder 

if the term “peer support” is more appealing to younger audiences and/or if that age population is who is most seeking this 

service. It is not surprising that there are people under 13 (and parents/guardians of people under 13) who are seeking 

resources, because the dedicated LGBTQ+ youth programs in our community do not serve youth under age 13.  

In collaboration with the LGBTQ Wellness program (which is a program of CCWP, formerly ECCAC), and the Gender Health 

Center, The Q Corner assisted in launching weekly 18+ Trans / Non-binary / Gender Expansive peer support groups. Since 

October of 2020, the Q Corner has partnered with them in order to provide these support groups in English and Spanish. 

These groups occur every Monday, and alternate one week in Spanish and one week in English (as well as alternating 

meeting times between morning and evening options). The number of participants for these groups are reported under the 

CCWP program so to not double report them (duplicated numbers: English group n=70 and Spanish group n=25), however 

since The Q Corner was cofacilitating both groups it was an important activity to report here. The groups are led by trans, 

nonbinary, and gender expansive peers, creating a safe space for trans folks to speak about their experiences, ask for 

advice, and just create a sense of community. Participants continue to return to the group every other week, enjoying 

having a space to be themselves, especially for those that are not out as trans yet. Having this kind of safe space in order to 

connect with peers has been very important for participants. Group participants have also referred friends to join, growing 

group numbers.  
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MENTAL HEALTH ADVOCACY PROJECT 
PEI Access & Linkage to Treatment Program 

Program Description 

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 

FY2019, this project will expand to increase service capacity. Funding for MHAP increases to $150,000 in FY19-FY20. 

Note: The Mental Health Advocacy Project was reported in the FY18-20 3-year program and expenditure plan but was not 

MHSA funded. It was removed from later reports and is no longer a PEI or MHSA funded project. Santa Clara County has 

removed this from their FY21-23 3-year MHSA program and expenditure plan. 
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SUICIDE PREVENTION STRATEGIC PLAN 
PEI Suicide Prevention Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

Description: The Suicide Prevention Strategic Plan (SPSP) aims to increase suicide prevention for everyone. 

Through early intervention, education, and awareness, this plan seeks to reduce risk of suicide among all age 

groups in the County. The plan consists of five distinct but related strategies:  

• Implementation and coordination of suicide intervention programs and services for targeted high-risk 

populations  

• Implementation of a community education and information campaign to increase public awareness of 

suicide and suicide prevention  

• Development of local communication “best practices” to improve media coverage and public 

dialogue related to suicide  

• Implementation of policy and governance advocacy to promote systems change in suicide awareness 

and prevention  

• Establishment of a robust data collection and monitoring system to increase the scope and availability 

of suicide-related data and evaluation of suicide prevention efforts  

This plan aims to provide 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 work groups.  

 

Status: Continuing 

Stakeholder priorities and target populations addressed: 

Children ages 0-15 

- F&C.1 Examine cultural responsiveness  

- F&C.2 Increase accessibility  

- F&C.3 Expand school-related services and staffing  

- F&C.4 Explore innovative outreach efforts  

Transitional-aged youth 

- TAY.3 Develop services tailored to TAY-specific needs  

- TAY.4 Increase workforce recruitment, education, and training from TAY communities 

Adults and older adults ages 26-59, 60+ 

- AOA.1 Culture and diversity needs  

- AOA.2 Consider the need for a broader offering of post crisis intervention  

- AOA.3 Assess points of coordination and collaboration  

- AOA.5 Improve adult/older adult workforce recruitment, training, and retention 

Service category: PEI – Suicide Prevention 
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2.Program Indicators  

Established in 2010, the Suicide Prevention Program has the mission of reducing and preventing suicides in 

Santa Clara County, by bringing community awareness to the issue and engaging in community prevention 

efforts. The program takes a public health approach to suicide prevention and engages in strategies across the 

prevention continuum (i.e. primary prevention, intervention, and postvention) and the socio-ecological model 

(individual/relationship to community/societal levels). 

3. Program Goals, Objectives & Outcomes 

Program goal: Reduce and prevent suicide deaths in Santa Clara County. 

Program objectives, activities, and outcomes: 

Objectives Activities Short-term outcomes Medium-term 

outcomes 

Long-term outcomes 

1: Strengthen 

community 

suicide 

prevention 

and crisis 

response 

systems 

Trainings and 

consultations: 

  

- S4SP 

partnership 

(school districts) 

 

- County Health 

System (Primary 

Care/ 

Behavioral 

Health, 

Behavioral 

Health and 

contractors)  

 

a) Increase knowledge 

among helpers and 

mental health 

providers about 

warning signs for 

suicide and resources. 

 

b) Increase 

knowledge/ 

understanding of best-

practice crisis response 

protocols among 

health care providers 

and school 

administrators. 

 

c) Increase 

knowledge/ 

understanding of best-

practice suicide 

assessment and clinical 

management among 

mental health 

providers. 

 

d) Identify strengths 

and gaps in suicide 

screening, assessment, 

and management at 

behavioral health 

clinics. 

a) Increase self-

efficacy among 

helpers and mental 

health providers to 

help someone who is in 

suicidal distress.  

 

b) Increase self-

efficacy of using best-

practice crisis response 

protocols among 

providers and 

administrators. 

 

c) Increase self-

efficacy among 

mental health 

providers of using best-

practice suicide 

assessment and clinical 

management. 

 

d) Increase 

organizational support 

and training around 

suicide assessment and 

management for 

behavioral health 

clinics. 

 

e) Increase number of 

people identified and 

connected to help. 

a) Increase use of best-

practice crisis response 

protocols and 

practices among 

health providers and 

school administrators. 

 

b) Increase use of best-

practice suicide 

assessment and clinical 

management skills 

among mental health 

providers. 

403



2: Increase 

use of 

mental 

health 

services 

Helper/mental 

health trainings 

 

Public 

awareness 

campaigns 

 

Community 

outreach 

 

Services 

a) Increase knowledge 

about mental health/ 

illness and suicide. 

 

b) Increase knowledge 

about available 

mental health and 

suicide prevention 

resources. 

 

c) Increase 

preparedness to 

identify and help 

someone who is 

experiencing 

psychological/suicidal 

distress. 

 

a) Improve attitudes/ 

reduce stigma around 

mental illness, suicide, 

and use of mental 

health services. 

 

b) Improve attitudes 

towards supporting 

people who are 

experiencing 

psychological distress. 

 

c) Increase self-

efficacy to identify and 

help someone who is 

experiencing 

psychological/suicidal 

distress. 

 

d) Increase number of 

people identified and 

connected to help. 

a) Increase help-

seeking for mental 

health/suicide. 

3: Reduce 

access to 

lethal means 

In process of being defined 

4: Improve 

safe 

messaging in 

the media 

about 

suicide 

Rapid local 

media 

response 

regarding 

articles 

addressing 

suicide 

 

Development 

of tool to 

evaluate 

article/media 

adherence to 

safe messaging 

guidelines 

 

Safe messaging 

trainings for 

media, local 

officials, youth 

 

Media 

interviews 

about suicide 

a) Increase knowledge 

among media and 

communications 

officials about safe 

messaging guidelines. 

 

b) Increase confidence 

among media and 

communications 

officials to apply safe 

messaging practices in 

reporting work. 

a) Improve attitudes of 

media and 

communications 

officials toward 

incorporating safe 

messaging practices. 

 

b) Increase likelihood 

of media to apply local 

safe messaging 

principles in reporting. 

 

c) Increase likelihood 

of media and 

communications 

officials to share and 

discuss safe messaging 

guidelines/practices 

with media colleagues. 

a) Improve average 

adherence to safe 

messaging guidelines 

for local media articles, 

local reporters, and 

local outlets, when 

compared to prior 

years, as measured by 

safe messaging 

evaluation tool.  

 

b) Increase presence 

of de-stigmatizing 

language around 

suicide and mental 

health resources in 

local media stories. 
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or suicide 

prevention 

5: Increase 

supportive 

community 

environments 

for 

vulnerable 

populations 

(currently 

youth only) 

Youth 

Connectedness 

Initiative (YCI): 

- Presentations 

on mental 

health and 

related topics 

- Panel 

discussions 

- Mindfulness 

meditation 

- Social media 

campaigns 

and 

informational 

videos  

-Multi-

generational 

family service 

projects   

a) Increase reported 

knowledge about 

Developmental 

Relationship 

Framework (DRF) 

element(s) among 

Youth Peer Leaders.  

 

b) Increase reported 

knowledge about DRF 

element(s) among 

youth participants.  

 

c) Increase reported 

knowledge about DRF 

element(s) among 

parent participants. 

a) Improve reported 

attitudes and 

strengthen intention 

to implement DRF 

element(s) among 

Youth Peer Leaders.  

 

b) Improve reported 

attitudes and 

strengthen intention 

to implement DRF 

element(s) among 

youth participants.  

 

c) Improve reported 

attitudes around 

and strengthen 

intention to 

implement DRF 

element(s) among 

parent participants. 

a) Increase actions by 

Youth Peer Leaders 

as they relate to 

DRF element(s). 

  

b) Increase in 

reported receipt of 

DRF element(s) by 

Youth Peer Leaders 

from their peers 

and parents. 

4.  Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Duplicated* N = 1,444,909 Duplicated* N = 7,369,249 Duplicated* N = 21,525,755 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

1,444,909 $1,635,593 $1.13 7,369,249 $1,861,691 $0.25 21,525,755 $1,885,929 $0.09 

*This program cannot differentiate among duplicated individuals as no PHI is collected among trainings, 

outreach activities, and communications campaigns. The same individuals may have participated in a number 

of the group services listed above. The reach of different communication campaign materials are also 

duplicated; i.e., the same individual may have seen the campaign different times and on different channels. 

Campaign exposure is largely measured by impressions, which refer to the number of times a number of 

individuals have been exposed to a public awareness campaign.  

5. Evaluation Activities  

The Suicide Prevention (SP) Program utilizes strategies that aim to increase Access and Linkage to mental 

health services. Program activities are also designed, implemented, and promoted using strategies that 
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are non-stigmatizing and non-discriminatory. The below table includes detailed narrative on how 

program outcomes are measured. (See Section 3 for list of program outcomes by objective.) 

Objectives Activities Evaluation Activities 

1: Strengthen 

community 

suicide 

prevention 

and crisis 

response 

systems 

Trainings and 

consultations: 

  

Schools for 

Suicide 

Prevention 

(S4SP) 

partnership  

The SP Program uses evidence-based and promising practice standards to 

evaluate its school-based suicide prevention efforts. School districts 

participating in the partnership train their teachers and staff in 

gatekeeping/helper skills using online Kognito simulation modules, which 

include pre-, post-, and 90-day follow-up surveys assessing knowledge, 

attitudes, and behaviors around supporting students who are in 

psychological distress. Kognito measures are based on the validated 

Gatekeeper Behavior Scale (Albright, Davidson, Goldman, Shockley & 

Timmons-Mitchell, 2016). Kognito surveys also include the SP Program’s 

eight standardized training outcome measures for knowledge, attitudes, 

self-efficacy/behavior, and cultural competency around suicide and 

acting as a gatekeeper/helper. These outcome measures align with the 

core components and competencies of suicide prevention gatekeeper 

trainings, as identified in the literature through research conducted by the 

SP Program and Palo Alto University’s Multicultural Suicide and Ethnic 

Minority Mental Health Research Group (see attached document, 

“Mapping Suicide Gatekeeping Training Gold Standards and Cultural 

Guidelines”).  

In addition to staff gatekeeper training, S4SP school district administration 

receive technical support from the HEARD Alliance on additional suicide 

prevention efforts, primarily crisis response protocols and forms. This 

technical support is delivered based on the HEARD Alliance’s K-12 Toolkit 

for Mental Health Promotion and Suicide Prevention 

(www.heardalliance.org/help-toolkit), a compendium of evidence-based 

and best-practice tools supporting school-based suicide prevention and 

crisis response. The Kognito pre- and follow-up surveys include questions 

assessing staffs’ knowledge of their district’s crisis response protocols for 

students at low-, moderate-, and high-risk for suicide. The HEARD Alliance 

also tracks the number and progress of school districts they work with on 

implementing best-practice crisis response protocols, as an additional 

outcome of the school-based consultations.  

 

Reference 

Albright, G. L., Davidson, J., Goldman, R., Shockley, K. M., & Timmons-

Mitchell, J. (2016). Development and validation of the Gatekeeper 

Behavior Scale: A tool to assess gatekeeper training for suicide 

prevention. Crisis: The Journal of Crisis Intervention and Suicide Prevention, 

37(4), 271–280. https://doi.org/10.1027/0227-5910/a000382 

Trainings and 

consultations: 

 

County Health 

System (Primary 

Care/Behavioral 

Health, 

Behavioral 

In FY21 the SP Program contracted with Drs. Joyce Chu and Chris Weaver 

to pilot-test downstream implementation support for primary care and 

behavioral health clinical sites seeking to enhance their system-wide suicide 

services. This work is grounded in research that supports the idea that deaths 

by suicide may be effectively prevented by focusing on clinical settings. The 

outcome evaluation methods for this work are based on evidence-based 

practice standards.  
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Health and 

contractors)  

In order to demonstrate viability of the downstream suicide prevention work 

during the pilot/proof-of-concept year in FY21, the SP Program, Dr. Chu, and 

Dr. Weaver targeted pilot collaboration sites that represented key entities 

within the County of Santa Clara’s Health System that manage diverse 

suicidal clients, namely Ambulatory/Primary Care and Behavioral Health 

Services clinics. As such, Year 1 deliverables and outcomes included 

forming 1-3 collaborative relationships with sites from Behavioral Health and 

Ambulatory Care, and providing the sites with a selection of 12 consultation 

functions. These 12 consultation functions were developed based on 

organizational practices from the evidence-based Zero Suicide Framework 

(Layman et al., 2021; Turner et al., 2021; Zero Suicide Institute, 2018; 2020). In 

addition, the consultation functions themselves include data and 

evaluation support at the clinical site level, such as collection and analysis 

of needs assessment data to identify gaps, strengths, and priorities for 

organizational improvement; collection and analysis of evaluation data to 

track outcomes on system improvements; and setup of a program 

evaluation and data collection, monitoring, and analysis system.  

 

This work is grounded in a foundation of culture/diversity and community-

based participatory approaches. As such, the potential scope of work is 

flexible and subject to the guidance of the clinical sites, ultimately 

enhancing adoption of systemic changes. Actual implementation of the 

consultation functions was site-specific, collaboratively determined, and 

tailored to fit each organization’s identified needs. Nonetheless, Year 

1/FY21 goals were exceeded with the establishment of six active 

collaborations spanning two main overarching entities 

(Ambulatory/Primary Care and Behavioral Health clinics) that provide 

suicide care within the County of Santa Clara Health System. Two of the 

Primary Care and one Behavioral Health site implemented detailed needs 

assessments, which provide baseline data against which future years’ work 

can be compared. Additionally, Dr. Chu and Dr. Weaver collected 

baseline systems improvement data from two additional nursing sites. The 

evaluation tool utilized for the organizational needs assessments and 

outcome measurements over time is based on the Zero Suicide 

Framework’s Organizational Self-Study and Workforce Survey of staff 

knowledge, practices, and confidence in suicide prevention-related 

competencies (Zero Suicide Institute, 2018; 2020). The competencies 

measured in this survey are based in evidence-based practices for suicide 

care, and supported by emerging science (e.g., Layman et al., 2021; 

Turner et al., 2021). 

 

References 

Layman, D. M., Kammer, J., Leckman-Westin, E., Hogan, M., Goldstein 

Grumet, J., Labouliere, C. D., ... & Finnerty, M. (2021). The relationship 

between suicidal behaviors and zero suicide organizational best practices 

in outpatient mental health clinics. Psychiatric services, appi-ps. 
 

Turner, K., Sveticic, J., Almeida-Crasto, A., Gaee-Atefi, T., Green, V., Grice, 

D., ... & Stapelberg, N. J. (2021). Implementing a systems approach to 

suicide prevention in a mental health service using the Zero Suicide 

Framework. Australian & New Zealand Journal of Psychiatry, 55(3), 241-253. 
2: Increase 

use of 
Helper/mental 

health trainings 

The SP Program uses an evidence-based standard to determine the 

effectiveness of its training program. During the reporting period, the 
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mental 

health 

services 

 

 

 

Program offered up to nine trainings in mental health and suicide 

prevention helper (gatekeeper) skills. Trainings are evaluated using pre- 

and post-training online surveys, which are completed by participants at 

the beginning and end of each training. Across the surveys for each 

training type, the Program incorporated eight standardized outcome 

measures for knowledge, attitudes, self-efficacy/behavior, and cultural 

competency around suicide and acting as a gatekeeper/helper. These 

outcome measures align with the core components and competencies of 

suicide prevention gatekeeper trainings, as identified in the literature 

through research conducted by the SP Program and Palo Alto University’s 

Multicultural Suicide and Ethnic Minority Mental Health Research Group 

(see attached document, “Mapping Suicide Gatekeeping Training Gold 

Standards and Cultural Guidelines”).  

SP Program training evaluation data is compiled and analyzed in 

aggregate and by training type at the end of each fiscal year. This 

evaluation data has informed the SP Program’s decision to phase out 

certain helper trainings and introduce others. The Program aims to 

incorporate follow-up survey data as a long-term evaluation goal for 

trainings.  

Public 

awareness 

campaigns 

 

 

The SP Program uses an evidence-based standard to determine the 

effectiveness of its public awareness campaigns. The Program develops, 

implements, and evaluates 1-2 suicide prevention public awareness 

campaigns per fiscal year. These campaigns strive to utilize a culturally 

competent approach to raise public awareness through repeated 

exposure; and improve attitudes, knowledge and behavior by pulling from 

a combination of the best available research in the field, contextual 

evidence gathered through stakeholder feedback and community data 

sources, and experiential evidence drawing from the expertise of those 

who are part of the campaign development team.  

 

An evaluation agency works closely with the Program and media agency 

partners to implement an evaluation designed to monitor program 

implementation, assess participant outcomes, and demonstrate program 

effectiveness. The evaluators begin with a thorough literature review in 

pursuit of the latest evaluation research from similar campaigns and 

initiatives. They then develop an evaluation plan to track progress toward 

the specified outcomes and gather the data that is needed to inform 

future decision-making. Learning questions are aligned with the Program’s 

logic model; each of the campaign-related outcomes has one or more 

evaluation measures associated with it.  

 

Campaign analytics data and longitudinal hotline call volume data are 

used to explore correlations between the campaign and any changes in 

behavior. However, the primary data source is a survey developed by the 

evaluator to address the specific campaign objectives. To the extent 

possible, questions from validated instruments are used or modified to 

ensure that the survey is based on existing knowledge and practice. Each 

evaluation utilizes a retrospective pre-/post-intervention survey to help 

assesses reach, reaction among the target audience, as well as 

knowledge, attitudes, and likelihood to seek help for suicidal ideation and 

mental health challenges. Outcomes are compared between survey 
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respondents who report having been exposed to the campaign versus 

respondents who report no campaign exposure. Outcomes are also 

compared between cultural groups, such as U.S.-born and non-U.S.-born, 

or Spanish-speaking and non-Spanish-speaking survey respondents. In 

addition, although the survey is customized to address the unique aspects 

of each campaign, some items remain consistent across all campaigns to 

serve as another point of comparison. 

 

Evaluation data is collected in paper and online format from the middle of 

each campaign’s airing to a few weeks after the campaign has ended. 

The aim is to collect the number of surveys that is statistically 

representative of each campaign’s target audience size in the county. 

The evaluation agency analyzes the data and presents a report back to 

the Program and stakeholders a few months after each campaign has 

ended. This evaluation data informs further public awareness and 

communication efforts by the SP Program, particularly efforts to reduce 

stigma and increase help-seeking among cultural communities.  

Community 

outreach  

 

Suicide and 

crisis services 

The SP Program regularly conducts community outreach through tabling 

at events and calls to providers. The outcomes of community outreach 

efforts alone are not measured, but are considered as part of all of the 

activities described in this section that are working to increase use of 

mental health services. The SP Program has partnered with the county’s 

Public Health Department (PHD) to measure population-level progress on 

the long-term outcome of increasing help-seeking. In 2019 the Program 

partnered with PHD’s epidemiology team to run the Behavioral Risk Factor 

Surveillance System (BRFSS)’s mental health survey module (see survey, 

attached). BRFSS is an evidence-based practice standard, and measures 

for the mental health module were developed based on validated mental 

health survey instruments.  

Due to turnover and limited staffing during the COVID-19 pandemic, the 

BRFSS mental health module has not yet been re-run in the county. 

However, additional data on use of mental health services is provided 

directly by the services associated with the SP Program, namely Crisis Text 

Line and the Suicide and Crisis Hotline. Crisis Text Line provides the SP 

Program with access to a real-time data dashboard that shows usage of 

the county’s service, along with texter demographics. The Suicide and 

Crisis Hotline provides call volume and demographics by request, and 

particularly to compare any effect on call volume while public awareness 

campaigns are on-air.  

3: Reduce 

access to 

lethal means 

Outcomes in process of being defined 

4: Improve 

safe 

messaging in 

the media 

about 

suicide 

Rapid local 

media response 

regarding 

articles 

addressing 

suicide 

 

Research shows that media adherence to the “Recommendations for 

Reporting on Suicide” (reportingonsuicide.org) can help to decrease the 

spread of suicidal behavior. The Recommendations draw upon more than 

50 international studies on suicide contagion and were developed by 

leading experts in the fields of suicide prevention, journalism, and public 

health. However, current methods of measuring adherence to the 

Recommendations are not standardized and use binary measures for 
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Development of 

tool to evaluate 

article/media 

adherence to 

safe messaging 

guidelines 

 

Safe messaging 

trainings for 

media, local 

officials, youth 

 

Media 

interviews about 

suicide or 

suicide 

prevention 

adherence (e.g. Yes/No, Present/Not Present) across several safe 

messaging characteristics. Current measurement methods make it difficult 

for suicide prevention programs to evaluate progress on safe messaging 

over time and across programs. Furthermore, binary measures of 

adherence fail to capture nuances in adherence to certain safe 

messaging guidelines, such as “Framing of Suicide” or “Sensationalism.”  

The SP Program has used a mix of evidence-based standards and 

promising practice standards to develop an evaluation tool for its safe 

messaging efforts. To address the challenges associated with evaluating 

safe messaging efforts, the Program partnered with Stanford University’s 

Center for Youth Mental Health and Wellbeing and developed the Tool for 

Evaluating Media Portrayals of Suicide (TEMPOS, see attached PDF). The 

TEMPOS measures were developed directly from the “Recommendations 

for Reporting on Suicide,” assessing adherence to each of the ten safe 

messaging recommendations on a three-point numerical scale and 

allowing for each article and publication to receive average ratings for 

safe messaging adherence. The tool was developed in consultation with 

field experts, including those involved in creating the “Recommendations 

for Reporting on Suicide.” TEMPOS purpose, content, and application are 

endorsed by these experts as both necessary and innovative for suicide 

prevention advancement.  

As a baseline measurement for its safe messaging efforts, the SP Program 

applied TEMPOS to a dataset of 226 suicide-related news articles from 

June 2018, when Anthony Bourdain and Kate Spade died by suicide and 

the CDC issued its annual suicide data report. An update to this analysis 

was completed in FY21, in alignment with upgrades to TEMPOS to prepare 

it for publication and dissemination to media and mental and public 

health professionals. The SP Program plans to use TEMPOS to conduct 

comparison analyses of its safe messaging efforts going forward, 

tentatively beginning with another analysis in FY22. Yearly and other 

periodic analyses will help establish an outcome measure for media 

adherence to safe messaging guidelines, both locally and nationally.  

In the meantime, the Program continues to collect pre/post survey data 

from the safe messaging trainings it conducts with media professionals, 

potential spokespeople, and high school journalism students in the county. 

Additional efforts are under way to provide safe messaging trainings to 

college students, particularly those pursuing media communications and 

journalism. The Program also conducts regular monitoring of the local 

media and response to reporters for stories on suicide, and tracks 

reporters’ responses to these outreach efforts. From FY19 through the end 

of FY21, the Program communicated directly with local, and some 

national, reporters on 85 articles addressing suicide and mental health.  
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5: Increase 

supportive 

community 

environments 

for 

vulnerable 

populations 

(currently 

youth only) 

Youth 

Connectedness 

Initiative (YCI): 

- Presentations 

on mental 

health and 

related topics 

- Panel 

discussions 

- Mindfulness 

meditation 

- Social media 

campaigns and 

informational 

videos  

-Multi-

generational 

family set 

knorvice 

projects   

YCI uses an evidence-based standard to determine the effectiveness of its 

programming. The initiative was developed using guiding principles from 

the Search Institute’s Developmental Relationships Framework (DRF). The 

DRF was created based on research showing that young people who 

experience strong developmental relationships across different parts of 

their lives are more likely to show signs of positive development in many 

areas, including increased academic motivation; increased social-

emotional growth and learning; increased sense of personal responsibility; 

and reduced engagement in a variety of high-risk behaviors. Each 

semester of programming, YCI peer leaders select a different DRF element 

of focus (e.g. Express Care, Expand Possibilities, Provide Support) and 

design activities that aim to foster the DRF element.  

In FY21, the SP Program worked with YCI to develop a logic model and 

evaluation plan that address the initiative’s three target audiences: YCI 

peer leaders, the broader youth community, and parents. Using the DRF as 

guidance, YCI staff developed short-, medium-, and long-term outcomes 

for each of their target audience groups. Program outcomes include 

understanding of the DRF, self-efficacy and attitudes towards 

incorporating DRF elements, and experiences of giving or receiving the 

DRF elements in youth’s or parent’s lives. For youth and parent 

participants, YCI staff incorporated post-activity surveys that include 

measures supporting their program outcomes.  

In addition, YCI staff conducted a year-end survey with YCI peer leaders 

to request their feedback on the program’s success and assess its impact 

on their knowledge and attitudes surrounding belonging, sense of 

connectedness and well-being. Because DRF evaluation tools from the 

Search Institute were not yet available in mid-2021, YCI staff created their 

own survey instrument to evaluate YCI in FY21. This instrument included a 

set of 11 Likert-scale responses to statements about social connectedness, 

group belonging, and relationships with adults; as well as three binary 

questions regarding YCI awareness and school attendance; five open-

response questions about the DRF; and nine Likert-scale questions 

measuring participants’ engagement with program skills in their daily lives. 

The Likert-scale questions on social connectedness were validated 

measures pulled from The Social Connectedness Scale (attached). To 

inform an assessment of program impact, a comparison group of 14 

students from Palo Alto high schools who did not complete YCI but who 

attended other YCS programs also voluntarily completed the survey, and 

their responses provided a baseline against which YCI participant 

feedback was compared. 

These evaluation results will inform future YCI iterations as well as other 

forthcoming YCS program offerings, particularly as YCI seeks to expand its 

services to more school districts across the county.  
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6. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # Served % of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years 86 2.0% 15 0.3% 1860 27.0% 

16 -25 years 515 12.0% 452 10.2% 2154 31.3% 

26- 59 years 3154 73.7% 1948 44.1% 2494 36.3% 

60+ years 277 6.5% 162 3.7% 179 2.6% 

Prefer not 

to answer 

127 
3.0% 

74 
1.7% 

193 2.8% 

Unknown 123* 2.9% 1241+528*=1769 40.0%   

Unduplicated** 

Total 

4282 100% 4420 100% 6880 100% 

*Reported in different age groupings 

**PHI is not collected in prevention activities, so unduplicated counts cannot be determined. 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

21 0.6% 10 0.3% 73 1.7% 

Asian 743 21.0% 576 15.9% 1096 25.1% 

Black or 

African 

American 

112 3.2% 97 2.7% 131 3.0% 

Native 

Hawaiian or 

Other Pacific 

Islander 

37 1.0% 22 0.6% 50 1.1% 

White/ 

Caucasian 
1460 41.3% 1217 33.6% 2059 47.2% 

Other 613 17.4% 36 1.0%   

More than 

one race 
250 7.1% 224 6.2% 234 5.4% 
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Prefer not to 

answer 
296 8.4% 197 5.4% 718 16.5% 

Unknown   1241 34.3%   

Unduplicated 

Total 
3532 100% 3620 100% 4361 100% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean 6 0.3% 4 0.5% 2 0.2% 

Central 

American 
31 1.6% 31 3.5% 13 1.0% 

Mexican/ 

Mexican-

American/ 

Chicano 

395 19.8% 523 59.8% 447 34.0% 

Puerto Rican 8 0.4% 15 1.7% 4 0.3% 

South 

American 
26 1.3% 29 3.3% 44 3.4% 

Hispanic/ 

Latino 

(undefined) 

62 3.1% 251 28.7% 745 56.7% 

Other 

Hispanic/ 

Latino 

1471 73.6% 21 2.4% 58 4.5% 

Hispanic or 

Latino 

Subtotal 

1999 100% 874 100.0% 1313 100% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African 45 1.5% 54 1.5% 5 0.2% 

Asian Indian/ 

South Asian 
91 3.0% 72 2.0% 165 5.6% 
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Cambodian 3 0.1% 6 0.2% 6 0.2% 

Chinese 187 6.1% 108 3.0% 212 7.2% 

Eastern 

European 
83 2.7% 51 1.4% 114 3.9% 

European 580 18.9% 449 12.4% 696 23.8% 

Filipino 107 3.5% 103 2.9% 196 6.7% 

Japanese 39 1.3% 22 0.6% 69 2.4% 

Korean 30 1.0% 25 0.7% 59 2.0% 

Middle 

Eastern 
27 0.9% 20 0.6% 32 1.1% 

Vietnamese 73 2.4% 95 2.6% 203 6.9% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

479 15.6% 343 9.5% 

  

Other Non-

Hispanic/ 

Non-Latino 

499 16.3% 297 8.2% 590 20.1% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

2243 73.2% 1645 45.5% 2347 99.2% 

More than 

one ethnicity 
428 14.0% 332 9.2% 15 0.6% 

Prefer not to 

answer 
395 12.9% 260 7.2% 4 0.2% 

Unknown N/A N/A 1375 38.1%   

Unduplicated 

Total 
3066 100% 3612 100% 2366 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 719 26.4% 663 17.0% 686 21.4% 
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Female 1898 69.7% 1872 48.1% 2330 72.8% 

Prefer not to 

answer 
107 3.9% 114 2.9% 178 5.6% 

Unknown   1243 31.9% 5 0.2% 

Unduplicated 

Total 
2724 100.0% 3892 100.0% 3199 100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male 968 27.0% 772 17.4% 1143 22.3% 

Female 2472 68.9% 2271 51.1% 3624 70.6% 

Transgender 

(Male to 

Female) 

N/A – only 

general 

Transgender 

response 

option was 

given this year 

N/A – see left 1 0.0% 3 0.1% 

Transgender 

(Female to 

Male) 

N/A – see 

above 
N/A – see left 2 0.0% 3 0.1% 

Transgender 

(Undefined) 
3 0.1% 26 0.6%   

Genderqueer 15 0.4% 22 0.5% 5 0.1% 

Questioning 

or Unsure 
2 0.1% 2 0.0% 6 0.1% 

Another 

gender 

identity 

15 0.4% 5 0.1% 18 0.4% 

Prefer not to 

answer 
113 3.1% 104 2.3% 331 6.4% 

Unknown   1241 27.9%   

Unduplicated 

Total 
3588 100.0% 4446 100.0% 5133 100% 
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 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# Served % of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 
49 1.7% 64 1.4% 71 2.2% 

Heterosexual/ 

Straight 
2315 81.3% 2450 55.4% 2545 79.6% 

Bisexual 72 2.5% 71 1.6% 87 2.7% 

Questioning/ 

Unsure 
14 0.5% 10 0.2% 19 0.6% 

Queer 19 0.7% 18 0.4% 21 0.7% 

Another 

sexual 

orientation 

7 0.2% 8 0.2% 6 0.2% 

Prefer not to 

answer 
294 10.3% 281 6.4% 450 14.1% 

Unknown 78* 2.7% 1241+277* 34.3%   

Unduplicated 

Total 
2848 100.0% 4420 100.0% 3199 100% 

*Reported as one category, LGBTQ  

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English 3077 85.1% 2272 58.4% 2811 85.2% 

Spanish 283 7.8% 185 4.8% 112 3.4% 

Vietnamese 48 1.3% 31 0.8% 71 2.2% 

Chinese 90 2.5% 20 0.5% 52 1.6% 

Tagalog 28 0.8% 17 0.4% 31 0.9% 

Farsi 10 0.3% 3 0.1% 9 0.3% 

Other 81 2.2% 92 2.4% 150 4.5% 

Prefer not to 

answer 
    31 0.8% 65 2.0% 

416



Unknown     1241 31.9%   

Unduplicated 

Total 
3617 100% 3892 100% 3301 100% 

 

 

FY 2019 

In FY19, question asked was 

Veteran Status Yes/No 
FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# Served % of 

Served 

Active 

Military 

  11 

In FY20, 

response 

options were 

“Currently 

active duty” 

and “Currently 

reserve duty or 

National 

Guard”  

0.4% 11 

In FY21, response 

options were 

“Currently active 

duty” and 

“Currently 

reserve duty or 

National Guard” 

0.4% 

Veteran 55 2.0%     

Served in 

Military 

  61 

In FY20, 

response 

options were 

“Previously 

served and 

honorable/ 

separation or 

general/other 

discharge” 

and “Served in 

another 

country’s 

military”  

2.3% 60 

In FY21, 

response 

options were 

“Previously 

served and 

honorable/ 

separation or 

general/other 

discharge” and 

“Served in 

another 

country’s 

military”  

1.9% 

Family of 

Military 

      

No Military   2472 

In FY20, 

response 

option was 

“Never 

served”  

93.2% 2973 

In FY21, 

response 

option 

was 

“Never 

served” 

93.1% 

Prefer not to 

answer 

80 2.9% 95 3.6% 130 4.1% 
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Unknown/Other 2582  

Reported as 

“No Veteran 

Status” in FY19 

95% 12 0.5% 21 0.7% 

Unduplicated 

Total 

2717 100.0% 2651 100.0% 3195 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing 116 4.2% 76 2.8% 76 2.4% 

Difficulty 

hearing or 

speaking 

20 0.7% 31 1.1% 30 0.9% 

Other 

communication 

disability 

    5 0.2% 

Cognitive 

75  

In FY19 was 

“Mental 

Domain” 

2.7% 

59 

In FY20 

response 

options were 

“Learning 

disability, 

developmental 

disability, and 

dementia” 

2.2% 

61 

In FY21 

response 

options were 

“Learning 

disability, 

developmental 

disability, and 

dementia” 

1.9% 

Physical/ 

Mobility 
21 0.8% 32 1.2% 

14 0.4% 

Chronic Health 

Condition 
50 1.8% 66 2.4% 

70 2.2% 

Other non-

communication 

disability 

35 1.3%   

2 0.1% 

No Disability 2299 83.2% 2295 84.1% 2661 83.0% 

Prefer not to 

answer 
148 5.4% 116 4.3% 

258 8.0% 

Unknown 

 0.0% 53 2.0% 

28 

In FY21 reported 

as “Other” 

0.9% 
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In FY20 

reported as 

“Other” 

Unduplicated 

Total 
2764 100.0% 2728 100.0% 

3205 100% 

*Participants may choose more than one option for Disability. 

7. Group Services Delivered 

FY 2019 FY 2020 FY 2021 

Duplicated* N = 1,444,909 Duplicated* N = 7,369,249 Duplicated* N = 21,525,755 

Number of 

Groups 

Attendan

ce 

Average 

Attendan

ce per 

Group 

Number of 

Groups 

Attendan

ce 

Average 

Attendan

ce per 

Group 

Number of 

Groups 

Attendanc

e 

Average 

Attenda

nce per 

Group 

47 

outreach 

events 

attended 

1,357 

receive

d 

resource

s 

28.9 

receive

d 

resource

s per 

event 

30 

outreach 

events 

1,281 

receive

d 

resource

s 

42.7 

receive

d 

resource

s per 

event 

2 virtual 

outreach 

events 

15  7.5  

 11 virtual 

mental 

health 

town halls 

for 

cultural 

communit

ies 

470 

people  

+ 2,200 

Facebo

ok views  

42.7 

people  

+ 200 

Facebo

ok views 

2 rounds 

of 

outreach 

calls to 

older adult 

providers 

(in-home 

supports 

and 

funeral 

homes) 

63 calls 31.5 

calls 

per 

round 

1 Crisis 

Text Line 

service 

123 

texters 

123 

texters 

1 Crisis 

Text Line 

service 

528 

texters 

528 

texters 

1 Crisis Text 

Line 

service 

297 

texters 

297 

texters 

6 Youth 

Mental 

Health 

First Aid 

trainings 

99 16.5 4 Youth 

Mental 

Health 

First Aid 

trainings 

49 12 

Youth Mental Health First Aid not 

offered due to COVID-19 

pandemic 

5 Be 

Sensitive, 

Be Brave 

trainings 

255 51 12 Be 

Sensitive, 

Be Brave 

trainings 

756 63 36 Be 

Sensitive, 

Be Brave 

trainings 

951 26 
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62 QPR 

trainings 

1,461  23.5 41 QPR 

trainings 

1,019 25 6 QPR 

trainings 

173 29 

Kognito 

trainings 

in 7 

school 

districts 

2,379 340 

trained 

per 

district 

Kognito 

trainings 

in 11 

school 

districts 

1,631 148 

trained 

per 

district 

Kognito 

trainings in 

11 school 

districts 

8,791 799 

trained 

per 

district 

8 ASIST 

trainings 

193 24 7 ASIST 

trainings 

170 24 ASIST not offered due to COVID-19 

pandemic 

2 suicide 

to Hope 

trainings 

39 19.5 1 suicide 

to Hope 

training 

13 13 3 SP201 

clinical 

trainings 

158 53 

2 

safeTALK 

trainings 

44 22  1 

safeTALK 

training 

25 25 

safeTALK no longer offered 

Online 

QPR 

trainings 

(individua

l) 

815 815 Online 

QPR 

trainings 

(individua

l) 

909 909 Online 

QPR 

trainings 

(individual

) 

2,307 2,307 

LivingWorks Start not offered 

LivingWork

s Start 

(individual

) 

50 50 

1 public 

awarenes

s 

campaig

n – Public 

location 

(Gilroy 

DMV) 

50,388 

individu

als 

reached 

50,388 

individu

als 

reached 

1 public 

awarenes

s 

campaig

n – radio  

792,200 

individu

als 

reached 

792,200 

individu

als 

reached 

2 public 

awareness 

campaign

s – radio  

923,634 

impressio

ns** 

461,817 

impressi

ons** 

1 public 

awarenes

s 

campaig

n – social 

media 

(Faceboo

k, 

Instagram

, 

Snapchat

, 

Pandora) 

1,200,00

0 

impressi

ons** 

1,200,00

0 

impressi

ons** 

1 public 

awarenes

s 

campaig

n – 

Facebook 

723 

individu

als 

reached 

723 

individu

als 

reached 

Facebook not part of campaigns 
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1 public 

awarenes

s 

campaig

n – Public 

transit 

187,500 

individu

als 

reached 

187,500 

individu

als 

reached 

1 public 

awarenes

s 

campaig

n – Print 

49,500 

individu

als 

reached 

49,500 

individu

als 

reached 

Print/outdoor not part of 

campaigns 

YouTube not part of campaign 

1 public 

awarenes

s 

campaig

n – 

YouTube 

339,937 

video 

views 

1,642,50

9 

impressi

ons** 

339,937 

video 

views 

1,642,50

9 

impressi

ons** 

1 public 

awareness 

campaign 

– YouTube 

22,131 

video 

views 

455,472 

impressio

ns** 

22,131 

video 

views 

455,472 

impressi

ons** 

Online/digital not part of 

campaign 

1 public 

awarenes

s 

campaig

ns – 

Online 

(digital) 

4,862,35

7 

impressi

ons** 

4,862,35

7 

impressi

ons** 

2 public 

awareness 

campaign

s – Online 

(digital) 

19,221,69

8 

impressio

ns** 

9,610,84

9 

impressi

ons** 

Television not part of campaign Television not part of campaign 

1 public 

awareness 

campaign 

- Television 

235,635 

impressio

ns** 

235,635 

impressi

ons** 

Spotify not part of campaign Spotify not part of campaign 

1 public 

awareness 

campaign 

– Spotify 

(online 

streaming) 

624,996 

impressio

ns** 

624,996 

impressi

ons** 

Website not part of campaign 

1 public 

awarenes

s 

campaig

ns – 

Webpag

e 

12,693 

visits 

12,693 

visits 

2 public 

awareness 

campaign

s – 

Webpage

s 

50,540 

unique 

visitors 

25,270 

unique 

visitors 

1 safe 

messagin

g training 

10 10 
Safe messaging trainings not 

conducted 

4 safe 

messaging 

trainings 

78 20  

10 suicide 

preventio

n 

consultati

ons/ 

trainings 

74 7 30 suicide 

preventio

n 

consultati

ons/ 

trainings 

216 7 46 suicide 

prevention 

consultati

ons/ 

trainings 

for school 

519  11  
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for school 

administr

ators and 

staff 

for school 

administr

ators and 

staff 

administra

tors and 

staff 

  8 health 

care and 

behavioral 

health 

sites that 

received 

clinical 

suicide 

prevention 

consultati

ons  

232 29 per 

site 

1 Suicide 

Preventio

n 

Conferen

ce 

172  172  

Suicide Prevention Conference 

not held due to COVID-19 

pandemic 

1 Suicide 

Prevention 

Conferenc

e (virtual) 

160  160   

*This program cannot differentiate among duplicated individuals as no PHI is collected among trainings, 

outreach activities, and communications campaigns. The same individuals may have participated in a number 

of the group services listed above. The reach of different communication campaign materials are also 

duplicated; i.e., the same individual may have seen the campaign different times and on different channels. 

 

**Campaign impressions do not refer to distinct individuals who were reached by the campaign; rather, 

impressions refer to the number of times a number of individuals have been exposed to a public awareness 

campaign. 

8. Detailed Outcomes 

FY19 

Outcome: Increase early identification and support for people thinking about suicide  

Change in suicide gatekeeper measures across all trainings, January-June 2019 

Measures (Scores range from 1=Strongly Disagree to 

5=Strongly Agree) 

Pre- 

Training Post-Training 

t-test M SD M SD 

I know the warning signs for suicide. (N=2508) 3.16 .835 4.06 .816 -58.01*** 

I am able to identify someone who is at risk for making 

a suicide attempt. (N=2510) 
2.92 .816 3.97 .765 -73.30*** 

I feel prepared to discuss with someone my concern 

about the signs of suicidal distress they are exhibiting. 

(N=713) 

3.44 1.03 4.22 .794 -16.23*** 
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I am aware of the resources necessary to refer 

someone in a suicide crisis. (N=2508) 
3.04 .917 4.10 .663 -62.39*** 

I am confident in my ability to make a referral for 

someone in a suicide crisis. (N=2507) 
3.07 .929 4.12 .742 -64.42*** 

I have the skills necessary to support or intervene with 

someone thinking about suicide. (N=2510) 
2.74 .893 3.93 .812 -74.56*** 

Note. M=Mean. SD=Standard Deviation. *** p < .001 

 

Outcome: Increase use of mental health services 

 
• Crisis Text Line  

From May 27 to June 30, 2019, the CTL campaign had achieved an estimated 1.2 million impressions on 

social media, reached 187,500 people through light rail ads, and reached another 50,388 people via a 

screen at the Gilroy DMV office. As of August 2019, 227 text conversations had taken place under the 

County’s CTL code word RENEW. In FY20, 300 text conversations were reached under the code word, and 

CTL granted the SP Program access to a customized data dashboard with aggregated, population-level 

data on text conversations exchanged under RENEW. A spike in text conversations was seen in August 

(below), presumably associated with the mass shooting at the Gilroy Garlic Festival. 

 

 

 

• Campaign to increase help-seeking among older adults  

Evaluation results are available in FY20. 

• Grief support services – post-training survey results 
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(From left to right): 

- Identify dynamics of stress/grief response after loss 

- Recognize behaviors, thoughts, feelings related to grief/loss 

- Articulate/ practice effective techniques for responding to grief 

- Identify dynamics of suicide grief and sudden/violent trauma 

- Recognize/ articulate stress responses in self and co-workers 

- Apply principles of stress management in home and work environments 

 

Outcome: Strengthen community suicide prevention and response systems 

 

• School-based suicide prevention partnership  
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Figure 12. Mean ratings by Kognito training participants: “I am confident that I know my school’s action plan for 

a student…” (Items were on a 5-point scale, Strongly Disagree (1) to Strongly Agree (5)) 

 Pre-Test 

Mean (SD) 

Follow-Up  

Mean (SD) 

t-test 

At low risk for suicide, e.g., 

those who have shown signs of 

emotional distress 

E 3.07 (1.14) E 3.58 (.94) E 3.63** 

M 3.41 (1.04)  M 3.76 (.98) M 2.74** 

H 3.25 (1.03) H 3.82 (.81) H 4.44*** 

At medium risk for suicide, e.g., 

those who have expressed 

suicidal thoughts 

E 2.88 (1.13) E 3.48 (.96) E 5.49*** 

M 3.33 (1.02) M 3.71 (.97) M 2.75*** 

H 3.27 (1.02) H 3.79 (.86) H 3.80*** 

Who has made a suicide 

attempt 

E 2.64 (1.11) E 3.08 (1.01) E 3.65*** 

M 3.03 (1.08) M 3.73 (1.08) M 3.06*** 

H 3.06 (1.09) H 3.51 (1.02) H 3.21** 

Re-entering school after a 

suicide crisis 

E 2.49 (1.08) E 2.90 (.99) E 3.73*** 

M 2.84 (1.13) M 3.31 (1.07) M 3.43*** 

H 3.00 (1.12) H 3.43 (1.09) H 3.09** 

Notes. *** p < .001; ** p < .01; E: elementary; M: middle school; H: high school; N(E)=73, N(M)=69-70, N(H)=77 

Outcome: Improve messaging in the media about suicide 

• July 12, Mercury News: Editorial: Bay Area county's suicide prevention effort is working 

• June 14, SF Gate: County sees slight drop in suicides despite increase nationwide 

• June 14, Patch: Suicide rate drops in Santa Clara County 

• June 12, KCBS: Santa Clara County suicide rate bucking state and national trend 

 

FY20 

 
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 

 

Pre- 

Training 

(N=1897-

2283) 

 
Post-Training 

(N=1117-

1206) 
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Variables 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 

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 
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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 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 F-value Post hoc tests 

Pre 3.23 .69 34.99*** All are significantly different from each other 

Post  4.08 .61  

Follow Up 3.75 .71  

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 F-value Post hoc tests 

Pre 3.01 .59 6.99** Pre and post are significantly different 

Post  3.36 .54  

Follow Up 3.16 .44  

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 trauma-informed approaches in their teaching.   

 

Figure 13. Self-efficacy measures reported by users of Kognito Trauma-informed online training  
 Pre-Test 

Mean 

(SD) 

 

Post-Test 

Mean 

(SD) 

 

Follow-

Up 

Mean 

(SD) 

ANOVA 

F-test 

 

Post hoc 

 Self-Efficacy: I feel confident…     
I feel confident in my ability 

to recognize when a 

student is showing signs of 

psychological trauma or 

distress 

3.54 

(.92) 

4.03 

(.69) 

3.98 

(.70) 

16.20*** Pre is sig diff than 

post and follow 

up 

 I feel confident in my ability 

to discuss with a student 

my concern about the 

signs of psychological 

3.44 

(.81) 

4.00 

(.71) 

3.92 

(.72) 

21.95*** Pre is sig diff than 

post and follow 

up 
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trauma or distress they are 

exhibiting  
I feel confident in my ability 

to motivate students 

exhibiting signs of 

psychological trauma or 

distress to seek help 

3.48 

(.81) 

4.01 

(.68) 

3.88 

(.77) 

15.95*** Pre is sig diff than 

post and follow 

up 

 
I feel confident in my ability 

to use communication 

strategies to help a student 

exhibiting signs of 

psychological trauma or 

distress feel safe 

3.51 

(.78) 

4.00 

(.69) 

3.86 

(.73) 

14.70*** Pre is sig diff than 

post and follow 

up 

 I feel confident in my ability 

to teach students activities 

to manage their stress and 

emotions 

3.43 

(.91) 

3.81 

(.79) 

3.72 

(.81) 

7.85** Pre is sig diff than 

post and follow 

up 

 I feel confident in my ability 

to implement trauma 

informed approaches in 

teaching 

3.23 

(.89) 

3.83 

(.79) 

3.55 

(.83) 

17.48*** All sig diff 

 
Composite Self-Efficacy  3.44 

(.74) 

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 

Number of districts completed or 

status 

 Train all teachers and staff in the Kognito “At Risk” 

module 

3 of 5 new districts; extension 

provided for 1 district 

 Identify and put together Crisis Response Teams (CRT) 9 of 11 districts  

 Send CRT members/mental health staff to ASIST 

  

Ongoing participation by district 

staff and administrators 

 Review crisis response protocol forms against K-12 Toolkit 

forms 

10 of 11 districts  

 Revise/adapt/develop crisis response protocol forms 9 of 11  

 Train CRT members and all mental health staff in crisis 

response protocol forms 

5 of 11 districts; others in progress 

 Begin using updated protocol forms in live situations with 

students 

4 of 11 districts; others pending 

protocol training in FY21 

District goals/tasks, Year 2 of partnership 

Mental Health Promotion: Integrate upstream and/or Tier 1 

(parent/student) trainings  

Number of districts completed or 

status  

 Train any new teachers and staff in Kognito “At Risk” 5 of 6 continuing districts  

 Ensure Year 1 tasks are completed and any new mental 

health staff are trained in new protocol forms 

5 of 6 continuing districts engaged 

with rollover work from Year 1 tasks 

 Train all teachers/staff in upstream Kognito training (e.g., 

Trauma-Informed Practices) 

5 of 6 continuing districts 

429



 Integrate student Kognito training (e.g., Friend 2 Friend)  Extension provided for 2 districts 

 Develop/introduce parent education series in mental 

health and suicide prevention (e.g., BSBB Mental Health, 

Youth Mental Health First Aid, workshops, panels) 

1 district 

 

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.  

FY21 

See Section 5: Evaluation Activities for descriptions of the methods, activities, and survey tools used to change 

attitudes and knowledge, including time frames for measurement.  

 

Outcome objective 1: Strengthen community suicide prevention and crisis response systems 

• School-based suicide prevention partnership  

The partnership encourages school districts to follow a comprehensive, tiered approach to trainings in suicide 

prevention and mental health. This approach ensures that school personnel and mental health professionals 

are first trained to handle referrals of students who may be struggling with suicide, because student referrals 

tend to increase after students and families have received training. The main helper trainings for this work are 

the Kognito online health simulations, which are paired with HEARD Alliance technical assistance focused on 

refining suicide and crisis response forms and protocols.  

Pre- and post- training survey results from the Kognito “At-Risk” online training indicated statistically significant 

improvements in suicide prevention helper-related competencies. School staff who took the training reported 

increased confidence in supporting students who are in distress and increased awareness of referral resources. 

 

Change in Self-Report of Suicide Prevention-Related Competencies for Kognito At-Risk online training (for 

elementary, middle, high school educators) 

 

Pre-Training  

 

 Post-Training 

 

   

Variables M SD  M SD t-test Cohen’s d Effect size 

1. I know the warning signs 

for suicide 
3.46 0.84  4.12 0.60 -36.09*** 0.80 Large 

2. I am able to identify 

someone who is at risk for 

making a suicide attempt 

3.29 0.84  4.02 0.64 -40.06*** 0.89 Large 

3. I feel prepared to discuss 

with someone my 

concern about the signs 

of suicidal distress they 

are exhibiting1 

-- --  -- -- -- -- -- 
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4. I am aware of the 

resources necessary to 

refer someone in a 

suicide crisis 

3.47 0.93  4.18 0.60 -34.98*** 0.78 Large 

5. I am confident in my 

ability to make a referral 

for someone in a suicide 

crisis 

3.37 0.96  4.08 0.66 -34.61*** 0.77 Large 

6. I have the skills necessary 

to support or intervene 

with someone thinking 

about suicide 

3.05 .96  3.92 0.72 -43.39*** 0.97 Large 

7. I understand and can 

identify a number of 

ways in which culture 

affects how suicide is 

expressed and 

experienced 

3.16 0.97  3.71 0.85 -26.52*** .59 Medium 

8. I feel prepared to help 

people from diverse 

cultural backgrounds 

with their suicidal distress 

2.84 0.98  3.65 0.86 -40.13*** 0.90 Large 

 

Mean Score, 7 items 
3.23 0.75  3.96 0.58 -49.42*** 1.10 Large 

Notes. M=Mean. SD=Standard Deviation. 1Item 3 was not included in measures for Kognito trainings. Scores: 

1=Strongly Disagree, 2=Disagree, 3=Neither disagree or agree; 4=Agree; 5=Strongly Agree. *** p < .001. 

 

In FY21 the Stanford HEARD Alliance supported 11 districts and more than 500 staff members with consultations 

and trainings (46 total). See below for a summary of support and activity details highlighting district progress.  

 

District Support provided Activity highlights per district 

Berryessa Union 4 trainings with 35 

attendees total 

Initial K-12 Toolkit trainings for mental health 

personnel and administrators; District 

overwhelmed & unable to do more 

Evergreen Elementary 

School District 

4 consults with 19 

attendees total 

Crisis intervention forms and protocols reviewed; 

Consulted with district crisis response team (CRT); 

site CRTs in progress 

Escuela Popular 

Charter School 

(ESUHSD) 

5 trainings   

3 parent nights  

2 consults with Director 

Provided Spanish-speaking professional for 

parent nights about youth mental health; Crisis 

intervention & concern forms and protocols 

provided and reviewed 

Los Gatos Union  5 consults with 30 total 

attendees, 3 planning 

meetings with 3 district 

counselors,   

5 parent presentations, 

~250 parents 

Met with counseling team regarding school 

climate & social emotional learning (SEL) 

presentations for parents; Presented to 5 parent 

groups educating parents on SEL, mental health 

and coping during COVID-19 
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Los Gatos – Saratoga 

HS 

2 consults, 2 attendees 

total 

Planning meeting in preparation for ‘21-‘22 

school year 

Milpitas Unified 6 consults, 9 attendees 

total 

Provided resources for student mental health 

policy, forms & protocols; SEL guidance and 

support for planning implementation; CRT roles, 

policy implementation & evaluation; Planning to 

train site CRT & staff about referral process in Fall 

Morgan Hill Unified 4 consults/training 31 

attendees total 

1 parent night 

Met with principals regarding processes for site 

team;, School site virtual parent training on how 

to reopen school & address student emotional 

well-being 

Mountain View Los 

Altos  

1 training, 360 staff trained 

10 consults, 19 staff 

supported at each of the 

consults  

Presented to staff on suicide prevention 

response; Supported return to in-person presenter 

request; Provided postvention response support  

Mountain View 

Whisman 

2 consults with 6 total 

attendees, 1 meeting to 

review 

resource/training/forms 

with 2 attendees 

Resources, protocols, & forms provided & 

reviewed; Planning for training CRTs; Reviewing 

SEL trainings for next year 

Palo Alto Unified Support/ training planned 

for 2021-22 

Support/training planned for 2021-22 

Santa Clara Unified 2 consults with 2 attendees 

each 

Resources provided 

Sunnyvale Elementary 1 document review, no 

meetings 

Reviewed District Safety Document 

 

Central to HEARD Alliance consultation efforts is the refinement of suicide and crisis response forms and 

protocols at the district level. Districts are then tasked with communicating this information to staff to ensure 

proper response to student crises. The following data results indicate that three months after taking the Kognito 

At-Risk for Elementary, Middle and High School Educators training, participants felt slightly but statistically 

significantly more confident in knowledge of their schools’ protocol for suicide prevention for low-, medium-, 

and high-risk students, as well as those students re-entering school after a suicidal crisis. 
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• County Health System trainings and consultations  

The aim of the pilot year/FY21 of work was to determine the viability of performing the following program 

evaluation or consultation functions as collaboratively determined with targeted clinical sites/teams: 

organizational assessment, staff education, data and evaluation, incorporation of cultural and diversity 

considerations, integration of evidence-based innovative approaches to culturally competent suicide 

assessment and management, and modification of screening and assessment protocols, clinical 

documentation, or intervention practices.  

 

Year 1/FY21 goals were exceeded with the establishment of six active collaborations spanning two main 

overarching entities (Ambulatory/Primary Care and Behavioral Health clinics) that provide suicide care within 

the County of Santa Clara Health System. Two of the Primary Care and one Behavioral Health site implemented 

detailed needs assessments, which provide baseline data against which future years’ work can be compared. 

Additionally, Dr. Chu and Dr. Weaver collected baseline systems improvement data from two additional nursing 

sites. The evaluation tool utilized for the organizational needs assessments and outcome measurements over 

time is based on the Zero Suicide Framework’s Organizational Self-Study and Workforce Survey of staff 

knowledge, practices, and confidence in suicide prevention-related competencies (Zero Suicide Institute, 2018; 

2020). The competencies measured in this survey are based in evidence-based practices for suicide care, and 

supported by emerging science (e.g., Layman et al., 2021; Turner et al., 2021). 

 

Outcome objective 2: Increase use of mental health services 

• Community Helper Trainings 
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In aggregate, across all trainings offered, participants reported statistically significant improvements from pre- 

to post-training in eight self-reported suicide prevention competencies related to knowledge, attitudes, and 

preparedness around being community helpers for suicide prevention. 

 

Change in Self-Report of Suicide Prevention-Related Competencies for trainings, July 2020- June 2021  

 

Pre-Training  

(N=434-2479) 

 Post-Training 

(N=434-2479) 

   

Variables M SD  M SD t-test Cohen’s d Effect size 

1. I know the warning signs 

for suicide 
3.49 0.84  4.16 0.60 -41.38*** 0.83 Large 

2. I am able to identify 

someone who is at risk for 

making a suicide attempt 

3.30 0.85  4.06 0.63 -46.02*** 0.93 Large 

3. I feel prepared to discuss 

with someone my 

concern about the signs 

of suicidal distress they 

are exhibiting1 

3.22 1.07  4.22 0.58 -20.97*** 1.01 Large 

4. I am aware of the 

resources necessary to 

refer someone in a 

suicide crisis 

3.46 0.93  4.23 0.60 -40.91*** 0.83 Large 

5. I am confident in my 

ability to make a referral 

for someone in a suicide 

crisis 

3.36 0.96  4.12 0.67 -40.19*** 0.81 Large 

6. I have the skills necessary 

to support or intervene 

with someone thinking 

about suicide 

3.05 .97  3.96 0.72 -49.17*** 0.61 Large 

7. I understand and can 

identify a number of ways 

in which culture affects 

how suicide is expressed 

and experienced 

3.18 0.97  3.79 0.84 -31.77*** 1.00 Large 

8. I feel prepared to help 

people from diverse 

cultural backgrounds 

with their suicidal distress 

2.85 0.98  3.71 0.85 -46.36*** 0.94 Large 

 

Mean Score, 7 items 

(excluding #3) 

3.24 0.75  4.00 0.58 -57.52*** 1.16 Large 

Notes. M=Mean. SD=Standard Deviation. 1Item 3 was not included in measures for Kognito trainings. 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 3.49 on the 

pre-survey (most people chose either 3=Neither disagree or agree to 4=Agree) to a 4.16 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 3.49 to 4.16 was 

significant enough that it is likely NOT due to chance). 

Note re: Cohen’s d: A measure of the effect size of the difference between two pre-training and post-training mean scores, 

measured in standard deviations. 
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• Public awareness campaigns 

In FY21, the SP Program’s Communications Workgroup planned, developed, and launched two mass media 

public awareness campaigns to support suicide prevention in the County. During the fiscal year, to support of 

its goal to ascertain, record, and report outcomes, the Program also began evaluating suicide prevention 

campaigns through comprehensive surveys of target audiences. Evaluation survey data were analyzed, 

reviewed, and archived to inform future suicide prevention work and campaign efforts. 

 

The first campaign promoted prevention among older adults, primarily Vietnamese- and English-speaking, with 

smaller-scale promotion among Mandarin- and Spanish-speaking older adults. The second campaign 

supported suicide prevention among middle-aged Spanish-speaking and English-speaking men. Both 

campaigns’ primary objectives 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 those struggling with their mental health and 

suicide ideation. 

 

Campaign 1: Older Adults 

The first campaign ran from September 3, 2020 to October 21, 2020 and was comprised of print materials and 

television, radio, digital (online), and social media advertisements in Vietnamese. These assets promoted the 

National Suicide Prevention Lifeline and a campaign-specific web page, www.scchope.org/vi, designed to 

address the campaign objectives. Additionally, the campaign included radio advertisements promoting the 

national lifeline and one of three campaign-specific web pages: www.scchope.org in English assets, 

www.scchope.org/zh in Chinese assets, and www.scchope.org/es in Spanish assets. (Each campaign 

webpage remains active to support suicide prevention in the County.) With Vietnamese-and English-speaking 

older adults being the primary target audience, the Suicide Prevention Program strategically utilized its budget 

to evaluate the campaign’s reach among those audiences. Reach data are included in the table below (see 

figure below). According to US Census Bureau estimates (2019), 478,940 adults aged 55 and older reside in 

Santa Clara County.  

 

Campaign 1 (Older adult) reach and impressions 

  
Total 

impressions 

Webpage 

visits 

Webpage 

views 

Video 

views 

Television 

spots 
Radio spots 

Vietnamese 1,882,366 5126 8360 12,367 115 248 

English 2,030,081 5841 9042 9,764 NA 75 

Spanish 41,100 66 72 NA NA 92 

Chinese 198,352 45 51 NA NA 56 

Campaign 

totals 
4,151,899 11,078 17,525 22,131 115 471 

NA:  Not Applicable – in-language television and/or radio ad was not produced as part of campaign 

 

To assess the impact of the first campaign, calls to the Suicide and Crisis Hotline during the campaign weeks in 

September and October 2020 were compared to the same weeks in 2019. This two-month span in 2020 showed 

a total increase of 80 calls to the hotline, compared to the same period in 2019. The hotline also received more 
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calls during the first four weeks of the campaign than the five weeks before or the five weeks following the 

campaign (see figure below). As shown in the below figure, calls to the hotline reached their highest volume at 

the campaign’s exposure peak (the most ads on the most media outlets). Additionally, from September 2, 2020 

to August 12, 2021, campaign webpages received 12,089 visits and 18,766 page views, reflecting wide reach 

and receptivity to seeking help online. 

 

Campaign 1 (older adult) call volume before, during, and after the campaign 

 
 

Campaign evaluation surveys were designed for and distributed to older Vietnamese adults and influences 

such as family and friends. Fifteen percent of respondents recalled seeing or hearing a campaign ad, with 

each person exposed to an ad around three times. Results showed that those who recalled the campaign 

generally held more positive, and less negative, attitudes toward seeking help for suicide or mental health. This 

group was also more likely to say they would seek help, especially from multiple resources. Furthermore, survey 

data indicated that Vietnamese respondents who saw or heard campaign ads or materials were more 

informed of suicide prevention resources, more aware of suicide warning signs, and better able to identify 

individuals at risk for suicide than those who did not see or hear the campaign (see figure below). 

 

Campaign 1 (older adult) survey results: knowledge of suicidality and resources 
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Campaign 2: Middle-Aged Men 

The second campaign ran from December 21, 2020 to February 21, 2021 and was comprised of print materials 

and radio, digital (online, including audio streaming), and social media advertisements in English and Spanish. 

These assets promoted the National Suicide Prevention Lifeline and two campaign-specific web pages, 

www.scchope.org/help and www.scchope.org/ayuda, designed to address the campaign objectives. (Each 

campaign webpage remains active to support suicide prevention in the County.) Both during and after the 

campaign, the Program evaluated reach among the target audience. Reach data are included in the table 

below (see figure below). According to US Census Bureau estimates (2019), 278,484 male adults aged 35-54 

reside in Santa Clara County. 

 

Campaign 2 (middle-aged men) reach and impressions 

 Total 

impressions 

Webpage 

visits 

Webpage 

views 
Radio spots 

Spanish 8,221,566 19,379 25,611 189 

English 9,087,988 20,083 27,660 446 

Campaign 

totals 
17,309,554 39,462 53,271 635 

 

To assess the impact of the second campaign, calls to the Suicide and Crisis Hotline during the campaign 

weeks (in December 2020, January 2021, and February 2021) were compared to the same weeks in the prior 

year. These periods showed a total increase of 146 calls to the hotline, compared to the same timeframes of 

the prior year. Amidst the peak of the campaign from January to February 2021, among those who provided 

their demographic information, hotline calls made by White/Caucasian individuals increased 62%. Over this 

time, calls made by Hispanic/Latinx individuals increased 182%. These increases were seen as calls from African 

American/Black and Asian individuals remained flat (0% increase). The demonstrable uptick in calls made by 

the races/ethnicities comprised of campaign target audiences indicate a robust campaign impact and 

increased help-seeking behavior among the target audiences. 
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Campaign evaluation surveys were designed for and distributed to older Spanish-speaking middle-aged men 

and influences such as family and friends. Thirty percent of survey respondents recalled seeing or hearing a 

campaign ad, with each person exposed to an ad approximately four times. Similar to Campaign 1, survey 

results demonstrated that those who recalled the campaign generally hold more positive, and less negative, 

attitudes toward seeking help for suicide or mental health. The same group was significantly more likely to say 

they would seek help (see figure below). Finally, like the first campaign, respondents who saw or heard 

campaign ads or materials were more informed of suicide prevention resources, more aware of suicide 

warning signs, and more able to identify individuals at risk for suicide than those who did not see or hear the 

campaign. 

 

Campaign 2 (middle-aged men) survey results: likelihood to seek help for suicide or mental health 

 
 

Outcome objective 3: Reduce access to lethal means 

To date the SP Program has made scattered efforts in the area of firearm safety and is in the process of 

researching and discussing with stakeholders the appropriate strategies to take for hanging means restriction. 

As a result, the outcomes and evaluation plan for this objective are still in the process of being defined.  

Outcome objective 4: Improve safe messaging in the media about suicide 

To address the challenges associated with evaluating safe messaging efforts, the SP Program partnered with 

Stanford University’s Center for Youth Mental Health and Wellbeing and developed the Tool for Evaluating 

Media Portrayals of Suicide (TEMPOS). The TEMPOS measures were developed directly from the 

“Recommendations for Reporting on Suicide,” assessing adherence to each of the ten safe messaging 

recommendations on a three-point numerical scale and allowing for each article and publication to receive 

average ratings for safe messaging adherence. As a baseline measurement for its safe messaging efforts, the 

SP Program applied TEMPOS to a dataset of 220 suicide-related news articles from June 2018, when Anthony 

Bourdain and Kate Spade died by suicide and the CDC issued its annual suicide data report. An update to this 

analysis was completed in FY21, in alignment with upgrades to TEMPOS to prepare it for publication and 

dissemination to media and public health professionals. The SP Program plans to use TEMPOS to conduct 

comparison analyses of its safe messaging efforts going forward, tentatively beginning with another analysis in 

FY22.  
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In the meantime, the Program continues to collect pre/post-training survey data from the safe messaging 

trainings it conducts with media professionals and potential spokespeople in the county. In FY21, the Program 

provided four safe messaging trainings attended by a total of 78 city officials, public communicators, law 

enforcement, school staff, suicide prevention task force members, and local high school students and peer 

leaders. Post-workshop survey data indicated that 89% of respondents were somewhat or very likely to apply 

the safe messaging guidelines in their work. All who responded to the post-training survey stated that they 

understand the potential impact of reporting on suicide contagion. Additionally, 100% of respondents reported 

feeling either somewhat or very confident writing or reporting about suicide, suicide prevention, or mental 

illness, after the trainings. 

 

The Program also conducts regular monitoring of the local media and response to reporters for stories on 

suicide, and tracks reporters’ responses to these outreach efforts.  In the most recent fiscal year, 34 separate 

communications were conducted with local and national reporters regarding their articles addressing suicide 

and mental health. Of those communication efforts, the Program fielded 13 follow-up messages, some resulting 

in continued dialogue, cementing rapport with journalists.  

Outcome objective 5: Increase supportive community environments for vulnerable populations (currently youth 

only) 

• Youth Connectedness Initiative (YCI)  

For FY21, there was a direct focus on strengthening the YCI Program’s evaluation and data collection process 

based on their outcome goals. The chart below reflects quarterly progress based on outcomes indicated for 

three audiences: Peer Leaders, youth activity participants, and adult activity participants. The reporting varies 

as some survey collection was based on qualitative and not quantitative responses. 

PEER LEADERS 

 Short term: Increase reported 

knowledge about DFR 

element(s) 

among Peer Leaders. 

Medium term: Improve 

reported attitudes 

around and strengthen 

Long-term: Increase actions by youth 

Peer Leaders as they relate to DRF 

element(s). 
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 intention to implement 

DRF 

element(s) among Peer 

Leaders. 

Increase in reported receipt of DRF 

element(s) by youth Peer Leaders from 

their peers and parents. 

Q1 

DRF Element: 

“Express 

Care” 

Peer Leaders spent initial 

meetings learning about the 

Developmental Relationship 

Framework. Discussion 

centered around deciding 

which elements resonated 

with their work in the 

community.  

N/A, outcome revised 

after Q1 

N/A, outcomes revised after Q1 

Q2 

DRF Element: 

“Express 

Care” 

 

Peer Leaders engaged with 

the Developmental 

Relationship Framework (DRF) 

regularly and linked their work 

back to the selected DRF 

weekly meetings. 

Through consistent 

conversation and 

framing of the DRF in 

meetings, students were 

steeped in the DRF and 

its connection to positive 

outcomes for youth. 

Peer Leaders’ work for their peers is 

rooted in the DRF. The actions that 

they take as a group provide practice. 

For example, in meetings, the peer 

leaders work together as a collective 

unit and provide support for one 

another; the group does weekly 

check-ins to see how everyone is 

doing. 

Q3  

DRF Element: 

“Expand 

Possibilities”  

Peer Leaders engaged with 

the DRF when they co-

produced the “Call to Action” 

video alongside program 

coordinator. The video breaks 

down each of the elements 

for the adult viewer with 

specific actionable items such 

as “tell me it is okay to make 

mistakes.” 

YCS staff frame 

interactions with the Peer 

Leaders through a DRF. 

The Peer Leaders have 

consistent reminders of 

the elements, particularly 

“expand possibilities” in 

their meetings and 

check ins. The Peer 

Leaders knowingly 

implement the DRF 

elements in their work 

with the community. 

Each of the projects the Peer Leaders 

implemented were rooted in a deep 

care for their peers and a desire to 

connect them with the best resources 

available for issues prevalent among 

youth in our community. 

 

 

Q4 

DRF Element: 

“Expand 

Possibilities” 

Peer Leaders (19) were 

surveyed to assess 

understanding and 

implementation of key 

framework concepts. 

Individual responses submitted 

reveal YCI participants’ 

detailed understanding and 

interpretations of key 

Framework concepts, their 

proficiency with Framework 

vocabulary and their ideas 

and experiences applying 

program principles and tools 

in their daily lives. 

  

Peer Leaders expressed 

their appreciation of 

expanding possibilities for 

them to share their 

thoughts and 

perspectives on mental 

health and prepared 

statements for the city 

council. 

Peer Leaders share that they have 

taken their experiences and the 

knowledge they have gained as YCI 

Peer Leaders and applied it to their 

lives outside the program. They 

reported that their collaboration and 

interaction with 

invited professionals and adult 

coordinators have been positive 

experiences and expanded their 

possibilities to collaborate and learn 

from a wider network of adults. 

 

YOUTH PARTICIPANTS 

 Short term: Increase reported 

knowledge about DRF element(s) 

among youth participants. 

Medium term: Improve reported attitudes around 

and 

strengthen intention to implement DRF element(s) 

among youth participants. 
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Q1 

DRF Element: 

“Express Care” 

IP, Planning meetings discussing 

communication plans, Grounding 

projects in DRF - community panel 

discussion, video on suicide prevention 

in partnership with Wellness Centers, 

and an Instagram Live discussion with 

a mental health professional.  

N/A, outcome revised after Q1 

Q2 

DRF Element: 

“Express Care” 

Express Care underpins the work of the 

Peer Leaders, with the connection 

made through the content of the 

offerings. For example, the video with 

the Paly Wellness Center outreach 

worker, with questions asked centered 

on concern and care for others and 

oneself. 

With the projects the Peer Leaders put into action 

this quarter, they added to the community 

conversations around suicide prevention, mental 

health, and sexual assault. These projects are an 

expression of care from the Peer Leaders but also 

provided tools for youth participants to care for 

themselves and others.  

 

Q3 

DRF Element: 

“Expand Possibilities” 

Through awareness campaigns, Peer 

Leaders expanded possible ways to 

address common issues like sexual 

assault and eating disorders among 

their peers. Of the nine (9) youth that 

responded to the initial survey, six (6) 

reported that they are likely to use the 

information provided by the Peer 

Leader Instagram account. Seven (7) 

of the nine (9) respondents indicated 

they learned something related to 

support for their peers and mental 

health. 

Projects implemented contributed to 

conversations on sexual assault and body image. 

Through these projects, students expressed care 

for their peers facing these challenges or 

someone who may be affected. The Peer 

Leaders’ awareness campaigns always connect 

their peers with resources to get help, expanding 

the possibilities of care for both themselves and 

the people within their networks. 

Students who responded to our survey after the 

Wellness Conference indicated a plan to 

implement supportive DRF actions. Similarly, all 

students who responded to the winter Instagram 

survey indicated actions they could take to 

express care (the DRF for the previous semester) 

to others in their lives. 

Q4 

 

DRF Element: 

“Expand Possibilities” 

Through social media posts and 

community events, youth participants 

have indicated that they have 

increased their understanding of how 

they can Expand Possibilities for others. 

One youth participant from the 

Instagram Survey stated: “Has taught 

me how to be an ally to others.” One 

youth participant from the Minari 

movie night stated: “There’s a lot more 

things than you think you can do”. 

Youth participants were asked to indicate their 

intention to share what they have learned and to 

implement the DRF element on a scale from 1 – 4 

(4 Very Likely). From survey responses from 

Instagram and community events, all four 

respondents reported 3. 

 

ADULT PARTICIPANTS 

 Short term: Increase reported knowledge 

about DRF element(s) among adult 

participants. 

Medium term: Improve reported attitudes around 

and strengthen intention to implement DRF 

element(s) among adult participants. 

Q1 

DRF Element: 

“Express Care” 

Through the initial service project, families 

engaged with each other in service while also 

expressing care for community members 

running for Child Advocates’ fundraising 

event. 

N/A, outcome revised after Q1 

Q2 

DRF Element: 

“Express Care” 

The Parent Program’s packaging used the 

Express Care language explicitly and is 

reflected in the surveys completed by the Bill 

Wilson Center project participants. 100% of 

those surveyed agreed that the project 

showed them ways to express care to the 

Each Morning Mindfulness Meditation session 

incorporated relationships, intentions, and 

connection to the DRF. The ongoing goal is for 

participants to practice making intentions to 

help them follow through with enacting 

elements of the DRF during the week. 
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community and have an intent to express 

care again in the next month. 

 

Q3 

DRF Element: 

“Expand 

Possibilities” 

Peer Leaders developed a newsletter project, 

for adult allies to continue disseminating 

information around activities and efforts. 

Service Across Ages (formerly Family Service 

Projects) saw an increase in participation for the 

project in partnership with Reach Potential 

Movement. 

Q4 

DRF Element: 

“Expand 

Possibilities” 

Community and parent engagement event 

surveying reflects ways in which they can 

support youth. Adults participants indicated 

through surveys that they identified actions to 

Expand Possibilities for youth. One adult 

workshop participant stated: “Don't 

lecture, ask open ended questions, express 

pride.” 

Adult participants were asked to indicate their 

intention to implement the DRF element on a 

scale from 1 - 4 (4 Very Likely). From survey 

responses from workshops and Service Across 

Ages, the four respondents reported 3 or 4. 

 

YCI Peer Leader Survey Evaluation  

YCI Peer Leaders (19) along with non-Peer Leader Program participants (14) were surveyed to assess the 

Program’s impact on their knowledge and attitudes around belonging, sense of connectedness and well-

being. Using the Search Institute’s Developmental Relationships Framework (DRF) as a guide to inform and 

evaluate work for the new academic year, Peer Leaders selected “Express Care” and “Expand Possibilities” as 

the DRF elements of choice for the school year.  

Receipt of Expressions of Care, Expanded Possibilities, and Activation of Skills with Others 

The final set of quantitative survey items asked YCI participants to reflect on their receipt and perceptions of 

actions related to DRF elements “expressions of care” and “expanded possibilities” from their experience with 

the DRF in YCI. Regarding their own actions related to expressing care and expanding possibilities, nearly all 

respondents agreed that they had increased since starting the YCI Program (see figures below): 
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Understanding and Implementation of Key Framework Concepts 

A set of open-ended survey questions asked respondents to describe components of the Developmental 

Relationship Framework (DRF). Individual responses submitted reveal YCI participants’ detailed understanding 

and interpretations of key Framework concepts, their proficiency with Framework vocabulary, and their ideas 

and experiences applying program principles and tools in their daily lives. 

 

9. Evaluation Summary  

The Suicide Prevention Program experienced significant growth over the three-year reporting period. While 

funding expenditures grew by 14% in FY20 and by 1% in FY21, the (duplicated) number of individuals served 

increased by 410% from FY19 to FY20 and by another 192% from FY20 to FY21. As a result, the cost per 

(duplicated) person served decreased from $1.13 per person in FY19 to $0.09 per person in FY21. In the 

meantime, program staffing grew by only one additional team member during the reporting period. The 

growth in people served was driven in large part by the hiring of a staff person to oversee communications, 

and the subsequent growth in size and number of public awareness campaigns that were executed each 

year. However, the growth of the School for Suicide Prevention partnership also resulted in four more districts 

and 6,412 (duplicated) more school staff participating in Kognito online simulation trainings from FY19 to FY21. In 

addition, the SP Program introduced new initiatives during the reporting period, such as training and 

consultation work with the County Health System.  

Coupled with the expansion of programming was a significant and continual effort to improve outcomes 

evaluation of SP Program activities using evidence-based methods. The program increased its investment in 

evaluation activities and began working with various external partners to improve its evaluation activities. Some 

examples of evaluation successes during the reporting period include the following: engaging with an 

What is the Developmental Relationship Framework and how is it related to YCI? 

• “A developmental relationship is a connection between youth and an adult or between peers that 

positively impacts an individual’s identity and mindset.”   

• “Gap closing between different aspects of the community through a variety of events.” 

• “The Developmental Relationship Framework includes connecting and inspiring the people 

around you. YCI is related to the term because through it the community comes closer together.” 

• “The ways that I connect with others are through open mindedness and compassion for those who 

have struggled in one way or another. I was able to integrate those core values of unification 

through YCI and the project we led there.” 
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evaluation agency to evaluate suicide prevention public awareness campaigns at least once a year; 

partnering with the Stanford University Center for Youth Mental Health and Wellbeing to develop TEMPOS, the 

first evaluation tool of its kind that allows for evaluation of safe messaging efforts across time, articles, and 

publications; developing culturally-tailored suicide prevention and mental health community trainings in 

partnership with Palo Alto University and building an evidence base of the trainings’ effectiveness compared to 

other gatekeeper/helper trainings; and collaborating with Youth Community Service and the Search Institute to 

develop an outcomes evaluation plan for primary prevention efforts to build community connectedness 

among youth and their parents.  

Looking ahead, the SP Program has a number of evaluation goals and challenges to address (see below):  

- Further develop means restriction work, including hanging means safety and an associated logic 

model/evaluation plan; 

- Re-run some program evaluations in order to compare progress to the baselines that have already 

been conducted, e.g. using TEMPOS to assess recent safe messaging efforts, and re-running the BRFSS 

to assess use of behavioral health services at a population level;  

- Develop a database of local, culturally relevant, evidence-based suicide prevention public awareness 

campaign materials; 

- Continue to understand and improve systems-level suicide prevention outcomes and how to measure 

them, specifically in schools and health systems; 

- In 2021, the SP Program joined the Substance Use Prevention Services Program under one Prevention 

Services Division within the County of Santa Clara’s Behavioral Health Services Department. The 

division’s goals include increasing collaboration on, and the impact of, primary prevention efforts 

between the two programs. Some joint logic model and evaluation efforts may arise from this work, for 

example, combining efforts to measure outcomes on social/community connectedness.  

 

APPENDIX 
 

The end of this report includes references to the various tools and supplemental materials utilized and 

described in the evaluation report by the Suicide Prevention Strategic Plan Program. 
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IMPROVE TIMELY ACCESS TO SERVICES FOR UNDERSERVED 
POPULATIONS PROGRAMS 
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CULTURE-SPECIFIC WELLNESS CENTERS 
PEI Improve Timely Access to Services for Underserved Populations Program 
 

Culture-Specific Wellness Centers offer space for un-, under-, and inappropriately served groups to gather and 

participate in community caregiving and healing. This program started in January 2021 (FY 2021) and is divided 

for 5 populations: 

1. African American 

2. Asian/Pacific Islander 

3. Latino 

4. Native American 

5. LGBTQ+ (began services in FY20 with LGBTQ+ Access & Linkage program. See LGBTQ+ Access and 

Linkage program for FY20 cost per client) 

The following pages describe the evaluation components and share the data for each component. The total 

cost per person, across all five populations can be found below. 

Clients Served & Annual Cost per Client Data 

FY 2019 FY 2020 FY 2021 

Duplicated N = N/A Duplicated N = 955 Duplicated N = 5,586 

Number 

Served 

Program 

Expenditure** 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Program not in implementation. 955 (see note above for cost per 

person) 

5,586 $486,332 $87 
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GARDNER: AFRICAN AMERICANS AND AFRICAN DESCENTS 
WELLNESS CENTER 
PEI Improve Timely Access to Services for Underserved Populations Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description  

Gardner implemented the Ethnic and Cultural Specific Wellness Center (ECSWC) on 1/1/2021, so this report covered only six 

months of the program.  Gardner’s target group is Latino/Hispanic and African American/African descents communities of 

all ages. However, this report only focuses on African American and African descents communities of all ages. 

Culture-Specific Wellness Centers offer space for un-, under-, and inappropriately served groups to gather and participate 

in community caregiving and healing. Wellness Centers are designed specifically for Latino, African American, LBGTQ+, 

Asian/Pacific Islander, and Native American populations and communities. Wellness Centers offer low-barrier access to 

mental health services, community building and culture-specific practices, and other recovery-oriented activities. 

Understanding that some populations have historically faced discrimination from government and mental health systems, 

Wellness Centers focus on building trust between the community and service providers. Unlike traditional Medi-Cal 

authorized services, Wellness Centers operate with an open-door policy.  

Clinical mental health services are co-located in the Centers with non-clinical cultural activities and programs. Individuals 

participating in these non-clinical cultural activities and programs are welcome to participate without limit. Wellness Centers 

are culture-specific, embracing healing practices that may not necessarily be a part of un-, under-, and inappropriately 

served communities. Activities may include addressing the trauma related to immigration, family disruptions in LGBTQ+ 

communities, and healing circles. There are age-specific activities for youth, adults, and older adults. Additionally, 

opportunities for intergenerational sharing are encouraged. Wellness Centers recognize that a different kind of healing may 

occur when different age groups come together to talk about stress, trauma, and self-care.  

One of the Cultural Specific Wellness Center's goals is to increase access to ethnic and culturally reflective, strength-based 

behavioral health treatment services, including outreach, education, and preventive counseling. Another goal is to build 

behavioral health PEI services capacity at a site where people go for other routine activities. A third goal is to ensure early 

access to behavioral health services to lower the incidence of behavioral health-related illness and suicide, enhance 

wellness, resilience while reducing stigma and discrimination. 

2. Program Indicators  

Prolonged suffering: 

Gardner Program “Open Door”, where community members can call in to receive support and linkage to resources 

in the community. The program, also conduct “wellness checks” to our community members as to see, the need for 

support and care, especially to address the heightened need of care during the Covid pandemic. The program also 

provides educational webinars and programs, such as stress reduction, parent and child education programs, and 

vaccine education programs as a preventative program. The Ethnic and Cultural Specific Wellness Center (EXSWC) 

helps to raise mental health awareness, and provide psychoeducation workshops to all ages the African American 

and African descents communities which enhance the quality of life in both physical and mental health.  
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3. Program Goals, Objectives & Outcomes    

A variety of healing services, community engagement activities, and health education are designed and implemented for 

specific cultural communities. 

Goals: 

a. Increase access to ethnic and culturally reflective, strength-based behavioral health 

treatment services, including outreach, education, and preventive counseling. 

b. Build individual, community, and organizational capacity, knowledge, and skills that 

contribute to the prevention of behavioral health disorders. 

c. Decrease stigma and discrimination toward individuals experiencing behavioral health 

issues. 

d. Increase collaboration with community stakeholders and organizations to serve ethnic 

and culture specific communities identified in the target population. 

 

Objectives: 

a. Behavioral health culture-based educational workshops on issues that focus on 

common responses to life stressors and education on benefits of behavioral health 

services; 

c. Psycho-educational workshops and drop-in support groups that address client/family 

behavioral health and various wellness topics; 

d. Outreach and education activities in community settings, such as childcare settings, 

school community centers, and faith-based organizations; 

e. Referral and positive linkage to appropriate behavioral health services; 

f. Delivery of outreach and education to hard-to-reach segments of the unserved and 

underserved community (e.g., home visits to reach isolated clients and family 

members); and 

g. Active and continuous promotion of services through various multilingual resource 

guides, newsletters, and social media platforms, etc., within communities and 

behavioral health organizations in Santa Clara County. 

Outcomes:  

Outcome 1: Provide un-, under-, and inappropriately served groups space for community caregiving 

Outcome 2: Organize age-specific and intergenerational activities 

Outcome 3: Encourage culture-specific forms of healing 

 

Additional goals/objectives for the African American/African Descents Wellness Center. Below are the program’s 

objectives:  

1. Increase service connectedness amongst the African Descent Communities.  
2: Provide trauma-informed care and support 

3: Increase service connectedness to behavioral health resources 

4: Reduce stigma associated with mental health status amongst African Descent Communities.  

5: Increase positive outcomes such as increased life skills, access to benefits and supports needed, and socialization and 

psychosocial support 

6: Provide African Descent beneficiaries’ community caregiving resources.  

 7: Organize age-specific and intergenerational activities  

8: Encourage culture-specific forms of healing 

4. Evaluation Activities  

Access and Linkage: 

ECSWC provides "Open Doors", "Wellness Checks,"; "Resource awareness programs" that are targeted to increase 

access and linkage to supports and services in the community. The program provides programs in the community in 

dual languages of Spanish and English.  The program also provides supports in collaboration with churches, 

community centers, and schools, serving underserved community members.  
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Collaboration: 

The program collaborated with multiple agencies already serving the African American and African descent Communities 

to improve the reach to beneficiaries. The staff attends fairs in the community to increase awareness and accessibility to the 

populations that are serve. The program provides programs in the community, targeting where beneficiaries congregate, 

such as Churches and markets.  The program also reached out to salons serving the Black community for the African 

descent community, based on research and available literature.  The program also provides supports in collaboration with 

churches, community centers, and schools, serving underserved community members.  

5. Demographic Data 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 17 years Program not in 

implementation. 

Program not in 

implementation. 
- - 

18 -24 years - - 

25- 34 years 3 0.15% 

35- 44 years 2 0.1% 

45- 54 years 1 0.05% 

55- 64 years - - 

65- 74 years 1 0.05% 

75 +  years - - 

Prefer not to 

answer 

22 1.1% 

Unknown - - 

Unduplicated 

Total 

29 1.45% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska Native 

Program not in 

implementation. 

Program not in 

implementation. 
- - 
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Asian - - 

Black or 

African 

American 

29 1.45% 

Native 

Hawaiian or 

Other Pacific 

Islander 

- - 

White/ 

Caucasian 
- - 

Other - - 

Latino o 

Hispano 
- - 

More than 

one race 
- - 

Prefer not to 

answer 
- - 

Unknown - - 

Unduplicated 

Total 

29 1.45% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean Program not in 

implementation. 

Program not in 

implementation. 
- - 

Central 

American 

1 0.05% 

Mexican/ 

Mexican-

American/ 

Chicano 

- - 

Puerto Rican - - 
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South 

American 
- - 

Hispanic/ 

Latino 

(undefined) 

- - 

Other 

Hispanic/ 

Latino 

- - 

Hispanic or 

Latino 

Subtotal 

1 0.05% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African Program not in 

implementation. 

Program not in 

implementation. 

22 1.1% 

Asian Indian/ 

South Asian 
- - 

Cambodian - - 

Chinese - - 

Eastern 

European 
- - 

European - - 

Filipino - - 

Japanese - - 

Korean - - 

Middle 

Eastern 
- - 

Vietnamese - - 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

1 0.05% 
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Other Non-

Hispanic/ 

Non-Latino 

- - 

Non-

Hispanic or 

Non-Latino 

Subtotal 

- - 

More than 

one ethnicity 
- - 

Prefer not to 

answer 

5 0.25% 

Unknown - - 

Unduplicated 

Total 

29 1.45% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation. 

Program not in 

implementation. 

11 0.55% 

Female 18 0.9% 

Prefer not to 

answer 
- - 

Unknown - - 

Unduplicated 

Total 

29 1.45% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation. 

Program not in 

implementation. 

11 0.55 

Female 17 0.85 
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Transgender 

(Male to 

Female) 

- - 

Transgender 

(Female to 

Male) 

1 0.05% 

Transgender 

(Undefined) 
- - 

Genderqueer - - 

Questioning 

or Unsure 
- - 

Another 

gender 

identity 

- - 

Prefer not to 

answer 
- - 

Unknown - - 

Unduplicated 

Total 

29 1.45% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

Program not in 

implementation. 

Program not in 

implementation. 
- - 

Heterosexual/ 

Straight 

6 0.3% 

Bisexual - - 

Questioning/ 

Unsure 
- - 

Queer - - 

Another 

sexual 

orientation 

1 0.05% 
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Prefer not to 

answer 

22 1.1% 

Unknown - - 

Unduplicated 

Total 

29 1.45% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English Program not in 

implementation. 

Program not in 

implementation. 

29 1.45% 

Spanish - - 

Vietnamese - - 

Chinese - - 

Tagalog - - 

Farsi - - 

Other - - 

Prefer not to 

answer 
- - 

Unknown - - 

Unduplicated 

Total 

29 1.45% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 
- - 
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Veteran Program not in 

implementation. 

Program not in 

implementation. 
- - 

Served in 

Military 
- - 

Family of 

Military 
- - 

No Military - - 

Prefer not to 

answer 

29 1.45% 

Unknown - - 

Unduplicated 

Total 

29 1.45% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Program not in 

implementation. 

Program not in 

implementation. 
- - 

Difficulty 

hearing or 

speaking 

- - 

Other 

communication 

disability 

- - 

Cognitive - - 

Physical/ 

Mobility 
- - 

Chronic Health 

Condition 
- - 

Other non-

communication 

disability 

- - 

No Disability - - 
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Prefer not to 

answer 

29 1.45% 

Unknown - - 

Unduplicated 

Total 

29 1.45% 

*Participants may choose more than one option for Disability. 

6. Referrals  

ECSWC started 1/1/21. This program has not been keeping track of referrals into BHSD. However, going forward staff will 

develop mechanisms to track referral data. At the time of reporting, no mechanisms were in place to track referrals. As 

needed, staff assist client to contact Call Center for mental health treatment. 

7. Detailed Outcomes  

Pre and Post Surveys were offered to participants. We received minimal participation and incomplete information. When 

participants responded, the program received positive feedback regarding services. Participants requested more programs 

serving parents and children. Gardner ECSWC will implement Pre and Post questions for Zoom webinars so for FY22, there will 

be more outcome data. 

Gardner Wellness Center (both Latino/Hispanic and African Descent communities) outreached to 3741 community 

members as part of the county-wide publicity program.  This program collaborated with over 20 agencies, including 

churches, school public health departments and community health programs. Staff provided extensive support to 

vaccination education and drive in April and May 2021 by providing outreach at the Mexican Heritage Plaza vaccination 

drive.  Additionally, this program conducted a vaccine education forum by Dr. Ana Fernández-Sesma, a Professor of 

Microbiology at Icahn School of Medicine at Mount Sinai (ISMMS). This program was provided twice, in English and Spanish.  

Below is are some tables of outreach numbers and locations to the community in the county.  

Gardner ECSWC Outreach/Promotion (Source: Internal Excel Data) 
Total number of attendees (duplicated count) participating in outreach 

Outcome 1: CONTRACTOR will provide Prevention and 

Outreach services to a minimum of _2000__un- 

duplicated clients per 2 of the ethnic groups, and their 

families annually residing in Santa Clara County. 

Ethnic Groups:  

 

1. African Descent  

2. Latino 

Percent Achieved of Target (#) annually 

 

Expected to outreach to _#2000_per 6 months/ 3 

quarters 

 

Reporting Period (January 1 to June 30, 2021): 

#_3741__ community members 

Year to Date Total: # 3741Outreached___community 

members 

 

# 721 served/Total # = 36.05 % Achieved of Target - 

Latino 

 

# 29 served/Total # 1.45 % Achieved of Target - African 

decent 

 

# 132 served/Total # 6.06 % Achieved of Target - Other 
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Outcome 2: CONTRACTOR’s prevention and outreach 

numbers will reach (in unduplicated numbers) 10% of 

the total number of Target population in SCC for the 

respective FY 20 Penetration rate. 

Unduplicated clients Reporting Period: 

Total : 882 (721 Latino) 29 ( African Descent) Other 

(132) 

#  (including families)_882_ new unduplicated 

participants  

 

 

Outcome 3: Count of number of events and time engaged in outreach and promotion activities 

engaged in and attended by Ethnic and Culture Specific Wellness Center staff. 

Outreach and Promotion Activities Count 
Outreach/presentations # of people outreached to 

Community Settings/offsite (label in person or virtual/online (Zoom) 

BEN PAINTER MS 151 

MEXICAN HERITAGE PLAZA 508 

 

CESAR CHAVEZ ELEMENTARY SCHOOL 

 

30 

ESCUELA POPULAR 44 

GARDNER HEALT CENTER - STREE 130 

GILROY - CALIFORNIA 

 

100 

LA TROPICANA - SAN JOSE 52 

MORGAN HILL - CALIFORNIA 

 

130 

OUR LADY OF GUADALUPE 40 

PALO ALTO CITY HALL 23 

SAN JOSE FLEA MARKET 50 

VALLEY PALMS 

 

72 

Mexican Heritage Plaza- in person (Vaccination Clinic) 25 

Valley Palms – in person (Neighborhood outreach) 72 

Numbers of Events (cultural, fairs, activities) 

Names of Events (label in person or virtual/online) # of people attended 

Movie Night Akeelah and The Bee 5 

Race, Pain, and Healing by Jane Maragwa 38 

International Women's Day 50 

LGTBQ Resource Fair 35 

  

TOTAL: 125 

  

Prevention Activities (PRE POST SURVEY): 

Workshops/Groups (psychoeducation, support or drop in) # of people who attended 

Free Parent and Child Connection Workshop in Spanish 92 
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Amigos Latinos men's group 11 

Art Therapy with Vidhi Amin 4 

College Transition and Majors  27 

Diabetes y Pre-Diabetes by Public health Department 5 

A Coffee among Friends 5 

Beneficios de Perdonarme 12 

Bringing Awareness to Black Mom and Infant Health By Kenisha 

Public Health Department 

9 

College/Money 6 

Connecting with my Teen 2 

COVID19 Vaccine Info/Eng Dr. Ana Sesma 19 

COVID19 Vaccine Info/Sph Dr. Ana Sesma 13 

Cuidándome: Manejando el estrés 19 

En Los Zapatos de Mis Hijos 20 

Encuentro Matrimonial Mundial 13 

Ewc open doors 104 

Know Your Rights by Law Firm ( for Social media usage education) 18 

Las 5 Claves de una Comunicación Efectiva / Spa 2 

Living Your Best Life 17 

Parent-Child Connection 5 

Taller GRATIS informático sobre la Vacuna COVID19 19 

Resource Awareness  Programs  381 

Wellness Check 111 

TOTAL: 882 

 

8. Evaluation Summary  

FY21 Successes: 

As a goal for reaching the African Descent Community members, the program identified and contacted more than 20 

places of worship that serve the African Descent communities in Santa Clara County. The program contacted all the 

schools in the county, informing them of programs and inviting collaboration. The program reached out to Salons serving 

the African Descent community members based on evidence and available literature. The program's team members also 

reached out to restaurants owned and run by African Descent community members. The program provided many 

programs that were specific to the need of the African Descent community members. Some of these programs are called: 

Race Pain and Healing, Bringing Awareness to Black Mom and Infant Health by Kenisha Public Health Department; Movie 

Night Akeelah and The Bee, and the "Open Doors" where community members can call us for support as needed, to be 

directed towards resources and linkages.  

 

FY21 Challenges and Implementation challenges: 

The program's biggest implementation challenge was due to the COVID pandemic, and the social distancing norms and 

shut down. The program experienced low participation of new attendees in our workshops despite posting on social media 

such as Instagram, Facebook, and Pinterest and extensive outreach. The program found that Technology is difficult to 

manage for many people in our community. They have had issues logging in at the event, which impacted the program's 

Webinar Attendees' participation. Additionally, County Schools and community organizations are currently not accepting 

outside visitors due to Covid-19 limiting collaboration. Covid had also impacted the program's employee appointment and 

retention, as several candidates had to decline job offers due to family complications related to Covid-19. Covid affects 

our ability to present in-person gatherings and programs. The DELTA variant of COVID-19 further impacts our ability to plan 

and open fully to the community. As public health programs are still under scrutiny, Gardner continues many safety 

protocols necessary to protect public health, impacting our ability to hold in-person groups.  

 

Additionally, the program experiences difficulty reaching the African Descent Ethnic community in Santa Clara County. 

Participation had been minimal due to the limited number of community members (As per Census 2010, 2.6%) and a limited 

number of communities that serve the beneficiaries. Churches serving the African Descent communities are currently 
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serving the community online and have not responded to our emails and phone calls. The program is finding it challenging 

to complete hiring staff serving the African Descent Community members. The program had members who could not 

continue the onboarding process, as COVID had impacted many African Descent Communities.  
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MEKONG-ETHNIC AND CULTURAL SPECIFIC WELLNESS 
CENTER-ASIAN/PACIFIC ISLANDER COMMUNITIES 
PEI Improve Timely Access to Services for Underserved Populations Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description   

Culture-Specific Wellness Centers offer space for un-, under-, and inappropriately served groups to gather and participate 

in community caregiving and healing. Wellness Centers are designed specifically for Latino, African American, LBGTQ+, 

Asian/Pacific Islander, and Native American populations and communities. Wellness Centers offer low-barrier access to 

mental health services, community building and culture-specific practices, and other recovery-oriented activities. 

Understanding that some populations have historically faced discrimination from government or mental health systems, 

Wellness Centers focus on building trust between the community and service providers. Unlike traditional Medi-Cal 

authorized services, Wellness Centers operate with an open door policy. Clinical mental health services are co-located in 

the Centers with non-clinical cultural activities and programs. Individuals participating in these non-clinical cultural activities 

and programs are welcome to participate without limit.  

Wellness Centers are culture-specific, embracing healing practices that may not necessarily be a part of un-, under-, and 

inappropriately served communities. Activities may include addressing the trauma related to immigration, family disruptions 

in LGBTQ+ communities, and healing circles. There are age-specific activities for youth, adults, and older adults. 

Additionally, opportunities for intergenerational sharing are encouraged. Wellness Centers recognize that a different kind of 

healing may occur when other age groups come together to talk about stress, trauma, and self-care.  

One of the Culture-Specific Wellness Center's goals is to increase access to ethnic and culturally reflective, strength-based 

behavioral health treatment services, including outreach, education, and preventive counseling. Another goal is to build 

behavioral health PEI services capacity at a site where people go for other routine activities. A third goal is to ensure early 

access to behavioral health services to lower the incidence of behavioral health-related illness and suicide, enhance 

wellness, resilience while reducing stigma and discrimination. 

Mekong implemented the Ethnic and Cultural Specific Wellness Center (ECSWC) on 1/1/2021, so this report covered only six 

months of the program.  Mekong's target group is Asian/Pacific Islander communities of all ages. 

2. Program Indicators  

Mekong Community Ethnic and Cultural Specific Wellness Center strives to empower the unserved and underserved Asian 

and Pacific Islander community to take charge of their health and well-being. The wellness center is guided by the ethical 

principles of inclusiveness, equity, diversity, and flexibility. Its vision is to build healthy communities through education and 

helping participants stay connected with their community to enhance their physical and mental health quality of life. The 

center offers free health and wellness workshops for children, teens, and adults. It currently provides teen and adult support 

groups, arts and crafts, cooking, outdoor walking/hiking, and other self-care and stress management workshops. 

Participants benefit from workshops by learning new information and skills about health, being more physically active, and 

engaging with other program participants. It is evident that mental health stigma exists and significantly impacts Asian 

communities as it is often seen as a taboo. Having a mental illness such as anxiety and depression is detrimental to 

individuals' well-being and functioning. Mekong Community Ethnic and Culture Specific Wellness Center acknowledges this. 

It provides workshops that serve as prevention and early intervention to help relieve negative symptoms such as feelings of 

460



hopelessness, loneliness, and withdrawal from friends and activities. The center also helps raise mental health awareness 

and eliminate prolonged suffering in our Asian and Pacific Islander communities.  

3. Program Goals, Objectives & Outcomes   

A variety of healing services, community engagement activities, and health education occurs specifically designed and 

implemented for specific cultural communities. 

 

Goals: 

b. Increase access to ethnic and culturally reflective, strength-based behavioral health 
treatment services, including outreach, education, and preventive counseling. 

b. Build individual, community, and organizational capacity, knowledge, and skills that 

contribute to the prevention of behavioral health disorders. 

c. Decrease stigma and discrimination toward individuals experiencing behavioral health 

issues. 

d. Increase collaboration with community stakeholders and organizations to serve ethnic 

and culture specific communities identified in the target population. 

 

Objectives: 

b. Behavioral health culture-based educational workshops on issues that focus on 
common responses to life stressors and education on benefits of behavioral health 

services; 

c. Psycho-educational workshops and drop-in support groups that address client/family 

behavioral health and various wellness topics; 

d. Outreach and education activities in community settings, such as childcare settings, 

school community centers, and faith-based organizations; 

e. Referral and positive linkage to appropriate behavioral health services; 

f. Delivery of outreach and education to hard-to-reach segments of the unserved and 

underserved community (e.g., home visits to reach isolated clients and family 

members); and 

g. Active and continuous promotion of services through various multilingual resource 

guides, newsletters, and social media platforms, etc., within communities and 

behavioral health organizations in Santa Clara County. 

 

Outcomes: 

1: Provide un-, under-, and inappropriately served groups space for community caregiving 

2: Organize age-specific and intergenerational activities 

3: Encourage culture-specific forms of healing 

  

Asian and Pacific Islanders’ objectives: 

1. Empower our unserved and underserved Asian and Pacific Islander community to take charge of their health    

    and well-being.  

2. Build healthy communities through education and other activities pertaining to health  

3. Raise mental health awareness 

4. Help participants to stay connected with their community in order to enhance the quality of life in both  

    physical health and mental health.  

5. Help relieve negative symptoms that clients may be experiencing in order to eliminate prolonged suffering. 

6. Provide annual cultural events (Mid-Autumn Festival, and Asian Pacific Islander Day.) 

7. Provide psychoeducation workshops including Stress Management, Celebrate Earth Day, Teen Circle, Arts and Crafts,       

    and Healthy Cooking. 

4. Evaluation Activities  

Mekong Community Ethnic and Culture Specific Wellness Center was designed to help create access and linkage to 

treatment that improves timely engagement to behavioral health services for clients and families by using non-stigmatizing 

and non-discriminatory strategies. Although the wellness center is intended to serve the Asian American and Pacific Islander 

community, Mekong Community Center believes in the importance of diversity and welcomes all individuals, no matter 

what race or background.  
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The wellness center strives to provide an educational, sensitive, fun, and non-judging environment so that participants feel 

safe. In order to carry this out, workshop expectations are explained to all participants to prevent any discomfort and 

promote positivity so that participants have a positive experience in working with staff and being a part of the wellness 

center. The wellness center allows everyone the opportunity to speak freely and safely without interruption or questioning 

from staff and program participants.  

The wellness center is committed to providing services that will help to raise mental health awareness and empower 

individuals to take charge of their health and well-being to improve their quality of life. Education, support, and guidance 

are needed to improve the well-being of all individuals and families in our community, especially those who come from a 

disadvantaged background and may not have the support and resources that they need. Through workshops, individuals 

stay connected with others in their community to build a support system and receive essential resources to meet their 

needs.  

For example, a mental health awareness workshop was done in May and provided essential resources. Participants 

discussed what they felt was important for their health and well-being. The staff addressed the following: 1) Basic needs 

(shelter, food, and clothing), 2) Feeling safe, 3) Feeling valued, 4) Support system and 5) a sense of belonging. The mental 

health awareness workshop also discussed the stigmas against individuals who have a mental illness. It is another challenge 

that many individuals face. Stigmas have a negative impact on individuals' lives and are detrimental to their well-being. 

Stigma can lead to 1) Feelings of shame and guilt, 2) loss of self-esteem, 3) a sense of isolation and hopelessness, and 4) 

feeling reluctant to seek treatment. The staff provided the resources to meet these needs. The names of agencies and 

organizations, services, locations, contact information, and call lines that would lead participants directly to mental health 

and suicide/crisis services were included. Agencies and organizations included the County of Santa Clara Behavioral Health 

Services, The Q Corner, Bill Wilson Center, Asian Americans for Community Involvement (AACI), and others. The staff has also 

assisted the elderly with affordable housing applications and provided locations and information about food pantries 

throughout San Jose. 

The wellness center took on an evidence-based approach. Staff are of Asian background (Cambodian, Chinese, and 

Vietnamese) and know the culture, custom, and specific needs of these Asian populations.  An interest form/survey was 

created using google doc. to gather demographic information. Information collected from scholarly articles and other 

writings pertaining to health and wellness, such as the U.S. Department of Agriculture and Psychology Tools, was used to 

plan and create educational workshops.  

To ensure that the needs of participants were met and that workshops were successful, the center prioritized getting to 

know future and current participants through an interest form/survey. This survey described their interests, availability, and 

demographic information for the wellness center to understand participants' viewpoints. This information helped the center 

meet their needs by creating workshops that were of interest and adjusting workshop schedules to fit the days and times 

they were able to participate. Mekong Community Ethnic and Culture Specific Wellness Center understands the difficulties 

and struggles parents and families face when juggling work and many other responsibilities, especially during a pandemic. 

Therefore, the need to be flexible and open-minded is important.  

During and after workshops, staff continued to engage with participants via email and phone calls to check in on 

participants' well-being and remind them of future workshops. To improve the quality of services, the center plans to create 

a satisfaction survey to send out as a follow-up. Doing this will let the center know if any changes or adjustments are 

needed to improve workshops and continue meeting participants' needs.  

  

462



5. Demographic Data  

 FY 2019 FY 2020 FY 2021 

Age Group # Served % of 

Served 

# Served % of 

Served 

# Served % of 

Served 

0 – 13 years Program not in 

implementation 

Program not in 

implementation 

19 1% 

14-17 years 25 1% 

18- 24 years 55 3% 

25-44 years 171 9% 

45-64 years  114 6% 

64+ 64 3% 

Prefer not to 

answer 

0 0 

Unknown 46 2% 

Unduplicated 

Total 

494 25% 

 

 FY 2019 FY 2020 FY 2021 

Race # Served % of 

Served 

# Served % of 

Served 

# Served % of 

Served 

American Indian 

or Alaska Native 

Program not in 

implementation 

Program not in 

implementation 

0 0 

Asian 385 19% 

Black or African 

American 

1 .05% 

Native Hawaiian 

or Other Pacific 

Islander 

16 .08% 

White/ 

Caucasian 

25 1% 

Other 13 .07% 

More than one 

race 

6 .03% 
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Prefer not to 

answer 

0 0 

Unknown 48 2% 

Unduplicated 

Total 

494 25% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # Served % of 

Served 

# Served % of 

Served 

# Served % of 

Served 

Hispanic or 

Latino: 

Program not in 

implementation 

Program not in 

implementation 

0 0% 

Caribbean 0 0% 

Central 

American 

0 0% 

Mexican/ 

Mexican-

American/ 

Chicano 

13 1% 

Puerto Rican 0 0% 

South American 0 0% 

Hispanic/ Latino 

(undefined) 

0 0% 

Other Hispanic/ 

Latino 

0 0% 

Hispanic or 

Latino Subtotal 

13 1% 

Non-Hispanic or 

Non-Latino as 

follows: 

  

African 1 0.05% 

Asian Indian/ 

South Asian 

4 0.2% 

Cambodian 53 2.65% 

Chinese 59 3% 
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Eastern 

European 

0 0% 

European 22 1% 

Filipino 14 1% 

Japanese 2 0.1% 

Korean 2 0.1% 

Middle Eastern 1 0.05% 

Vietnamese 226 11% 

Non-Hispanic/ 

Non-Latino 

(undefined) 

43 2% 

Other Non-

Hispanic/ Non-

Latino 

0 0% 

Non-Hispanic or 

Non-Latino 

Subtotal 

0 0% 

More than one 

ethnicity 

6 0.3% 

Prefer not to 

answer 

0 0% 

Unknown 48 2% 

Unduplicated 

Total 

494 25% 
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 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# Served % of 

Served 

# Served % of 

Served 

# Served % of 

Served 

Male Program not in 

implementation 

Program not in 

implementation 

158 8% 

Female 336 17% 

Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

494 25% 

 

 FY 2019 FY 2020 FY 2021 

Gender (Current) # Served % of 

Served 

# Served % of 

Served 

# Served % of 

Served 

Male Program not in 

implementation 

Program not in 

implementation 

133 6.8% 

Female 311 16% 

Transgender 

(Male to Female) 

0 0% 

Transgender 

(Female to Male) 

0 0% 

Transgender 

(Undefined) 

0 0% 

Genderqueer 2 0.1% 

Questioning or 

Unsure 

0 0% 

Another gender 

identity 

0 0% 

Prefer not to 

answer 

2 0.1% 

Unknown 46 2% 

Unduplicated 

Total 

494 25% 
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 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# Served % of 

Served 

# Served % of 

Served 

# Served % of 

Served 

Gay or Lesbian Program not in 

implementation 

Program not in 

implementation 

2 0.1% 

Heterosexual/ 

Straight 

246 12.6% 

Bisexual 3 0.15% 

Questioning/ 

Unsure 

3 0.15% 

Queer 0 0% 

Another sexual 

orientation 

1 0.05% 

Prefer not to 

answer 

193 9.65% 

Unknown 46 2.3% 

Unduplicated 

Total 

494 25% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# Served % of 

Served 

# Served % of 

Served 

# Served % of 

Served 

English Program not in 

implementation 

Program not in 

implementation 

305 15.4% 

Spanish 0 0% 

Vietnamese 116 5.8% 

Mandarin 2 0.1% 

Cantonese 38 2% 

Tagalog 0 0% 

Farsi 0 0% 

Other 33 1.7% 

467



Prefer not to 

answer 

0 0% 

Unknown 0 0% 

Unduplicated 

Total 

494 25% 

FY 2019 FY 2020 FY 2021 

Military Status # Served % of 

Served 

# Served % of 

Served 

# Served % of 

Served 

Active Military Program not in 

implementation 

Program not in 

implementation 

Veteran 

Served in Military 

Family of Military 

No Military 

Prefer not to 

answer 

Unknown 494 100% 

Unduplicated 

Total 

494 100% 

FY 2019 FY 2020 FY 2021 

Disability* # Served % of 

Served 

# Served % of 

Served 

# Served % of 

Served 

Difficulty seeing Program not in 

implementation 

Program not in 

implementation 

Difficulty hearing or 

speaking 

Other 

communication 

disability 

Cognitive 

Physical/ Mobility 
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Chronic Health 

Condition 

Other non-

communication 

disability 

No Disability 

Prefer not to 

answer 

Unknown 494 100% 

Unduplicated Total 494 100% 

*Participants may choose more than one option for Disability.

6. Referrals

FY 2021 

Unduplicated N = 

Number of individuals 

with serious mental illness 

referred to treatment 

(Separate out treatment 

that is provided, funded 

administered, or 

overseen by county 

mental health versus 

treatment that is not) 

Kind of treatment to 

which the individual was 

referred 

Number of individuals 

who followed through 

on the referral and 

engaged in treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined as 

participating at least 

once in the treatment 

to which referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

1 Depression 0 N/A 0 

Staff referred a client to a call center after expressing that she was depressed. During a follow-up, the client stated that she 

did not call the center for help.  

7. Detailed Outcomes

The staff developed an interest form/survey on a google doc. The team uses the interest forms to gather information about 

participants and future participants.  This form included areas of interest, days, and time they were available to join 

workshops. It also provided demographic information such as age, gender, race, and ethnicity. The staff uses this data to 

create and plan workshops accordingly to fit participants' age, interests, and needs.  

The staff uses a monthly tracker to keep outreach notes, workshops, and total minutes. This way, the Wellness Center staff 

can see how the program was doing and whether or not it was improving each month. Demographic information was listed 
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on a separate sheet by age and marked to identify participants as duplicated or unduplicated. This helped the center to 

stay organized and easier to review data when needed. 

Follow-ups were done via phone or email to continue engagement and gain participants’ interest in joining future 

workshops. Positive comments and feedback about workshops were received from participants in this form of 

communication. The center plans to create a satisfaction survey to send as a follow-up to continue to find ways to improve 

the wellness center and quality of services to meet participants' needs.  

Based on data, participants were primarily women. The majority of participants served were Vietnamese and Chinese. The 

age-range of participants most served were 25-44 and 46-64. From January to June, the center increased outreach 

numbers, workshop sign-ups, and unduplicated participants. As covid-19 vaccination opened up its availability to the 

community, staff could increase in-person outreach and plan outdoor activities. In March, the wellness center welcomed 

two peer support who assisted with outreach. By April, the team created a YouTube video was created to introduce the 

wellness center. A Facebook and Instagram account was also created to help promote the new Wellness Center. These 

social media platforms provided viewers with the center's information, such as how to get in contact, services provided, 

flyers on upcoming workshops/events, and a link that sent viewers directly to the wellness center's website. It is assumed that 

the increase in vaccination availability and promotion through social media platforms helped to increase the number of 

interests and participation. From January to March, the center had a total of 262 participants. From April to June, the center 

had 912 participants, showing an increase by 248%.  

8. Evaluation Summary  

Mekong Community's  Ethnic and Cultural Specific Wellness Center began in January of 2021, during a pandemic. A 

challenge that staff faced was how to promote the wellness center during a time of social distancing. A huge limitation was 

the inability to do in-person outreach. Safety was the wellness center's number one concern, and virtual services were the 

safest way to operate and connect with clients.  

When individuals were asked to distance themselves from friends and families, staying connected was even more crucial 

for an individual's mental well-being. In the beginning, the center received sign-ups mainly through staff and family referrals. 

The wellness center provided virtual workshops on the following topics: Positive Thinking, Stress Management, Self-care, 

Support groups for teens and adults, Cooking, Arts and Crafts, and At-home Exercises. The center received positive 

feedback from those who participated at the end of workshops and follow-ups via email. These topics and activities were 

important during this time because many were struggling with the pandemic and had a tough time staying positive and felt 

disconnected from their friends and families. Providing these virtual workshops allowed participants to vent, learn about the 

importance of mental health, and stay connected and active with others in their community through activities and newly 

discovered hobbies.  

The pandemic affected not just adults but also children and teens, taking on a different setting/route towards schooling, 

not seeing their friends, and missed out on important milestones such as prom and graduation. Because of this, it was 

important for the wellness center to provide workshops that fit all age groups. Workshops appropriate for children also 

brought family engagement, which the center sees as important in building stronger communities. The workshops for teens 

are called Teen Circle. This workshop allowed teens from different high schools to come together to talk and support one 

another. Teen Circle allowed teens to share their feelings and experience with the pandemic and remote learning. 

Along with the pandemic, it was evident that there was a drastic increase in Asian hate crimes, which appeared shortly 

after Covid-19 made its way. It sparked anger and fear in our community. Adult support groups were offered for this reason. 

The center wanted an outlet for adults to share their feelings and support each other during this difficult time. 

By the end of March, the center had two peer supporters who assisted with outreach. In mid-April, plans to use social 

media/networking outlets to promote the wellness center was in place. Staff collaborated with peer support to complete 

this goal. By the end of April, a YouTube video was created to introduce the wellness center, in both Vietnamese and 

Cantonese. A Facebook and Instagram account was also created to help promote the new wellness center. These social 
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media platforms provided viewers with the center's information, such as how to get in contact, services provided, flyers on 

upcoming workshops/events, and a link that sent viewers directly to the wellness center's website. On the wellness center's 

website, a calendar shows the workshops and events for each month, along with its flyer and details. Staff also collaborated 

with peer support in creating a general flyer in English, Cantonese, and Vietnamese to pass out at various agencies, 

businesses, and local events.  

The following success stories were shared by participants: 

1) A 35-year-old Vietnamese male participant wrote an email after a nutrition workshop stating that he was 

committed to making healthier choices and living a healthier lifestyle. He also mentioned getting his family onboard 

as well. 

 

2) After a Teen Circle workshop in June, the center received an inquiry from a 15-year-old Vietnamese female and a 

16-year-old male client about future workshops. They both stated that they were interested in joining again. 

 

3) The middle-aged group of individuals attending the wellness center’s weekly hike at Alum Rock Park stated that 

they were glad to be out in the open again finally.  

Mekong Community Ethnic and Cultural Specific Wellness Center has improved within six months of opening with increased 

outreach, sign-ups, and participants. From January to March, the center had a total of 262 participants, with 151 

unduplicated participants. From April to June, the number of participants tripled (912 participants), and there were 343 

unduplicated participants. Mekong Community Ethnic and Cultural Specific Wellness Center will continue to find ways to 

improve outreach, workshop participation, and quality service to meet the needs of the unserved and underserved Asian 

and Pacific Islander community.  
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GARDNER- LATINO/HISPANIC WELLNESS CENTER 
PEI Improve Timely Access to Services for Underserved Populations Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description   

Culture-Specific Wellness Centers offer space for un-, under-, and inappropriately served groups to gather and participate 

in community caregiving and healing. Wellness Centers are designed specifically for Latino, African American, LBGTQ+, 

Asian/Pacific Islander, and Native American populations and communities. Wellness Centers offer low-barrier access to 

mental health services, community building and culture-specific practices, and other recovery-oriented activities. 

Understanding that some populations have historically faced discrimination from government and mental health systems, 

Wellness Centers focus on building trust between the community and service providers. Unlike traditional Medi-Cal 

authorized services, Wellness Centers operate with an open-door policy.  

Clinical mental health services are co-located in the Centers with non-clinical cultural activities and programs. Individuals 

participating in these non-clinical cultural activities and programs are welcome to participate without limit. Wellness Centers 

are culture-specific, embracing healing practices that may not necessarily be a part of un-, under-, and inappropriately 

served communities. Activities may include addressing the trauma related to immigration, family disruptions in LGBTQ+ 

communities, and healing circles. There are age-specific activities for youth, adults, and older adults. Additionally, 

opportunities for intergenerational sharing are encouraged. Wellness Centers recognize that a different kind of healing may 

occur when different age groups come together to talk about stress, trauma, and self-care.  

One of the Cultural Specific Wellness Center goals is to increase access to ethnic and culturally reflective, strength-based 

behavioral health treatment services, including outreach, education, and preventive counseling. Another goal is to build 

behavioral health PEI services capacity at a site where people go for other routine activities. A third goal is to ensure early 

access to behavioral health services to lower the incidence of behavioral health-related illness and suicide, enhance 

wellness, resilience while reducing stigma and discrimination. 

Gardner implemented the Ethnic and Cultural Specific Wellness Center (ECSWC) on 1/1/2021, so this report covers only six 

months of the program.  Gardner’s target group is Latino/Hispanic and African American/African descents communities of 

all ages. However, this report only focuses on Latino/Hispanic communities of all ages. 

2. Program Indicators  

Prolonged suffering: 

Gardner Program “Open Door”, where community members can call in to receive support and linkage to resources 

in the community. The program, also conduct “wellness checks” to our community members as to see, the need for 

support and care, especially to address the heightened need of care during the Covid pandemic. The program also 

provides educational webinars and programs, such as stress reduction, parent and child education programs, and 

vaccine education programs as a preventative program. The Ethnic and Cultural Specific Wellness Center (EXSWC) 

helps to raise mental health awareness, and provide psychoeducation workshops to all ages the Latino/Hispanic 

communities which enhance the quality of life in both physical and mental health.  
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3. Program Goals, Objectives & Outcomes 

A variety of healing services, community engagement activities, and health education are designed and implemented for 

specific cultural communities. 

Goals: 

c. Increase access to ethnic and culturally reflective, strength-based behavioral health 

treatment services, including outreach, education, and preventive counseling. 

b. Build individual, community, and organizational capacity, knowledge, and skills that 

contribute to the prevention of behavioral health disorders. 

c. Decrease stigma and discrimination toward individuals experiencing behavioral health 

issues. 

d. Increase collaboration with community stakeholders and organizations to serve ethnic 

and culture specific communities identified in the target population. 

 

Objectives: 

c. Behavioral health culture-based educational workshops on issues that focus on 

common responses to life stressors and education on benefits of behavioral health 

services; 

c. Psycho-educational workshops and drop-in support groups that address client/family 

behavioral health and various wellness topics; 

d. Outreach and education activities in community settings, such as childcare settings, 

school community centers, and faith-based organizations; 

e. Referral and positive linkage to appropriate behavioral health services; 

f. Delivery of outreach and education to hard-to-reach segments of the unserved and 

underserved community (e.g., home visits to reach isolated clients and family 

members); and 

g. Active and continuous promotion of services through various multilingual resource 

guides, newsletters, and social media platforms, etc., within communities and 

behavioral health organizations in Santa Clara County. 

Outcomes:  

1: Provide un-, under-, and inappropriately served groups space for community caregiving 

2: Organize age-specific and intergenerational activities 

3: Encourage culture-specific forms of healing 

 

Additional goals/objectives for the Latino/Hispanic Wellness Center. Below are the program’s objectives:  

 

1. Increase service connectedness amongst the Latino Communities.  

2: Provide trauma-informed care and support 

3: Increase service connectedness to behavioral health resources 

4: Reduce stigma associated with mental health status amongst Latino Communities.  

5: Increase positive outcomes such as increased life skills, access to benefits and supports needed, and socialization 

and psychosocial supports 

6: Provide Latino beneficiaries’ community caregiving resources  

7: Organize age-specific and intergenerational activities  

8: Encourage culture-specific forms of healing 

4. Evaluation Activities  

Access and Linkage: 

ECSWC provides "Open Doors", "Wellness Checks,"; "Resource awareness programs" that are targeted to increase access and 

linkage to supports and services in the community. The program provides programs in the community in dual languages of Spanish 

and English.  The program also provides supports in collaboration with churches, community centers, and schools, serving 

underserved community members.  
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Collaboration: 

The program collaborated with multiple agencies already serving the Latino Communities to improve the reach to 

beneficiaries.  

5. Demographic Data (Latino Wellness Center) 

 FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 17 years Program not in 

implementation 

Program not in 

implementation 

15 0.75% 

18 -24 years 54 2.7% 

25- 34 years 147 7.35% 

35- 44 years 238 11.9% 

45- 54 years 175 8.75% 

55- 64 years 53 2.65% 

65- 74 years 16 0.8% 

75 +  years 6 0.3% 

Prefer not to 

answer 

149 8.55% 

Unknown - - 

Unduplicated 

Total 

853 42.65% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska Native 

Program not in 

implementation 

Program not in 

implementation 

3 0.15% 

Asian 27 1.35% 

Black or 

African 

American 

- - 
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Native 

Hawaiian or 

Other Pacific 

Islander 

- - 

White/ 

Caucasian 

27 1.35% 

Other 10 0.5% 

Latino o 

Hispano 

721 36.05% 

More than 

one race 

8 0.4% 

Prefer not to 

answer 

56 2.8% 

Unknown 1 0.005% 

Unduplicated 

Total 

853 42.65% 

 

 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean Program not in 

implementation 

Program not in 

implementation 

79 3.6% 

Central 

American 

74 3.65% 

Mexican/ 

Mexican-

American/ 

Chicano 

525 25.35% 

Puerto Rican - - 

South 

American 
- - 

Hispanic/ 

Latino 

(undefined) 

- - 
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Other 

Hispanic/ 

Latino 

72 1.25% 

Hispanic or 

Latino 

Subtotal 

750 33.85% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African Program not in 

implementation 

Program not in 

implementation 
- - 

Asian Indian/ 

South Asian 
- - 

Cambodian - - 

Chinese - - 

Eastern 

European 
- - 

European - - 

Filipino - - 

Japanese - - 

Korean - - 

Middle 

Eastern 
- - 

Vietnamese - - 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

- - 

Other Non-

Hispanic/ 

Non-Latino 

103 5.15% 

Non-

Hispanic or 

103 5.15% 
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Non-Latino 

Subtotal 

More than 

one ethnicity 
- -

Prefer not to 

answer 
- -

Unknown - -

Unduplicated 

Total 

853 42.65% 

FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation 

Program not in 

implementation 

179 8.95% 

Female 590 29.5% 

Prefer not to 

answer 

84 4.2% 

Unknown - -

Unduplicated 

Total 

853 42.65% 

FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation 

Program not in 

implementation 

160 8% 

Female 599 29.95% 

Transgender 

(Male to 

Female) 

1 0.05% 

Transgender 

(Female to 

Male) 

1 0.05% 
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Transgender 

(Undefined) 
- - 

Genderqueer 3 0.15% 

Questioning 

or Unsure 
- - 

Another 

gender 

identity 

- - 

Prefer not to 

answer 

89 4.45% 

Unknown - - 

Unduplicated 

Total 

853 42.65% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 
Program not in 

implementation 

Program not in 

implementation 

35 1.75% 

Heterosexual/ 

Straight 

494 24.7% 

Bisexual 18 0.9% 

Questioning/ 

Unsure 
- - 

Queer 1 0.05% 

Another 

sexual 

orientation 

38 1.9% 

Prefer not to 

answer 

267 13.35% 

Unknown - - 

Unduplicated 

Total 

853 42.65% 
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 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English Program not in 

implementation 

Program not in 

implementation 

221 11.05% 

Spanish 579 28.95 

Vietnamese - - 

Chinese - - 

Tagalog - - 

Farsi - - 

Other - - 

Prefer not to 

answer 

51 2.55% 

Unknown - - 

Unduplicated 

Total 

853 42.65% 

 

 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 
Program not in 

implementation 

Program not in 

implementation 
- - 

Veteran - - 

Served in 

Military 
- - 

Family of 

Military 
- - 

No Military - - 
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Prefer not to 

answer 

853 42.65% 

Unknown - - 

Unduplicated 

Total 

853 42.65% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Program not in 

implementation 

Program not in 

implementation 
- - 

Difficulty 

hearing or 

speaking 

- - 

Other 

communication 

disability 

- - 

Cognitive - - 

Physical/ 

Mobility 
- - 

Chronic Health 

Condition 
- - 

Other non-

communication 

disability 

- - 

No Disability - - 

Prefer not to 

answer 

853 42.65% 

Unknown - - 

Unduplicated 

Total 

853 42.65% 

*Participants may choose more than one option for Disability. 
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6. Referrals  

Numbers of referrals 

Numbers of referrals to a prevention program 78 

Numbers of referrals to an early intervention program 65 

Numbers of referrals to for behavioral health services for continued care 57 

TOTAL: 200 

7. Detailed Outcomes  

Pre and Post Surveys were offered to participants. We received minimal participation and incomplete information. When 

participants responded, the program received positive feedback regarding services. Participants requested more programs 

serving parents and children. Gardner ECSWC will implement Pre and Post questions for Zoom webinars so for FY22, there will 

be more outcome data. 

Gardner Wellness Center (both Latino/Hispanic and African Descent communities) outreached to 3741 community 

members as part of the county wide publicity program.  This program collaborated over 20 agencies including churches, 

school public health department and community health programs. Staff provided extensive support to vaccination 

education and drive in April and May 2021 by providing outreach at Mexican Heritage Plaza vaccination drive.  

Additionally, this program conducted a vaccine education forum by Dr. Ana Fernández-Sesma who is a Professor of 

Microbiology at Icahn School of Medicine at Mount Sinai (ISMMS). This program was provided twice, in English and Spanish.  

Below is are some tables of outreach numbers and locations to the community in the county.  

Gardner ECSWC Outreach/Promotion (Source: Internal Excel Data) 
Total number of attendees (duplicated count) participating in outreach 

Outcome 1: CONTRACTOR will provide Prevention and 

Outreach services to a minimum of _2000__un- 

duplicated clients per 2 of the ethnic groups, and their 

families annually residing in Santa Clara County. 

Ethnic Groups:  

 

3. African Descent  

4. Latino 

Percent Achieved of Target (#) annually 

 

Expected to outreach to _#2000_per 6 months/ 3 

quarters 

 

Reporting Period (January 1 to June 30, 2021): 

#_3741__ community members 

Year to Date Total: # 3741Outreached___community 

members 

 

# 721 served/Total # = 36.05 % Achieved of Target - 

Latino 

 

# 29 served/Total # 1.45 % Achieved of Target - African 

decent 

 

# 132 served/Total # 6.06 % Achieved of Target - Other 

 

 

Outcome 2: CONTRACTOR’s prevention and outreach 

numbers will reach (in unduplicated numbers) 10% of 
Unduplicated clients Reporting Period: 

Total : 882 (721 Latino) 29 ( African Descent) Other 

(132) 

481



the total number of Target population in SCC for the 

respective FY 20 Penetration rate. 
#  (including families)_882_ new unduplicated 

participants  

 

Outcome 3: Count of number of events and time engaged in outreach and promotion activities 

engaged in and attended by Ethnic and Culture Specific Wellness Center staff. 

Outreach and Promotion Activities Count 
Outreach/presentations # of people outreached to 

Community Settings/offsite (label in person or virtual/online (Zoom) 

BEN PAINTER MS 151 

MEXICAN HERITAGE PLAZA 508 

 

CESAR CHAVEZ ELEMENTARY SCHOOL 

 

30 

ESCUELA POPULAR 44 

GARDNER HEALT CENTER - STREE 130 

GILROY - CALIFORNIA 

 

100 

LA TROPICANA - SAN JOSE 52 

MORGAN HILL - CALIFORNIA 

 

130 

OUR LADY OF GUADALUPE 40 

PALO ALTO CITY HALL 23 

SAN JOSE FLEA MARKET 50 

VALLEY PALMS 

 

72 

Mexican Heritage Plaza- in person (Vaccination Clinic) 25 

Valley Palms – in person (Neighborhood outreach) 72 

Numbers of Events (cultural, fairs, activities) 

Names of Events (label in person or virtual/online) # of people attended 

Movie Night Akeelah and The Bee 5 

Race, Pain, and Healing by Jane Maragwa 38 

International Women's Day 50 

LGTBQ Resource Fair 35 

  

TOTAL: 125 

  

Prevention Activities (PRE POST SURVEY): 

Workshops/Groups (psychoeducation, support or drop in) # of people who attended 

Free Parent and Child Connection Workshop in Spanish 92 

Amigos Latinos men's group 11 

Art Therapy with Vidhi Amin 4 

College Transition and Majors  27 

Diabetes y Pre-Diabetes by Public health Department 5 

A Coffee among Friends 5 

Beneficios de Perdonarme 12 
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Bringing Awareness to Black Mom and Infant Health By Kenisha 

Public Health Department 

9 

College/Money 6 

Connecting with my Teen 2 

COVID19 Vaccine Info/Eng Dr. Ana Sesma 19 

COVID19 Vaccine Info/Sph Dr. Ana Sesma 13 

Cuidándome: Manejando el estrés 19 

En Los Zapatos de Mis Hijos 20 

Encuentro Matrimonial Mundial 13 

Ewc open doors 104 

Know Your Rights by Law Firm ( for Social media usage education) 18 

Las 5 Claves de una Comunicación Efectiva / Spa 2 

Living Your Best Life 17 

Parent-Child Connection 5 

Taller GRATIS informático sobre la Vacuna COVID19 19 

Resource Awareness  Programs  381 

Wellness Check 111 

TOTAL: 882 

8. Evaluation Summary  

Successes FY21: This program starts 1/1/21 

 

As a goal for reaching the Latino Community members, the program identified and contacted numerous places of worship 

and community organizations that serves the Latino communities in Santa Clara County. The program contacted all the 

schools in the county, informing them of our programs and inviting collaboration. The program also reached out to 

restaurants, Mercado, and other public places, where community members congregate. The program provided many 

programs that were specific to the need of the Latino community members, in Spanish and English, such as parent 

education programs, programs targeting the LGBTQ Latino community, and drop-in support programs. The program runs, 

"Open Doors" where community members can call for support as needed, to be directed towards resources and linkages. 

The program was featured in Telemundo National Television channel. Ethnic Wellness Center in San Jose, Ca, is now open 

and visited by walk-in community members. 

 

During these challenging Covid Pandemic times, the program conduct “Wellness Checks” to provide support and identify 

community members who would benefit from further support. The program offered extensive support to vaccination 

education and drive in April and May by providing outreach at the Mexican heritage plaza vaccination drive; the program 

also provided a vaccine education forum by Experts in Microbiology. These programs were presented twice, in Spanish and 

English. 

 

Challenges/Implementations FY21: 

The program’s biggest implementation challenge was the COVID-19 pandemic and the social distancing norms and shut 

down. The program experienced low participation of new attendees in our workshops despite posting on social media such 

as Instagram, Facebook, and Pinterest and extensive outreach. The program found that Technology is difficult to manage 

for many people in our community. They have had issues logging in at the time of the event, which impacted our Webinar 

Attendees. Additionally, County Schools and community organizations are currently not accepting outside visitors due to 

Covid-19 limiting collaboration. Covid-19 had also affected the program employee appointment and retention, as several 

candidates had to decline job offers due to family complications related to Covid. Covid impacts the program's ability to 

present in-person gatherings and programs. The DELTA variant of COVID further impacts the program’s ability to plan and 

open fully to the community. As public health programs are still under scrutiny, Gardner continues many of the safety 

protocols necessary to protect public health, which impacts our ability to hold in-person groups.  
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INDIAN HEALTH CENTER OF SANTA CLARA VALLEY- 
AMERICAN INDIAN/ALASKA NATIVE (AI/AN) WELLNESS 
CENTER 
PEI Improve Timely Access to Services for Underserved Populations Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description  

The Indian Health Center of Santa Clara Valley implemented the Ethnic and Cultural Specific Wellness Center (ECSWC) on 

1/1/2021, so this report covered only six months of the program.  IHC serves the American Indian/Alaska Native (AI/AN) 

population in the County of Santa Clara. This program offers a variety of healing services, community engagement 

activities, and health education occurs specifically designed and implemented for specific cultural communities. 

Culture-Specific Wellness Centers offer space for un-, under-, and inappropriately served groups to gather and participate 

in community caregiving and healing. Wellness Centers are designed specifically for Latino, African American, LBGTQ+, 

Asian/Pacific Islander, and Native American populations and communities. Wellness Centers offer low-barrier access to 

mental health services, community building and culture-specific practices, and other recovery-oriented activities. 

Understanding that some populations have historically faced discrimination from government or mental health systems, 

Wellness Centers focus on building trust between the community and service providers. Unlike traditional Medi-Cal 

authorized services, Wellness Centers operate with an open door policy. Clinical mental health services are co-located in 

the Centers with non-clinical cultural activities and programs. Individuals participating in these non-clinical cultural activities 

and programs are welcome to participate without limit.  

Wellness Centers are culture-specific, embracing healing practices that may not necessarily be a part of un-, under-, and 

inappropriately served communities. Activities may include addressing the trauma related to immigration, family disruptions 

in LGBTQ+ communities, and healing circles. There are age-specific activities for youth, adults, and older adults. 

Additionally, opportunities for intergenerational sharing are encouraged. Wellness Centers recognize that a different kind of 

healing may occur when other age groups come together to talk about stress, trauma, and self-care.  

One of the Culture-Specific Wellness Center's goals is to increase access to ethnic and culturally reflective, strength-based 

behavioral health treatment services, including outreach, education, and preventive counseling. Another goal is to build 

behavioral health PEI services capacity at a site where people go for other routine activities. A third goal is to ensure early 

access to behavioral health services to lower the incidence of behavioral health-related illness and suicide, enhance 

wellness, resilience while reducing stigma and discrimination. 

2. Program Indicators  

Prolonged Suffering: 

The counseling department prevention services team hosts a variety of cultural programs on Zoom, such as the Traditional 

Song and Dance Class, Cultural Arts, San Jose Native Youth Empowerment Group, Youth Workforce Development, and 

Traditional Path to Wellness. These programs focus on reducing mental health disparities, educating the AI/AN community, 

and providing cultural protective factors to help with wellbeing. 

Staff conducted psychoeducation workshops via Zoom to educate the community to reduce mental health stigma and 

increase education.  Workshops include topics such as “Tools and Tips for Telehealth” and “Self-Care Practices.” 
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Training Activities 

Staff/professionals/non client (online or in 

person) 

# of professionals who 

attended 

Tools and Tips for Telehealth 20 

Self-Care Practices 8 

Due to the pandemic, outreach to the American Indian/Alaskan Native population has been conducted through social 

media platforms, including Facebook, Instagram, and Twitter accounts. IHC staff send out bi-weekly community newsletters 

which provide updates on COVID-19, advertise IHC programs, and share community events to over six hundred AI/AN 

community members.  Increased mental health awareness is accomplished through emails. 

The Traditional Song and Dance class on Zoom teaches traditional powwow songs and dance styles which help with 

disparities. Physical activities help to reduce disparities and help increase protective factors for behavioral health. Sharing 

and learning the traditional dances preserve the culture and increase self-identity. The young participants expressed it 

increased self-esteem. 

The Cultural Arts Classes are traditional Native American practices that have social uses and meanings that make them 

different from other arts. They strengthen the community and bind the people closer together and reinforce a sense of tribal 

identity. Community artists teach beadwork, sewing, quillwork, basketry, and other forms of cultural expression. 

The San Jose Native Youth Empowerment Group is offered to AI/AN Youth ages 11-17 and is a weekly program. AI/AN youth 

participate in activities that build and strengthen their cultural identity. 

The American Indian/ Alaskan Native Youth Workforce Development Program aims to increase cultural connectivity and 

employability in AI/AN youth between the ages of 14 and 24. The program is based on the premise that youth need strong 

cultural identities for wellness and respond better to teachings provided in a cultural context. 

The Traditional Path to Wellness Workshop series focuses on the individuals' mental, physical, emotional, and spiritual health. 

Presenters cover areas such as nutrition, focusing on traditional food, exercises, and mental health education. This workshop 

enhances Native American traditional food and teaches participants how to make healthy dishes. The program provided 

ingredients for participants to cook, and the presenter demonstrated how to make fresh corn masa tortillas.  This brings the 

family together and increases engagement with the staff through fun enriched cultural activities.   

3. Program Goals, Objectives & Outcomes

A variety of healing services, community engagement activities, and health education occurs specifically designed and 

implemented for specific cultural communities. 

Goals: 

d. Increase access to ethnic and culturally reflective, strength-based behavioral health
treatment services, including outreach, education, and preventive counseling.

b. Build individual, community, and organizational capacity, knowledge, and skills that

contribute to the prevention of behavioral health disorders.

c. Decrease stigma and discrimination toward individuals experiencing behavioral health

issues.

d. Increase collaboration with community stakeholders and organizations to serve ethnic

and culture specific communities identified in the target population.

Objectives: 

d. Behavioral health culture-based educational workshops on issues that focus on
common responses to life stressors and education on benefits of behavioral health services;

c. Psycho-educational workshops and drop-in support groups that address client/family

behavioral health and various wellness topics;

d. Outreach and education activities in community settings, such as childcare settings,
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school community centers, and faith-based organizations; 

e. Referral and positive linkage to appropriate behavioral health services;

f. Delivery of outreach and education to hard-to-reach segments of the unserved and

underserved community (e.g., home visits to reach isolated clients and family

members); and

g. Active and continuous promotion of services through various multilingual resource

guides, newsletters, and social media platforms, etc., within communities and

behavioral health organizations in Santa Clara County.

Outcomes:   

1: Provide un-, under-, and inappropriately served groups space for community caregiving 

2: Organize age-specific and intergenerational activities 

3: Encourage culture-specific forms of healing 

Additional objectives for American Indians/Alaskan Natives: 

1. Serve as an access point where American Indians/Alaskan Natives individuals can receive culturally

proficient referrals and services.

2. Promote a holistic approach by addressing physical health, emotional, and spiritual well-being through

collaboration with both mainstream and traditional health care providers.

3. Reduce barriers to care through outreach and community gatherings including: Historical Trauma

Conference, round dance, Honoring Sobriety Powwow, and dance presentations.

4. Organize traditional dancing events, arts and crafts, ceremonies, and gatherings to identify and

address early onset of behavioral health issues, counter stressors, and help clients build self-esteem and

coping skills.

4. Evaluation Activities

The Indian Health Center of Santa Clara Valley (IHCSCV) has community advisory boards. These community advisory boards 

empower the community to voice their needs and connect with the community simultaneously. Staff invite community 

members to join committees to develop program content, such as the annual Gathering of Native Americans and Youth 

Workforce Development Program. This is to ensure cultural inclusiveness. 

IHCSCV has a pre/post-survey for the annual Youth Workforce Development Program. This program teaches job 

development skills such as resume building, interview skills, and dress for success. The survey uses the culturally connected 

scale, which measures cultural identity.  From the survey results, staff can see the increase in cultural identity and job 

development skills.   

The Traditional Path to Wellness series administers participant satisfaction to the participants at the end of the series. 

Questions like what they enjoy the least, or the most favorite activities are asked to participants. Staff measured what the 

participants learned and how they will apply the knowledge gained from the program in their everyday lives. The results of 

the survey help staff modify and improve the next series of workshops.  

5. Demographic Data

FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

0 – 15 years Program not in 

implementation. 

Program not in 

implementation. 

6 7% 

16 -25 years 25 30% 

26- 59 years 35 43% 
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60+ years 11 13% 

Prefer not to 

answer 

0 0% 

Unknown 5 6% 

Unduplicated 

Total 

82 100% 

 

 FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

American 

Indian or 

Alaska 

Native 

Program not in 

implementation. 

Program not in 

implementation. 

42 51% 

Asian 0 0% 

Black or 

African 

American 

0 0% 

Native 

Hawaiian or 

Other Pacific 

Islander 

4 5% 

White/ 

Caucasian 

2 2% 

Other 9 11% 

More than 

one race 

16 20% 

Prefer not to 

answer 

1 1% 

Unknown 8 10% 

Unduplicated 

Total 

82 100% 
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 FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Hispanic or 

Latino: 

 

Caribbean Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Central 

American 

0 0% 

Mexican/ 

Mexican-

American/ 

Chicano 

1 1% 

Puerto Rican 0 0% 

South 

American 

0 0% 

Hispanic/ 

Latino 

(undefined) 

33 40% 

Other 

Hispanic/ 

Latino 

0 0% 

Hispanic or 

Latino 

Subtotal 

34 41% 

Non-Hispanic 

or Non-Latino 

as follows: 

 

African Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Asian Indian/ 

South Asian 

0 0% 

Cambodian 0 0% 

Chinese 0 0% 

Eastern 

European 

0 0% 

European 0 0% 

Filipino 1 1% 
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Japanese 0 0% 

Korean 0 0% 

Middle 

Eastern 

0 0% 

Vietnamese 0 0% 

Non-

Hispanic/ 

Non-Latino 

(undefined) 

15 18% 

Other Non-

Hispanic/ 

Non-Latino 

4 5% 

Non-

Hispanic or 

Non-Latino 

Subtotal 

20 24% 

More than 

one ethnicity 

18 22% 

Prefer not to 

answer 

1 1% 

Unknown 9 11% 

Unduplicated 

Total 

82 ≈100% 

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation. 

Program not in 

implementation. 

24 29% 

Female 57 70% 

Prefer not to 

answer 

1 1% 

Unknown 0*% 0% 

Unduplicated 

Total 

82 100% 
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 FY 2019 FY 2020 FY 2021 

Gender 

(Current) 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Male Program not in 

implementation. 

Program not in 

implementation. 

24 29% 

Female 57 70% 

Transgender 

(Male to 

Female) 

0 0% 

Transgender 

(Female to 

Male) 

0 0% 

Transgender 

(Undefined) 

0 0% 

Genderqueer 0 0% 

Questioning 

or Unsure 

0 0% 

Another 

gender 

identity 

0 0% 

Prefer not to 

answer 

1 1% 

Unknown 82 100% 

Unduplicated 

Total 

82 100% 

 

 FY 2019 FY 2020 FY 2021 

Sexual 

Orientation 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Gay or 

Lesbian 

Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Heterosexual/ 

Straight 

39 
48% 

Bisexual 3 4% 

Questioning/ 

Unsure 

0 
0% 
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Queer 0 0% 

Another 

sexual 

orientation 

1 

1% 

Prefer not to 

answer 

11 
13% 

Unknown 28 34% 

Unduplicated 

Total 

82 100% 

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

English Program not in 

implementation. 

Program not in 

implementation. 

45 55% 

Spanish 9 11% 

Vietnamese 0 0% 

Chinese 0 0% 

Tagalog 0 0% 

Farsi 0 0% 

Other 1* 1% 

Prefer not to 

answer 

0 
0% 

Unknown 27 33% 

Unduplicated 

Total 

82 100% 

*Other : Dine/Navajo   
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 FY 2019 FY 2020 FY 2021 

Military 

Status 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Veteran 0 0% 

Served in 

Military 

3 4% 

Family of 

Military 

0 0% 

No Military 50 61% 

Prefer not to 

answer 

29 35% 

Unknown 0 0% 

Unduplicated 

Total 

82 100% 

 

 FY 2019 FY 2020 FY 2021 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Program not in 

implementation. 

Program not in 

implementation. 

0 0% 

Difficulty 

hearing or 

speaking 

0 0% 

Other 

communication 

disability 

0 0% 

Cognitive 0 0% 

Physical/ 

Mobility 

0 0% 

Chronic Health 

Condition 

0 0% 

Other non-

communication 

disability 

0 0% 
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No Disability 46 56% 

Prefer not to 

answer 

31 38% 

Unknown 5 6% 

Unduplicated 

Total 

82 100% 

*Participants may choose more than one option for Disability. 

6. Referrals  

FY 2021 

Unduplicated N = 

Number of individuals 

with serious mental 

illness referred to 

treatment 

(Separate out 

treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health versus 

treatment that is not) 

Kind of treatment to 

which the individual 

was referred 

Number of 

individuals who 

followed through on 

the referral and 

engaged in 

treatment 

(for treatment that is 

provided, funded 

administered, or 

overseen by county 

mental health) 

Average duration of 

untreated mental 

illness 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

Average interval 

between the referral 

and participants in 

treatment (defined 

as participating at 

least once in the 

treatment to which 

referred) and 

standard deviation 

(for referrals to 

treatment that are 

provided by or 

overseen by county 

mental health) 

2 N/A 2 N/A N/A 

 

Data IHC collected for FY21. 

Source of Referrals into ECSWC: 

 

The number and source of referrals received for the Ethnic and Culture 

Specific Wellness Center (How clients hear about the program) 
(Source: Internal Data) 

Source of Referrals 
Reporting Period 

(Jan - Jun 2021) 

YTD 

(Jan - Jun 2021) 

Community Member 7 7 

Outreach 23 23 

Community Partners/agencies 0 0 

Self-Referral 52 52 

Unknown 0 0 

Other 0 0 

Total Referrals Received: 82 82 
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Gender of Referrals 
(Source: Internal Data)

Reporting Period (Jan - Jun 2021) YTD (Jan - Jun 2021) 

Male 24 Male 24 

Female 57 Female 57 

Unknown 1 Unknown 1 

Total: 82 Total: 82 

7. Detailed Outcomes

FY21: January 1, 2021 to June 30, 2021 

Expected to outreach to 500 per quarter, 2000 per year prorated since program started January 2021. 

Outreach numbers: 23,800 on social media page. 

IHC Ethnic and Culture Specific Wellness Center (ECSWC) staff outreached to various community setting. Below is a table 

that capture outreach numbers. 

Outcome 3: Count of number of events and time engaged in outreach and promotion activities 

engaged in and attended by Ethnic and Culture Specific Wellness Center staff. 

Outreach and Promotion Activities Count 
Outreach/presentations # of people outreached to 

Community Settings/offsite (label in person or virtual/online (Zoom) 

Mountain View High School Class - Virtual 33 

Youth Workforce Development Facebook Posts 10,868 

Traditional Path to Wellness Facebook Posts 4,624 

IHCSCV Community Acknowledgment Facebook 3,145 

California Native Vote Project Facebook 377 

• Due to CDC, County Public Health, and Agency

Guidelines, the Indian Health Center of Santa

Clara Valley is conducting outreach virtually.
Numbers of Events (cultural, fairs, activities) 

Names of Events (label in person or virtual/online) # of people attended 

Healing Through Song in Memory of Our Loved Ones (Virtual) 11 

Traditional Practices for Self-Care (Virtual) 56 

Community Healing Through Song & Prayer (Virtual) 30 

Lakota Cultural Presentations by Warfield Moose (Virtual) 40 

Numbers of referrals 

Numbers of referrals to a prevention program 3 

Numbers of referrals to an early intervention program 0 

Numbers of referrals to for behavioral health services for 

continued care 

0 

TOTAL: 3 
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8. Evaluation Summary  

FY21 Successes: 

Staff offered a variety of training. The Peacekeeper training went well. The GONA training helped form comfort within the 

group, and the Question, Persuade, and Refer (QPR) training taught participants the warning signs of a suicide crisis and 

how to respond.  

ECSWC offers many youth activities. The Youth Workforce Development 2021 was held virtually with great presenters, 

content, and high attendance. All five of the COVID-19 Youth Ambassadors that were selected previously participated in 

the Youth Workforce Development Program. The staff has built rapport and trust with the youth group participants and 

communicate with their availability and how they are doing overall outside of the youth group with staff. The San Jose 

Native Youth Empowerment Group was engaged and excited to participate in a Photo Voice Project.  

 

There are various workshops offer to the community, incl00uding Beginner's Beading Workshop.  It was a "hit" with the 

participants.  Participants shared their gratitude for creating a virtual space, the teachings that were shared, and the 

storytelling. A beading class participant requested resource support for a friend who recently became homeless, staff sent 

over a resource guide, and they could connect with a shelter for housing. 

 

Another workshop is called "Traditional Path to Wellness": Honoring Your Resilience series had 52 responses from the 

registration form, with 25 attending the workshop series and 13 new participants in the program. IHC paid for promotions on 

their social media posts which helped with registrations/RSVP for the Traditional Path to Wellness: Honoring Your Resilience 

program with a total of 30 RSVPs. Staff supplied a care package of traditional medicines to a family and youth requesting 

cultural support. Moreover, Song and Dance class has consistent attendance with past participants returning to class. This 

class is a multi-generational class such as the “Song and  Dance" for youth and adults to attend together. Staff coordinated 

guest speakers for Song and Dance Class to share their knowledge. It helps give team time to plan, teach staff and 

participants new topics, teach the value of oral history and traditions, and provide well-rounded cultural knowledge and 

history. 

 

Staff successfully linked participants to community resources.  For example, A family requested resources for in-home senior 

care, staff sent over links/numbers/names for support, and the family found them helpful.   

 

FY21 Success Stories: 

One of the youth group members said she was so excited and honored to be the community highlight on the IHCSCV 

Facebook page. She said she was grateful for us and excited to be featured. She shared the link with her family.  

One of our Youth Workforce Development 2020 participants opened his first bank account. He deposited the check he 

received from last year's Youth Workforce Development after IHCSCV reissued his check.  

 

A drum participant created a playlist for the dance portion, stayed on, and sang along while the other participants 

danced. The drum participant improvised since it’s hard for singers to participate with the dancers all together on Zoom. 

  

A youth's teacher said that the youth talked about FRC programs in her “Get-to-Know-You” activity in school. 

Youth emailed staff to thank them for presenting to their class.  Below are the written testimonies: 

o “Thank you for taking time out of your day to share with us about your community and culture. I am 

certainly more knowledgeable now on Native struggles and just on your culture in general….” 

o “It was really meaningful how we got to learn about Native American culture. It was very interesting to 

learn how everyone supported each other in a community. It was truly beautiful to see that. Thank you so 

much for coming by our class.” 

 

Youth from Youth Workforce Development were thankful for the food and goodie bag deliveries and showed their 

appreciation via text and emails to staff. 

 

“Just wanted to thank you for hosting the weekly dance sessions. I really enjoy the classes, the information, and the 

introduction to playlist favorites. [For a few weeks I was booked Tuesday afternoons but my schedule has changed and so 

I’m free to join you now]. I’m happy about that. Thanks again for holding the space and knowledge for dance, you do a 

great job” 
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A vaccinated community member reached out to staff via email to volunteer with IHCSCV to help with the Vaccination 

Events.  

 

San Jose Native Youth Empowerment Group has a few high school seniors touring colleges of their choice. One of the youth 

participants was accepted into Harvard.  

. 

 

FY21 Implementation Challenges: 

Since trainings, events, and classes are offered virtually during COVID-19, staff had to be creative with virtual icebreakers 

and making virtual activities for youths.  New topics for discussions and activities were modified to accommodate virtual 

platforms.  Staff discovered youth are facing Zoom exhaustion and experiencing things at home/school that are keeping 

them busy.  One challenge using Zoom is staff had to fit activities such as the Youth Workforce Development into 1.5 – 2 hrs. 

Sessions so program and activities had to be modified to shorten time session.  This was a four-day event before the 

pandemic. It has been challenging to reach out to past family participants to join virtual programs.  Staff observed that The 

Beginner's Beading Workshop needed more time to complete some of the projects. As school started again, the youth had 

to transition back to in-person school/classes/activities. The youth became busier and were unable to attend the regular 

events at IHC. As a result, participation attendance has dropped since school started. 

 

One of the staffing challenges was the program coordinator falling ill and needing time to recover so the Traditional Path to 

Wellness Fitness Series was postponed.  This program discovered they need an extra Zoom moderator to support for 

Traditional Path to Wellness virtual series. One of the sessions for Traditional Path to Wellness was cancelled due to 

unforeseen circumstances with the presenter.  

FY21 Lessons Learned:   

Staff learned how to adapt in-person programming into virtual sessions via zoom. The staff listened to the participants' needs 

in adjusting zoom programming to convenient times for youth participants in school and shorter 1-1.5-hour sessions to 

prevent zoom fatigue. Staff created activities and icebreakers that worked for virtual engagement by focusing on 

storytelling.  

Now, staff are in the process of developing hybrid in-person and virtual workshops, events, and classes. The hybrid in-person 

classes will implement county safety guidelines and CDC standard protocols.   
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CULTURE-SPECIFIC WELLNESS CENTER: LGBTQ+ POPULATION  
PEI Improve Timely Access to Services for Underserved Populations Program 

PREVENTION & EARLY INTERVENTION (PEI) 3-YEAR EVALUATION REPORT DATA: 

FY2019 (JULY 1, 2018) – FY2021 (JUNE 30, 2021) 

1. Program Description 

The Behavioral Health Services Department (BHSD) is committed to creating and maintaining safe and welcoming healing 

environments that provide the highest quality of services for all clients, inclusive of their sexual orientation, gender identity, 

and gender expression. Lesbian, Gay, Bisexual, Transgender, Queer, and other sexual and gender minority (LGBTQ+) 

individuals have been identified as an underserved population. This community is more likely to experience disparities in 

quality of care and access to affirming support, over-representation in systems of care and crisis services, and mistrust in 

service systems, due to the anti-gay and anti-trans bias, discrimination, and heterosexism deeply engrained in these systems 

as well as cisgender privilege that further disadvantages the community. Due to this institutional and individual bias and 

discrimination and the impact of minority stress, the research indicates that LGBTQ+ adults are more than twice as likely to 

experience a mental health condition, and the statistic is significantly higher for Transgender, Nonbinary, and Gender 

Expansive (TGNBGE) individuals. Local and national studies demonstrate a 40% lifetime suicide attempt rate for transgender 

individuals compared to less than 5% in the general U.S. population. BHSD holds that explicit action must be taken to create 

not just equal, but equitable services for LGBTQ+ community members, including all transgender, nonbinary, and gender 

expansive people.  

 
Developing a trusting therapeutic relationship within the BHSD system of care is life saving and requires a deep and 

nuanced understanding of the lived experience of LGBTQ+ individuals and of gender affirming care. There must be staff 

available with sufficient and specialized cultural competence to establish healing relationships with LGBTQ+ community 

members, which entails knowledge and experience beyond introductory competency training. The Q Corner 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 assist providers in improving their ability to support the community.  

 

The Q Corner is comprised of 2 MHSA PEI projects, both the LGBTQ Access & Linkage Project as well as the Cultural 

Wellness Center: LGBTQ+ Population Program. This section covers the Cultural Wellness Center: LGBTQ+ Population 

piece of The Q Corner, which includes the outreach and engagement, community building, and other recovery-

oriented activities conducted by The Q Corner that provide culturally specific healing, community, and wellness 

opportunities.  

 

The LGBTQ Access & Linkage Project component of The Q Corner, which includes Trainings and consultations to 

deliver best practices for providers to better serve, understand, and support LGBTQ+ folks in our communities, and 1:1 

and group Peer Support services to increase connectedness to behavioral health services, will be covered in a 

different section. The LGBTQ Trainings component of the project was envisioned as an arm of overall County LGBTQ 

Wellness services, as they are critical to the success of providers to establish a baseline competency of welcoming, 

affirming, knowledgeable, and competent services to support LGBTQ individuals. In collaboration with the Office of 

LGBTQ Affairs, The Q Corner Team created a menu of over a dozen training courses that, together, would create a 

comprehensive list of options to provide education, support, and technical assistance to behavioral health providers, 

educators, families, etc.  

 

Planning for The Q Corner began in early FY20, which included program design, strategic planning, recruitment and hiring, 

and stakeholder engagement. 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. The Program was 

designed with the intention of having a physical space where people could drop in for support, community building, 

resources, etc. The first major program success was finishing the program design for The Q Corner and implementing it. A 

small space within an existing BHSD building (which also houses the training department, a specialty mental health clinic, 
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and a self-help center) was designated for the program – just three blocks down from the County Gender Health Center. As 

a program, we use many different visual cues to show community members that the space is open, welcoming, and 

knowledgeable of their needs, such as displaying over a dozen different community pride flags. The space was designed 

and decorated with art from LGBTQ+ artists, literature from LGBTQ+ authors, and LGBTQ+ inclusive and focused resources. 

The art and books covering the walls and shelves represent 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. The name “The Q Corner” was chosen through stakeholder discussions, and we 

established program contact info: an email, phone number, and webpage, and marketing and engagement materials 

such as flyers, postcards, and branded outreach items.   

The Program was scheduled to open its doors officially in March 2020, the same month that the COVID-19 Shelter in Place 

order began in Santa Clara County. 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 during Shelter in Place 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.  

Despite all the challenges that launching a brand-new program during COVID presented, The Q Corner exceeded all 

expectations. The Peer Support staff were available to connect with individuals by email, phone, video conference, 

and eventually through social media, whether at the direct request/self-referral of LGBTQ+ community members or 

with family members, other service providers, school professionals, and anyone else in society seeking information 

about supporting LGBTQ+ folks in getting access to wellness supports and resources. Near the end of FY21, once 

Shelter in Place was lifted and in person services were again possible, The Q Corner officially opened their office to 

the public to provide Peer Support Services and resource connection opportunities by way of a drop-in space with 

open office hours three times per week (at varied times to offer upmost flexibility for community members. The team 

is also able to meet at locations in the community convenient and safe for the consumer, as well, if meeting in the 

office is not feasible for someone. The innovative and culturally responsive services provided by The Q Corner have 

been a huge step forward in creating a more comprehensive system of support for LGBTQ+ community members in 

Santa Clara County. Extensive details about the specific program offerings and successes are outlined throughout 

this report.  

2. Program Indicators

The Q Corner has done work directly focused on addressing negative outcomes that disproportionately impact the LGBTQ+ 

community. In relation to Suicide Prevention, The Q Corner has work with the County of Santa Clara Suicide Prevention (SP) 

team and their contractors to ensure SP trainings are LGBTQ+ informed and inclusive, including participating in the “Be Safe, 

Be Brave” train the trainer course and informing the curriculum on SOGIE (sexual orientation and gender identity and 

expression) related matters. The Q Corner team also presented on Correct Pronoun and Language Usage as Suicide 

Prevention at the annual Suicide Prevention conference. All the Family Acceptance Project work that is shared through The 

Q Corner trainings, are evidence based as suicide prevention, and all of the gender affirming services and consultation that 

The Q Corner providers are also all forms of suicide prevention. The team has also worked with the Suicide Prevention team 

to respond to LGBTQ+ youth suicide cases, support the collection of SOGIE data at the coroner’s office, and determine 

what other services are needed to avoid any additional tragedies.  

The RISE Training, which is a foundation training that the team delivers and endorses others to deliver (covered more later in 

this report), extensively covers information and insight on the overrepresentation of LGBTQ+ youth in systems of care: 

juvenile justice systems, dependency/child welfare environments, emergency housing continuums, etc. and discusses how 

to support youth in getting out of systems of care, how to reduce/stop re-traumatization of youth, and how to increase 

permanency.  

The Q Corner team also meets bi-weekly with partners from the County of Santa Clara Department of Family and Children 

Services (DFCS) to discuss and strategize of the care of LGBTQ+ clients within the Child Welfare System, as well as specific 

work related to support trans youth in the child welfare system navigating health services, including emergency psychiatric 
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services. We work very closely with the LGBTQ+ Social Worker in DFCS, as well as the Youth Acceptance Project and The 

HUB, all who provide support services to LGBTQ+ youth in DFCS. The Q Corner worked with Dr. Ryan from the Family 

Acceptance Project to pilot a training specifically for Resource Families (formerly called Foster Families) and many 

colleagues from DFCS participate in our various trainings.  

The County of Santa Clara recognizes that there are disparities with unhoused LGBTQ+ folks accessing housing services, 

especially permanent housing services. The Q Corner has worked with the housing and homeless Continuum of Care to 

make and review recommendations for reducing these disparities, including by implementing SOGIE 101 trainings 

throughout the system of care. The Q Corner piloted an initial RISE SOGIE 101 training through the COC to homeless service 

providers, co-training alongside other trainers from shelter programs and the COC, who have expertise in emergency and 

supportive housing services. Additionally, The Q Corner is trained to administer the VI-SPDAT, the coordinated assessment 

tool used to refer individuals to housing in Santa Clara County, and has offered our space to folks to complete this 

assessment. We also collaborate with Bill Wilson Center, a local non-profit that has several programs focused on supporting 

LGBTQ+ youth who are experiencing homelessness, including supporting several of their PRIDE celebrations with resources. 

Lastly, The Q Corner has supported reducing school failure and drop out through several partnerships with the County 

Office of Education (SCCOE), dozens of local school districts (at least n=28), and the BHSD School Linked Services team. We 

collaborated with SCCOE in their development of a comprehensive Resource Guide for LGBTQ+ Students, an 

accompanying website, and an assortment of Out for Safe Schools materials such as badges, posters, and pronoun pins 

and stickers. We have supported SCCOE and specific districts with subject matter expertise on Policies and Procedures 

related to LGBTQ+ students, with support for GSA clubs on campuses, through outreach/resource events at schools, and 

through many trainings available to school professionals. Not only have we delivered RISE Brief (the 2-hour SOGIE 101 

training, explained in detail later in the report) to many schools/school staff, but in collaboration with The Office of LGBTQ 

Affairs, we launched a virtual, interactive training simulation available to all middle and high school staff to support LGBTQ+ 

youth on campus and intervene with bullying, called “Step In, Speak Up!”. School professionals have also participated in 

many of our other trainings, including the Gender Wheel workshops, which are specifically relevant for people involved in 

early childhood education. 

3. Program Goals, Objectives & Outcomes

The goals and objectives of the Culture-Specific Wellness Center: LGBTQ+ Population as outlined in the MHSA Plan are as 

follows: 

Culture-Specific Wellness Centers offer space for un-, under-, and inappropriately served groups to gather and participate 

in community caregiving and healing. Wellness Centers are designed specifically for Latino, African American, LBGTQ+, 

Asian/Pacific Islander, and Native American populations and communities. Wellness Centers offer low-barrier access to 

mental health services, community building and culture-specific practices, and other recovery-oriented activities. 

Understanding that some populations have historically faced discrimination from government and/or mental health 

systems, Wellness Centers focus on building trust between the community and service providers. Unlike traditional Medi-Cal 

authorized services, Wellness Centers operate with an open-door policy. Clinical mental health services are co-located in 

the Centers with non-clinical cultural activities and programs. Individuals participating in these non-clinical cultural activities 

and programs are welcome to participate without limit. Wellness Centers are culture-specific, embracing healing practices 

that may not necessarily be a part of un-, under-, and inappropriately served communities. Activities may include 

addressing trauma related to immigration, family disruptions in LGBTQ+ communities, and healing circles. There are age-

specific activities for youth, adults, and older adults. Additionally, opportunities for intergenerational sharing are 

encouraged. Wellness Centers recognize that a different kind of healing may occur when different age groups come 

together to talk about stress, trauma, and self-care. This project is expected to launch on Fiscal Year 2021 
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4. Clients Served & Annual Cost per Client Data

FY 2019 FY 2020 FY 2021 

Unduplicated N = N/A Duplicated N = 955 Unduplicated N = 4128 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Number 

Served 

Program 

Expenditure 

Cost per 

Person 

Program not in implementation 955 $58,981.92 $61.76 4128 $100,292 $24.30 

Cost includes salary of Extra Help Management Analyst and Extra Help Student Intern IV, as well as all Program expenses for 

resources, promotional items, client support items. The LGBTQ Wellness services began sooner than the other 4 culturally 

specific wellness center due to it being part of larger County LGBTQ Wellness initiative/The Q Corner program. 

5. Demographics

FY 2019 FY 2020 FY 2021 

Age Group # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=198 with 

demographics) 

# 

Served 

% of Served  

(of n=141 with 

demographics) 

0 -25 years Program not in 

implementation 

NA NA 

26- 59 years 58 29% 20 14% 

60+ years 115 58% 117 83% 

Prefer not to 

answer 

16 8% 4 3% 

Unknown 9 5% 

Unduplicated 

Total 

757 3987 

955 4128 

FY 2019 FY 2020 FY 2021 

Race # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=83 with 

demographics) 

# 

Served 

% of Served 

(of n=141 with 

demographics) 

American 

Indian or 

Alaska 

Native 

Program not in 

implementation 

5 4% 

Asian 15 18% 25 18% 
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Black or 

African 

American 

3 4% 2 1% 

Native 

Hawaiian or 

Other Pacific 

Islander 

2 1% 

White/ 

Caucasian 

38 46% 69 49% 

Other 21 25% 39 38% 

More than 

one race 

6 7% 5 4% 

Prefer not to 

answer 

Unknown 872 3987 

Unduplicated 

Total 

955 4128 

FY 2019 FY 2020 FY 2021 

Ethnicity # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=83 with 

demographics) 

# 

Served 

% of Served 

(of n=141 with 

demographics) 

Hispanic or 

Latinx: 

Caribbean Program not in 

implementation 

1 1% 

Central 

American 

3 2% 

Mexican/ 

Mexican-

American/ 

Chicanx 

15 18% 47 33% 

Puerto Rican 1 1% 1 1% 

South 

American 

4 5% 3 2% 

Hispanic/ 

Latinx 

(undefined) 
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Other 

Hispanic/ 

Latinx 

4  2 1% 

Hispanic or 

Latinx 

Subtotal 

24 29% 55 39% 

Non-Hispanic 

or Non-Latinx 

as follows: 

 

African (does 

this include 

African 

American?) 

Program not in 

implementation 

3 4% 2 1% 

Asian Indian/ 

South Asian 

1 1% 1 1% 

Cambodian   0  

Chinese 4 5% 2 1% 

Eastern 

European 

6 7% 14 10% 

European 18 22% 50 35% 

Filipino 4 5% 10 7% 

Japanese 3 4% 3 2% 

Korean 2 2% 0  

Middle 

Eastern 

3 4% 1 1% 

Vietnamese 2 2% 9 6% 

Non-

Hispanic/ 

Non-Latinx 

(undefined) 

    

Other Non-

Hispanic/ 

Non-Latinx 

16 19%   

Non-

Hispanic or 

Non-Latinx 

Subtotal 

59 71% 90 81% 
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More than 

one ethnicity 

(*don’t know 

what this 

means) 

    

Prefer not to 

answer 

    

Unknown 872  3987  

Unduplicated 

Total 

955  4128  

 

 FY 2019 FY 2020 FY 2021 

Gender 

(Assigned at 

Birth) 

# 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=198 with 

demographics) 

# 

Served 

% of Served 

(of n=141 with 

demographics) 

Male Program not in 

implementation 

45 23% 21 15% 

Female 145 73% 109 77% 

Prefer not to 

answer 

8 4% 11 8% 

Unknown 757  3946  

Unduplicated 

Total 

955  4128  

Note from the program: Please note that this is also a highly problematic question. It is invasive and unnecessary, because 

Gender Identity is the only data point necessary, which is already being asked. Trans, non-binary, and gender expansive 

community members find this question very offensive and comment on it being asked every single time we do the 

demographics survey. Because this is the population we are aiming to engage, and our priority is to be welcoming, safe, 

and culturally responsive, we will not be asking this question in this way for FY22 and forward. Also, the program believes this 

should read as sex assigned at birth, since gender is a social construct, and this is describing the medical designation from a 

doctor.  

 FY 2019 FY 2020 FY 2021 

Gender (Current) # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=198 with 

demographics) 

# 

Served 

% of Served 

(of n=141 with 

demographics) 

Male Program not in 

implementation 

36 18% 15 11% 

Female 127 64% 88 62% 
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Transgender 

(Male to 

Female) 

6 3% 3 2% 

Transgender 

(Female to 

Male) 

7 4% 7 5% 

Transgender 

(Undefined) – 

(*we don’t 

know what 

this means) 

Genderqueer 

(*includes 

non-binary) 

10 5% 21 15% 

Questioning 

or Unsure 

1 1% 2 1% 

Another 

gender 

identity 

2 1% 1 !% 

Prefer not to 

answer 

9 5% 4 3% 

Unknown 757 3987 

Unduplicated 

Total 

955 4128 

Another gender identity includes: two-spirit 

Other notes from the program: 

Answer option wording on this should read: Cisgender Woman, Cisgender Man, Transgender Woman, Transgender Man, 

etc. Also non-binary should be a gender identity specifically listed, and preferably separate from genderqueer, however for 

the purposes of this survey, non-binary identities are included within the genderqueer numbers.  

Additionally, we recommend adding a question related to variations in physical sex characteristics (sometimes referred to 

as an Intersex Condition). Not including this is erasing this already very invisible community, as this identity is neither a sex 

assigned at birth, gender identity, or sexual orientation. This is another important step in being inclusive of all people, 

including all LGBTQI+ (the “I” is for Intersex) people.  
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 FY 2019 FY 2020 FY 2021 

Sexual Orientation # 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=198 with 

demographics) 

# Served % of Served 

(of n=141 with 

demographics) 

Gay or 

Lesbian 

Program not in 

implementation 

46 23% 24 17% 

Heterosexual/ 

Straight 

65 33% 56 40% 

Bisexual 53 27% 28 20% 

Questioning/ 

Unsure 

4 2% 3 2% 

Queer 16 8% 26 18% 

Another 

sexual 

orientation 

5 3% 2 

(Asexual, 

Demisexual) 

1% 

Prefer not to 

answer 

9 5% 2 1% 

Unknown 757  3987  

Unduplicated 

Total 

955  4128  

 

 FY 2019 FY 2020 FY 2021 

Primary 

Language 

# 

Served 

% of 

Served 

# 

Served 

% of Served 

(of n=72 with 

demographics) 

# 

Served 

% of Served 

(of n=141 with 

demographics) 

English Program not in 

implementation 

63 88% 127 90% 

Spanish 3 4% 10 7% 

Vietnamese   3 2% 

Chinese     

Tagalog 1 1% 1 1% 

Farsi 1 1%   

Other 4 6%   
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Prefer not to 

answer 

    

Unknown 883  3987  

Unduplicated 

Total 

955  4128  

 

 FY 2019 FY 2020 FY 2021 

(of n=10 with 

demographics) 

Military Status # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Active 

Military 

Program not in 

implementation 

    

Veteran     

Served in 

Military 

    

Family of 

Military 

    

No Military   10 100% 

Prefer not to 

answer 

    

Unknown 955  4118  

Unduplicated 

Total 

955  4128  

 

 FY 2019 FY 2020 

FY 2021 

(of n=18 with 

demographics) 

Disability* # 

Served 

% of 

Served 

# 

Served 

% of 

Served 

# 

Served 

% of 

Served 

Difficulty seeing Program not in 

implementation 

    

Difficulty 

hearing or 

speaking 
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Other 

communication 

disability 

    

Cognitive     

Physical/ 

Mobility 

    

Chronic Health 

Condition 

  1 5% 

Other non-

communication 

disability 

(*including 

mental health, 

learning 

disabilities, 

autism, etc.) 

  8 44% 

No Disability   4 22% 

Prefer not to 

answer 

  5 28% 

Unknown 955  4110  

Unduplicated 

Total 

955  4128  

*Participants may choose more than one option for Disability. 

Note: Program suggested adding Mental Health Disability, Learning Disability, Neurodivergence, etc. as available options in 

state reporting.  

6. Referrals 

This program did not provide any referrals during this reporting period. 

7. Evaluation Summary  

As discussed in the LGBTQ Access & Linkage report, The Q Corner program, just like most BHSD programs, was not initially 

intended to provide services entirely online. Prior to the program opening, representatives from the BHSD, along with the 

manager of the LGBTQ Wellness initiatives did attend Silicon Valley Pride in 2019 in person, where we were able to start 

making initial contact with community members and share behavioral health resources. This did account for a large 

number of our FY20 outreach numbers, along with some of the demographics, because of a survey we conducted at Pride 

asking about resources in the community. However, The Q Corner was not yet established, and by the time the program 

was beginning, the COVID19 Shelter in Place order had been established and all FY20 and FY21 services were delivered 

remotely.  

The initial outreach events online in FY20 did prove to be very promising. The very first event The Q Corner did was a Town 

Hall where The Q Corner partnered with The County of Santa Clara Suicide Prevention team to bring mental health 

resources during this unprecedented time to the LGBTQ+ community. We had a panel of content experts which were also 
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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. Also, in FY20, the team collaborated with Caminar’s LGBTQ Wellness team to pilot an online social event 

idea: “watch parties” of LGBTQ related films and episodes in honor of June, 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. 

At the beginning of FY21, it was clear that we would need more ways to connect with the community. As a program 

specifically focused on serving the LGBTQ+ community, it is important to recognize that many LGBTQ+ folks rely on finding 

support online because of stigma and for their safety as many LGBTQ+ folks have been victims of discriminatory violence 

when out in public. Additionally, the majority of the life of the program has been during the COVID-19 pandemic which has 

further isolated community members and limited access to resources. In October of 2020, the Q Corner team was able to 

create a social media platform, through Instagram, Facebook, Twitter, and YouTube. Through Instagram, community 

members have been able to reach out to our team to request and obtain information on resources, necessary gender-

affirming garments and gender affirming care, information on events and training, inspiration, and education about 

wellness, as well as being able to report hate speech and ask questions about our program and services. In total, we had 

2103 followers across 4 platforms on Social Media at the end of FY21 (the largest numbers being 1800 followers on 

Instagram). In June alone, the Q Corner Instagram account reached over 7000 accounts, with an average of over 1000 

post engagements a month. Several of the Instagram posts in FY21 reached over several thousand views, one of which had 

over 7000 views. We have also had popular posts on Facebook reach up to 1500 people at once. The Instagram analytics 

tool shows that about 27% of our followers are local, from San Jose, and the age and gender break down are very similar to 

the breakdowns we see in our other outreach service: 14% are 24 and under, 84% are 25-64, and 2% 65+, as well as 68% of 

our followers identify as women. We have seen less engagement with our twitter and YouTube accounts, however our Trans 

Day of Visibility video on YouTube had 115 views.  

We also established a mailing list and started doing monthly (or more frequently) email blasts with resources, training 

opportunities, events, and more. There are over 1500 people on our mailing list, including 75 who have signed up through 

our website. Additionally, we started the “Rainbow Report” in BHSD Newsletter, which was 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. Lastly, as part of a County UBT (unit based team) project, 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 resource for the system. 

Through these efforts, we were able to start advertising all the events and activities that we launched in FY21, which are 

described below. Additionally, since one of our overarching goals is to provide the community with a thorough and 

comprehensive list of high-quality resources, services, and referrals, we have worked to have organized, streamlined and 

accurate listings of local, national and international agencies serve the LGBTQ+ community. We are now in the process of 

redeveloping the LGBTQ Resources page on the BHSD website to improve user’s ability to access the numerous resources 

available. The website overhaul will ensure that visitors will be able to efficiently and easily find relevant resources based on 

their individual needs. In addition to an updated and reorganized resource listing, events, trainings & support, best practices 

and contact information will be added and regularly kept up to date. The goals of this project are to strengthen The Q 

Corner’s web presence and provide the community with easy access to valuable resources and support.   

In FY21, we were able to significantly expand our outreach and engagement events, which included services both to 

LGBTQ+ community members as well as across provider systems. We had a total of an estimated n=1620 participants 

throughout all of these efforts. Most of the efforts that will be participated in were online, such as the CASA Pride Event, 

LGBTQ Youth Space South County Pride Event, Mission College Wellness Fair, Garner LGBTQ Wellness Fair, Social Worker 
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Caregiver Resource Fair, and SV Pride 2020. For all these events, we provided videos, flyers, and blurbs about our services, 

and in many of them provided live on camera to share about what The Q Corner does.  

There were also a small number of events in FY21 that we participated in in person. We were able to participate in two Pride 

Flag raising events for Pride 2021 in June – a smaller event in Gilroy that our colleagues brought tons of resources and swag 

from The Q Corner to, and the other being the large County flag raising at our County government building, where we 

proudly raised the new Intersex inclusive Progress Flag. We had an outreach table at the accompanying resource fair and 

one of our team members spoke at the flag raising about the significance of the event and about our program.  

We also provided support as well as resource tables at two LGBTQ+ focused COVID19 testing events and two LGBTQ+ 

focused COVID19 vaccine events. These provided incredible opportunities to connect with colleagues, other providers, 

and community members. And they were significant, because with a population that has been historically undeserved and 

pathologized by the medical community, many community partners felt it was important to have specific COVID-19 testing 

and vaccine events specifically for the LGBTQ+ community and their allies. All events were major successes, with hundreds 

of community members showing up to get tested and vaccinated. 

We hosted a handful of online community building / pro-social events in FY21 which were very enjoyable and enriching. In 

the summer of FY21, we wanted to do something to celebrate Pride, since everything in person was cancelled. We created 

the “Community Collective Hypefest,” which was an artistic celebration of LGBTQ+ trailblazers throughout history who 

fought for LGBTQ+ rights and equality. We had 11 of our collaborative partners throughout the community participate, all of 

whom picked a different hero and created an artistic way to share and celebrate their impact – through paintings, 

collages, videos, poetry, and slideshows. It was our first big event with colleagues, and it was inspiring and beautiful. Our 

artistic contribution celebrating Marsha P. Johnson and Silvia Rivera can be viewed here: https://youtu.be/cbDUm6CfxX4. 

We also collaborated with the Office of LGBTQ Affairs for a hilarious and fun Halloween themed LGBTQ “Trivia or Treat” 

online event. We featured LGBTQ+ folks from throughout the community throughout the event. Both were also live streamed 

on Facebook.  

In FY21 we launched Q Corner Chats, which are digital short format presentations from different organizations.. While the 

County of Santa Clara has a community resources for LGBTQ+ folks, one of the challenges is getting the word out to the 

community, as many folks aren’t aware that specialty programming exists. Q Corner Chats were envisioned to address that 

gap, and provide a short presentation, followed by question and answer, for community members and providers to get a 

sense of the work that these organizations do. In FY21 we had two Q Corner Chats – a dual language English/Spanish one 

with Oasis Legal Services on the topic of LGBTQ+ Asylum in the U.S. (n=36 participants) and one with the Gender Health 

Center on gender affirming health services (n=59 participants). Folks were very involved in both activities, bringing many 

questions as well as positive feedback in the chat about how helpful it was to learn more about these resources. We plan to 

continue these events into coming years, both online and in person as well.  

For Transgender Day of Visibility, we found it very important to honor and celebrate this day throughout the department in 

which we work: Behavioral Health Services. We created a beautiful video compilation celebrating trans, nonbinary, and 

gender expansive folks throughout time who have made incredible impact to our world, overlaid with original spoken word 

from a local poet – the video can be viewed here: https://youtu.be/X8DpFC5LtCA. This was embedded in an informational 

presentation by our colleague from the Office of LGBTQ Affairs, which all BHSD was invited to attend.  

Maya Gonzalez with Reflection Press facilitated a unique two-day workshop called “Telling Our Own Stories, Healing Your 

Heart” that had about 16 participants. This workshop is a space where folks who identify as being part of the LGBTQ+ 

community can come together and express themselves through verbal, written and artistic expression. Maya provides 

prompts and concepts to inspire participants to create art and explore individual aspects of their personality and life 

experiences in a way that is deep and connected to others while also being personal and introspective. Additionally, since 

this space is reserved for LGBTQ+ community members, there is a greater sense of belonging which allows for greater 

comfort in sharing and opening up to the group. This workshop was extremely impactful. Participants left with increased self-

awareness, and some were even able to process some painful life experiences. This workshop is an invaluable experience 

that the LGBTQ+ community can greatly benefit from. 
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Our team also had a contactless resource pick up drive through event in August of 2020. We created an online order form 

displaying all of our available print resources and advertised the event liberally. It was such a success that we repeated it 

again in the Spring of 2021, as well as established a permanent resource order form for appointment-based resource pick-

ups. We always accompany the resource pick-ups with a bag of Q Corner promotional items such as rainbow stress balls (in 

the shape of brains), hand sanitizers, Q Corner masks, etc. All together we had 99 participants pick up resources from us in 

FY21. Participants had very positive responses about the available resources, noting fondness for the program flyers and 

posters, as well as the ID Card resources (badge attachments, stickers, pronoun pins). They commented that these items 

would “help make the office more LGBT welcoming; help demonstrate to clients that I am an ally; help educate and 

empower youth and families." and "Increase awareness and resources for my LGBTQ+ clients." In addition to these resource 

orders, we also provided resources and promotional items to several different homeless shelters, COVID response programs 

(including testing and vaccines services, youth drop-in centers, criminal justice programs, peer respite services, and the 

medical system, including the Gender Health Center.  

The Q Corner also prioritized the creation of a Peer Advisory Committee in FY21. The Q Corner was founded based on 

community input (including the MHSA SLC), and is committed to continuing this tradition as the program grows. One of the 

ways we will integrate community voices, insight, and guidance is with the formation of a Peer Advisory Committee 

representative of the local LGBTQ+ community. This Committee will serve to provide new perspectives, identify specific 

needs within the community, and explore new events. Additionally, this Committee will aim to strengthen partnerships and 

build collaboration efforts among community partners, as well as support events, services, and other opportunities for 

connection.  Ultimately, the Committee will hopefully assist in improving the amount and access to resources available to 

this community through The Q Corner. This Committee will be comprised of adults (over the age of 18 years old) who 

express interest in serving this population. The Q Corner intends for the Committee to be representative across race, 

ethnicity, gender, sexual orientation, gender expression, lived experience, ability, and socioeconomic status of the LGBTQ+ 

community in Santa Clara County. Although this Committee is not a governing body, the primary charge will be to guide 

and inspire the efforts of The Q Corner to better serve the needs of the LGBTQ+ community. 

Recruitment for the LGBTQ+ Peer Advisory Committee began in April, with most of the outreach being through social 

media, email blasts, and word of mouth. We received 20 applications and conducted informal interviews with each 

interested person. Ultimately 15 people joined the committee, and the group will begin meetings at the start of FY22. The 

group will meet once per month via Zoom for 1.5 hours. Meeting topics will focus on the main services that The Q Corner 

provides (e.g., drop-in hours, training, events, peer support, etc.). Members will be encouraged to share their thoughts and 

opinions for how to increase visibility and improve upon these services. This Committee provides mutual benefits for The Q 

Corner and Committee members. The Q Corner benefits from diverse perspectives and input shared by the Committee 

members. Conversely, Committee members benefit by contributing to enhance services to the LGBTQ+ population as well 

as opportunities to network with other members and community-based organizations. 

One of the most exciting new initiatives in FY21 was the creation and implementation of the Trans Care Coalition (TCC), led 

by The Q Corner and The Gender Health Center. The TCC is a collaboration of gender affirming care champions throughout 

the behavioral health service delivery system, with representatives from over a dozen different agencies. The TCC’s vision 

includes the four following focus areas: equitable access for all folks at all levels of care, knowledgeable gender-affirming 

care, champions continuing the work collaboratively, and pooling knowledge and experience. This includes identifying the 

specific needs and changes needed and implementing best practices across organizations. The TCC includes 5 

workgroups: Welcoming environments, Collecting SOGIE Data, Referrals and Placement, Clinical Services, and Care in 

Institutions. These workgroups are comprised coalition members from the County and County-contracted behavioral health 

agencies who are dedicated to supporting employees and better services for transgender, non-binary, gender expansive 

clients and others. Among several recommendations to improve services for this community, the Coalition has asserted that 

there is a critical need for dedicated clinical staff and dedicated clinical services to serve TGNBGE clients (i.e.. Gender 

Affirming Care Specialized Clinicians) to ensure TGNBGE individuals receive appropriate care. Such a resource would also 

provide in-County expertise and consultation to improve services and clinical competencies across the many BH resources 

TGNBGE people navigate. We are hopeful that this type of service will be possible in our community near term.  
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The Q Corner staff are frequently called upon to provide Subject Matter Expertise, Consultation, and Representation in 

various workgroups as well as be involved in important quality improvement and infrastructure development work in BHSD 

and the County. We have been the lead on developing and eventually launching BHSD department wide SOGIE data 

collection, as well as supporting these efforts across the system. We established, through workgroups with other subject 

matter efforts the SOGIE data question and answer sets for the new BHSD EMR (myAvatar), have drafted best practices and 

protocols for the roll out, and will be leading the trainings for implementation. We also helped ensure that SOGIE 101 training 

and SOGIE Data Collection was added to all BHSD service contracts.  

Other important work has included our collaboration with inpatient psychiatric services teams to establish best practices for 

serving transgender, nonbinary, and gender expansive clients in involuntary inpatient settings. We hope to duplicate these 

efforts in other systems of care to embed these standards across many service systems. This aligns as well with our 

collaborative work with the Department of Family and Children Services workgroups – one focused on supporting LGBTQ+ 

youth in the child welfare system and another working on improving services for trans youth in psychiatric hospitals.  

The Q Corner team also have staff who participate in the following workgroups and committees: the BHSD Race Equity 

workgroup, the BHSD Cultural Celebrations Committee, the Office of Supportive Housing Coordinated Assessment 

Workgroup, the Office of LGBTQ Affairs annual LGBTQ Summit planning group, the Santa Clara Family Health Plan 

Community Resource Center Advisory Board, and the County Older Adults Study steering committee. We have also worked 

with colleagues across the system to support the creation of a session at the SUTS DFCS Conference on working with LGBTQ+ 

patients and participated in the World AIDS Day Planning and the Getting to Zero planning meetings. The team also 

participates in conferences when able to, to continue growing knowledge within team. Conferences attended include: 

Gender Spectrum, SYNC, Decolonizing Trans Health, the County DV Conference, LGBTQ Veterans presentation, DV/SA 101 

by YWCA (prior to crafting our customized IPV/DV LGBTQ+ survivors course), the 2020 OLGBTQ LGBTQ Summit, several 

Kognito webinars, the County Child Abuse Prevention symposium, as well as a webinar on LGBTQ Housing.  

Through review of the demographics reported herein, we did identify a few gaps in our services that we would like to focus 

on in the coming years. We noticed that we are not reaching many people in the age range of 60+, neither through social 

media or other outreach efforts. We would like to do focused outreach and targeted activities for this demographic in the 

future. We are seeing a large percentage of folks participating in wellness activities who are straight (40%) and cisgender 

(73%). Although these are lower percentages than the trainings, it is still higher than we would expect for a program focused 

on supporting LGBTQ+ community members directly. Although we are happy that we are supporting allies, providers, family 

members, etc., we want to bulk up our direct connection with LGBTQ+ community members in future years.  

We also would like to see an increase in the percentage of two-spirit individuals participating in our community events and 

have plans to collaborate with partners like the CCWP Native American team, Indian Health Center, and National 

Compadres Network, in make sure that we are serving this population. Lastly, although 7% of the people we are serving 

through this project are Spanish speakers, we feel this is not adequately supporting and reaching the Spanish speaking 

community in Santa Clara County, knowing that 17.6% of County of Santa Clara residents identify Spanish as their primary 

language. We recently hired a new Peer Support Worker (starting in FY22) which is designated Spanish bilingual, and hope 

to make huge progress in connecting with Spanish speaking LGBTQ+ community members who would like The Q Corner 

services. We are confident that we can build on all the incredible work we have done in FY20 and FY21 to continue to 

make an impact for years to come in our LGBTQ+ community in Santa Clara County.  
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The additional materials referenced in the Suicide Prevention Strategic Plan Program can be found below. 
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Santa Clara County 2019 Behavioral Risk Factor Survey 

Behavioral Health Module 
 

MENTAL HEALTH SECTION 
 

These questions are about how you have been feeling during the past 30 days. 

1. During the past 30 days, about how often did you feel nervous? 

a. All of the time 

b. Most of the time 

c. Some of the time 

d. A little of the time 

e. None of the time 

2. During the past 30 days, about how often did you feel hopeless? 

a. All of the time 

b. Most of the time 

c. Some of the time 

d. A little of the time 

e. None of the time 

3. During the past 30 days, about how often did you feel restless or fidgety? 

a. All of the time 

b. Most of the time 

c. Some of the time 

d. A little of the time 

e. None of the time 

4. During the past 30 days, about how often did you feel so depressed that nothing could cheer 
you up? 

a. All of the time 

b. Most of the time 

c. Some of the time 

d. A little of the time 

e. None of the time 

5. During the past 30 days, about how often did you feel that everything was an effort? 

a. All of the time 

b. Most of the time 

c. Some of the time 

d. A little of the time 

e. None of the time 
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6. During the past 30 days, about how often did you feel worthless? 

a. All of the time 

b. Most of the time 

c. Some of the time 

d. A little of the time 

e. None of the time 

 

 

7. The last question asked about feelings that might have occurred during the past 30 days. Taking 

them altogether, did these feelings occur more often in the past 30 days than is usual for you, 

about the same, as usual, or less often than usual? (if you never have any of these feelings, 

select response option “d”) 

a. A lot more often than usual 

b. Some more often than usual 

c. A little more often than usual 

d. About the same as usual 

e. A little less often than usual 

f. Some less often than usual 

g. A lot less often than usual 

 

The next few questions are about how these feelings may have affected you in the past 30 days. You 

need not answer these questions if you answered “None of the time” to all of the six questions about 

your feelings. 

 

8. During the past 30 days, how many days out of 30 were you totally unable to work or carry out 

your normal activities because of these feelings? 

a. _ _ _ number of days 

 

9. Not counting the days you reported in response to question 8, how many days in the past 30 

days were you able to do only half or less of what you would normally have been able to do, 

because of these feelings? 

a. _ _ _ number of days 

 

10. During the past 30 days, how many times did you see a doctor or other health professional 

about these feelings? 

a. _ _ _ number of times 

 

11. During the past 30 days, how often have physical health problems been the main cause of these 

feelings? 

a. All of the time 

b. Most of the time 

c. Some of the time 

d. A little of the time 

e. None of the time 
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12. Was there ever a time during the past 12 months when you felt that you might need to see a 

professional because of problems with your mental health, emotions or nerves or your use of 

alcohol or drugs? [CHECK ALL THAT APPLY] 

a. Yes, mental health 

b. Yes, emotions or nerves 

c. Yes, alcohol or drug use 

d. No [SKIP to 16] 
 

13. Did you seek help from anyone? 

a. Yes  

b. No [SKIP to 15] 
 

14.  Did you seek help from …[CHECK ALL THAT APPLY] 

a. a friend? 

b. a family member? 

c. a teacher at school?  

d. a faith leader? 

e. a therapist or counselor? [SKIP to 16] 
f. a doctor or other health care provider? [SKIP to 16] 
g. someone at a hotline or internet helpline? [SKIP to 16] 
h. Other: _________________________________ 

 

15.  If you did not seek help, what were the reasons? [CHECK ALL THAT APPLY] 

a. I was concerned about the cost of treatment 

b. I did not feel comfortable talking with a professional about my personal problems 

c. I was concerned about what would happen if someone found out I had a problem 

d. I had a hard time getting an appointment 

e. Other: _________________ 

 

The next questions are about how you feel about different aspects of your life. For each one, tell me 

how often you feel that way. 

 

16. First, how often do you feel that you lack companionship? 

a. Hardly ever 

b. Some of the time 

c. Often 

 

17. How often do you feel left out? 

a. Hardly ever 

b. Some of the time 

c. Often 

 

18. How often do you feel isolated from others? 
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a. Hardly ever 

b. Some of the time 

c. Often 

 

19. Has a doctor, nurse, or other health professional ever told you that you have a depressive 

disorder, including depression, major depression, dysthymia, or minor depression? 

a. Yes 

b. No 

 

20. Has a doctor or other health professional ever told you that you have post-traumatic stress 

disorder or PTSD? 

a. Yes 

b. No 

ALCOHOL SECTION  
 

21. During the past 30 days, how many days per week or per month did you have at least one drink 

of any alcoholic beverage such as beer, wine, a malt beverage or liquor? 

a. _ _ drinks per week 

b. _ _ drinks per month 

c. 0 drink in the past 30 days [SKIP TO Q23] 
d. Don’t know / not sure 

 

22. Considering all types of alcoholic beverages, how many times during the past 30 days did you 

have 5 or more drinks (for males) or 4 or more drinks (for females) on an occasion? 

a. _ _ times 

b. Don’t know / not sure 

 

DRUGS & OPIOIDS SECTION 
 

23. In the past 12 months, did you use any prescription pain killer (e.g., Vicodin, OxyContin, Norco, 
Hydrocodone, Percocet, Methadone, etc.) in a way that did not follow your doctor’s directions? 

This includes crushing a pill and snorting it, drinking it with alcohol, taking more than you were 

prescribed. 

a. Yes  

b. No [SKIP TO Q26] 
c. Was not prescribed a pain killer 

 

24. How many different prescription pain killers are you taking? 

a. 0 prescriptions 

b. 1 prescription 

c. 2 prescriptions 
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d. 3 prescriptions

e. More than 3 prescriptions

f. Don’t know / not sure

25. Did you get the prescription(s) from one doctor or from more than one doctor?

a. One doctor

b. More than one doctor

c. I didn’t get it from a doctor

d. Don’t know / not sure

26. How many days in the past 30 days have you used any of the following drugs:

methamphetamines (speed, crystal, ice), cocaine (coke, crack), street opioids (heroin, opium),

hallucinogens (LSD, mushrooms, acid, molly)?

a. _ _ days
b. None

ENDING LIFE SECTION 

This section is on a sensitive topic and some people may feel uncomfortable with these questions. At the 

end of the section, phone numbers and organizations are listed that can provide support and referral for 

this issue. Please keep in mind that you can skip any question that you do not want to answer. 

The next question asks about sad feelings and attempted suicide. Sometimes people feel so depressed 

or are in so much pain that they may consider attempting suicide - that is, taking some action to end 

their own life. 

27. Have you thought about ending your life at any time in the past 2 months?

a. Yes, I thought about it

b. Yes, and I made a plan

c. Yes, and I made an attempt

d. No, not at all [SKIP TO 31]

28. Did you seek help from anyone about these thoughts?

a. Yes

b. No [SKIP TO Q30]

29. Did you seek help from …[CHECK ALL THAT APPLY]

a. a friend?

b. a family member?

c. a counselor or teacher at school?

d. a faith leader?

e. a therapist or counselor
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f. at a behavioral health center? (include private therapy sessions even if not at a

behavioral health center)

g. a doctor or other health care provider?

h. someone at a hotline or internet helpline?

i. Other ________?

30. If you did not seek help, what were the reasons? [CHECK ALL THAT APPLY]

a. Suicide is not talked about in my family

b. I am concerned about privacy

c. There is a lack of help in my language

d. There is nothing anyone can do to prevent suicide

e. I wasn’t sure where or how to get help

f. I don’t have the resources (time, money, transportation, childcare, etc.) to get help

g. Other: ________________________________

The next questions are about whether you’ve heard of or have used any resources available for people 

having thoughts of harming themselves.  

31. Are you aware of any of the following resources? [CHECK ALL THAT APPLY]

a. suicide and crisis hotline

b. Crisis Text Line

c. suicide prevention training

d. mental health urgent care

e. mobile crisis response team for youth

f. mobile crisis response team for adults

g. Crisis Intervention Trained police officer

32. Which of the following resources have you ever used before? [CHECK ALL THAT APPLY]

a. suicide and crisis hotline

b. Crisis Text Line

c. suicide prevention training

d. mental health urgent care

e. mobile crisis response team for youth

f. mobile crisis response team for adults

g. Crisis Intervention Trained police officer

If you or someone you care about is struggling with suicidal thoughts, there are many resources that can 

help. Below are County resources that provide confidential support for people in distress. If you believe 

your child or another person may be in immediate danger, call 911. 
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Resource Name Phone Number

Santa Clara County Suicide & Crisis 
Hotline 

1-855-278-4204

Crisis Text Line Number Text RENEW to 741741 

Mental Health Urgent Care Walk-in 
Clinic: 871 Enborg Ct., San Jose 

(408) 885-7855
Everyday 8am- 10pm

Uplift Mobile Crisis Unit (408) 379-9085

Mobile Crisis Response Team 1-800-704-0900; press 2

Call Center (for referrals) 1-800-704-0900; press 4

Emergency – ask for Crisis 
Intervention Trained (CIT) officer 

911 

Thank you for your time and responses in completing this survey. Please look for the next survey in XX 

weeks.  
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Figure 1 Mapping Suicide Gatekeeping Training Gold Standards and Cultural Guidelines 
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Evidence Basis: List of Training Citations 
Training Citations Total 

QPR 

Cross et al., 2011 

16 (12 unmodified, 4 
culturally modified) 

Hangartner et al., 2019 

Indelicato et al., 2011 

Jacobson et al., 2012 

Kuhlman et al., 2017 

Litteken & Sale, 2018 

Mitchell et al., 2013 

Osteen, 2018 

Osteen et al., 2014 

Shtivelband et al., 2015** 

Terpstra et al., 2018 

Tompkins et al., 2010 

QPR (modified) 

Cimini et al., 2014 

Collings et al., 2018 

Persaud et al., 2019 

Teo et al., 2016 

Connect 
Bean & Baber, 2011 

4 (2 unmodified, 2 
culturally modified) 

Pasco et al., 2012 

Connect (modified) 
Chung-Do et al., 2016 

Rallis et al., 2018 

ASIST 
Sareen et al., 2013 

3 (2 unmodified, 1 
culturally modified) Shtivelband et al., 2015** 

ASIST (modified) Cwik et al., 2016 

Kognito 

Robinson-Link et al., 2019 

3 Bartgis & Albright, 2016 

Albright et al., 2016 

MH First Aid Kato et al., 2010 2 (1 unmodified, 1 
culturally modified) MH First Aid (modified) Hashimoto et al., 2016 

OSPI-Europe Arensman et al., 2016 2 
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DRAFT: Not for Distribution 

© Corpus, Chiu, Lien, & Chu, 2021 

Coppens et al., 2014 

safeTALK Bailey et al., 2017 1 

BSIT Becker & Cottingham, 2018 1 

CSSS Breux & Boccio, 2019 1 
The Samaritans of New York Public 
Education Suicide Awareness and 
Prevention Programme 

Clark, 2010 1 

National Empowerment Project (NEP) Cox et al., 2014 1 
Yellow Ribbon Suicide Prevention 
Program Freedenthal, 2010 1 

MATES in Construction Gullestrup et al., 2011 1 
The Jason Foundation "A Promise for 
Tomorrow" Labouliere et al., 2015 1 

FACTS: Making Educators Partners in 
Youth Suicide Prevention Lamis et al., 2017 1 

Suicide Prevention Toolkit for Rural 
Primary Care McFaul et al., 2014 1 

Qungasvik Rasmus et al., 2019 1 

I CARE Reiff et al., 2019 1 
Managing Suicidality in the Emergency 
Department Shim & Compton, 2010 1 

Gatekeeper Suicide-Awareness Program Tsai et al., 2011 1 
Collaborators for At-Risk Engagement 
and Support (CARES) Wexler et al., 2015 1 

Sources of Strength Wyman et al., 2010 1 

Unnamed Training 

Cramer et al., 2017 

4 
Marzano et al., 2016 

Brown et al., 2018 

Wu et al., 2014 

Delphi study 
Armstrong et al., 2018 

2 
De Silva et al., 2016 

**Shtivelband et al. (2015) included both QPR and ASIST in their study. 
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TEMPOS
Tool for Evaluating Media Portrayals of Suicide
 
TEMPOS is the first tool that allows media professionals, public health officials, researchers, and suicide 
prevention experts to assess adherence to the recommended reporting guidelines with a user-friendly, 
standardized rating scale. The scale can be used to monitor changes in reporting over time and how 

 reporting varies across articles, authors, and publications.

1
Definition Examples

0
Explicitly presents or strongly implies that suicide is a common, acceptable, or inevitable response to 
hardship; frames suicide as "a way out" or a way of taking control of one's circumstances

"The young girl was being bullied at school and felt she had no other escape but to take her own life"

"In an official statement, Avicii's family stated that '[Avicii] really struggled with thoughts about Meaning, Life, Happiness. He could 
not go on any longer. He wanted to find peace.'"

1
Doesn't portray suicide as an escape or inevitable response to hardship, but fails to include that suicide is 
preventable and that resources are available to those who are struggling; may include a mix of these two 
portrayals

2
Frames suicide as a preventable mental health outcome; reports that coping skills, support and treatment 
work for most people (recovery is possible)

"If you or someone you know is struggling with suicidal thoughts, help is available. With proper treatment and support, it is 
possible to get help for suicidal thoughts and other mental health challenges"

2
Definition Examples

0
Includes information that is clearly speculative (e.g., non-factual) about the causes of / reasons for suicide. 
Sources of information (e.g. friends/family/professionals) are not factually informed or are inaccurate/ 
inappropriate.

According to a friend, "[Avicii was] an artist who seemed to be having a slow-motion nervous breakdown brought on by the 
relentless pressures of success and a brutal touring schedule."

"A long-depressed Kate Spade was fixated on Robin Williams' suicide, sister claims" (Headline)

1
Does not include speculation/non-factual information, but also fails to provide factual information about 
suicide/mental health; may include a mix of these two portrayals

2
Includes information that is clearly factual in nature, not speculative. May include quotes or objective 
information from informed sources (e.g. people or organizations with mental health or suicide prevention 
expertise, and/or people with lived experience).

"Anne Shuchat M.D. is principal director at CDC. She told reporters, 'We did see increases in younger and older people. 
Essentially every age group other than those over 75.'"

3
Definition Examples

0
Uses inappropriate/stigmatizing language that implies criminality (e.g. "committed"), judgment, or positive 
connotations (e.g. "successful attempt") "Anthony Bourdain committed suicide" 

1 Uses a mix of inappropriate and appropriate language

2
Uses appropriate/non-stigmatizing language that is more neutral and treats suicide similarly to other 
causes of death (e.g. "died by suicide") "Anthony Bourdain died by suicide"

4
Definition Examples

0
Describes or depicts, in a detailed manner, the method and/or location of the suicide; 'sets the scene' by 
including information about what was found at the scene of the death, how the person was found, or the 
type of object used

"Kate Spade, a fashion designer known for her sleek handbags, was found hanged in the bedroom of her Park Avenue 
apartment Tuesday in an apparent suicide, law enforcement officials said. The 55-year-old was found by housekeeping at about 
10:20 a.m. Her husband and business partner Andy Spade was in the house at the time. The couple's 13-year-old daughter was 
at school at the time and officials said a note was found at the scene telling her it was not her fault."

"Kate Spade was found hanging from her doorknob with a red scarf"

1
Briefly mentions suicide method (e.g. asphyxiation, overdose) but does not include explicit details about 
the method used or the scene of the death

2 Reports the death as a suicide but keeps information general and does not mention method
"Famed fashion designer Kate Spade was found dead in an apparent suicide this past week" 

NA Article is not about a specific person's suicide 

How does the report frame the suicide? 

Does the report include factual and non-speculative information about suicide? 

Does the report use appropriate/non-stigmatizing language? 

How does the report describe the suicide method and scene? 
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5
Definition Examples

0 Shares specific content drawn directly from a suicide note 

"Kate Spade left a heartbreaking note to her daughter in which she wrote, 'Bea - I have always loved you. This is not your fault. 
Ask Daddy!'"

"Kate Spade left a note to her daughter telling her it wasn't her fault" 
1 Reports that a note was found but does not include any content from the note
2 Does not mention a note or its contents; states that no note was found "No note was found."

NA Article is not about a specific person's suicide 

6
Definition Examples

0 Includes any visual content (e.g. photos/videos) of the location or method of death Visual content of the scene or method of death, e.g. train tracks, scene with police tape, bridge, gun, noose, pills
1 Includes visual content of grieving/sad individuals, memorials, or funerals
2 Uses visual content of the person who died from school/work/family or photo unrelated to suicide Visual content of decedent unrelated to suicide; stock image that is not related to suicide or death

NA Absence of visual content

7
Definition Examples

0
Oversimplifies or speculates on the reason for suicide; simplifies the issue of suicide by directly or 
indirectly attributing the death to a single reason or saying that it happened 'without warning' 

"Kate Spade kills herself after husband asks for divorce"

"The academic pressure at the school is so intense that it has driven multiple students to take their own lives"
1 Does not speculate about reasons for death but does not include information about risk factors

2
Acknowledges (in the body of the article or in a sidebar) the complexity of suicide and describes risk 
factors (e.g. mental illness, economic hardship, family issues) that give suicide context. 

"Robin Williams struggled with depression for many years prior to his death. However, the causes of suicide are complex and 
often involve multiple factors, such as mental illness, relationship issues, economic hardship, substance use issues, bullying, or a 
recent loss. You can learn more about risk factors and warning signs at cdc.gov/suicide/factors."

8
Definition Examples

0
Includes shocking or provocative language/details about suicide designed to elicit an emotional response; 
uses sensational language (e.g. 'epidemic', 'skyrocketing', 'spike') when describing suicide rates 

"Devastating suicide cluster strikes local high school"

"Avicii: Death by broken glass..." 

"Suicide rates have skyrocketed in recent years"

1
Includes some sensitive language that focuses on the person's life rather than death, but also includes a 
few instances of sensational language/details about the death

2
Reports on the death using non-sensational facts and language that focuses on the person's life rather 
than death (similar to reporting on non-suicide deaths); when referring to suicide rates, references best 
available data and uses words like 'increase' or 'rise' 

"Anthony Bourdain, celebrity chef, dead at 61"

"A recent CDC report shows that suicide rates have been rising steadily in the United States"

9
Definition Examples

0
Majority of article content glamorizes suicide; includes several tributes or portrays suicide in a positive 
manner (e.g. ties suicide to heroism, romance, honor)

“It’s telling that [Bourdain] killed himself in this picturesque, story tale village.” 

"Bourdain's shocking death by suicide led to an outpouring of grief and support from celebrities around the world" 

1
Includes some content that glamorizes/portrays suicide in a positive light; portrays their life in an idealized 
or glamorized way without acknowledging struggles

2
Does not portray suicide in a positive or glamorous manner; focuses on the life they lived rather than their 
death, acknowledges positive aspects of their life as well as their struggles

"Through the simple act of sharing meals, Bourdain showcased both the extraordinary diversity of cultures and cuisines, yet how 
much we all have in common. Tragically, he proved this again on Friday. Bourdain’s death shook television viewers around the 
world."

How does the report describe risk factors and reasons for suicide? 

Does the report use sensational language? 

Does the report glamorize suicide? 

How does the report describe the suicide note? 

What visual content does the report include? 
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10
Definition Examples

0 Does not include any resources
1 Includes a hotline/crisis number, but does not provide any additional mental health resources/information

2
Includes a suicide hotline/crisis number as well as additional resources for mental health care and suicide 
prevention, for example local mental health resources, suicide prevention organizations, websites

You can call the National Suicide Prevention Lifeline at 1-800-273-TALK (8255).

Additional Resources: 
American Foundation of Suicide Prevention (afsp.org)
American Association of Suicidology (suicidology.org)
National Institute of Mental Health (nimh.nih.gov)
Suicide Prevention Resource Center (sprc.org)

Does the report include suicide prevention and mental health resources?
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Thank you for participating in the County of Santa Clara Behavioral Health Services 
Suicide Prevention Campaign Survey! 
 
The purpose of this survey is to learn more about what people in the community think and know about 
suicide and suicide prevention. The information that you share will help the County learn more about 
how to better provide the community with mental health care.  
 
While your participation in this survey is completely voluntary, your response is very valuable to us! 
The survey should take less than 10 minutes to complete. Any information you provide will be 
anonymous; none of your answers will ever be connected to you. We hope that this will make you feel 
comfortable being completely honest with us. 
 
 
This survey covers sensitive topics that could bring up negative feelings. You can skip any question 
that you are not comfortable answering, or stop taking the survey at any time. If answering any of 
these questions makes you feel upset, please reach out to someone in your life that you feel 
comfortable with. You can also contact the following 24-hour hotline to receive support. 
 
National Suicide Prevention Lifeline: 1-800-273-8255  
 

 
Thank you for your time! 
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During a recent campaign some ads were placed on radio, Spotify, Smartphones, and online. They mentioned things like 
depression, anxiety, suicidal thoughts, and how COVID-19 affects us all. They all stressed the importance of getting help. 
 

In Spanish: the radio ad had a wife, daughter, and best 
friend who spoke of their concern for a 
loved one; the Spotify ad said what to do if 
you or someone you know needs help; the 
online/mobile ads had images like this  

In English: the radio ad said it is not weak to ask for help if 
you feel down or have suicidal thoughts; 
the Spotify ad said what to do if you or 
someone you know needs help; the online/ 
mobile ads had images like this  

1. Can you remember hearing or seeing any recent ads like this? (Select all that apply)
 No or Not Sure      Skip to Question 9 (next page) 

 Yes, I remember hearing or seeing the Spanish ad(s)    Continue 

 Yes, I remember hearing or seeing the English ad(s)  Continue 

2. Where did you see or hear these ad(s)? (Select all that apply)

 KNBR radio (104.5 FM/680 AM)  KBAY radio (94.5 FM)  KBRG radio (100.3 FM) 

 Other/unknown radio stations  My Smartphone  You Tube 

 Spotify  County of Santa Clara website  Facebook 

 Other music streaming sites (e.g., Pandora)  Other websites 

3. How often over the past few months do you remember having seen and/or heard these ad(s)?
Only once Two or three times Four or five times Six times or more I don’t remember 

     

Yes No Not sure 
4. Were the ad(s) you heard/saw relevant to you?    

5. Were the ad(s) you heard/saw relevant to people that you know?    

6. Do you think that the ad(s) would encourage people suffering from mental
illness to seek help?

   

7. Do you think that the ad(s) would encourage people at risk of dying by suicide
to call a suicide prevention hotline?

   

8. After seeing or hearing the ad(s), did you or do you plan to do any of the following?  (Select all that apply)
Yes-Already done Yes-Plan to do No 

a. Like the ad on social media (e.g., liking the video on YouTube, etc.)    

b. Comment about the ad on social media    

c. Share the ad on social media with a friend or family member    

d. Visit the County of Santa Clara suicide prevention website
(www.scchope.org/help or www.scchope.org/ayuda)

   

e. Discuss what I saw/heard in the ad with a friend or family member    

f. Call the Suicide Prevention Lifeline    

g. Talk to a professional (doctor, mental health professional)    
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Select the how much you agree with each statement
Strongly 

Agree Agree Disagree 
Strongly 
Disagree 

9. I would feel inadequate if I went to a therapist for
psychological help.

    

10. Most people in my community would treat someone who
has received professional help for a mental illness just as
they would treat anyone else.

    

11. People who kill themselves are generally weak.     

12. A person who is suicidal is likely to benefit from
professional help.

    

13. I would feel embarrassed/ashamed if I talked to a
professional about feeling suicidal.

    

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

    

15. Imagine that you or someone you know is feeling suicidal and/or has mental health concerns, and all of
the following resources are available. How likely would you be to seek help from …

Extremely 
Likely Likely Unlikely 

Extremely 
Unlikely 

a. Personal or family doctor     

b. Mental health professional     

c. Suicide Prevention Lifeline
(1-800-273-8255)

    

d. County of Santa Clara Suicide and Crisis Hotline
(1-855-278-4204)

    

e. Religious leader     

f. Other community leader     

g. Family member     

h. Friend     

i. Other (please specify):
_________________________________________

    

16. Check off all of the resources that you have heard of.

 Suicide Prevention Lifeline  (1-800-273-8255) 

 County of Santa Clara Suicide and Crisis Hotline (1-855-278-4204) 

 County of Santa Clara Behavioral Health Services Call Center (1-800-704-0900) 

 Mobile Crisis Response Team (1-800-704-0900; press 2) 
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17. COVID-19 has affected us all. In what ways would you say that COVID-19 has affected the mental health of 
you and your loved ones, if at all? (Please select all that apply) 

 
True for me 

True for my 
loved ones 

Loss of interest or pleasure in doing things   

Acting more irritated, grouchy, or angry than usual   

Feeling more stressed than usual   

Feeling anxious, nervous, frightened, worried or on edge   

Feeling depressed, down, or hopeless    

Having problems with sleep   

Experiencing unexplained aches and pains    

Experiencing conflicts with family and/or support systems   

Feeling lonely or disconnected from others   

Drinking and/or smoking more than usual   

None of the above   

Other (please specify)    

 
18. What language do you speak most often at home? 

 English  English and Spanish equally 

 Spanish  Other (please specify) 

 

19. What is your age? 

16-25 years 26-34 years 35-44 years 45-54 years 55-59 years 60+ years 

      
 

20. What is your gender identity? Select one that best describes you. 

  Male  Female 

 Transgender male/trans man   Transgender female/trans woman 

 Genderqueer/gender non-conforming  Questioning/unsure of gender identity 

 Another gender identity: ______________________  Prefer not to answer 

 

21. What is your sexual orientation? Select the one that best describes you. 

  Heterosexual or straight  Queer 

 Gay or lesbian  Questioning/unsure of sexual orientation 

 Bisexual/pansexual/sexually fluid  Prefer not to answer 

 Another sexual orientation: _____________________________________ 
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22. How long have you lived in the United States? 

  My whole life (I was born in the U.S.)  More than 10 years  5-10 years 

 1-5 years  Less than a year  Prefer not to answer 

 

23. What is your race/ethnicity? (Please select all that apply) 

African/African American/Black Hispanic/Latino 

 African American  Caribbean 

 African (specify): 
______________________________________ 

 Central American 

 Other African/Black (specify): 
______________________________________ 

 Cuban 

Asian  Dominican 

 Asian Indian/South Asian  Mexican/Mexican-American/Chicano 

 Cambodian  Puerto Rican 

 Chinese  Salvadoran 

 Filipino  South American 

 Hmong  Other Hispanic/Latino (specify): 

 Japanese  ____________________________________ 

 Korean Pacific Islander 

 Laotian  Native Hawaiian 

 Mien  Samoan 

 Vietnamese  Other Pacific Islander (specify):  

 Other Asian (specify):  
______________________________________ 

 _____________________________________ 

White/Caucasian American Indian/Alaskan Native 

 Chaldean  Alaskan Native 

 Eastern European  American Indian (specify): 

 European  _____________________________________ 

 Iraqi  Other (specify): 

 Middle Eastern  _____________________________________ 

 Other White/Caucasian (specify):  
_____________________________________  Prefer not to answer 
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¡Gracias por participar en la encuesta sobre la Campaña de Prevención de Suicido del 
Departamento de Servicios de Salud Mental del Condado de Santa Clara!  

El propósito de esta encuesta es aprender más sobre lo que las personas en la comunidad piensan y 
saben sobre el suicidio y la prevención del suicidio. La información que usted comparta ayudará al 
Condado aprender más sobre cómo brindar mejor atención de salud mental a la comunidad.  

¡Mientras su participación en esta encuesta es completamente voluntaria, sus respuestas son muy 
valiosas para nosotros!  La encuesta tomara menos de 10 minutos para completar. Cualquier 
información que proporcione será anónima; ninguna de sus respuestas será conectada a usted. 
Esperamos que esto lo haga sentirse cómodo siendo completamente honesto con nosotros.   

Esta encuesta cubre temas delicados que pueden provocar sentimientos negativos. Usted puede 
omitir cualquier pregunta con la que no se sienta cómodo respondiendo, o puede dejar de responder 
a la encuesta en cualquier momento. Si algunas de las preguntas lo(a) hace sentirse molesto(a), por 
favor comuníquese con alguien en su vida con quien se sienta cómodo(a). También puede 
comunicarse con la siguiente línea directa de 24 horas para recibir asistencia.  

Línea Nacional para la Prevención del Suicido: 1-800-273-8255 

¡Gracias por su tiempo! 
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Durante una campaña reciente, se colocaron algunos anuncios en el radio, Spotify, teléfono móvil (por sus siglas en Inglés 
como “Smartphone”), y en línea. Mencionaron cosas como la depresión, ansiedad, y pensamientos suicidas, y como 
COVID-19 nos afecta a todos. Todos enfatizaron la importancia de obtener ayuda.  
 

En español: el anuncio del radio tenía una esposa, hija, y 
mejor amigo  que hablaron de su preocupación por un ser 
querido; el anuncio en Spotify dijo que hacer 
si usted o alguien que conoce necesita 
ayuda; el anuncio en línea/teléfono móvil 
tenía imágenes como esta  

En inglés: el anuncio del radio dijo que no es débil pedir 
ayuda si se siente deprimido o tiene pensamientos 
suicidas; el anuncio en Spotify dijo que 
hacer o alguien que conoce necesita 
ayuda; el anuncio en línea/teléfono móvil 
tenía imágenes como esta 

 

1. ¿Recuerda haber escuchado o visto anuncios recientes como este? (Marque todo lo que aplique) 
 No o No Estoy Seguro     Salte a la Pregunta 9 (siguiente página) 

 Sí, recuerdo haber escuchado o visto los anuncios en Español      Continúe  

 Sí, recuerdo habe escuchado o visto los anuncios en Ingles    Continúe  
 

2. ¿Dónde vio o escuchó este/estos anuncio(s)? (Marque todo lo que aplique) 

 KNBR radio (104.5 FM/680 AM)  KBAY radio (94.5 FM)  KBRG radio (100.3 FM) 

 Otra/estaciones de radio desconocidas  Mi Smartphone   YouTube 

 Spotify  
Sitio web del Condado de 
Santa Clara  

 Facebook 

 Otros sitios para transmitir música (ej., Pandora)  Otros sitios web    
 

3. ¿Con qué frecuencia en los últimos meses recuerda haber visto y/o escuchado este/estos anuncio(s)? 
Sólo una vez Dos o tres veces Cuatro o cinco veces Seis veces o más No me recuerdo 

     
 

  
Sí 

 
No 

No estoy 
seguro 

4. ¿Los anuncio(s) que escuchó/vio fueron relevantes para usted?    

5. ¿Los anuncio(s) que escuchó/vio fueron relevantes para la gente que conoce?    

6. ¿Cree que el/los anuncio(s) animarían a las personas con enfermedades 
mentales a buscar ayuda? 

   

7. ¿Cree que el/los anuncio(s) animarían a las personas en riesgo de morir por 
suicido a llamar a una línea directa de prevención del suicido? 

   

 

8. Después de ver o escuchar el/los anuncio(s), ¿hizo o planea hacer algo de lo siguiente? 

     (Marque todo lo que aplique) Sí-Ya lo hice Sí-Planeo hacerlo No 
a. Darle pulgar arriba al anuncio en las redes sociales (como YouTube)    

b. Comentar sobre el anuncio en las redes sociales    

c. Compartir el anuncio en la red social con un amigo o miembro familiar    

  d. Visitar el sitio web de Prevención del Suicidio del Condado de Santa 
Clara (www.scchope.org/help o www.scchope.org/ayuda) 

   

e. Hablar de lo que vi/escuché en el anuncio con un amigo o                    
miembro familiar 

   

f. Llamar a la línea Nacional de Prevención del Suicido     

g. Hablar con un profesional (doctor, profesional de la salud mental)     
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Seleccione que tan de acuerdo está  
con las siguientes afirmaciones. 

Muy en 
acuerdo 

En 
acuerdo 

En 
desacuerdo 

Muy en 
desacuerdo 

9. Me sentiría inadecuado(a) si fuera a un terapeuta en 
busca de ayuda psicológica.  

    

10. La mayoría de la gente en mi comunidad trataría a 
alguien que ha recibido ayuda por una enfermedad 
mental  como trataría a cualquier otra persona.  

    

11. Las personas que se suicidan generalmente son débiles.      

12. Es probable que una persona con tendencias suicidas se 
beneficie de ayuda profesional. 

    

13. Me sentiría avergonzado(a)/apenado(a) si hablo con un 
profesional sobre pensamientos suicidas.  

    

14. Puedo identificar a alguien que está en riesgo de realizar 
un atentado suicida.  

    

 
15. Imagínese que usted o alguien que conoce siente que la solución es el suicido y/o tiene preocupaciones de 

su salud mental, y todos los siguientes recursos están disponibles. ¿Qué probabilidad hay de que busque 
ayuda de… 

 

 

Muy 
probable Probable Improbable 

Muy 
improbable 

a. Doctor personal o de familia     

b. Profesional especializado en la salud mental      

c. Línea para la Prevención del Suicido 
(1-800-273-8255) 

    

d. Línea de Asistencia por Crisis y para la Prevención 
de Suicidios del Condado de Santa Clara              
(1-855-278-4204) 

    

e. Líder de la religión      

f. Otro líder comunitario      

g. Miembro de la familia     

h. Amigo(a)     

i. Otro (por favor especifique): 
_________________________________________ 

    

 
16. Marque todos los recursos de los que ha oído.  

 Línea para la Prevención del Suicido  (1-800-273-8255) 

 
Línea de Asistencia por Crisis y para la Prevención de Suicidios del Condado de Santa Clara                            
(1-855-278-4204) 

 Centro de Asistencia de Servicios de Salud Mental del Condado de Santa Clara (1-800-704-0900)   

 Equipo Móvil de Respuesta a Crisis  (1-800-704-0900; presione 2)  
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17. COVID-19 nos ha afectado a todos. ¿De qué manera diría que COVID-19 ha afectado su salud mental y la 
de sus seres queridos? (Por favor marque todo lo que aplique) 

 
Cierto      

para mi 
Cierto para mis 
seres queridos  

Perdida de interés o placer de hacer cosas   

Actuando más irritado(a), malhumorado(a), o enojado(a) de lo habitual   

Se siente más estresado de lo habitual   

Se siente ansioso(a), nervioso(a), asustado(a), o preocupado(a)   

Se siente deprimido(a), decaído(a), o sin esperanza    

Tiene problemas para dormir   

Sufriendo de molestias y dolores inexplicables    

Tiene conflictos con la familia y/o sus sistemas de apoyo   

Se siente solo(a) o desconectado(a) de los demás    

Bebiendo y/o fumando más de lo habitual   

Ninguna de las opciones anteriores   

Otro (por favor especifique)    
 

18. ¿Qué idioma habla en casa con más frecuencia? 

 Inglés   Inglés y Español por igual 

 Español  Otro (por favor especifique) 

 

19. ¿Qué edad tiene?  

16-25 años 26-34 años 35-44 años 45-54 años 55-59 años 60+ años 

      
 

20. ¿Cuál es su identidad de género? Seleccione la opción que mejor lo(a) describa.  

  Masculino  Femenino 

 Hombre transgénero/hombre trans  Mujer transgénero /mujer trans 

 Género no binario  Cuestionando/inseguro de mi identidad de género 

 
Otra identidad de género: 
______________________ 

 Prefiero no responder 

 

21. ¿Cuál es su orientación sexual?  Seleccione la opción que mejor lo(a) describa.  

  Heterosexual   Queer 

 Gay o lesbiana  
Cuestionando/inseguro de mi identidad de 
género 

 Bisexual/pansexual/sexualidad fluida  Prefiero no responder 

 Otra orientación sexual: _____________________________________ 
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22. ¿Cuánto tiempo ha vivido en los Estados Unidos?

  Mi vida entera (Nací en los E.E.U.U.)  Más de 10 años  5-10 años 

 1-5 años  Menos de un año  Prefiero no responder 

23. ¿Cuál es su raza/etnicidad? (Por favor marque todo lo que aplique)

Africano/Afroamericano/Negro Hispano/Latino

 African American  Caribeño 

 Africano (especifique): 
______________________________________ 

 Centroamericano 

 Otro tipo de Africano/Negro (especifique): 
______________________________________ 

 Cubano 

Asiático  Dominicano 

 Asiático Indio/Sur de Asia  Mexicano/Mexicano-Americano/Chicano 

 Camboyano  Puertorriqueño 

 Chino  Salvadoreño 

 Filipino  Sudamericano 

 Hmong  Otro tipo de Hispano/Latino (especifique): 

 Japonés ____________________________________ 

 Coreano Islas del Pacífico

 Laosiano  Nativo de Hawái 

 Mien  Samoano 

 Vietnamita  Otro tipo de Islas del Pacífico (especifique): 

 Otro tipo de Asiático (especifique): 
______________________________________ 

_____________________________________ 

Blanco/Caucasiano Indio Americano o Nativo de Alaska 

 Caldeo  Nativo de Alaska 

 Europea del Este  Indio Americano (especifique): 

 Europeo _____________________________________ 

 Iraquí  Otro (especifique):

 Oriente Medio _____________________________________ 

 Otro Blanco/Caucasiano (especifique): 
_____________________________________  Prefiero no responder
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Post-Training Survey 
*This survey is available to take ONLINE at www.bit.ly/SPposttraining

Your answers to the following questions will inform program improvements and help us understand the 
diversity of who we are serving. Your information is confidential and anonymous. The Santa Clara County 
Suicide Prevention Program is funded by the California Mental Health Services Act (Prop 63). 

Please use your unique identifier code consisting of the first three letters of your mother’s first 
name, followed by the last 4 digits of your phone number.  Example: If my mother’s name is Jisha,
and my phone number is 408-123-4567, my code would be: Jis4567. 

_________________________ 

Please rate how much you agree/disagree with the following statements: 

Strongly 
disagree 

Disagree 

N
either 

disagree 
or agree 

Agree 

Strongly 
agree 

1. I know the warning signs for suicide.
☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

8. I feel prepared to apply concepts of culture and
diversity in my efforts to help people with their suicidal
distress.

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

9. Please give us an example of how you feel prepared to help people from diverse cultural
backgrounds with their suicidal distress:
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10. Additional questions/comments: 

 
 
 
 
 
 
 
 
 

THANK YOU FOR YOUR PARTICIPATION! 
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Pre-Training Survey 
*This survey is available to take ONLINE at www.bit.ly/SPpretraining

Your answers to the following questions will inform program improvements and help us understand the 
diversity of who we are serving. Your information is confidential and anonymous. The Santa Clara County 
Suicide Prevention Program is funded by the California Mental Health Services Act (Prop 63). 

Please create a unique identifier code consisting of the first three letters of your mother’s first 
name, followed by the last 4 digits of your phone number.  Example: If my mother’s name is Jisha,
and my phone number is 408-123-4567, my code would be: Jis4567. This code will be used to 
connect your pre- and post-training survey responses while keeping your answers anonymous 
(separate from your name and other identifying information).  

 _________________________ 

Please rate how much you agree/disagree with the following statements: 

Strongly 
disagree 

Disagree 

N
either 

disagree 
or agree 

Agree 

Strongly 
agree 

1. I know the warning signs for suicide.
☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

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

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

8. I feel prepared to apply concepts of culture and
diversity in my efforts to help people with their suicidal
distress.

☐ 
1 

☐ 
2 

☐ 
3 

☐ 
4 

☐ 
5 

9. Please give us an example of how you feel prepared to help people from diverse cultural
backgrounds with their suicidal distress:
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10. In the past three months, approximately how many people have you…

a) Been concerned about due to their suicidal distress or suicide risk: __________

b) Approached to discuss your concerns about their suicidal distress or suicide risk: ___________

c) Referred to support services because of their suicidal distress or suicide risk: ___________

11. What is your age?
 0-15    16-25    26-59    60+    Prefer not to answer 

12. What is your military status?
 Never served in the military 

 Currently active duty 

 Currently reserve duty or National Guard 

 Previously served in the US military and received honorable or general discharge 

 Previously served in the US military and received entry-level separation or other than honorable 
discharge 

 Served in another country’s military 

 Prefer not to answer 

 Other: _________________________________________ 

13. Do you have any disability? Please select all that apply.
A disability is defined as a physical or mental impairment or medical condition lasting at least six months 
that substantially limits a major life activity, which is not the result of a severe mental illness. 

 No, I do not have any of these disabilities  

 Difficulty seeing  

 Difficulty hearing or having speech understood  

 Other communication disability: ________________________________________________  

 Learning disability  

 Developmental disability  

 Dementia  

 Other mental disability not related to mental illness: ________________________________  

 Physical/mobility disability  

 Chronic health condition/chronic pain  

 Prefer not to answer  

 Other: __________________________________  

GO TO THE NEXT PAGE 
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14. What is your primary language?
 American Sign Language  Hebrew  Mien  Turkish 

 Arabic  Hmong  Polish  Vietnamese 

 Armenian  Ilocano  Portuguese  Other Chinese Dialects 

 Cambodian  Italian  Russian  Other Non-English 

 Cantonese  Japanese  Samoan  Other Sign Language 

 English  Korean  Spanish  Other: 

 Farsi  Lao  Tagalog  Prefer not to answer 

 French  Mandarin  Thai 

15. What is your gender identity? Select one that best describes you.
 Male  Genderqueer/gender non-conforming 

 Female  Questioning/unsure of gender identity 

 Transgender male/trans man  Another gender identity: __________________ 

 Transgender female/trans woman  Prefer not to answer 

16. What sex were you assigned on your original birth certificate?
 Male    Female    Prefer not to answer    Other: __________________________  

17. What is your sexual orientation? Select one that best describes you.
 Heterosexual or straight  Queer 

 Gay or lesbian  Questioning/unsure of sexual orientation 

 Bisexual/pansexual/sexually fluid  Another sexual orientation: ________________ 

 Prefer not to answer 

18. What is your race/ethnicity?

 African/African American/Black
 African American 

 African (specify): ______________________ 

 Other African/Black (specify): ____________ 

 More than one race/ethnicity 

 Pacific Islander
     Native Hawaiian 

     Samoan 

     Other Pacific Islander (specify): __________ 

     More than one race/ethnicity 

 American Indian/Alaskan Native
     American Indian (specify): _______________ 

     Other American Indian/Alaskan Native  

  (specify): ____________________ 

 Hispanic/Latino
 Caribbean 

 Central American 

 Cuban 

 Dominican 

 Mexican/Mexican-American/Chicano 

 Puerto Rican 

 Salvadoran 

 South American 

 Other Hispanic/Latino (specify): _________ 

 More than one race/ethnicity 
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THANK YOU! 

     More than one race/ethnicity 

 Asian
 Asian Indian/South Asian 

 Cambodian 

 Chinese 

 Filipino 

 Hmong 

 Japanese 

 Korean 

 Laotian 

 Mien 

 Vietnamese 

 Other Asian (specify): __________________ 

 More than one race/ethnicity 

 White/Caucasian
 Chaldean 

 Eastern European 

 European 

 Iraqi 

 Middle Eastern 

 Other White/Caucasian (specify):_________ 

 More than one race/ethnicity 

 Prefer not to answer
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Evaluation Measures

The Social Connectedness  
Scale - Revised
              OVERVIEW  

• This scale assesses the degree to which youth
feel connected to others in their social
environment.

             SUBSCALES

• None

• Sample items from the scale:
» I feel disconnected from the world around me
» Even among my friends, there is not sense of
brotherhood/sisterhood

              STEPPING UP THEME(S) & OUTCOME(S)

• Strong, Supportive Friends & Families
» Youth form and maintain health, close

relationships

• Diversity, Social Inclusion, & Safety
» Youth experience social inclusion and value
diversity
» Youth feel safe at home, at school, online and
in their communities

 TARGET POPULATION

• Youth between 14 and 18 years of age
(high school)

             LENGTH & HOW IT IS MEASURED 

• 20 items

• Responses to the scale range from 1 (strongly
disagree) to 6 (strongly agree)

• Reverse code negatively-worded items

• Items are summed; a higher score indicates more
connectedness to others

• Self-report, paper-pencil version

• Available in: English

DEVELOPER

• Lee, R. M., & Robbins, S. B., 1995

          PSYCHOMETRICS

• Reliability
High reliability (internal consistency α > .92)

• Validity
-Concurrent validity
-Construct validity
-Convergent validity
-Discriminant validity

          LEARN MORE

• Lee, R. M., & Robbins S. B. (1995). Measuring
belongingness: The social connectedness and
the social assurance scales. Journal of Counseling
Psychology, 42, 232-241.

• Sabitelli, R., & Anderson, S. A. (2005). Assess-
ing Outcomes in Child and Youth Programs:
A Practical Handbook, Revised Edition (Pages
62-63).
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Lee & Robbins, 1995; use of this measure requires permission from authors

Circle the answer that shows how much you agree or disagree with each of the following 
statements. 

1. I feel disconnected from
the world around me.

Strongly 
Agree 

1 2 3 4 5 

Strongly 
Disagree 

6 

2. Even around people I
know, I don’t feel that I
really belong.

Strongly 
Agree 

1 2 3 4 5 

Strongly 
Disagree 

6 

3. I feel so distant from
people.

Strongly 
Agree 

1 2 3 4 5 

Strongly 
Disagree 

6 

4. I have no sense of
togetherness with my
peers.

Strongly 
Agree 

1 2 3 4 5 

Strongly 
Disagree 

6 

5. I don’t feel related to
anyone.

Strongly 
Agree 

1 2 3 4 5 

Strongly 
Disagree 

6 

6. I catch myself losing all
sense of connectedness
with society.

Strongly 
Agree 

1 2 3 4 5 

Strongly 
Disagree 

6 

7. Even among my friends,
there is no sense of
brother/sisterhood.

Strongly 
Agree 

1 2 3 4 5 

Strongly 
Disagree 

6 

8. I don’t feel that I
participate with anyone or
any group.

Strongly 
Agree 

1 2 3 4 5 

Strongly 
Disagree 

6 
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Learning Partnership 

Decision Support, Research and Evaluation 
Status: ☐New ☒Continuing

Program Description 

This is a division of the SCC BHSD-Mental Health that is comprised of three units, Decision Support (the 
department’s research and evaluation unit), Cultural Competency (ensures that cultural needs of the 
County’s ethnic and racial populations are met by the Department), and Continuous Learning 
(responsible for staff development and consumer and family member workforce education and 
training). These units are tasked with working together to aid and support the transformation of the 
BHSD to a client driven/family supportive wellness and recovery system.   

Budget 

Proposed Budget FY 2023: $ 2,144,011 

Workforce Education and Training (WET) 

Workforce Education and Training Coordination 

Status: ☒Modified ☐Continuing

Program 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 allocated funding to WET as a carve out of its 

CSS funding.  The mission of the MHSA WET is to address community-based occupational 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 goals of the Workforce Education and Training (WET) have been: 

• To have a workforce that is fully integrated and reflective of the cultural and ethnic diversity
of consumers and family members at all levels of the workforce, including employees, interns,
and volunteers;
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• To provide employment opportunities and integrated support mechanisms throughout the
system to enhance employment and retention of consumers and family members;

• To enhance staff training and develop opportunities and career pathways for county and
community based organization (CBO) staff, including management development
opportunities;

• To provide training and educational opportunities in the mental health system, with local
educational institutions and the community at large.

Budget  

Proposed Budget FY 2023:  $ 3,379,786 

WET/Learning Partnership Program FY 2021 - Summary Report 

Training Programs 

To promote an environment that is conducive for continuous learning, the County of Santa Clara’s 
Behavioral Health Services Department (BHSD) Learning Partnership Training Program provides relevant 
and culturally humility training to its workforce that includes its contract providers. Learning Partnership 
works to bring evidence-based and promising-based practices, new knowledge, and recovery-based 
attitudes and perspectives to every stakeholder in the system. Knowledge, skill building, and partnership 
are central to the transformation of the system and to achieving recovery and resiliency, cultural humility, 
and positive life domain outcomes for consumers of our system.   

The trainings in the County’s WET plan focuses providing trainings that include quality practice and 

accountability, consumer and family driven, resiliency and strength-based, cultural humility and 

maintaining strong partnerships with partner programs and agencies.  

During this report period, we were able to provide several trainings that covered the entire life span of an 

individual that includes clinical academy on Early Childhood Mental Health to help develop clinicians to 

serve the 0-5 population, trainings working with the Transition Aged Youth, Adults and Older Adults.  We 

also provided multiple Cultural Humility trainings that included racial trauma, LGBTQ+ and Asian 

Americans. Some of the evidence-based practice trainings include Motivational Interviewing, Wellness 

Recovery Action Plan (WRAP), Seeking Safety, Cognitive Behavioral Therapy, and Solution Focused Brief 

Therapy.  Different trainers would bring their different perspectives and focus to address the diversity. Our 

Client Culture training numbers significantly increased during this reporting period as it became a 

mandatory training for all staff to attend. Another highlight is staff attending the mandated “TIS-101 

(Trauma Informed System 101)” training that increases awareness on trauma and creates a foundation for 

trauma informed system transformation.  We also provided multiple trainings on Substance Use 

Treatment that were well received.  

Challenges 
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A persistent challenge remains due to the deletion of the CIT/5150 training manager is the decreased the 

number of Collaborative trainings. The primary challenge in FY 21 was due to the COVID-19 shelter in 

place order that went into effect in March 2020. The WET program had to quickly transition from an in-

person training model to a virtual training model. Training staff had to quickly learn and become proficient 

in using virtual platforms such as Zoom and Microsoft Teams. In addition, CEU requirements for virtual 

trainings rely heavily on staff support and oversight.  

Career Pathways 

Workforce recruitment and retention continues to be a significant concern in Santa Clara County as there 

needs to be sufficient staff to provide direct services if it is to adequately respond to the service needs of 

the identified disparities in the current system; and to serve the broader populations that it intends to 

serve under the MHSA.  There remains a significant need to increase the number of eligible consumers, 

family partners and individuals from unserved, underserved, cultural, and linguistic communities in Santa 

Clara County to work in public mental health. Stakeholders continue to report the challenges in recruiting 

and retaining their mental health workforce and continue supporting the WET’s Career Pathway program 

that includes providing stipends to student and peer interns as well as providing scholarships to BA level 

students at San Jose State University.   

Challenges 

In FY 21 the Career Pathways and Intern Manager retired and we were not able to participate in 

recruitment fairs to accept students interns in County programs for Academic Year 21/22. We plan to 

resume having County Student Interns in Academic Year 22/23. Additionally, due to the Shelter in Place 

orders from COVID-19, interns had to start their internships virtually and provide telehealth services. The 

transition from providing clinical services from face to face to virtually was challenging and there were 

gaps in providing the necessary equipment for interns (laptops and cell phones) in a timely manner so that 

were able to properly provide telehealth services. Additional trainings and support were required so that 

students were able to provide telehealth services. Another unfortunate consequence of the Shelter in 

Place was students who were planning to remain the BHSD workforce as “Student Intern IV” positions 

after completion of internship in Academic Year 2019-2020, were unable to stay.   
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WET Plan Category Number  FY21 

W2 Training: Promising Practice & Evidence Based Training Number served - duplicated 2964 

W3 Training: Improved Services and Outreach to Unserved and 
Underserved Populations 

Number served - duplicated 1375 

W4 Training: Welcoming Consumers and Family Members Number served - duplicated 1334 

W5 Training: Collaboration with Key System Partners Number served - duplicated 435 

W7 Career Pathways - Student Interns Number of County Student Interns 15 

W7 Career Pathways - Peer Interns Number of County Peer Interns 1 

W7 Career Pathways - Student Interns Number of Contract Provider Student Interns 13 

W7 Career Pathways - Peer Interns Number of Contract Provider Peer Interns 2 

W7 Career Pathways - SJSU Scholarships Number of Scholarships 10 

The following proposed reconfiguration for FY2023 will help accelerate and focus local WET efforts into 

three main areas. This would create greater efficiencies and more coordinated efforts.  
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Additional modifications in FY2023 are included on this table: 

Modifications for FY 2023 Summary Addressing this 
Area of Need

WET 2 – Training for Providers:
Consolidation of Training WET 
Workplans - Promising and 
Evidence Based Practices, Cultural 
Humility, Welcoming and 
Collaboration with Key System 
Partners into one workplan 

• Training Manager (MHPS II) and Associate
Training & Staff Development Specialist are
now in WET 2.

• Consolidate all the training workplans and
training funds into WET 2.

• Move the three (0.5) Peer Interns to WET 3
• Training Manager scope will be expanded to

develop a clinical training plan for new clinical
providers and to coordinate the Co-Occurring
training series and Transformational Care
Planning training.

• Focus on providing Cultural Humility, Faith-
Based, Trauma informed and Suicide
Prevention trainings.

• Hybrid training model to be implemented with
the appropriate technological equipment.

• Expand CIT, 5150 and De-escalation training
and upgrade 5150 training registration system.

Offer Specialized 
Trainings for 
Providers 

Modification for FY 2023 Summary Addressing this 
Area of Need 

WET 3 - Career Pathway & 
Workforce Development: 
Stipends & Incentives to support 
MH Career 

• Move 1.0 FTE Associate Management Analyst
(AMA) from CSS, Learning Partnership to W3

• Continue SJSU Scholarship program and
research other Scholarship possibilities.

• Student Intern program will resume for County
programs

• Stipends for both County and Contract
Provider Student/Peer Interns

• Workforce Committee to address recruitment
and retention challenges

Focus on 
Workforce 
Recruitment and 
Retention 

WET 3 - Career Pathway & 
Workforce Development: Stipends 
& Incentives to support MH 
Career 

The three (0.5) FTE Peer Interns from Training 
workplan and moved to WET 3 to maintain the 
peer intern program. 

Create an 
Effective Peer 
Workforce 

Transfer from CSS fund to WET 
fund for ongoing FTE/operating 
expenses in FY2023. * 

The WET Plan improves and transforms the 
behavioral health system by enhancing the skills of 
the workforce, expanding roles for consumers and 
family members and increasing cultural and 
linguistic diversity. The annual cost of WET is 
$3.1M for FY2023. 

Ongoing Support 
for WET 
activities. 
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Capital Facilities and Technological Needs 

Electronic Health Record Maintenance and Provider Support

Status: ☒Modified ☐Continuing

Program Description 

BHSD believes in producing long-term impact with lasting benefits that move the mental health system 
towards the goals of wellness, recovery, resiliency, cultural competence, prevention/early intervention, and 
expansion of opportunities for accessible community-based services for clients and their families which 
promote reduction in disparities to underserved groups.  The following efforts include development of a 
variety of technology uses and strategies which support integrated service experiences that support the data 
collection needs of the BHSD.  

1. CFTN Support Staff: EHR FTE (staff)/Technology Services and Solutions (TSS) ongoing annual costs
require an additional transfer from CSS to CFTN to support these ongoing costs.  Combined annual
ongoing costs estimated at $2,640,000.

2. E.H.R. Project: Ongoing support CBOs in EHR implementation for FY 2023. An estimated 25 agencies
are scheduled to go live with Provider Connect Enterprise (PCE). Bridge funding to support agencies
that are scheduled to go live with Provider Connect Enterprise (PCE). Costs related with actual billing
package purchase and for staff time dedicated to integrating with PCE.  One-time estimated cost
$1,875,000 to support 25 county contracted providers.

3. CSS Transfer to CFTN. BHSD EHR Staff & TSS ongoing costs at $4.1M related to TSS charge back and
BHSD supporting QI and A&R.  Started FY2022 with $3.4M fund balance, this will be depleted with
ongoing $2.6M in FY22 and (if approved) the ~ $1.9M one-time in FY22 to support 25 CCPs with their
EHR.

Budget 

Proposed Budget FY 2023: $     4,515,000 
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Innovation 

The California Code of Regulations (CCR) section 3200.184 defines an “Innovative Project” as a project that the 
County designs and implements for a defined time period and evaluates to develop new best practices in mental 
health services and supports. During Fiscal Year 2021 (FY21), the County of Santa Clara Behavioral Health Services 
Department (BHSD) had four (4) ongoing projects (INN 10, INN 11, INN 12, and INN 13), and received approval 
for an additional three (3) projects (INN 14, INN 15, and INN 16). The chart below outlines the annual cost per 
project as well as the cost per client.  

* Dollar Amounts in BLUE are estimates, while those noted in BLACK are actuals from FY21

** Client Numbers in BLUE are estimates, while those noted in BLACK are actuals from FY21

Program Annual Amount* Clients Served** Cost per Client 

INN 10 FBTS  $     162,624 1141  $    143 

INN 11 IPS  $     701,278 270  $    2,597 

INN 12 PERT  $           1,196,170 500  $    2,392 

INN 13 Allcove  $           3,300,000 2000  $    1,650 

INN 14 ILEP  $     445,000 200  $    2,225 

INN 15 TRUST  $           6,391,406 5000  $    1,278 

INN 16 ATSVAAC  $     584,380 1500  $    390 
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INN 10: Faith-Based Training & Support Program (FBTS) 

INN Component Provide Faith-Based Training and Resources to Behavioral Health Providers, and 
Mental Health Training for Faith Leaders 

Status Term Priority Population Numbers Served in FY21 

Ongoing 30 Months 18+ 25 BH Providers 
19 Faith Congregations 

Learning Objectives 

Outcome 1 
Improve faith/spiritual community leaders' knowledge, attitude, and behavior in 
the identification, support, and referral of clients with behavioral health and/or 
substance use issues 

Outcome 2 Determine whether BH Providers reported better client outcomes as a result of 
discussing faith as part of their treatment plan 

Outcome 3 Implement strategies that promote the reduction of stigma among faith/spiritual 
communities participating in the faith-based trainings 

Outcome 4 Improve the mental health status of clients receiving treatment using 
faith/spirituality-informed recovery plans and interventions 

Background 

When Santa Clara County consumer and family members are in behavioral health distress, often, they first 
seek out assistance from their faith/spiritual communities and faith leaders before going to public and/or 
private behavioral health professionals. Unfortunately, many faith leaders do not have the skill set or 
understanding of mental health and/or substance abuse issues to respond appropriately. Some faith and 
spiritual leaders may also shy away from discussing suicide and self-harm, and its prevention with their 
congregants. To address these concerns, this project developed a customized educational training program 
tailored and implemented for use by faith and spiritual leaders in Santa Clara County. The project aimed to 
give faith and spiritual leaders a better understanding of their boundaries in not providing 
professional/clinical treatment without the necessary credentials to practice. First and foremost, the project 
teaches how to be informed at making the appropriate behavioral health referrals to their congregants and 
directly link them to needed mental health and/or substance use treatment services. 

There are two innovative elements in Santa Clara County’s new INN project. First, at the start of the INN 
project, focus groups will be held to assess behavioral health knowledge of faith and spiritual leaders from 
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the five population target areas (African American, Chinese, Filipino, Latino, and Vietnamese). Based on the 
assessment results from the focus groups, a customized behavioral health training plan(s) will be generated. 
Secondly, the project includes the faith and spiritual leader participants providing technical assistance 
trainings to behavioral health professionals (County staff and behavioral health contract providers) to help 
them gain a better understanding of their clients who consider faith and/or spirituality as an important part 
of their path to wellness and recovery. 

Implementation 

COVID-19 continued to impact the way in which services were delivered during the last year, but also 

opened the door for new discussions on mental health as many people were experiencing some form of 

mental health during the pandemic. Services and outreach to faith leaders and Behavioral Health Services 

Department providers continued in adapted ways in the midst of the pandemic, leveraging technologies like 

virtual conferencing tools and social media. During Fiscal Year 2021 the program hit the following 

milestones:

• Certified 19 Mental Health Friendly Stigma free congregations

• Started conducting Behavioral Health Provider Trainings and produced video from the event

• Started trainings with the Family Acceptance Project

• Finalized the tailored MH 101 Presentations and started virtual trainings
o Provided trainings to various groups: Vietnamese, Korean, Chinese, Ethiopian, African

America, and Latinos

• Produced a Newsletter, brochure, decal and other marketing and outreach materials

• Recorded a podcast which will be a tool for faith leaders to better equipped for welcoming and
serving those with mental health

Challenges

The most obvious challenge during this period was COVID-19 and the shelter-in -place orders resulting from 
it. Although this did allow for more discussions about mental health to happen, given the increase in need 
for services evidenced during this time, there were some challenges with implementing this program. The 
time it took, on average, to build trust and establish collaboration with faith leaders was longer than 
anticipated and combined with the challenges of performing outreach in person resulted in a slower-moving 
process than initially anticipated. Similarly, once these partnerships were established, it was often hard to 
find parishioners who were willing to speak publicly about their mental health. Some trainings had to be 
canceled or postponed as a result of COVID-19, and work had to shift to the virtual arena in order to continue 
making progress. 

Another challenge was trying to recruit behavioral health providers to participate in this project’s training 
program. Since this is a new and optional training, it could not take priority over serving clients during the 
pandemic and the increased call for services. Once the County had announced a timeline for reopening, and 
as it progressed into lower tiers of risk for COVID-19 transmission, the training for providers was finalized 
and scheduled for June 23, 2021. Follow up sessions are planned for September 2021 and January 2022. A 
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video was produced of the first session and made available to anyone as reference, in an effort to engage 
even more providers who would have otherwise been able to attend in person.     

INN 11: Individual Placement and Support (IPS) Employment Program 

INN Component Integrate employment as a wellness goal for consumers by providing individualized 
employment supports 

Status Term Priority Population Numbers Served in FY21 

Ongoing 48 Months 18+ 253 

Learning Objectives 

Outcome 1 Will time to placement for clients be reduced with this model vs. baseline data? 

Outcome 2 Will this model achieve a higher placement rate vs. baseline data? 

Outcome 3 Will average hourly wages increase for program clients vs. baseline data? 

Background 

The Client and Consumer Employment project aims to transform how the overall system views employment 
and promoting employment as a wellness goal for consumers. This project builds on the premise that having 
a job contributes to a person's overall sense of well-being and can be a significant contributor toward 
achieving and maintaining recovery from mental illness. 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. The Client and Consumer Project was approved by MHSOAC on November 16, 2017. Services 
commenced on February 2019. 

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. 

Implementation 
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During Fiscal Year 2021, fidelity reviews were conducted which were postponed from their original dates of 

March 2020 due to COVID-19 and shelter-in-place orders. County staff attended the reviews in order to 

provide support and build internal capacity to continue these reviews into future years. The findings indicate 

that the program has ‘good fidelity’ and is performing well, despite being impacted by the effects of COVID-

19. Given that this project emphasizes the work being done by the Employment Specialists (ES) in the field,

the providers had to make adjustments to how they approach potential employers.

Evidence shows that a high-fidelity score tends to translate into better quality and quantity of services. The 

data collected for the program point to this. Clients are seeing, on average, a shorter placement period, and 

are gaining higher paying jobs and working more hours per week compared to baseline data obtained from 

the Department of Rehabilitations (DOR) IPS program in Santa Clara County. Please see chart below: 

Metric Baseline INN 11 Change 

Placement Rate 31% 59% + 28%

Hourly Wage $17.70  $ 19.07 + $ 1.37

Hours per Week Not Available 28 N/A 

Time to Placement (Days) 245 104 -141

Challenges

When the project set out to establish the baseline data, it was discovered that one of the metrics that were 

discussed, average hours worked per week, was not available from the Department of Rehabilitation’s 

(DOR) program data. Rather than reduce the learning objectives to 2, a third metric was identified which 

was available from DOR data as well as the INN project: Time to Placement. 

COVID-19 presented several challenges for this project, as in-person sessions with clients and employers 

had to be cancelled and the work transitioned to virtual meetings and sessions. Utilizing HIPPA compliant 

software, planning sessions and follow ups continued to take place virtually. Similarly, the Employment 

Specialists (ES) found it challenging to spend large portions of their time in the field advocating for their 

clients, as most prospective employers were either closed due to shelter-in-place orders or hesitant to meet 

in person. The ES continued to perform web-based job searches and communicate with would-be employers 

via email and phone. As conditions improved and commercial activities started to increase, the ES returned 

to more work in the field.  
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INN 12: Psychiatric Emergency Response Team (PERT) Program 

INN Component Expand on the established PERT model by offering post-crisis, peer-driven linkage 
services  

Status Term Priority Population Areas of Service 

Ongoing 48 Months 18-25 Sheriff, Palo Alto, San Jose, Morgan Hill 

Learning Objectives 

Outcome 1 Explore if this model increases access and linkage to timely, appropriate and 
culturally driven services for clients 

Outcome 2 Determine if this model can decrease relapse and recidivism rates among target 
clients 

Background 

Santa Clara County Behavioral Health Services Department (BHSD) provides an array of services including 
services for crisis, acute inpatient psychiatric care, subacute, residential care, full-service partnerships, and 
outpatient. There is a need to expand community-based crisis services and create new diversion programs 
to reduce utilization of emergency psychiatric services (EPS) and acute psychiatric hospitalization services, 
which are the main clinical and service options available to Santa Clara County residents experiencing acute 
mental health crises. In recent years, there has been a high number of suicides-suicide clusters by young 
adults in the City of Palo Alto in Santa Clara County. 

The PERT model has been in place since the 1990s in San Diego County and is a well-established, effective 
community-based crisis intervention program. The innovative element of this project involves enhancing 
the PERT model to include a linkage component provided through peer support services post-crisis. The goal 
is to assist clients and individuals with their recovery and prevent future suicide attempts.  

Based on the Epi-Aid Team’s preliminary report regarding youth (ages 10- 24) suicides in Santa Clara County 
from 2005 to 2015, about one in three decedents (29%) had a history of suicide attempts with the average 
age of decedents at 20.2 years. By linking individuals ages 18-25 to rapid connection to behavioral health 
services coupled with peer support services post-crisis, the expected outcome is to increase access to 
services and decrease future suicide attempts. 

Implementation 
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During Fiscal Year 2021 (FY21) BHSD worked on the rollout of the program. In order to guarantee access to 
the necessary program data, BHSD staff established agreements with the County Sheriff’s Office, Palo Alto 
Police Department (PAPD), as well as the dispatch center for each team, County Communications and PAPD 
Dispatch. As part of this project, each law enforcement agency (LEA) would assign an officer/patrol unit to 
be paired with the clinician. The time to secure these agreements and establish the initial operating 
procedures extended beyond the initial estimate, both by the impacts of COVID-19 and by unanticipated 
delays in executing the necessary agreements.  

During the last quarter of FY21 trainings started for LEA and clinical staff. These sessions prepare staff for 
launch, and share the best practices learned from the years running the PERT model elsewhere. By the end 
of FY21, three teams were operational: two with the Sheriff’s Office and one with PAPD. Additionally, BHSD 
was approached by Santa Clara Police Department to explore options to establish an additional PERT team 
within their agency; work has begun to determine the feasibility of this option. Work has also commenced 
for establishing additional teams with Morgan Hill Police Dept and other LEAs during FY22.  

Successes 

The main success for the program during FY21 was being able to operationalize and launch the teams in 
most of the primary geographic areas the project seeks to serve. Given the unanticipated challenges and 
delays with establishing agreements with LEAs, coupled with the impacts of COVID -19 (social distancing 
and remote collaboration, as well as a high demand on public safety services, making it tough to remove 
officers from the community to undergo training), the launch of three teams was a viewed as a success. 
Additionally, in response to these challenges BHSD staff initiated a conversation with the public and 
stakeholders around making some program modifications to adapt to the new landscape. Namely, the aim 
of the project will switch from attempting to establish eight (8) teams throughout the County, to focusing 
on establishing six (6) teams and extending their work for an additional 12 months.  

Challenges

As County residents sheltered-in-place and businesses remained closed, there was a marked increase in calls 

to law enforcement, particularly calls associated to mental health episodes. This added additional burden 

to already-burdened LEA’s throughout the County, as they worked to respond to calls and assist the 

community with limited staffing. Police Departments found it challenging to dedicate two officers for this 

program, given that they tend to be small departments and don’t keep large staffing rosters. One of the 

findings coming out of this realization suggests that smaller LEAs would do better establishing one PERT 

team rather than two.  

The toughest challenge during FY21 was hiring of clinical staff. There was no shortage of applicants that 

expressed interest and interviewed for the roles, but few stayed interested in the job after speaking with 

BHSD staff. Several factors were identified as barriers to hire: 

1. COVID-19 related: Applicants were not willing to take on extra risk of responding in person to calls

during the pandemic.
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2. Unorthodox work hours: Having non-traditional work hours became a challenge for applicants who

had to manage daily life tasks around their jobs, particularly during the pandemic

3. Stigma of working with Law Enforcement: Several applicants expressed their passion for the type of

work this project does but felt uneasy about working alongside an officer with a gun and badge. The

higher risk factor (compared to traditional clinic settings) and social unrest over law enforcement

deeply impacted applicants’ interest in the role. Many applicants interviewed disengaged with the

hiring process upon learning of the nature of the work.

INN 13: Allcove (Formerly Headspace) Program 

INN Component A community-driven, youth-led approach that will provide integrated care centers 
designed with, by, and for youth.  

Status Term Priority Population Numbers Served in FY21 

Ongoing 48 Months 16-25 years 39 

Learning Objectives 

Outcome 1 Understand the efficacy of integrating multiple service components to increase 
youth access and engagement in behavioral health services. 

Outcome 2 
Identify best approaches to include youth, family members, and community 
stakeholders in the development, implementation and evaluation of an integrated 
care model intended for young people. 

Outcome 3 Distinguish the barriers and facilitators to access Allcove sites among youth who are 
currently engaged and not engaged in the integrated care model. 

Background 

Santa Clara County is home to 168,420 children between the ages of 11 and 17, and yet the National Center 
for Children in Poverty report that there are only 8,122 youth ages 0‐25 using mental health services in the 
County, while data suggests that among youth aged 11 to 17 alone over 30,000 youth should be accessing 
service.  

The lack of mental health service access among young people is associated with different factors. Young 
people with emerging mental health issues have difficulty finding timely, appropriate treatment and a 
service system that can respond to their needs. Where support is available, young people rarely receive 
holistic services even though mental health problems often coexist with other physical, social and emotional 
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problems. Because of this lack of early identification and intervention services, young people often do not 
reach the health, social service, or justice systems until their mental health problems have become more 
severe and often more difficult and costly to treat.  

This program seeks to overcome this gap in service by providing age appropriate, easily accessible, 
integrated mental health services designed by, with, and for adolescents and young adults ages 12 to 25. 
The program operates out of two sites, one in the city of Palo Alto, and the second in the city of San Jose. 

Implementation 

There are several partners working on this project with BHSD. The team at Stanford University and the Youth 
Advisory Group (YAG) have led the planning process for the overall program model, with additional support 
from BHSD, Alum Rock Counseling Center (ARCC), and others.  

Given that this project attempts to adapt a model that was developed in regions where universal healthcare 
is present, there were a variety of challenges faced during the adaptation and implementation of the model. 
The project’s implementation phase was delayed due to the need for additional time to establish the proper 
mechanisms and agreements among all parties involved in the project.  

In response to shelter-in-place orders and the impact of COVID-19, BHSD launched Virtual You in November 
2020 as a psychoeducational and wellness virtual program, to support youth in Santa Clara County during 
this time of social and physical distancing. Overall, Virtual You served 39 unique consumers who participated 
in the program 144 times. As BHSD staff continued to work to develop the sites, and the YAG lead the 
conversation on the design of the spaces, Virtual You offered a limited menu of services and events for 
youth to engage with.  

By the end of June, the two program sites had been finalized, and were ready to open to the public. Opening 
ceremonies were held for both sites on June 25, 2021, and the events drew attention from local media 
outlets, State agencies and community partners. Supervisors Chavez and Simitian provided opening 
remarks, as well as members of the YAG and other partners.  

Successes 

At the end of FY21 the two sites for this project were opened and started offering services to youth. Overall 
the project has received much support from local community partners, elected officials and the youth it is 
intended to serve. Feedback from YAG members and other youth participants suggests that youth favor 
service locations that offer a holistic approach designed with them in mind. Although the program only 
offered limited services through Virtual You during COVID-19 shelter-in-place, feedback from participants 
was very positive. As the Allcove model continues to be replicated throughout the state, these two sites will 
be able to share their lessons learned through the process of opening, as well as the best practices and 
trends observed in the program. 

Challenges
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After the County began planning for the two project sites, the state of California through the Mental Health 

Services Oversight and Accountability Commission (MHSOAC) began a statewide Allcove project. The 

MHSOAC is working with Stanford to develop the Allcove model and support implementation in various 

counties. The timeline of the statewide project is behind the SCC schedule. the parallel process of developing 

the SCC sites at the same time as the overall Allcove model has slowed development of both. 

INN 14: Independent Living Empowerment Program (ILEP) 

INN Component Establish a set of 8 quality living standards for participant owners of 
Independent Living Facilities. 

Status Term Priority Population Numbers Served in FY21 

New 24 Months 18+ N/A 

Learning Objectives 

Outcome 1 Expand the number of independent living facilities in Santa Clara County 

Outcome 2 Decrease the use of emergency services among target clients/consumers 

Outcome 3 Decrease incarceration among target clients/consumers 

Outcome 4 Prevent homelessness for persons in County of Santa Clara 

Background 

The Independent Living Empowerment Project (as 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 that became the basis for this program.  

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 in Santa Clara County;

2. decrease the use of emergency services among target clients/consumers;

3. decrease incarceration among target clients/consumers; and
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4. 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 include: 

1. Creation of a system of supports though annual visits, peer support, multi facility coordination, and
ongoing quality improvement for independent living facilities;

2. 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;

3. Enrollment of Independent Living Facilities as quality living standards member homes; and

4. 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.

Implementation 

This project was originally submitted to the OAC for approval in 2020. On July 8, 2021, the project 
received approval from the OAC. The procurement process for the ILEP is currently in progress, with an 
estimated start date of April 2022.

Services for this project are anticipated to start on April 1, 2022. The following is an estimated timeline to 

operationalize the ILEP project: 

1. July 2021: Communicate outcome/approval to Stakeholder group

2. August 2021-March 2022: Conduct public solicitations for program provider and independent

evaluator agreements.

3. April 1, 2022: Services commence, and evaluation contractor starts working with County and

service provider.

4. March 30,2024: Anticipated program end.

5. December 2024: Final evaluation and report developed and posted for public comment prior to

submittal.
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INN 15: Community Mobile Response Program (Rebranded as TRUST, Trusted 
Response Urgent Support Team) 

INN Component Community-driven mobile response to calls for help with a mental health crisis that 
utilizes community members as an alternative to a law enforcement response.  

Status Term Priority Population Areas of Service 

New 54 Months 18+ San Jose, Gilroy, North County 

Learning Objectives 

Outcome 1 Will this new program encourage community members to seek help when needed? 

Outcome 2 Will this program minimize the need for clients to be transported to hospital/jail and 
instead transport them elsewhere (shelters, sobering center, other programs)? 

Outcome 3 Can the program lower the utilization rate of emergency services for behavioral 
health needs? 

Outcome 4 Will a collaborative approach involving community collaborators and other service 
providers help with increased use of the program and stigma reduction? 

Outcome 5 Can the program lower the number of repeat callers for behavioral health crisis 
assistance by providing linkage and follow-up services to individuals post crisis? 

Background 

The new 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. The CMR program will provide a 

safe and welcoming environment to reduce the stigma associated with seeking mental health services by 

the intended consumers. The project will ensure that all aspects of service delivery are inviting, by being 

linguistically appropriate and lead by culturally informed individuals with lived experiences from these 

communities. 

The population to be served will be Santa Clara County residents, 18 years and older, experiencing a 

behavioral health crisis and/or in need of assistance for a potential behavioral health crisis. The program will 
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also focus its efforts toward specialty populations, including people of color, refugees, those who identify 

as Lesbian, Gay, Bisexual, Transgender, Queer, Questioning + (LGBTQ+) and others with a history of being 

unserved or underserved, African/African Ancestry and Latinx/Hispanic individuals. 

Implementation 

The County of Santa Clara engaged the community and stakeholders in an ideation and planning process 

during Fall 2020 and throughout 2021. The project initially was developed to cover two (2) geographic 

locations within the County, using data from the CDC Vulnerability Index. During the project refinement 

meetings, the community voiced their desire to have a third geographic area added to the project. In 

response to this request, the project was updated to cover three (3) locations in total: one in north county, 

one in south county (Gilroy), and the City of San Jose. The final project draft was shared with the Stakeholder 

Leadership Committee (SLC) members and subsequently posted for 30 days for public comment. Once 

approved locally by the Behavioral Health Board and Board of Supervisors (BOS) on April 20, 2021, the final 

plan was submitted to the OAC. The CMR program received approval from the OAC on May 27, 2021.  

The following timeline illustrates the next steps to be taken to operationalize this program: 

• June 2021: BHSD met with SLC stakeholders to determine options for a permanent program
name.  The SLC stakeholders and public voted for the final name: TRUST (Trusted Response
Urgent Support Team)

• August 2021: The final name: TRUST (Trusted Response Urgent Support Team) was shared with
the SLC stakeholders and public.

• Fall 2021: BHSD will launch a contest open to all community artists for an opportunity to design
a logo to accompany the new CMR program name.  On June 22, 2022, the BOS approved a
$5,000 cash award for the winning artist. BHSD is currently collaborating with county counsel
to establish the rules for this contest.

• BHSD will release the following solicitations to support execution of the CMR program:

o Call Center Team

▪ The Call Center Team will provide call center services for the CMR program by triaging

incoming calls, resolving the calls over the phone, or dispatching the Onsite Field Teams.

▪ The Call Center Team RFP was released in June 2021, proposals are currently being

reviewed.

▪ A contract is expected to be executed in January 2022.

o Onsite Field Teams

▪ Three Onsite Field Teams will provide in person services and transportation for the CMR

program in the three service areas (North County, San Jose, and Gilroy).
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▪ The Onsite Field Teams RFP was released in June 2021, proposals are currently being

reviewed.

▪ A contract is expected to be executed in January 2022.

o Design Vendor

▪ The design vendor will assist with the execution of the logo design contest, transposing

the logo into the county’s threshold languages and developing marketing materials for

the marketing campaign.

▪ This solicitation is expected to be released as an Invitation To Bid (ITB) in September

2021 and the contract will be executed in October 2021.

o Vehicle Wrapping Vendor

▪ The vehicle wrapping vendor will wrap the transposed logo onto the exterior of the

CMR vehicles.

▪ This solicitation is expected to be released as an ITB in October 2021 and the contract

executed in November 2021.

o Program Evaluator

▪ The CMR program evaluator will provide outside evaluation services for the CMR

program, as required for all MHSA projects.

▪ This solicitation is expected to be released in October 2021 and the contract is expected

to be executed in March 2022.

• Ongoing: The CMR program team is currently collaborating with other county crisis response
programs to establish a BHSD mobile crisis continuum of care and policies and procedures that
will function across all programs.

Challenges 
The COVID-19 pandemic has caused an unprecedent shortage in vehicle production, resulting in the 

following adjustments being made to support vehicle acquisition for the CMR program: 

• Cost of the vehicles will be approximately $50,000 more than the originally quoted price. BHSD is
currently searching for additional funding to support this budget increase.  If BHSD cannot acquire
this funding through another source, BHSD will address the SLC stakeholders to request a plan
adjustment asking for additional funding.

• New vehicles that meet the needs of the CMR program will not be produced until 2022 which will
result in the vehicles not being ready for use by January 2022.  The vehicles are anticipated to be
modified and ready for use by Spring 2022.
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• BHSD and County Fleet and Facilities (FAF) are collaborating regularly to explore options as to not

delay execution of the CMR program due to vehicle barriers.  This includes exploring unconventional

methods of purchasing vehicles such as purchasing used vehicles and contacting manufactures

directly for purchase.  BHSD and FAF are also exploring the possibility of renting vehicles for modified

service delivery in the beginning months of the program.

INN 16: Addressing Trauma and Stigma in the Vietnamese and African American/ 
African Ancestry Communities 

INN Component 
Multi-generational approach to destigmatizing mental health services in the context 
of the target clients’ culture(s). Co-Locating services at natural social gathering places 
such as cultural centers, faith organizations, and/or educational institutions 

Status Term Priority Population Numbers Served in FY21 

New 36 Months 18+ N/A 

Learning Objectives 

Outcome 1 
Identify cultural and spiritual nuances, beliefs, practices, and norms specific to these 
communities that should be incorporated into the planning, delivery, and outcomes 
of mental health and services. 

Outcome 2 
Determine how partnering with faith-based and medical communities specific to the 
target populations may increase the engagement in, and access to, mental health 
services. 

Outcome 3 

Learn effective ways for these communities to welcome and integrate mental health 
clients/ consumers into their community, use partnerships to support social 
inclusion, decrease stigma and provide a safe place for people to receive services and 
support, outside of the behavioral health care system. 

Outcome 4 
Applying EBPs and community-defined strategies of trauma-informed care specific 
for these clients and families, and address the communities’ historical trauma and 
trauma related to social issues, like stigma, discrimination, violence, and poverty 

Background 

Santa Clara County's Vietnamese and African American/African Ancestry communities have faced historical 
and contemporary traumas that result in these groups having trouble trusting authority and government 
agencies. It often takes months -or even years- to build trust with these groups, and that service 
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engagement must be conducted in a culturally relevant way in order to be successful. These communities, 
especially related to trauma and stigma, are historically underserved in Santa Clara County. As the California 
Reducing Disparities Project (CRDP) 2018 Strategic Plan to Reduce Mental Health Disparities report stated: 

“The history of racism, bigotry, heterosexism, transphobia, ageism, and other discrimination 
in the United States is a constant source of stress which can lead to feelings of invalidation, 
negation, dehumanization, disregard, and disenfranchisement. For some populations, most 
notably African Americans and Native Americans, laws and policies enacted over the past 400 
years have resulted in mental health stressors passing from generation to generation. 
Discrimination based on language and cultural assimilation adds significant stress in many 
populations, in particular among Latino and Asian communities…Efforts are needed to 
increase cultural understanding on the societal level to help create environments where 
everyone can live with dignity, respect, and equal rights,”  

This project aims to increase knowledge of and access to mental health services among the Vietnamese and 
African American/African Ancestry communities by destigmatizing mental health services in the context of 
their culture. The project will focus on culturally responsive prevention, community outreach and education 
services for children, adults, and families with the aim to increase opportunities for co-locating services in 
existing community hubs and increase partnerships to co-locate services in other areas like community 
facilities, faith-based organizations, etc. There will be mental health prevention services for youth and 
children and psychoeducation targeting parents and grandparents on child/brain development, mental 
health conditions and services, and improving help-seeking behaviors. 

Implementation 

The County of Santa Clara engaged the community and stakeholders in an ideation and planning process 

during 2020 and early 2021. After multiple meetings where it was refined to its final version, the INN 16 

project received approval from the OAC on February 5, 2021. The following timeline illustrates the next 

steps to be taken to operationalize this program:  

• March-May 2021: Develop solicitation documents for program services and independent evaluation
services.

• June 9, 2021: Release electronic Request for Proposals (eRFP) to solicit bids from community-based
organizations for the services outlined in this project.

• September 8, 2021: Release Informal Competitive Process (ICP) to solicit bids from organizations for
the evaluation services outlined in this project.

• Fall 2021: BHSD will review and evaluate bids for both the program and evaluation components of
this project. Interviews and negotiations will be held with finalists during October and November.

• Anticipated start for this project is February 1, 2022.
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FY2023 MHSA Expenditure Plan 

The documents enclosed in the following section are submitted in compliance with the Mental Health 

Services Oversight and Accountability Commission’s (MHSOAC) Draft Plan  Submittals (www.mhsoac.ca.gov) 

instructions for documenting the expenditure of the proposed MHSA programs.  

Please refer to the recommended program budgets on the narrative. 
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County: Santa Clara Date: 11/18/21

A B C D E F

Community 
Services and 

Supports

Prevention and 
Early 

Intervention
Innovation

Workforce 
Education and 

Training

Capital 
Facilities and 
Technological 

Needs

Prudent 
Reserve

A. Estimated FY 2022/23 Funding

1. Estimated Unspent Funds from Prior Fiscal Years 44,069,204 22,102,385 23,384,005 25,682 0

2. Estimated New FY2022/23 Funding 99,263,438 24,813,556 6,531,580 1,846,899

3. Transfer in FY2022/23a/ (5,797,205) 1,282,205 4,515,000

4. Access Local Prudent Reserve in FY2022/23 0

5. Estimated Available Funding for FY2022/23 137,535,437 46,915,941 29,915,585 3,154,786 4,515,000

B. Estimated FY2022/23 MHSA Expenditures 100,397,249 27,892,137 16,369,017 3,129,104 4,515,000

C. Estimated Local Prudent Reserve Balance

1. Estimated Local Prudent Reserve Balance on June 30, 2022 18,703,637

2. Contributions to the Local Prudent Reserve in FY 2022/23 0

3. Distributions from the Local Prudent Reserve in FY 2022/23 0

4. Estimated Local Prudent Reserve Balance on June 30, 2023 18,703,637

FY2022‐23  Mental Health Services Act Annual Update
Funding Summary

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.

MHSA Funding
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County: Santa Clara Date: 11/18/21

A B C D E F

Estimated Total 
Mental Health 
Expenditures

Estimated CSS 
Funding

Estimated Medi‐
Cal FFP

Estimated 1991 
Realignment

Estimated 
Behavioral 

Health 
Subaccount

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

3. A01 Adult Full Service Partnership 10,311,071 5,750,265 4,560,806

4. A03 Criminal Justice FSP 5,787,101 3,170,159 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 6,167,696 3,614,572 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

10. HO01 Permanent Supportive Housing 4,272,534 3,330,847 917,687 24,000

Non‐FSP Programs

1. C03 Children & Family Behavioral Health Outpatient/IOP Services 36,131,734 5,990,686 18,042,011 12,099,037

2. C03 Specialty Services ‐ Integrated MH/SUD 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 1,756,298 874,446 217,779 424,934

5. C03 CSEC Program 886,649 886,649

6. C03 Children's (Uplift) Mobile Crisis 786,484 550,539 235,945

7. C03 Independent Living Program (ILP) 55,707 20,252 35,455

8. T02‐04 TAY Outpatient Services 1,761,321 612,706 927,793 220,822

9. T02‐04 Intensive Outpatient Program (IOP) 879,644 439,822 439,822

10. T02‐04 TAY Triage to Support Reentry  1,648,813 898,813 750,000

11. T02‐04 TAY Crisis and Drop In Center 739,822 739,822

12. T02‐04 TAY Interdisciplinary Service Teams 1,500,000 750,000 750,000

13. A02 Adult Residential Treatment 4,657,486 2,982,136 1,675,350

14. A02 Assisted Outpatient Treatment (AOT) 12,292,180 10,015,467 1,679,307 597,406

15. A02 Specialty Outpatient Services 3,294,588 3,294,588

16. A02 Outpatient Services for Adults 14,394, 095 11,394,095 3,000,000

17. A02 Crisis Stabilization Unit and Crisis Residential Treatment 13,079,960 2,566,012 10,513,948

18. A02 Hope Services: Integrated Mental Health and Autism Services 2,047,988 899,492 1,148,496

19. A02 CalWORKs Community Health Alliance 2,410,386 1,023,206 705,340 681,840

20. A02 Individualized Supported Services (Employment) 600,000 600,000

21. A02/A04 County Clinics 10,757,352 5,256,692 5,110,339 390,321

22. A04 Mental Health Urgent Care 4,586,258 2,134,503 2,451,755

23. A04 Community Placement Team Services and IMD Alternative Program 2,591,610 1,848,369 743,241

24. A03 Criminal Justice Residential and Outpatient Treatment Programs 3,874,719 3,874,719

25. A03 Criminal Justice Outpatient Services 1,724,820 871,410 853,410

26. OA02‐04 In‐Home Outreach Teams 1,840,308 1,840,308

27. OA02‐04 Outpatient Services for Older Adults 4,193,585 2,860,000 1,333,585

28. OA02‐04 Clinical Case Management for Older Adults 2,300,000 1,150,000 1,150,000

29. OA02‐04 Connections Program 151,000 151,000

30. LP01 Learning Partnership 2,194,165 2,194,165

CSS Administration 2,144,011 2,144,011

CSS MHSA Housing Program Assigned Funds 0

Total CSS Program Estimated Expenditures 198,194,134 100,397,249 76,777,679 0 18,900,705 2,118,501

FSP Programs as Percent of Total 59.1%

Fiscal Year 2022/23

FY 2022‐23 Mental Health Services Act Annual Update
Community Services and Supports (CSS) Component Worksheet
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County: Santa Clara Date: 11/18/21

A B C D E F
Estimated 

Total Mental 
Health 

Expenditures

Estimated PEI 
Funding

Estimated 
Medi‐Cal FFP

Estimated 1991 
Realignment

Estimated 
Behavioral 

Health 
Subaccount

Estimated 
Other Funding

PEI Programs ‐ Prevention

1. P9 Violence Prevention Program & Intimate Partner Violence Prevention 449,020 449,020

2. P2 Support for Parents 861,903 861,903

3. P9 Promotores 600,000 600,000

PEI Programs ‐ Early Intervention

4. P3 Raising Early Awareness Creating Hope (REACH) 2,274,425 1,315,553 678,634 280,238

5. P4 Integrated Prevention Services for Cultural Communities (IPSCC) 1,663,731 1,663,731

6. P9 Elders' Storytelling Program 400,000 400,000

7. P2 School Linked Services (SLS) Initiative 19,902,674 10,489,539 4,954,267 4,458,868

PEI Programs ‐ Outreach for Increasing Recognition of Early Signs of Mental Illness

8. P9 Older Adult In‐Home Peer Respite Program 400,000 400,000

9. P1 Community Wide Outreach and Training 0 0

10. P9 Law Enforcement Training and Mobile De‐Escalation Response 256,000 256,000

PEI Programs ‐ Stigma and Discrimination Reduction

11. P4 New Refugees Program 691,043 691,043

12. P1 Cultural Communities Wellness Program (CCWP) 2,183,770 2,183,770

PEI Programs ‐ Access and Linkage to Treatment

13. P2 Services for Children 0‐5  647,485 647,485

14. P8 Office of Consumer Affairs 1,054,505 1,054,505

15. P8 Office of Family Affairs 719,802 719,802

16. P6 Re‐Entry Services Team 517,836 517,836

17. P7 LGBTQ+ Access & Linkage 730,278 730,278

PEI Programs ‐ Suicide Prevention

18. P5 Suicide Prevention Strategic Plan 2,042,113 2,042,113

PEI Programs ‐ Improve Timely Access to Services for Underserved Populations

19. P1 Culture‐Specific Wellness Centers 1,454,769 1,454,769

PEI Administration 1,334,361 1,334,361

Total PEI Program Estimated Expenditures 38,183,715 27,811,708 5,632,901 0 4,739,106 0

FY 2022‐23 Mental Health Services Act Annual Update
Prevention and Early Intervention (PEI) Component Worksheet

Fiscal Year 2022/23
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County: Santa Clara Date: 11/18/21

A B C D E F

Estimated Total 
Mental Health 
Expenditures

Estimated INN 
Funding

Estimated Medi‐
Cal FFP

Estimated 1991 
Realignment

Estimated 
Behavioral 

Health 
Subaccount

Estimated 
Other Funding

INN Programs
1. INN11‐ Client and Consumer Employment 158,356 158,356

2. INN12‐ Psychiatric Emergency Response Team (PERT) and Peer Linkage 1,529,859 1,529,859
3. INN13‐ Allcove Implementation Project 5,616,057 5,616,057
4. INN14‐ Independent Living Facilities Project 495,000 495,000

5. INN15‐ CMR_Community Mobile Response Project 6,749,557 6,749,557
6. INN16‐ ICAN_Addressing MH & Trauma in Diverse Communites Project 534,380 534,380

INN Administration 743,390 743,390
Total INN Program Estimated Expenditures 15,826,599 15,826,599 0 0 0 0

Fiscal Year 2022/23

FY 2022‐23 Mental Health Services Act Annual Update
Innovations (INN) Component Worksheet
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County: Santa Clara Date: 11/18/21

A B C D E F

Estimated Total 
Mental Health 
Expenditures

Estimated WET 
Funding

Estimated Medi‐
Cal FFP

Estimated 1991 
Realignment

Estimated 
Behavioral 

Health 
Subaccount

Estimated 
Other Funding

WET Programs

1. W1 WET Coordination 637,049 637,049

2. W2 WET Training 787,132 787,132

3. W3: WET Career Pathways and Development 1,573,210 1,573,210

WET Administration 131,713 131,713

WET Regional Partnership Contribution

Total WET Program Estimated Expenditures 3,129,104 3,129,104 0 0 0 0

Fiscal Year 2022/23

FY 2022‐23 Mental Health Services Act Annual Update
Workforce, Education and Training (WET) Component Worksheet
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County: Santa Clara Date: 11/18/21

A B C D E F

Estimated Total 
Mental Health 
Expenditures

Estimated 
CFTN Funding

Estimated 
Medi‐Cal FFP

Estimated 1991 
Realignment

Estimated 
Behavioral 

Health 
Subaccount

Estimated 
Other Funding

CFTN Programs ‐ Capital Facilities Projects

1. 0

2. 0

3. 0

4. 0

5. 0

CFTN Programs ‐ Technological Needs Projects

6. CFTN Support Staff 2,640,000 2,640,000

7. E.H.R Project 1,875,000 1,875,000

8. 0

9. 0

10. 0

CFTN Administration 0

Total CFTN Program Estimated Expenditures 4,515,000 4,515,000 0 0 0 0

Note: 

Fiscal Year 2022/23

FY 2022‐23 Mental Health Services Act Annual Update
Capital Facilities/Technological Needs (CFTN) Component Worksheet

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.
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Mental Health Services Act (MHSA) Programs & Findings
Monday, July 15, 2021, 3 PM 5 PM 

Zoom Virtual Meeting

2

J U LY  1 5 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  3  5  P M Time

1. Overview
a. Welcome / SLC Introductions (Sherri Terao)
b. MHSA Activities To Date (Jeanne Moral)
c. MHSA Revenue Projections (Tina Cordero)
d. Framework for the FY 2023 Annual Update Planning Process (Sherri)

15 minutes

2. Share Findings/Priorities
a. System of Care (Maretta Juarez)
b. Children, Youth, and Family (Zelia Faria-Costa)
c. Adult/Older Adult (Margaret Obilor)
d. Access/Unplanned Services (Bruce Copley)
e. Workforce, Education, and Training (Jeanne)
f. Capital Facilities & Technological Needs (Brian Wagner, Margaret)

45 minutes

3. Discussion (All)
a. Conduct Breakout Sessions (Facilitated by the MHSA Team) 25 minutes
b. Share Discussion with the Main Group 15 minutes

40 minutes

4. Proposed FY 2023 Planning Meetings 10 minutes

5.  Additional Q/A 10 minutes

3

Meeting 
Agreement

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

Year-to-Date CY 2021 
MHSA Planning Activities

Share Information with 
MHSA SLC and the Public

Conducted Meetings 
February April 2021

Presented Program 
Utilization By Area*

CYF, A/OA, 
Access/Unplanned Services
Finance-MHSA Projections

Today

Share Findings and Provide 
Revenue Estimate Updates

4

*Program presentations available at
https://bhsd.sccgov.org/about-us/mental-health-services-act
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5

Evaluate current needs and trends in utilization of services
Evaluate service mix ensure flexibility to meet client needs
What are the gaps in the continuum?
Maximize, right-size, and adjust

FRAMEWORK FOR THE FY 2023 MHSA ANNUAL UPDATE PLANNING PROCESS

6

Outreach and 
engagement

FY 2021 Mid-Year 
COVID-19 Update

#1 Need 
Identified:

Access to services 

Client Wellness 
and Recovery

Ongoing emerging needs 
from the COVID-19 pandemic:

Increase in demand for 
behavioral health services
Increase in depression, 
anxiety and substance use 
disorders
Reopening of schools
Telehealth 

New Programs 
and Initiatives:

Community 
Mobile 
Response
AOT

BHSD 
Service Delivery Systems
Mission

delivering services in a recovery-oriented 
environment with an integrated approach that is 
culturally responsive in a diverse community.

7

Provides a continuum of care serving 
children, youth, transition age youth, 
and families ages birth through 25, 
including prevention and early 
intervention, outpatient, intensive 
and residential care services for 
those experiencing social-emotional, 
and behavioral concerns.
Services are provided that respect 
cultural values and the natural 
support systems of youth and 
families and address children and 
family behavioral health problems in 
the least restrictive, most family-like 
context possible.
Services are offered through five 
County-operated and 19 contract 
providers throughout the County of 
Santa Clara. 

Children, Youth 
and Family 
System of Care

Provides a continuum of care for 
adults and older adults 60+ who have 
behavioral health needs whose 
symptoms and history show that the 
individual needs supportive services 
to keep them functioning in the 
community.
The service delivery continuum 
provides supportive therapeutic care 
for those that may be unhoused, 
those with involvement in the 
criminal justice system, as well as 
those that have mental health and/or 
substance use disorder. 
Services are designed to address the 
needs of a range of behavioral health 
concerns and range from prevention 
and early intervention, outpatient, 
intensive, and residential care 
options. 

Adult System of 
Care

8
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SERVICE DELIVERY SYSTEM PRIORITIES

Increase efficiencies of 
service delivery by using 

data driven decision 
making.

Increase system capacity 
with key community 
partners to ensure 
improved access to 

services.

Increase knowledge and 
awareness of resources 
within the community

so that 
unserved/underserved 
communities can better 

access and navigate them 
as needed.

Increase the overall health 
of the community by using 

evidence-based 
approaches to maximize 
improvements in health.

Coordinated systems of 
care improving the quality-

of-care experience.

Diversity   Equity   Inclusion

9

FY21 MHSA 
CLIENT/CONSUMER 
SURVEY KEY 
FINDINGS

10

Services should be focused on 
wellness, recovery and hope.

Services should focus on what I think 
is important.

We need different types of services.

Service providers should talk to each 
other.

CYF 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

11

Sponsored Budget:
Funds used to support client/consumers/beneficiaries who have Medi-
Active Capacity: A sponsored budget takes into consideration the number of 
client/consumers/beneficiaries served at any given day

Funds used to support client/consumers/beneficiaries who do not have Medi-Cal 
benefits or
Budget takes into consideration a percentage 

Funds used for non Medi-Cal reimbursable supports such as outreach, housing and 
flexible support
Flexible Support tangible goods used to support in achievement of treatment goals 
when other funds are not available (e.g., bus pass, read the flex fund policy )

SOME DEFINITIONS RELATED TO MHSA/SHORT-DOYLE CONTRACT AGREEMENTS

12
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CYF SYSTEM OF CARE FY21 UTILIZATION  

13

Direct Service Budget 
Variance
Indirect Service Budget 
Variance 

INTENSIVE FULL SERVICE PARTNERSHIP (IFSP) FY21 UTILIZATION

14

Transitional Age Youth (TAY) & 
Child IFSP

Direct Service Budget Variance 
Indirect Service Budget 
Variance 

CYF SUMMARY OF FINDINGS

15

Division Summary of Findings: Data Analysis of 
FY18-FY21 

Family and Children (F&C) Consistently underspending of unsponsored budgets across programs

Outpatient Programs (Outpatient, Intensive Outpatient, Ethnic & Integrated) 
variability in maximizing services across programs; as a system of care there was 
sufficient contracted capacity to meet the demand

Transition Age Youth (TAY) Outpatient & TAY Full-Service Partnership (FSP) - programs 
trended at capacity or over capacity. High demand for services

Child FSP - trending underused indirect budget with exception of one program 

Child/TAY Intensive FSP new program in FY20, consistent underutilization of indirect 
cost-based budget and capacity

Cross System Initiatives (CSI) Youth Therapeutic Integrated Program (YTIP) - new in FY20 and current 
underutilization as result of COVID releases from the William James Ranch

CYF SUMMARY OF FINDINGS

16

Division Summary of Findings: Data Analysis of 
FY18-FY21 

School Linked Services (SLS) Initiatives Underutilization of Family Engagement Funds 

Prevention Early Intervention (PEI) Strengthening Families underutilization of 
programs; however, services to be redirected to new schools in need this year

SLS  Behavioral Health underutilization of program; however, have noted an increase 
in utilization since November 2020

Unconditional Education Program program underutilized and was adjusted in FY20. 
Continued underutilization trending post adjustment

Social Emotional Academic Services trended underutilized through Nov 2020 and to 
date

REACH (Raising Early Awareness and Creating Hope) program not fully utilized up to 
Nov 2020. Program is now trending up

Crisis and Intensive Services (CIS) Mobile Response and Post Stabilization Program new in January 2021. There was 
underutilization of MHSA funding; however, utilization has trended up each month 
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ADULT OLDER ADULT SYSTEM PRIORITIES

Increase Outreach,  
Engagement, and 
Access to Timely 
Services

01

Promote Wellness 
and Recovery

02

Reduce Recidivism 
and Maximize 
Residential & Co-
occurring Capacity 

03

Increase Trauma 
Informed Care with 
Culturally Sensitive 
Services

04

Successfully Integrate 
into the Community

05

Increase Natural 
Networks of 
Supportive 
Relationships 

06

17

AOA  SYSTEM OF CARE UTILIZATION DIRECT & INDIRECT SERVICES

18

ADULT OLDER ADULT SYSTEM OF CARE SUMMARY OF FINDINGS 

Division Summary of Findings: Data Analysis FY 2018-2021

Clinical Wellness Services 
(aka AOA Division) 

Assertive Community Treatment (ACT): Trends across all programs shows an under utilization of Capacity, 
Indirect Cost  and Dosage. 
Intensive Full-Service Partnership (IFSP): Trend across all programs shows an under utilization of  Capacity, 
Indirect Cost and Dosage.  
Full-Service Partnership (FSP):Trends across all programs shows an over utilization of Capacity due to 
adjustments made  to the program's admission criteria. Current capacity utilization is at 97%.  
Outpatient Services: Trends across all programs shows an over utilization of Capacity by 104% . But an 
under utilization of Dosage.
Older Adult Outpatient Services: Trends across all programs shows an over utilization of Capacity by 101%, 
but an under utilization of Dosage at 64%. 
Ethnic Outpatient: Trends across all programs shows an over utilization of Capacity by 109% and utilization 
of dosage at 86% . 
Hard of Hearing Outpatient (HOH): Trends shows over utilization of Capacity by 176%, and utilization of 
Dosage at  77%. HOH is the only program that  serves individuals with HOH, the Program is managing at the 
current budget, but there is no room for expansion. 
WARMS: Trends across all programs shows an over utilization of Capacity by 113%. Also, the Current 

- Trends shows an over utilization of the following Service Mix-
Medication Support & Mental Health Services and an under utilization of Case Management Support 
service mix

19

ADULT OLDER ADULT SYSTEM OF CARE SUMMARY OF FINDINGS 

Division Summary of Findings: Data Analysis FY 2018-2021
Clinical Wellness Services 
(aka AOA Division) 

Criminal Justice Services 
Division

Care Coordination: Changes Proposed by DHCS will require the discharge of (45) LPS designated clients from 
the State Hospital back to Santa Clara county and BHSD is working collaboratively with Primary care Behavioral 
Health (PCBH) to transition approximately 700 clients who require a higher level of care back to the Specialty 
Mental Health Clinics. 
CalWORKs: Trends across all programs shows an under utilization of Capacity, Outreach and Direct Cost. 
Current capacity utilization is at 53% 
Older Adult Storytelling, Ethnic Specific Wellness Centers:  Are New programs that began to provide services 
in Fiscal year 2020. trend across the programs shows utilization as expected. 
Employment Services IPS: Trend across all programs shows utilization as expected, these Programs are 
scheduled to end in Fiscal year 2022 2023. 
New Refugee Program: Trends in this program shows utilization as expected  
Hope Developmentally Delayed program: Trends in this Program shows utilization as expected

Crisis Residential: Trends across programs shows an over utilization of Capacity and Medication Support. This 
Program currently has a waitlist for clients awaiting release from jail.
Full-Service Partnership: trends across all programs shows an over utilization of capacity by 220%. This 
Program currently has a waitlist for clients awaiting release from jail.
Aftercare: Trends within this program shows an under utilization of Capacity  
Forensic Assertive Community Treatment: Trend within this program shows an under utilization of Capacity, 
Dosage and Indirect Cost. 
Intensive Outpatient Program: Trends within this program shows an over utilization of Capacity 
Transition Housing: Trends across all programs shows an over utilization of Capacity.20
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AOA SYSTEM OF CARE OUTPATIENT UTILIZATION

21

ADULT OLDER ADULT SYSTEM OF CARE SUMMARY OF FINDINGS 
Division Summary of Findings: Data Analysis FY 2018-2021

Inpatient and 
Residential Services 

Office of Supportive 
Housing (OSH)

Office of Consumer & 
Family Affairs & Cultural 
Communities Wellness 
Program 

Adult Residential Treatment: Trends in this program shows  utilization as expected with 37.4 beds filled. This 
is a New program that began in Fiscal Year 2020 
NEW ART- 650 Bascom: Expansion of Adult Residential Treatment by 29 beds to meet on-going demands for 
structured placement and step down from Institute of Mental disease (IMD)
Crisis Residential: Trend across all programs shows under utilization of Capacity associated with COVID-19 
shelter-in-place restrictions. 
Crisis Stabilization: Trends in this program shows an under utilization of Capacity, this program is currently 
operating at an average of 2.64 beds filled per day, instead of the contracted capacity of four (4) beds. 

Supportive Services South County: Trends in this program shows utilization as expected 
Supportive Services for SMI: Trends in this program shows utilization as expected 
Supportive Services for High Utilizers of EPS: Trends in this program shows utilization as expected 
Homeless Engagement and Access Team (HEAT) Trends in this program shows utilization as expected 

Office of Consumer Affairs: Trend across the County shows an increase in the penetration rate for 
Vietnamese speaking population with the opening of the new Vietnamese Service Center (VASC) .This 
program has several vacant half-time positions that requires consolidation into full time positions to increase 
retention 
Office of Family Affairs: This program has vacant half-time codes that requires consolidation into fulltime 
positions to increase retention 
Cultural Communities Wellness Programs: Trends shows an increase in penetration rate for Spanish  
speaking population due to opening of the new Vietnamese Service Center (VASC). 

22

Suicide Prevention
Strengthening suicide prevention and crisis community response, i.e. schools and health care
Increase use of MH services through sharing resources and reducing stigma
Reduce access to lethal means of initiating a suicide attempt
Increase supportive community environments for vulnerable populations
Strengthen coordination between Suicide Prevention and Substance Use Prevention 

Q Corner
Increase direct support of services to LGBTQ through expanding individual and group support in the community
Enhance provider staff skills to serve the LGBTQ population through education, training and focused clinical supervision
SOGIE data collection as part of BHSD assessment process and other best practices for serving LGBTQ individuals
Develop plan for a specialized gender affirming clinical service center

PERT, IHOT, LEL Programs
Complete hiring of all staff for PERT services
Increase the use of IHOT services to maximize current under utilize capacity
Maximize use of LEL staff to improve interface between law enforcement and BHSD

Suicide and Crisis Services
Coordination of services with MCRT and Crisis Stabilization Unit for individuals  with MH crisis needs
Develop and implement support/aftercare services for individuals that have attempted suicide
Implement crisis Chat and Text services

ACCESS AND UNPLANNED SERVICES PRIORITIES

23

ACCESS / 
UNPLANNED 

SERVICES 
FINDINGS

24
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WORKFORCE 
EDUCATION 
& TRAINING 
(WET) 
PRIORITIES

25

WET ADMINISTRATIVE
To hire and fill vacant positions. 

TRAINING
Develop an effective model and procedures to provide 
hybrid trainings (in-person & virtually) for the workforce. 
Training plans will be created that reflects the hybrid 
approach to train and educate the workforce that are 
innovative, evidence-based, and reflect community-
identified strategies. 

Implement the Co-Occurring certification series for the 
workforce so that they can achieve their desired training 
level for being Co-Occurring Informed, Co-Occurring Capable 
or Co-Occurring Enhanced. 

Having 
mandatory trainings Motivational Interviewing & Cultural 
Humility. 

WORKFORCE EDUCATION & TRAINING 
(WET) PRIORITIES

CAREER PATHWAYS

Further develop our pipeline strategy by reaching out to local high schools and community colleges 
that reflect under-represented populations and providing developmentally appropriate education of 
mental health needs, self-care, and de-stigmatization of mental health challenges. Desired outcomes 
of this strategy are to identify students as potential scholarship and stipend candidates.
Provide undergraduate college and university scholarships to students in exchange for required 
internship with a public Behavioral Health Services agency. 

program in 
exchange for a 12-month service commitment.
Grow Peer Intern program that provides training and support for persons with lived experience as 
consumers or family member for prospective employment as a peer recognized staff.  
Identify and recruit for Intern supervisors in both Mental Health and Substance Use to increase 
internship opportunities for incoming students. 

26

WET 
FINDINGS

27

CAPITAL FACILITIES & TECHNOLOGY NEEDS (CFTN) PRIORITIES

28

Adult Residential Facilities (ARF) 
CF Project 650 S. Bascom Ave 

Site
Renovation Costs and Equipment 
Purchase Estimated at $1.5 Million 

EHR Project
Support CBOs in EHR implementation 
for FY2023
Assess EHR TSS ongoing annual costs
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1.  CONDUCT BREAKOUT
SESSIONS 
(FACILITATED BY THE 
MHSA TEAM) 25
MINUTES

2. SHARE DISCUSSION
WITH THE MAIN GROUP 

15 MINUTES

Breakout Session

30

Thoughts on findings? 

What are the needs most important to 
the group of people you represent?

What do you see happening in your 
community because of these needs? 
(what problems are occurring?)

Where are the opportunities to address 
service gaps?

1. CONDUCT BREAKOUT SESSIONS (FACILITATED BY THE MHSA TEAM) 25 MINUTES

2. SHARE
DISCUSSION
WITH THE
MAIN GROUP

15 MINUTES

31 32

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover 
initial recommendations and provide 
Q/A session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 7/29
Unplanned/Access/WET/CFTN: 8/2, 
8/5

Summary of initial recommendations 
and feedback provided at the 
meetings: 8/11

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be 
in two parts for each area: CYF, AOA, 
and Unplanned/Access/WET/CFTN
1.Updates to initial recommendations
2.Q/A session
Summary Informational Session in 
early September 

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral 
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process
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ADDITIONAL 
QUESTIONS OR 
COMMENTS

33

https://www.surveymonkey.com/r/July15_SLC_Feedback Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services  Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

System Findings and Priorit ies:  
Chi ldren,  Youth,  and Famil ies  (CYF)

Plann ing  Se ss i on # 1

We dn esd ay,  Ju l y  2 1,  2 0 21 ,  2 PM  4  P M  
Zoom Vi rt u al  M eet in g

2

J U LY  2 1 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  2  4  P M Time

1. Overview (Jeanne Moral)
a. Welcome / SLC Introductions
b.

15 minutes

2. FY 2022 Brief Updates (Maretta Juarez) 15 minutes

3. Children, Youth, and Family System of Care Findings and Priorities (Maretta) 

a. Family & Children (F&C) Division (Jennifer Pham)
b. Cross Systems Initiatives (CSI) Division (Rachel Talamantez)
c. School Linked Services (SLS) Initiatives Division (Catherine Aspiras)
d. Crisis and Intensive Services (CIS) Division (Margaret Ledesma)

80 minutes

4. Next Step 10 minutes

3

Meeting 
Agreement

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information with 

MHSA SLC and 
the Public

Conducted 
Meetings 

February April 
2021

Presented Program 
Utilization By Area*

CYF, Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY 2022 MHSA Plan

May 19, 2021 Public  
Hearing with the 

Behavioral Health 
Board

June 8, 2021 
Approved by the 
County Board of 

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

July Early 
August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 
Stakeholder 

Input 

4

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023
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CYF Highlights for FY 2022

5

School Linked Services- Reopening of schools
SLS Coordinators will coordinate care and services

Non-SLS school districts will be contacted to identify a point of contact for care coordination and provided information to our Call Center and contact information

All School Districts will be provided a list of core trainings such as:
Mental Health First Aid,
Trauma Informed System (TIS) 101,
Suicide Prevention
Substance Use Preand administration

Providers are supporting client with coping skills to support return to school anxiety
Providers are still unsure of status of ability to be on campus. Some schools have not confirmed that providers can be 
onsite.

LGBTQ+ TAY Services
BHSD will work with Q corner and Youth Space to coordinate presentations to schools to support LGBTQ+ TAY 
services that may be available

Cultural Sensitivity Trainings
TIS 101 train the trainer cohort 3 included 2 additional probation staff as certified TIS 101 trainers.
TIS 101 trainings have been provided to the probation department and superior court staff on numerous occasions since 
FY 17 to support trauma informed practices
BHSD currently working with Probation to determine need for additional TIS 101 trainings and schedule as appropriate

Starlight YTIP program may provide 30 days of continued services focused on continuity of care and successful transitions to 
community based providers

New strategy implemented in FY21 that has shown promise and will continue for FY22

CYF Systems Findings and Priorities 
for the FY2023 MHSA Annual 
Update Planning Process

6

CHILDREN, YOUTH, AND FAMILIES (CYF)  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

Family & Children (F&C) Division 

8
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DEFINITIONS

9

Funds used to support children/youth who have Medi-Cal benefits.
Budget takes into consideration the number of children/youth served at any given day (active 
capacity)

Sponsored Budget:

Funds used to support children/youth who do not have Medi-Cal benefits or who may have 
dropped off in their benefits
Budget takes into consideration a percentage of the active capacity

Unsponsored 
Budget:

Funds used for non Medi-Cal reimbursable supports such as outreach, housing and flexible 
support

Flexible Support tangible goods used to support in achievement of treatment goals when 
other funds are not available (e.g., bus pass)

Indirect Service/Cost 
Based Services:

Number of children/youth open and receiving services on any given day
Calculation takes into consideration the number of clinical staff times the caseload a clinician 
carries (e.g. 3 full time staff times 24 caseload = 72 active)

Active Capacity:

Total number of unduplicated children/youth that have been opened to the program during 
the fiscal yearAnnual Capacity

F&C OUTPATIENT SERVICES

10

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

AACI Active:143 
Annual: 214

Sponsored: $1,515,158 
Unsponsored: $17,116

Maintain Program right sized in previous year and 
has been close to active contract 
numbers and budget.

ARCC Active: 114 
Annual: 170

Sponsored: $1,178,554 
Unsponsored: $42,745

Adjust active to 120 annual to 
180.
$3,214

FY22 renewal will increase program by 
16 active slots by shifting underutilized 
unsponsored budget to match.
Program has seen steady increase in 
active capacity since FY20.

BWC Active: 53
Annual: 79

Sponsored: $521,381 
Unsponsored: $66,888

Adjust unsponsored budget 
by 50% ($33,444)

Adjust active caseload to 60, 
annual to 90
$3,881

Consistent underutilization of 
unsponsored budget.
Increased utilization starting in April 
FY20 showing near or exceeding 
contract active capacity.

CCSCC Active: 64 
Annual: 96

Sponsored: $638,660 
Unsponsored: $33,614

Adjust active capacity to 40 
(24), annual to 60
($12,605)

Adjust unsponsored dollars by 
50% ($16,807)

Consistent underutilization of active 
capacity
Consistent underutilization of 
unsponsored budget

CHC Active: 226 
Annual: 339

Sponsored: $2,227,492 
Unsponsored: $193,695

Adjust unsponsored budget 
by 50%
($96,847)

Consistent underutilization of 
unsponsored budget

F&C OUTPATIENT SERVICES (CONT.)

11

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

Caminar Active:141 
Annual: 211

Sponsored: 
$1,500,261 
Unsponsored: 
$199,417

Adjust unsponsored budget 
by 50% ($99,708)

Consistent underutilization of unsponsored 
budget

CS Active: 204 
Annual: 306

Sponsored: 
$1,959,028 
Unsponsored: 
$170,350

Adjust unsponsored budget 
by 60% 
($102,210)

Adjust active capacity to 
212, annual to 318
$4,175

Consistent underutilization of unsponsored 
budget
Program has seen steady increase in active 
capacity showing near or exceeding contract

GFHN Active:176 
Annual: 264

Sponsored: 
$1,577,711 
Unsponsored: 
$83,037

Adjust active capacity to 
152, annual to 228
($11,323)

Consistent underutilization of contracted active 
capacity.

Hope Active: 127 
Annual: 190

Sponsored: 
$1,419,816 
Unsponsored: 
$14,342

Adjust unsponsored budget 
by 15% 
($2,151)

Adjust active capacity to 
134, annual to 201
$3,952

Consistent underutilization of unsponsored 
budget
Program has seen steady increase in active 
capacity showing near or exceeding contract

HR360 Active: 76 
Annual: 114

Sponsored: $706,901 
Unsponsored: 
$69,334

Adjust unsponsored budget 
by 50% ($34,667)

Consistent underutilization of unsponsored 
budget

F&C OUTPATIENT SERVICES (CONT.)

12

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

RCS Active: 233
Annual: 349

Sponsored: 
$2,381,496 
Unsponsored: 
$222,196

Adjust unsponsored budget by 50% 
($111,098)

Adjust active capacity to 253 annual 
to 379
$11,175

Consistent underutilization of 
unsponsored budget.
Increased utilization of active capacity 
since October FY20

Seneca Active: 109
Annual: 163

Sponsored: 
$974,806 
Unsponsored: 
$84,766

Adjust unsponsored budget by 50% 
($42,383)

Consistent underutilization of 
unsponsored budget

Starlight Active: 295
Annual: 442

Sponsored: 
$2,798,000 
Unsponsored: 
$137,055

Adjust unsponsored budget by 50% 
($68,527)

Consistent underutilization of 
unsponsored budget

Uplift Active: 467
Annual: 700

Sponsored: 
$3,859,930 
Unsponsored: 
$602,416

Adjust unsponsored budget by 60%
($361,449)

Consistent underutilization of 
unsponsored budget. FY22 unsponsored 
reduced slightly to increase TAY OP 
capacity
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F&C OUTPATIENT SERVICES ADJUSTMENT SUMMARY

13

Program Name MHSA Component Considerations Description Fiscal Impact

F&C Outpatient Community Services & 
Supports (CSS)

Reallocating capacity from under utilized programs 
within this level of care to where there is need. 
Maintains service capacity.

There is no fiscal impact 
related to this 
programmatic 
adjustment.

Reallocation from F&C Outpatient to TAY OP in the 
amount of $19,897 on a one-time basis for the 
FY23 Annual Update to increase capacity by 41 
slots. Adjustment does not reduce capacity or 
impact services for F&C Outpatient services.

There is no fiscal impact 
related to this 
programmatic 
adjustment.

Adjusting unspent unsponsored dollars that have 
been left underutilized since FY18. Adjustment 
does not reduce capacity or impact services for 
F&C Outpatient services.

($946,925)

F&C INTENSIVE OUTPATIENT SERVICES

14

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

AACI Active: 18
Annual: 24

Sponsored: $350,924
Unsponsored: $5,996

Maintain Trending utilization of unsponsored 
budget, FY19 met contract active. FY20 to 
current has fluctuated in meeting active 
capacity. Continue to monitor in FY22 to 
identify trend

BWC Active: 25
Annual: 33

Sponsored: $508,907
Unsponsored: $5,143

Maintain Small unsponsored budget.
Program has underutilized active capacity 
but has been over in annual capacity.

CS Active: 75
Annual: 100

Sponsored: $1,437,950
Unsponsored:
$11,042

Adjust active capacity to 79, 
annual to 105
$3,864

Trending utilization of unsponsored 
budget. FY21 increase of capacity with 
aftercare closure. FY20 to current, 
exceeding or near active capacity.

GFHN Active: 75
Annual: 100

Sponsored: $1,272,862
Unsponsored:
$37,919

Adjust unsponsored budget by 
50%
($18,959)

Adjust active capacity to 66, 
annual to 88
($7,863)

Trending underutilization of unsponsored 
budget
Trending underutilization of active 
capacity

Hope Active: 42
Annual: 56

Sponsored: $872,792
Unsponsored:
$26,994

Adjust unsponsored budget by 
15%
($4,049)
Adjust active capacity to 48, 
annual to 56
$5,697

Trending underutilization of unsponsored 
budget

F&C INTENSIVE OUTPATIENT SERVICES (CONT.)

15

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

Mekong Active: 20
Annual: 27

Sponsored: $322,488
Unsponsored:
$15,000

Maintain Historical utilization of unsponsored 
budget. FY20 increased active capacity 
and program has been close to 
contracted active throughout FY21

RCS Active: 43
Annual: 57

Sponsored: $871,378
Unsponsored:
$17,783

Adjust active capacity to 
48, annual to 64 
$5,170

Trending utilization of unsponsored 
budget. Active capacity increased FY21 
and has ramped up. Meeting contract.

Seneca Active: 36
Annual: 48

Sponsored: $641,691
Unsponsored:
$5,828

Adjust active caseload to 
30, annual to 40
($5,396)

Trending underutilization of active 
capacity. FY20 increased active to 60, 
FY21 rightsized to 36.

Starlight Active: 119
Annual: 159

Sponsored: $2,132,762
Unsponsored:$56,335

Maintain Trending utilization of unsponsored 
budget and near active capacity

Ujima Active: 25
Annual: 33

Sponsored: $384,414
Unsponsored:
$7,845

Maintain FY20 increased active due to 
meeting/exceeding active capacity in 
prior FY. FY21 Rightsized active due to 
underutilization in FY20

Uplift Active: 128
Annual: 171

Sponsored: $2,198,349
Unsponsored:$62,685

Adjust unsponsored 
budget by 50% ($31,342)

Trending underutilization of 
unsponsored budget.

F&C INTENSIVE OUTPATIENT SERVICES SUMMARY

16

Program Name MHSA Component Considerations Description Fiscal Impact

F&C 
Intensive Outpatient

Community Services & 
Supports (CSS)

Reallocating capacity from under utilized 
programs within this level of care to where 
there is need. Maintains service capacity.

There is no fiscal 
impact related to this 
programmatic 
adjustment.

Adjusting unspent unsponsored dollars that 
have been left underutilized since 
FY18. Adjustment does not reduce capacity 
or impact services for F&C Intensive 
Outpatient services.

($52,828)
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F&C ETHNIC OUTPATIENT SERVICES

17

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

AACI Active: 25
Annual: 37

Sponsored: 
$275,971 
Unsponsored: 
$3,352

Maintain Trending near or exceeding active capacity. 
Small unsponsored budget

GFHN Active: 73
Annual: 109

Sponsored: 
$626,756 
Unsponsored: 
$92,001

Adjust unsponsored budget 
by 50% ($46,000)

Trending underutilization of unsponsored 
budget.
Program increased active in FY21. Will monitor 
through FY22 for further considerations to 
maximize services.

IHC Active: 13
Annual: 19

Sponsored: 
$112,389 
Unsponsored: 
$18,536

Adjust unsponsored budget 
by 40% to $11,122
($7,414)

Trending underutilization of unsponsored 
budget.

Mekong Active: 20
Annual: 30

Sponsored: 
$179,356 
Unsponsored: 
$10,000

Maintain Trending near active capacity. Small 
unsponsored budget. Will continue to monitor 
through FY22 for further considerations to 
maximize services.

Seneca Active: 22
Annual: 33

Sponsored: 
$223,000 
Unsponsored: $0

Maintain Program started May FY19 and has not been 
able to meet contracted active capacity. 
Continue to monitor through FY22 for further 
considerations to maximize services.

Ujima Active: 40
Annual: 60

Sponsored: 
$336,342 
Unsponsored: 
$17,702

Adjust unsponsored budget 
by 40% to $10,622
($7,080)

Trending underutilization of unsponsored 
budget.

F&C ETHNIC OUTPATIENT SERVICES SUMMARY

18

Program Name MHSA Component Considerations Description Fiscal Impact

F&C Ethnic Outpatient Community Services 
& Supports (CSS)

Adjusting unspent unsponsored dollars that 
have been left underutilized since 
FY18. Adjustment does not reduce capacity or 
impact services for F&C Ethnic Outpatient 
services.

($60,494)

F&C INTEGRATED OUTPATIENT SERVICES

19

Agency FY22 Contract Annual Budget FY23 Consideration Findings
(review of data from FY18-
current)

CS Active: 26
Annual: 39

Sponsored: 
$190,141 
Unsponsored: 
$107,909

Adjust unsponsored 
budget by 50% to 
($53,954)

Trending underutilization of 
unsponsored budget

GFHN Active: 31
Annual: 46

Sponsored: 
$216,871 
Unsponsored: 
$104,182

Adjust unsponsored 
budget by 50% to 
($52,091)

Trending underutilization of 
unsponsored budget

HR360 Active: 15
Annual: 22

Sponsored: 
$112,519 
Unsponsored: 
$55,653

Adjust unsponsored 
budget by 50% to 
($27,826)

Trending underutilization of 
unsponsored budget

UFS Active: 31
Annual: 46

Sponsored: 
$218,036 
Unsponsored: 
$106,515

Adjust unsponsored 
budget by 50% to 
($53,257)

Trending underutilization of 
unsponsored budget

F&C INTEGRATED OUTPATIENT SERVICES SUMMARY

20

Program Name MHSA Component Considerations Description Fiscal Impact

F&C Integrated 
Outpatient

Community Services 
& Supports (CSS)

Adjusting unspent unsponsored dollars 
that have been left underutilized since 
FY18. Adjustment does not reduce 
capacity or impact services for F&C 
Ethnic Outpatient services.

($187,128)
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TAY OUTPATIENT SERVICES

21

Agency FY22 
Contract

Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

BWC Active: 110 
Annual: 165

Sponsored: 
$1,071,002 
Unsponsored: 
$119,000

Adjust active caseload to 
120, annual to 180 $5,409

Increased capacity in FY21 Q1 by 37 to 
support increased demand in TAY OP 
services. Continued need to support 
TAY population, specifically 18-25 year 
old

GFHN Active: 84 
Annual: 126

Sponsored: 
$695,362 
Unsponsored: 
$77,263

Adjust active caseload to 
96, annual to 144 $5,519

Increased capacity for FY22 by 32 
active to support increased demand in 
TAY OP services. Continued need to 
support TAY population, specifically 
18-25 year old

MMH Active: 110 
Annual: 165

Sponsored: 
$1,028,978 
Unsponsored: 
$41,759

Adjust active caseload to 
126, annual to 189 $2,920

Increase for FY22 Q1 by 10 active to 
support increased demand in TAY OP 
services. Continued need to support 
TAY population, specifically 18-25 year 
old

UFS Active: 83 
Annual: 124

Sponsored: 
$733,838 
Unsponsored: 
$38,623

Adjust active caseload to 
96, annual to 144 $6,049

Increased capacity for FY22 by 19 
active to support increased demand in 
TAY OP services. Continued need to 
support TAY population, specifically 
18-25 year old

TAY OUTPATIENT SERVICES SUMMARY

22

Program Name MHSA Component Considerations Description Fiscal Impact

TAY Outpatient Community Services & 
Supports (CSS)

Reallocation from F&C Outpatient to TAY OP in 
the amount of $19,897 on a one-time basis for 
the FY23 Annual Update to increase capacity by 
41 slots.

$19,897

TAY LGBTQ/ILP/IST OUTPATIENT SERVICES

23

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-
current)

BWC- ILP Active: 20
Annual: 48

Sponsored: 
$205,174 
Unsponsored: 
$3,995

Maintain Has been right sized multiple 
times in past fiscal years. 
Current active capacity is 20. 
Continue to monitor 
utilization through FY 22 to 
consider possible 
maximization of program

Caminar -
LGBTQ

Active: 40 
Annual: 60

Sponsored: 
$274,248 
Unsponsored: 
$196,000
Indirect: $330,618

Adjust unsponsored 
budget by 15% to 
$166,600
($29,400)

Trending underutilization of 
unsponsored budget.

HR360 - IST Active: 135
Annual: 202

Sponsored: 
$766,954
Unsponsored: 
$511,303
Indirect: $200,349

Maintain Program began FY21 with low 
referrals due to pandemic. 
Continue to monitor through 
FY22 for possible 
maximization of program

TAY LGBTQ/ILP/IST SERVICES SUMMARY
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Program Name MHSA Component Considerations Description Fiscal Impact

TAY LGBTQ/ILP/IST Community Services 
& Supports (CSS)

Adjusting unspent unsponsored dollars 
that have been left underutilized since 
FY18. Adjustment does not reduce 
capacity or impact services for TAY LGBTQ 
services

($29,400)
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CHILD FULL SERVICE PARTNERSHIP

25

Agency FY22 
Contract

Annual Budget FY23 Considerations Findings
(review of data from FY18-
current)

CS Active: 40 
Annual: 53

Sponsored: 
$1,356,882 
Unsponsored: 
$102,131
Indirect/Cost Based: 
$60,450

Adjust indirect/cost based 
budget by 30%
($18,135)

Trending underutilization of 
indirect and cost based budget

GFHN Active: 26 
Annual: 34

Sponsored: $806,819 
Unsponsored: $51,214
Indirect: $13,000

Maintain Program has been meeting 
contract active and utilizing 
indirect/cost based budget

Starlight Active: 19 
Annual: 25

Sponsored: $607,334 
Unsponsored: $52,812
Indirect/Cost Based: 
$111,390

Adjust indirect/cost based 
budget by 20%
($22,278)

Trending underutilization of 
indirect and cost based budget

UFS Active: 24 
Annual: 32

Sponsored: $751,860 
Unsponsored: $47,991
Indirect/Cost Based: 
$163,962

Adjust Indirect/Cost Based 
budget by 30% ($49,188)

Trending underutilization of 
indirect and cost based budget

TAY FULL SERVICE PARTNERSHIP

26

Agency FY22 
Contract

Annual Budget FY23 Considerations Findings
(review of data from FY18-
current)

CS Active: 74
Annual: 98

Sponsored: 
$2,713,322 
Unsponsored: 
$142,806
Indirect/Cost Based: 
$55,800

Adjust Indirect/cost 
base budget by 20%
($11,160)

Trending underutilization of 
indirect/cost based budget

MMH Active: 57
Annual: 76

Sponsored: 
$1,928,356 
Unsponsored: 
$176,730
Indirect/Cost Based: 
$92,000

Adjust to 65 , annual to 
86
$14,773

Program has been meeting or 
exceeding contracted capacity 
and utilizing indirect/cost based 
budget

Starlight Active: 22
Annual: 29

Sponsored: 
$728,488 
Unsponsored: 
$80,943
Indirect/Cost Based: 
$88,243

Adjust Cost Based budget 
by 20% ($2,348)

Adjust active capacity to 
39 annual to 52
$31,274

Trending underutilization of 
indirect housing budget. Program 
has been meeting or exceeding 
contracted capacity

CHILD/TAY FULL SERVICE PARTNERSHIP SERVICES SUMMARY
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Program Name MHSA Component Considerations Description Fiscal Impact

Child/TAY Full Service 
Partnership

Community Services & 
Supports (CSS)

Reallocation from Child FSP to TAY FSP in 
the amount of $32,539 on a one-time basis 
for the FY23 Annual Update to increase 
capacity by 25 slots.

No fiscal impact

Adjusting unspent indirect/cost 
based dollars that have been left 
underutilized since FY18. Adjustment does 
not reduce capacity or impact services for 
child/TAY FSP services.

($57,062)

YOUTH/TAY INTENSIVE FULL SERVICE PARTNERSHIP

28

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

CS- Youth Active: 45
Annual: 45

Sponsored: 
$1,647,698 
Unsponsored: 
$253,482
Indirect/Cost Based: 
$1,315,113

Adjust Indirect/cost based 
budget by 30%
($394,533)

Since program inception in 
FY20 indirect/cost based budget has been 
underutilized.
Continue to monitor through FY22 for 
further considerations to maximize 
program.

CS- TAY Active: 50 
Annual: 50

Sponsored: 
$1,708,826 
Unsponsored: 
$427,207
Indirect/Cost Based: 
$1,240,318

Adjust Indirect/cost based 
budget by 30%
($372,095)

Since program inception in 
FY20 indirect/cost based budget has been 
underutilized.
Continue to monitor through FY22 for 
further considerations to maximize 
program

MMH - TAY Active: 50
48 after FY22 
Q1
Annual: 50

Sponsored: 
$1,635,278 
Unsponsored: 
$408,820
Indirect/Cost Based: 
$1,240,319

Adjust Indirect/cost based 
budget by 30%
($372,095)

FY22 Q1 amendment will adjust active 
capacity to 48 to support increase to TAY 
outpatient program.
Since program inception in FY20 
indirect/cost based budget has been 
underutilized.
Continue to monitor through FY22 for 
further considerations to maximize 
program.

UFS- Youth Active: 55 
Annual: 55

Sponsored: 
$1,909,982 
Unsponsored: 
$212,220
Indirect/Cost Based: 
$1,291,269

Adjust Indirect/cost based 
budget by 30%
($387,380)

Since program inception in 
FY20 indirect/cost based budget has been 
underutilized.
Continue to monitor through FY22 for 
further considerations to maximize 
program.
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YOUTH/TAY INTENSIVE FULL SERVICE PARTNERSHIP SERVICES SUMMARY

29

Program Name MHSA Component Considerations Description Fiscal Impact

Youth/TAY Intensive Full 
Service Partnership

Community Services & 
Supports (CSS)

Reallocation from Youth/TAY IFSP to School Based 
Services in the amount of $253,308 on a one-time 
basis for the FY23to increase services in schools.

Adjustment does not reduce capacity or impact 
services for Youth/TAY IFSP services.

There is no fiscal impact 
related to this 
programmatic 
adjustment.

Adjusting unspent indirect/cost based dollars that 
have been left underutilized since 
inception. Adjustment does not reduce capacity or 
impact services for Youth/TAY IFSP services.

($1,272,795) Cross Systems Initiatives (CSI) Division

30

STARLIGHT YOUTH THERAPEUTIC INTEGRATED PROGRAM (YTIP)

31

Agency FY22 
Contract

Annual Budget FY23 Consideration Findings
(review of data from FY18-current)

Starlight Active:55 
Annual: 82

MHSA: 
$1,043,187 
Probation: 
$424,934

Total: 1,468,121

Maintain Current utilization is under; however, 
this is a result of COVID releases.
It is anticipated utilization will 
resume to Pre-COVID levels.
Due to Juvenile Justice realignment, 
there may be an increase in 
utilization.
This program will be closely 
monitored during FY22 Q1 to 
determine if any modifications 
should be considered.

School Linked Services (SLS) Initiatives Division

32
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ALLCOVE

33

Agency FY22 Contract Annual Budget FY23 
Considerations

Findings

ARCC 
Receptionist, 
Peer Support and 
Case 
Management

Active: 168
Annual: 1008

Unsponsored Direct: 
$658,022
Unsponsored Indirect: 
$135,478

Total: $793,500

Maintain

This is a new program 
which opened on 
6/25/21. Utilization data 
is not available to 
recommend any changes 
at this time.

LPCH Medical, 
Psychiatry, 
Psychology

Active: TBD
Annual: TBD

Total Personnel and Non-
Personnel: $799,070

Maintain

BHSD -
Clinicians, HSR, 
PM

Active: TBD
Annual: TBD

Total Personnel and Non-
Personnel:
$845,035

Maintain

Stanford 
Technical 
Assistance

N/A Total Personnel and Non-
Personnel:
$409,393

Maintain

SCVMC 
Medical, Nursing 
Staff

Active: TBD
Annual: TBD

Total Personnel and Non-
Personnel:
$1,200,000

Maintain

REACH

34

Agency FY22 Contract Annual Budget FY23 Considerations Findings

MMH Active: 30
Annual: 30

Sponsored: $691,947
Indirect: $541,891

Total: $1,233,838

Maintain Program was previously 
rightsized and are 
meeting caseload.

SCS Active: 40
Annual: 40

Sponsored: $918,148 
Indirect: $119,671

Total: $1,037,816

Maintain

SLS FAMILY ENGAGEMENT

35

Program School 
District

Annual 
Budget

FY23 Considerations Findings

SLS Family 
Engagement 
(F&C SLS School 
Coordinator)

Alum Rock 
School

$421,786 Adjust:
Training & Travel by $1174
Food/Childcare by $1500
Quadrant Model: Training & Travel by $3,522
Quadrant Model: Food/Childcare by $2,250
TOTAL Reduction to MFO: ($8,446)
New MFO: $413,340

SLS Coordinators are attending free or 
reduced cost online training. SLS 
Coordinators are not traveling. Moving 
forward, all BHSD facilitated meetings will 
be conducted virtually. Childcare budget 
has not been utilized.

Campbell 
Unified
School

$208,217 Adjust:
Training & Travel by $1174
Food/Childcare by $1500
Feeder Model: Training & Travel by $2,348
Feeder Model: Food/Childcare by $1500
TOTAL Reduction to MFO: ($6,522)
New MFO: $201,695

SLS Coordinators are attending free or 
reduced cost online training. SLS 
Coordinators are not traveling. Moving 
forward, all BHSD facilitated meetings will 
be conducted virtually. Childcare budget 
has not been utilized.

East Side 
School

$179,348 Adjust:
Training & Travel by $2,348
Food/Childcare by $2,250
TOTAL Reduction to MFO: ($4,598)
New MFO: $174,750

SLS Coordinators are attending free or 
reduced cost online training. SLS 
Coordinators are not traveling. Moving 
forward, all BHSD facilitated meetings will 
be conducted virtually. Childcare budget 
has not been utilized.

Franklin-
McKinley 
School

$249,815 Adjust:
Training & Travel by $1,174
Food/Childcare by $1,500
TOTAL Reduction to MFO: ($2,674)
New MFO: $247,141

SLS Coordinators are attending free or 
reduced cost online training. SLS 
Coordinators are not traveling. Moving 
forward, all BHSD facilitated meetings will 
be conducted virtually. Childcare budget 
has not been utilized.

SLS FAMILY ENGAGEMENT

36

Program School 
District

Annual 
Budget

FY23 Considerations Findings

SLS Family 
Engagement 
(F&C SLS 
School 
Coordinator)

Fremont 
Union 
School

$52,174 Adjust:
Training & Travel by $1,174
Food/Childcare by $1,500
TOTAL Reduction to MFO: ($2,674)

New MFO: $49,500

SLS Coordinators are attending free or reduced 
cost online training. SLS Coordinators are not 
traveling. Moving forward, all BHSD facilitated 
meetings will be conducted virtually. Childcare 
budget has not been utilized.

Gilroy 
Unified 
School

$198,784 Adjust:
Training & Travel by $1174
Food/Childcare by $1500
Feeder Model: Family Engagement by 
$17,000
Feeder Model: Training & Travel by 
$2,348
Feeder Model: Food/Childcare by $1500
TOTAL Reduction to MFO: ($23,522)

New MFO: $175,262

Underutilization of Family Engagement Funds for 
4 consecutive fiscal years (FY18-21). SLS 
Coordinators are attending free or reduced cost 
online training. SLS Coordinators are not 
traveling. Moving forward, all BHSD facilitated 
meetings will be conducted virtually. Childcare 
budget has not been utilized.

Luther 
Burbank 
School

$72,174 Adjust:
Family Engagement by $17,000
Training & Travel by $1,174
Food/Childcare by $1,500
TOTAL Reduction to MFO: ($19,674)

New MFO: $52,500

Underutilization of Family Engagement Funds for 
3 consecutive fiscal years (FY19-21). SLS 
Coordinators are attending free or reduced cost 
online training. SLS Coordinators are not 
traveling. Moving forward, all BHSD facilitated 
meetings will be conducted virtually. Childcare 
budget has not been utilized.
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SLS FAMILY ENGAGEMENT

37

Program School 
District

Annual 
Budget

FY23 Considerations Findings

SLS Family 
Engagement 
(F&C SLS School 
Coordinator)

Morgan Hill 
Unified 
School

$102,174 Adjust:
Training & Travel by $1,174
Food/Childcare by $1,500
TOTAL Reduction to MFO: ($2,674)

New MFO: $99,500

SLS Coordinators are attending free or reduced 
cost online training. SLS Coordinators are not 
traveling. Moving forward, all BHSD facilitated 
meetings will be conducted virtually. Childcare 
budget has not been utilized.

Mount 
Pleasant 
School

$93,174 Adjust:
Training & Travel by $1,174
Food/Childcare by $1,500
TOTAL Reduction to MFO: ($2,674)
New MFO: $90,500

SLS Coordinators are attending free or reduced 
cost online training. SLS Coordinators are not 
traveling. Moving forward, all BHSD facilitated 
meetings will be conducted virtually. Childcare 
budget has not been utilized.

Milpitas 
Unified 
School

$102,174 Adjust:
Training & Travel by $1,174
Food/Childcare by $1,500
TOTAL Reduction to MFO: ($2,674)

New MFO: $99,500

SLS Coordinators are attending free or reduced 
cost online training. SLS Coordinators are not 
traveling. Moving forward, all BHSD facilitated 
meetings will be conducted virtually. Childcare 
budget has not been utilized.

Mountain 
View School

$199,522 Adjust:
Training & Travel by $1174
Food/Childcare by $1500
Feeder Model: Training & Travel by $2,348
Feeder Model: Food/Childcare by $1500
TOTAL Reduction to MFO: ($6,522)

New MFO: $193,001

SLS Coordinators are attending free or reduced 
cost online training. SLS Coordinators are not 
traveling. Moving forward, all BHSD facilitated 
meetings will be conducted virtually. Childcare 
budget has not been utilized.

SLS FAMILY ENGAGEMENT

38

Program School 
District

Annual 
Budget

FY23 Considerations Findings

SLS Family 
Engagement 
(F&C SLS School 
Coordinator)

Oak Grove 
School

$109,174 Adjust:
Training & Travel by $1,174
Food/Childcare by $1,500
TOTAL Reduction to MFO: 
$2,674
New MFO: $106,500

SLS Coordinators are attending free or 
reduced cost online training. SLS 
Coordinators are not 
traveling. Moving forward, all BHSD 
facilitated meetings will be conducted 
virtually. Childcare budget has not 
been utilized.

San Jose 
Unified 
School

$146,174 Adjust:
Training & Travel by $1,174
Food/Childcare by $1,500
TOTAL Reduction to MFO: 
$2,674
New MFO: $143,500

SLS Coordinators are attending free or 
reduced cost online training. SLS 
Coordinators are not 
traveling. Moving forward, all BHSD 
facilitated meetings will be conducted 
virtually. Childcare budget has not 
been utilized.

SLS FAMILY ENGAGEMENT ADJUSTMENT SUMMARY

39

Program Name MHSA Component Consideration Description Fiscal Impact

Family Engagement (F&C SLS S
chool Coordinator)

Prevention and Early 
Intervention (PEI)

Adjusting program, non-personnel 
budget line items that have not been 
utilized pre and post pandemic. 
Adjustments do not change the 
program's and staff ability to students 
and the school districts. Re-
appropriating $88,000 to Strengthening 
Families.

No fiscal impact

STRENGTHENING FAMILIES 

40

Agency FY22 Contract Annual 
Budget

FY23 Consideration Findings

ARCC Active: 60
Annual: 160

$747,737 Maintain Due to the impact of COVID and 
the expected increase in need as 
schools reopen, SLS programs will be monitored 
in FY22 Q1 to determine 
if any modifications should be considered.

ARCC Active: 145
Annual: 388

$1,860,364 Maintain

CCSCC Active: 90
Annual: 240

$983,956 Maintain

CS Active: 65
Annual: 174

$795,475 Maintain

UFS -North Active: 75
Annual: 200

$887,426 Maintain

UFS East Active: 70
Annual: 187

$735,600 Maintain

UFS- Central Active: 185
Annual: 495

$2,127,640 Increase program budget 
by $56,315 and capacity 
by 15

Expand program and services to new school district 
(CUHUSD). Students and families will have continutiy 
of care at CUSD may continue with services at CUHSD 
(e.g., Monroe Middle School students transition 
to Del Mar High School)

RCS Active: 60
Annual: 160

$765,147 Increase program budget 
by $284,993 and capacity 
by 45

Expand program and services to new 
school districts (SESD and FUHSD). Zip code 94085 is 
an area with a high-risk level (5.00/6.00) and SLS is 
not providing direct services in these school districts. 
SESD students transition to FUHSD.
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STRENGTHENING FAMILIES ADJUSTMENT SUMMARY

41

Program Name MHSA Component Recommended Adjustment Description

Strengthening Families
Prevention and Early 
Intervention (PEI)

Adjusting program by increasing budget and capacity 
and re-appropriating budget from:

SLS Family Engagement ($88,000)
IFSP ($253,308)

to expand Strengthening Families program to new 
school districts such as CUHSD, SESD, 
FUHUSD. Strengthening Families program aligns with 
the MTSS framework to provide Tiers 1 and 
2 (prevention and early intervention supports and se
rvices) that can be universally accessible to 
all students.

F&C SCHOOL BASED SERVICES

42

Agency FY22 
Contract

Annual Budget FY23 Considerations Findings

ARCC Active: 30
Annual: 45

$342,279 Maintain Due to the impact of COVID and 
the expected increase in need as 
schools reopen, SLS programs 
will be monitored in FY22 Q1 to 
determine if any modifications 
should be considered.

BWC Active: 44
Annual: 66

$520,786 Maintain

CS Active: 66
Annual: 99

$733,884 Maintain

GFHN Active: 47
Annual: 70

$472,090 Maintain

RCS Active: 53
Annual: 79

$630,018 Maintain

SCS Active: 35
Annual: 52

$369,904 Maintain

UFS Active: 282
Annual: 423

$2,868,225 Maintain

SLS UNCONDITIONAL EDUCATION

43

Agency FY22 Contract Annual Budget FY23 
Considerations

Findings

SC Active: 30
Annual: 30

$822,618 Maintain Due to the impact of 
COVID and the 
expected increase in 
need as schools 
reopen, SLS programs 
will be monitored in 
FY22 Q1 to determine if 
any modifications 
should be considered.

Crisis and Intensive Services (CIS) Division

44
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F&C MOBILE RESPONSE AND POST STABILIZATION SERVICES 

45

Agency FY22 
Contract

Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

UFS
Mobile 
Response

Active: 96 
Annual: 
1,152

Sponsored: 
2,301,971 
Unsponsored: 
1,035,887
Indirect/cost 
based: 530,021

Total: 2,831,992

Maintain New program started January 1, 
2021, with expanded MHSA funding 
to allow for in person responses for 
de-escalation prior to need for 5150 
assessment

Only 5 months of data showing 
significant underutilization of MHSA 
funding; however, utilization has 
trended up month by month in line 
with increase in active cases each 
month

UFS
Post 
Stabilization

Active: 60 
Annual: 240

Sponsored: 
3,348,974

Total: 3,348,974

Maintain This is a new program as of 1/21 
and do not have utilization data to 
make the recommendation to 
change.

EATING DISORDERS

46

Agency FY22 Contract Annual 
Budget

FY23 
Considerations

Findings
(review of data from FY18-current)

Cielo House
Partial Hospital 
Program (PHP), 
Intensive 
Outpatient 
Program (IOP)
and Outpatient
Residential

Healthy Teen
PHP and IOP
(adolescents 
only)

Center for
Discovery
Residential

Castlewood
Residential
(adults only)

The Eating Disorder
providers serve both yo

uth and adults and at 4 
levels of care PHP, IOP, OP 
and Residential. 
The budget is allocated 
to the 4 providers and the 
actual spending is tracked 
monthly for across 
programs to understand 
both under and 
over utilization. Adjustmen
ts to the contracts are 
made based on 
actual spending

2,500,000 Maintain During the pandemic the programs stopped admitting 
for a approximately 45 days and then opened 
capacity using CDC guidelines for safe interactions. 
The initial closure and slow opening up of capacity 
directly impacted utilization. Telehealth was offered 
when appropriate.
Programs are still not at total capacity but opening 
more weekly and monthly
Cielo House opened a new residential program for 
youth in June 2021 and expect to fully utilize
We expect increased maximization of the Eating 
Disorder Programs for both adults and youth in FY22. 
Monitoring of program utilization and performance is 
on-going

NEXT STEP

Participate in the MHSA CYF 
Planning Session #2 July 23, 2021
via Zoom 10:00 AM to 12:00 PM 
to:

Ask Questions about 
CYF System of Care Findings 
and Priorities Presentation
Participate in Breakout Sessions 
to share your input

47 48

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover 
initial recommendations and provide 
Q/A session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 7/29
Unplanned/Access/WET/CFTN: 8/2, 
8/5

Summary of initial recommendations 
and feedback provided at the 
meetings: 8/11

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be 
in two parts for each area: CYF, AOA, 
and Unplanned/Access/WET/CFTN
1.Updates to initial recommendations
2.Q/A session
Summary Informational Session in 
early September 

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral 
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process
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PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

49

https://www.surveymonkey.com/r/July21_SLC_Feedback Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services  Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

System Findings and Priorit ies:  
Chi ldren,  Youth,  and Famil ies  (CYF)

Planning Sess ion #2

Fr id ay,  J u ly  2 3,  20 21 ,  10  A M 1 2 PM  
Zoom Vi rt u al  M eet in g

2

J U LY  2 3 ,  2 0 2 1 M H S A  M E E T I N G  A G E N D A  1 0  A M  1 2  P M Time

1. Overview (Jeanne Moral)
a. Welcome / SLC Introductions
b.

15 minutes

2. Q&A Session of July 21, 2021 Children, Youth, and Family (CYF) System of Care Findings
and Priorities Presentation (Maretta Juarez and CYF Team) 

20 minutes

3. Discussion (All)
a. Conduct Breakout Sessions (Facilitated by the MHSA Team) 30 minutes
b. Share Discussion with the Main Group 20 minutes

45 minutes

4. Next Step / Additional Q&A 10 minutes

3

Meeting 
Agreement

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information with 

MHSA SLC and 
the Public

Conducted 
Meetings 

February April 
2021

Presented Program 
Utilization By Area*

CYF, Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY 2022 MHSA Plan

May 19, 2021 Public 
Hearing with the 

Behavioral Health 
Board

June 8, 2021
Approved by the 
County Board of 

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

July Early 
August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 
Stakeholder 

Input 

4

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023
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5

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover 
initial recommendations and provide 
Q/A session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 7/29
Unplanned/Access/WET/CFTN: 8/2, 
8/5

Summary of initial recommendations 
and feedback provided at the 
meetings: 8/11

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be 
in two parts for each area: CYF, AOA, 
and Unplanned/Access/WET/CFTN
1.Updates to initial recommendations
2.Q/A session
Summary Informational Session in 
early September 

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral 
Health Board (BHB) November
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

Q&A Session of 
July 21, 2021 CYF 
Presentation

CYF Team:
Family & Children (F&C) Division - Jennifer Pham
Cross Systems Initiatives (CSI) Division - Rachel Talamantez
School Linked Services (SLS) Initiatives Division - Catherine Aspiras
Crisis and Intensive Services (CIS) Division - Margaret Ledesma

Overview of Families & Children (F&C) Division Budget Considerations 

7

F&C 
OUTPATIENT/ 
INTENSIVE

Unsponsored Budget Considerations

8

$980,614

F&C Outpatient
Total Unsponsored Budget: $1,936,971

Legend
Total Unsponsored Budget
Total Consideration

$54,350

F&C Intensive
Total Unsponsored Budget: $252,570
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F&C ETHNIC/ 
INTEGRATED

Unsponsored Budget Considerations

9

Legend
Total Unsponsored Budget
Total Consideration

$187,131

F&C Integrated
Total Unsponsored: $374,259

$60,494

F&C Ethnic
Total Unsponsored: $141,591 TAY LGBTQ

Unsponsored Budget Consideration

10

Legend
Total Unsponsored Budget
Total Consideration

$29,400

TAY LGBTQ
Total Unsponsored Budget: $196,000

CHILD/TAY 
FSP

Indirect / Cost Based Considerations

11

Legend
Total Indirect/Cost Base Budget
Total Consideration

$89,601

Child FSP
Total Indirect/Cost Base Budget: $348,802 

$13,508

TAY FSP
Total Indirect/Cost Base Budget: $236,043

YOUTH/TAY 
IFSP

Indirect /Cost Based Considerations

12

Legend
Total Indirect/Cost Base Budget
Total Consideration

$781,913

Youth IFSP
Total Indirect/Cost Base Budget: $2,606,382

$744,190

TAY IFSP
Total Indirect/Cost Base Budget: $2,480,637

599



Crosswalk of Considerations

13

CROSSWALK OF CONSIDERATIONS

14

From Level of Care To Level of Care Amount*

F&C Outpatient TAY Outpatient $19,897 

Child FSP TAY FSP $32,539

Youth/TAY IFSP School Based Strengthening Families $253,308

Family Engagement School Based Strengthening Families $88,000

*this is a transition of the amount from one level of care to another level of care.

1.  CONDUCT BREAKOUT
SESSIONS 
(FACILITATED BY THE 
MHSA TEAM) 30
MINUTES

2. SHARE DISCUSSION
WITH THE MAIN GROUP 

20 MINUTES

Breakout Session

16

Thoughts on findings? 

What are the needs most important to 
the group of people you represent?

What do you see happening in your 
community because of these needs? 
(what problems are occurring?)

Where are the opportunities to address 
service gaps?

Other Considerations?

1. CONDUCT BREAKOUT SESSIONS (FACILITATED BY THE MHSA TEAM) 30 MINUTES
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2. SHARE
DISCUSSION
WITH THE
MAIN GROUP

20 MINUTES

17

Next Step:
The CYF Team to
1. To review the

feedback/input
provided by
stakeholders

2. Provide updated plans
as needed in August 
2021 for the 2nd 
round of Planning 
meetings that will 
take place after 
August 11, 2021

July 29, 2021 
Q&A and 
Breakout 
Session

July 26, 2021
System 

Findings and 
Priorities 

Presentation

18

Adult/Older Adult System of Care

Please Join Us for our Next Set of 
Planning Meetings

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

19

https://www.surveymonkey.com/r/July23_SLC_Feedback Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services  Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

System Findings and Priorit ies:  
Adult  and Older  Adult  (A/OA)

Plann ing  Sess i o n #1

M ond ay,  Ju l y  2 6,  2 02 1,  3 P M  5  P M  
Zoom Vi rt u al  M eet in g

2

J U LY  2 6 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  3  5  P M Time

1. Overview (Jeanne Moral)
a. Welcome / SLC Introductions (Jeanne Moral)
b. (Jeanne)
c. Review of MHSA core principles (Evelyn Tirumalai)

15 minutes

2. FY 2022 Brief Updates (Margaret Obilor) 15 minutes

3. Adult/Older Adult System of Care Findings and Priorities (Margaret) 
a. Clinical and Wellness Services (CWS) Division 
b. Criminal Justice Services (CJS) Division
c. Assisted Outpatient Treatment (AOT)
d. Supportive Housing Services Division 
e. Consumer & Family Affairs & Cultural Communities Wellness Division 
f. Inpatient and Residential Services Division (aka 24 Hour Care)

80 minutes

4. Next Step 10 minutes

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information with 

MHSA SLC and 
the Public

Conducted 
Meetings 

February April 
2021

Presented Program 
Utilization By Area*

CYF, Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY 2022 MHSA Plan

May 19, 2021 Public  
Hearing with the 

Behavioral Health 
Board

June 8, 2021 
Approved by the 
County Board of 

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

July Early 
August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 
Stakeholder 

Input 

3

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023

November 2, 2004 General Election:
"Should a 1% tax on taxable personal income 
above $1 million to fund expanded health services 
for mentally ill children, adults, seniors be established?"

(53.8%)
Became effective as a California state law, 

The MHSA Provides:
Funding, personnel, and other resources
Best practices and innovative approaches
Prevention, early intervention, treatment

and recovery
Community partnerships and stakeholder

engagement

MHSA 101: CORE PRINCIPLES

4

Client/Family 
Driven

Cultural 
Competence

Community 
Collaboration

Service 
Integration

Focus is on 
recovery, 

wellness, and 
resiliency

Core Principles

California Code of Regulations § 3320
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MHSA 101: PRIORITY 
POPULATIONS

Underserved: A client diagnosed with a serious mental illness and/or 
serious emotional disturbance and are receiving some services but are 
not provided with the necessary or appropriate opportunities to support 
their recovery, wellness and/or resilience.

Includes clients who are so poorly served that they are at risk 
for homelessness, institutionalization, incarceration, out of 
home placement or other serious consequences.
Includes members of ethnic/racial, cultural and linguistic 
populations.

Unserved: Those individuals who may have serious mental illness and/or 
serious emotional disturbance and are not receiving mental health 
services. Individuals who may have had only emergency or crisis-
oriented contact with the county are also considered unserved.

5 6

5.7%

0.6%

10.0%

28.0%

24.2%

0.1%

5.2%

26.3%

0.0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

African American American Indian Asian/PI Latino White Mixed Race Other Race Unknown

Race/Ethnicity of MHSA Consumers, FY2020

MHSA PLEDGES 
A COMMITMENT 
TO INCLUSION

partnership with constituents and 
stakeholders throughout the process 
that includes meaningful stakeholder 
involvement on mental health policy, 
program planning, and implementation, 
monitoring, quality improvement, 

Mental Health Services Act (Revised 
January 27, 2020) 7

MHSA COMPONENT 
REQUIREMENTS
CSS: Community Services & Supports
Outreach and direct services for children, TAY, adults and older adults 
with SED/SMI
PEI: Prevention & Early Intervention
Prevention services to prevent the development of mental health 
problems
Early intervention services to screen and intervene with early signs of 
mental health issues
CFTN: Capital Facilities & Technological Needs
Infrastructure to implement an electronic health record and support 
facilities where MHSA funded services will operate
WET: Workforce Education & Training
Support to build, retain, and train a competent public mental health 
workforce
INN: Innovation
Funding to test new approaches that may improve access, 
collaboration, and/or service outcomes for un-, under-, and 
inappropriately-served populations
*Counties received 10-year allocations for WET and CFTN activities

8
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ADULT OLDER ADULT SYSTEM PRIORITIES

Increase 
Outreach,  
Engagement, and 
Access to Timely 
Services

01

Promote 
Wellness and 
Recovery

02

Reduce 
Recidivism and 
Maximize 
Residential 
Capacity 

03

Increase Trauma 
Informed Care 
with Culturally 
Sensitive Services

04

Successfully 
Integrate into the 
Community

05

Increase Natural 
Networks of 
Supportive 
Relationships 

06

A/OA HIGHLIGHTS FOR FY 2022

Integration of Adult System of Care with an integrated continuum of care:
Integration of Substance Use Treatment (SUT)Services into the delivery of care for adults and older 
adults such as Addiction & Medication Assisted Treatment, Perinatal Treatment-residential & outpatient, 
County SUT Outpatient, Certified Community Provider Contracts, Management of Re-Entry Center and 
the Expansion of Behavioral Health Courts to include Department, 60 61, 62 & 63
New Division: BHSD Housing & Cross Systems Initiative  working across divisions to improve care 
coordination and develop more housing options for clients
Restructured Inpatient & Residential division (aka 24 Hour care) Includes all SUTs residential and 
mental health residential programs
Integrating Contracts with One Contract Manager responsible for both MH & SUTs contract
Enhanced collaboration with Office of Supportive Housing & Supportive Housing Services with Program 
Manager III reporting to the AOA System of Care Director

Outpatient services continue to increase through out COVID-19

Development of a New Master Lease Housing: To serve 14 consumers from our Assertive Community 
Treatment (ACT) program 

Increased Targeted Outreach and Engagement for high utilizers discharging from Emergency 
Psychiatric Services & Emergency Department- Liaison assigned to Emergency Psychiatric Services (EPS)

Coordinating Care across departments for unhoused consumers- Collaboration and Partnership with 
PATH, Downtown Association & Office of Supportive Housing

ADULT OLDER ADULT SYSTEM OF CARE 

Margaret  Obilor

AOA System of Care 
Director

Vacant-Clinical & 
Wellness Services

Shelly Barbieri 
Supportive Housing 

Services

Gabby Olivarez-
Criminal Justice 

division

Michelle Ho-
Inpatient & 

Residential Services

Soo Jung-BHSD 
Housing &Cross 

Systems Initiative

Mikelle Le- Office of 
Consumer & Family 

Affairs & CCWP

Mira Parwiz

-Medication
Assisted Treatment

Donna Mendez 
Executive Assistant

A/OA Systems Findings and 
Priorities for the FY2023 MHSA 
Annual Update Planning Process

12

604



DEFINITIONS

13

Represents the average combination of  the types of services that an individual is expected to receive in 
that program. Services may include Case Management (CM), Mental Health Services, which includes  
therapy and assessment (MHS), Medication Services (MS) and Crisis Intervention (CI)  

Service Mix:

Dosage is the average  hours of services per month that a client is expected to receive in a program.  Dosage:

Funds used for non Medi-Cal reimbursable supports such as outreach, housing and flexible support
Flexible Support tangible goods used to support in achievement of treatment goals when other funds 
are not available (e.g., bus pass)

Indirect Service/Cost Based 
Services:

Number of individuals receiving mental health services on any given dayActive Capacity:

Total number of unduplicated individuals that the program  is expected to serve during the fiscal yearAnnual Capacity

Clinical and Wellness Services (CWS) Division 

14

CWS OUTPATIENT SERVICES CSS FULL-SERVICE PARTNERSHIP

15

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

ACT
MHS Current dosage 

15.25
Active:68 
Annual: 100

Sponsored: $3,362,590 
Unsponsored: $893,853 
Indirect: $2,601,288

Adjusting dosage to 13, direct cost and 
indirect cost (housing & flex funding) while 
maintaining capacity at 100 slots.

Trends are under utilizing dosage, direct and 
indirect cost (housing and flex funding) resources. 
Reallocating resources to the lower levels of care to 
expand capacity.

ACT
Telecare Current dosage 

15.25
Active:54 
Annual: 100

Sponsored: $3,489,358 
Unsponsored: $872,339 
Indirect: $2,735,411

Adjusting dosage to 13, direct cost and 
indirect cost (housing & flex funding)  while 
maintaining capacity at 100 slots.

Trends are under utilizing dosage, direct and 
indirect cost (housing and flex funding) resources. 
Reallocating resources to the lower levels of care to 
expand capacity.

IFSP
Community 
Solutions

Current dosage 
13
Active:60 
Annual: 99

Sponsored: $2,989,800 
Unsponsored: $373,720 
Indirect: $2,579,479

Adjusting dosage to 11, direct cost and 
indirect cost (housing & flex funding) while 
maintaining capacity at 99

Trends are under utilizing dosage, direct and 
indirect cost (housing and flex funding) resources. 
Reallocating resources to the lower levels of care to 
expand capacity.

IFSP
GFHN

Current dosage 
13
Active:89 
Annual: 109

Sponsored: $2,919,262 
Unsponsored: $430,052 
Indirect: $2,868,380

Adjusting dosage to 11, direct cost and 
indirect cost (housing & flex funding) while 
maintaining capacity at 109

Trends are under utilizing dosage, direct and 
indirect cost (housing and flex funding) resources. 
Reallocating resources to the lower levels of care to 
expand capacity.

IFSP
Momentum

Current dosage 
13

Active:49 
Annual: 103

Sponsored: $2,958,750 
Unsponsored: $390,146 
Indirect: $2,695,040

Adjusting dosage to 11, direct cost to and 
indirect cost (housing & flex funding)  while 
maintaining capacity at 103

Trends are under utilizing dosage, direct and 
indirect cost (housing and flex funding) resources. 
Reallocating resources to the lower levels of care to 
expand capacity.

IFSP
Telecare

Current dosage 
13
Active:58 
Annual: 89

Sponsored: $2,960,802 Unsponsored: 
$365,941 Indirect: $2,290,582

Adjusting dosage to 11, direct cost and 
indirect cost (housing & flex funding) while 
maintaining capacity at 89

Trends are under utilizing dosage, direct and 
indirect cost (housing and flex funding) resources. 
Reallocating resources to the lower levels of care to 
expand capacity

CWS OUTPATIENT SERVICES CSS FULL-SERVICE PARTNERSHIP

16

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

FSP
Community 
Solutions

Current dosage 8.6
Active:64 Annual: 50

Sponsored: $864,262 
Unsponsored: $165,460 
Indirect: $47,687

Currently over capacity by 14: Increase  capacity 
to current active  64 Slots.
Merging Adult and Older Adult Community 
Solution FSP 
Maintain dosage at 8.6 .
Adjust direct and indirect cost funding from ACT 
and IFSP adjustment.

Managing at capacity and budget. Need to adjust for 
Outpatient clients to enter this level of care. Program 
standardization due to level of care utilization.

FSP
GFHN Current dosage 8.6

Active:39 Annual: 42

Sponsored: $739,002 
Unsponsored: $55,324 
Indirect: $163,616

Adjust capacity to 49 Slots.
Maintain dosage at 8.6. 
Adjust direct and indirect cost funding from ACT 
and IFSP adjustment.

Managing at capacity and budget. Need to adjust for 
Outpatient clients to enter this level of care. Program 
standardization due to level of care utilization.

FSP
IHC Current dosage 8.6

Active15 Annual: 15

Sponsored: $261,376 
Unsponsored: $29,041 
Indirect: $30,001

Adjust capacity to 21 Slots.
Maintain dosage at 8.6.
Adjust direct and indirect cost funding from ACT 
and IFSP adjustment.

Managing at capacity and budget. Need to adjust for 
Outpatient clients to enter this level of care. Program 
standardization due to level of care utilization.

FSP
MCC Current dosage 8.6

Active:20 Annual: 19

Sponsored: $350,494 
Unsponsored: $4,999 
Indirect: $93,001

Adjust capacity to 26 Slots.
Maintain dosage to 8.6.
Adjust direct and indirect cost funding from ACT 
and IFSP adjustment.

Managing at capacity and budget. Need to  adjust for 
Outpatient clients to enter this level of care. Program 
standardization due to level of care utilization.

FSP
Momentum Current dosage 8.6

Active:180 Annual: 
166

Sponsored: $3,321,690 
Unsponsored: $280,011 
Indirect: $516,001

Adjust capacity to 188 Slots.
Maintain dosage to 8.6.
Adjust direct and indirect cost funding from ACT 
and IFSP adjustment.

Managing at capacity and budget. Need to adjust for 
Outpatient clients to enter this level of care. Program 
standardization due to level of care utilization.

FSP
Ujima Current dosage 8.6

Active:9 Annual: 8

Sponsored: $144,638 
Unsponsored: $9,231 
Indirect: $60,872

Adjust capacity to 13 Slots.
Maintain dosage to 8.6.
Adjust direct and indirect cost funding from ACT 
and IFSP adjustment.

Managing at capacity and budget. Need to adjust for 
Outpatient clients to enter this level of care. Program 
standardization due to level of care utilization.
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CWS CSS OUTPATIENT FULL-SERVICE PARTNERSHIP SERVICES ADJUSTMENT SUMMARY
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Program Name MHSA Component Considerations Description Fiscal Impact

CWS FSP Services Community Services & 
Supports (CSS)

ACT: 
Trends across programs are under utilizing dosage, direct and indirect cost 
(housing and flex funding) resources. adjust resources to the lower levels of care 
to maximize capacity in outpatient and WARMS programming. Adjustment does 
not reduce capacity or impact services for FSP services.

Direct cost $1,276,344
Indirect cost $1,800,000

IFSP
Trends across programs are under utilizing dosage, direct and indirect cost 
(housing and flex funding) resources. adjust resources to the lower levels of care 
to maximize capacity in outpatient and WARMS programming. Adjustment does 
not reduce capacity or impact services for FSP services.

Direct cost $2,356,803.72
Indirect cost $3,800,000.00

FSP
Adjusting unspent unsponsored dollars that have been left underutilized since 
FY18. Adjustment does not reduce capacity or impact services for AOA 
Outpatient services. Managing at capacity and budget. Need to adjust for 
Outpatient clients to enter this level of care. Program standardization due to level 
of care utilization.

Combined A/OA Direct cost $882,165.25
Combined A/OA Indirect Cost $291,322.00

CWS OUTPATIENT SERVICES CSS OUTPATIENT

18

Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

Outpatient
AACI Active:161 

Annual: 164

Sponsored: $2,989,800 
Unsponsored: $373,720 
Indirect: $2,579,479

Adjust capacity to 214 Slots. 
Adjust service mix and dosage.

Based on capacity data trend this level of care is over 
capacity (104%) and requires an adjustment in slots 
based on expected volume. Maximize resources from 
ACT & IFSP adjustments.

Outpatient
GFHN

Active: 240 
Annual: 234

Sponsored: $2,549,435 
Unsponsored: $46,731

Adjust capacity to 334 Slots.
Adjust service mix and dosage.

Outpatient
MCC Active: 66 Annual: 

64

Sponsored: $2,989,800 
Unsponsored: $373,720 
Indirect: $2,579,479

Adjust capacity to 79 Slots. 
Adjust service mix and dosage.

Outpatient
Momentum

Active: 1,127 
Annual: 1,138

Sponsored: $13,169,440 
Unsponsored: $200,000

Adjust  capacity to 1,338 Slots.
Adjust service mix and dosage.

Outpatient
Caminar Active: 266 

Annual: 216
Sponsored: $3,594,618 
Unsponsored: $36,309

Adjust  capacity to 416 Slots.
Adjust service mix and dosage.

Outpatient
Bill Wilson Active: 58 Annual: 

50
Sponsored: $646,918 
Unsponsored: $2,590

Adjust  capacity to 70 Slots.
Adjust service mix and dosage.

CWS OUTPATIENT SERVICES CSS OUTPATIENT (CONT.)
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Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

Outpatient
Community 
Solutions

Active: 267 
Annual: 223

Sponsored: $2,700,741 
Unsponsored: $36,996

Adjust  capacity to 373 Slots.
Adjust Service Mix and dosage

Based on capacity data trend this level of care is over 
capacity (104%) and requires an adjustment in slots based 
on expected volume. Reallocated from ACT & IFSP 
adjustment.

Outpatient
GSV

Active: 56 Annual: 
55

Sponsored: $613,935 
Unsponsored: $14,666

Adjust  capacity to 70 Slots.
Adjust Service Mix and dosage

Outpatient
Hope Services

Active: 921.39 
Annual: 1,114

Sponsored: $7,796222 
Unsponsored: $190,732

Adjust  capacity to 1,134 Slots.
Adjust Service Mix and dosage

Outpatient
MCC

Active: 66 
Annual: 64

Sponsored: $640,262 
Unsponsored: $13,066

Adjust  capacity to 79 Slots.
Adjust Service Mix and dosage

Outpatient
Momentum

Active: 1,127 
Annual: 1,138

Sponsored: $13,169,440 
Unsponsored: $200,000

Adjust  capacity to 1,338 Slots.
Adjust Service Mix and dosage

CWS OUTPATIENT SERVICES CSS OUTPATIENT (CONT.)
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Agency FY22 
Contract

Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

Older Adult
AACI

Active:65 
Annual: 72

Sponsored: $984,186 
Unsponsored: $37,915

Adjust  capacity to 95 Slots.
Adjust Service Mix and dosage

Based on capacity data trend this level of care 
is over capacity (101%) and requires an 
adjustment in slots based on expected volume. 
Maximize resources from ACT & IFSP 
adjustments.

Older Adult
CCSCC

Active: 77 
Annual: 79

Sponsored: $217943 
Unsponsored: $882,334 
Indirect: $59,901

Adjust  capacity to 104 Slots.
Adjust Service Mix and dosage

Older Adult
CMH

Active: 26 
Annual: 35

Sponsored: $554,214 
Unsponsored: $5,598

Adjust  capacity to 50 Slots.
Adjust Service Mix and dosage

Older Adult
Community Solutions

Active: 52 
Annual: 53

Sponsored: $718,659 
Unsponsored: $14,263

Adjust  capacity to 78 Slots.
Adjust Service Mix and dosage

Older Adult
Gardner

Active: 75 
Annual: 84

Sponsored: $1,019,067 
Unsponsored: $33,000

Adjust  capacity to 109 Slots.
Adjust Service Mix and dosage

Older Adult
GSV

Active: 5 
Annual: 5

Sponsored: $63,164 
Unsponsored: $1,093

Adjust  capacity to 12 Slots.
Adjust Service Mix and dosage

Older Adult
MCC

Active: 19 
Annual: 14

Sponsored: $162,312 
Unsponsored: $2,951

Adjust  capacity to 27 Slots.
Adjust Service Mix and dosage

Older Adult
Momentum

Active: 372 
Annual: 335

Sponsored: $4,334,992 
Unsponsored: $99,673

Adjust  capacity to 442 Slots.
Adjust Service Mix and dosage

606



CWS OUTPATIENT SERVICES CSS OUTPATIENT (CONT.)

21

Agency FY22 
Contract

Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

WARMS
AACI

Active: 24 
Annual: 23 Sponsored: $175,140 Adjust  capacity to 53 Slots.

Adjust Service Mix and dosage

Based on capacity data trend this level of care is over capacity (113%) 
and requires an adjustment in slots based on expected volume. 
adjustment in slots in this lower level of care as a step down from 
Outpatient (Momentum and Community Solutions to add WARMS). 
Maximize resources from ACT & IFSP adjustments.

For contracts where no WARMS currently exists, the consideration is 
for these providers to adjust their existing contracts to cover the 
costs of WARMS for 10 months. 

WARMS
CCSCC

Active: 2 
Annual: 2 Sponsored: $14,922 Adjust  capacity to 2 Slots.

Adjust Service Mix and dosage

WARMS
CMH

Active: 41 
Annual: 22 Sponsored: $188,988 Adjust  capacity to 73 Slots.

Adjust Service Mix and dosage

WARMS
GFHN

Active: 47 
Annual: 51 Sponsored: $341,906 Adjust  capacity to 98 Slots.

Adjust Service Mix and dosage

WARMS
MCC

Active: 11 
Annual: 10 Sponsored: $58,292 Adjust  capacity to 21 Slots.

Adjust Service Mix and dosage

WARMS
BWC None currently -

Recommended 10 slots = $32,655. 
Reallocation/adjusting ACT/IFSP flex-
funds.

WARMS
CS None currently -

Recommend 50 slots = $170,899.
Reallocation/adjusting ACT/IFSP flex-
funds.

WARMS
MMH None currently -

Recommend 187 slots = $611,882. 
Reallocation/adjusting ACT/IFSP flex-
funds.

Deaf Hard of 
Hearing
CMH

Active: 37 
Annual: 21

Sponsored: $304,186 
Unsponsored: 3,096

Adjust capacity to 20 slots

CWS OUTPATIENT SERVICES ADJUSTMENT SUMMARY
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Program Name MHSA Component Considerations Description Fiscal Impact

CWS Outpatient Community Services & Supports (CSS)

Outpatient
Based on capacity data trend this level of care is over capacity 
(104%) and requires an adjustment  in slots based on expected 
volume. Reallocated from ACT & IFSP adjustment. Adjust system 
capacity by adding 700 slots.

$4,629,725.00

Older Adult
Based on capacity data trend this level of care is over capacity 
(101%) and requires an adjustment in slots based on expected 
volume. Reallocated from ACT & IFSP adjustment. Adjust system 
capacity by adding 200 slots.

$637,567.02

WARMS
Based on capacity data trend this level of care is over capacity 
(113%) and requires an adjustment  in slots based on expected 
volume. Adjust slots in this lower level of care as a step down 
from Outpatient. Maximize resources from ACT & IFSP 
adjustment. Adjust system capacity by adding 400 slots.

Hard of Hearing
Currently over capacity by 16:Adjust current funding to add 20 
slots to bring new capacity to 41

$878,411.61

$71,202.04

CWS OUTPATIENT SERVICES CSS ETHNIC OUTPATIENT 
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Agency FY22 
Contract

Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

Ethnic A/OA
AACI

Active:54 
Annual: 48

Sponsored: $616,622 
Unsponsored: $4,432

Adjust  capacity to 55 Slots. 
Adjusting service mix and dosage.

Based on capacity data trend this level of care is over 
capacity (109%) and requires an adjustment in slots.  
Maximize resources from ACT & IFSP adjustments. 

Ethnic
GFHN

Active: 40 
Annual: 39

Sponsored: $441,323 
Unsponsored: $2,802

Adjust  capacity to 42 Slots. 
Adjusting service mix and dosage.

Ethnic A/OA
Ujima

Active: 43 
Annual: 37

Sponsored: $377,866 
Unsponsored: $3,637

Adjust  capacity to 44 Slots. 
Adjusting service mix and dosage.

CWS ETHNIC OUTPATIENT SERVICES SUMMARY
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Program Name MHSA Component Considerations Description Fiscal Impact

CWS Ethnic Outpatient Community Services & Supports (CSS)

Based on capacity data trend this level of care is over 
capacity (109%) and requires an adjustment in slots. 
Maximize resources from ACT & IFSP adjustment. &
Reduction in dosage and service mix to add capacity  

Adjust system  capacity by adding 17 slots.
$84,212.85
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Agency FY22 
Contract

Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

CCS
Central 
Wellness

Active 750
Maintain capacity of 750 9.5 clinician & counselors, 3.4 Psychiatrists with a ratio 

of 79 clients per clinician 

CCS
Downtown

Active
750

Maintain capacity of 750 10 clinician & counselor, 3 psychiatrists with a ratio of 
75 clients per clinician 

CalWORKS
AACI Active:70 

Annual: 75

Sponsored: $768,762 
Unsponsored: $22,878 
Indirect: $227,737

Maintain capacity at 75 slots Consistent utilization of contracted active capacity.

CalWORKS
CCSCC Active: 38 

Annual: 60

Sponsored: $429,822 
Unsponsored: $191,218 
Indirect: $88,643

Adjust capacity to 55 slots Consistent underutilization of contracted active capacity.

CalWORKS
GFHN Active: 45 

Annual: 75

Sponsored: $618,450 
Unsponsored: $32,550 
Indirect: $188,281

Adjust capacity 70 slots Consistent underutilization of contracted active capacity.

CWS OUTPATIENT SERVICES ADJUSTMENT SUMMARY
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Program Name MHSA Component Considerations Description Fiscal Impact

CWS County Clinical Services 
Outpatient

Community Services & Supports 
(CSS)

CalWORKS
Based on capacity data trend this level of care is under 
capacity and an adjustment in slots maybe needed. 

$98,640.93

County Clinics
Maintain current capacity.

CWS WELLNESS SERVICES - PEI
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Agency FY22 Contract Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

Wellness 
Center
Mekong

Active: 110 
Annual: 165

Sponsored: $1,071,002 
Unsponsored: $119,000

Maintain Program began in FY21.

Wellness 
Center
GFHN

Active: 84 
Annual: 126

Sponsored: $695,362 
Unsponsored: $77,263

Maintain Program began on 11/1/20. 

Wellness 
Center 
IHC

Active: 110 
Annual: 165

Sponsored: $1,028,978 
Unsponsored: $41,759

Maintain Program began in FY21.

Promotores
GFHN

Outreach to 
approx.> 2000

$600,000 Maintain Program began FY21.

CWS WELLNESS SERVICES PEI
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Agency FY22 
Contract

Annual Budget FY23 
Consideratio
ns

Findings
(review of data from FY18-current)

Employment Services
CCSCC

Active: 8 
Annual: 35

Sponsored: $188,244 
Indirect: $46,962

Maintain Maximized resources to Service Mix in FY20.

Employment
Services
Momentum

Active: 9 
Annual: 10

Sponsored: $50,502 
Unsponsored: $546 
Indirect: $79,680

Maintain Maximized resources to Service Mix in FY20.

New Refugee
AACI

Actual: 28 
Active: 40

Sponsored: $172,201 
Unsponsored: 172,201

Maintain

Maximized resources to Service Mix in FY20.

Integrated Prevention 
Services Culture 
Communities (formerly 
IBH)
AACI

Actual:200 Cost-based: $341,772 Maintain New program starts 7/1/21.

Integrated Prevention 
Services Culture 
Communities (IBH)
GFHN

Actual: 200 Cost-based: $726,458

Maintain New program starts 7/1/21.
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Agency FY22 Contract Annual Budget FY23 
Considerations

Findings
(review of data from FY18-current)

Elder Storytelling
AACI

Active: 10  
Annual:32

Cost Based: 133,333 Maintain Program began in FY21

Elder Storytelling
GFHN

Active: 10 
Annual: 32 Cost Based: 133,331 Maintain Program began in FY21

OA In Home Respite
GFHN

Active: 21 
Annual: 20

Sponsored: $408,729 
Unsponsored: $20,000 Maintain Program began in FY21.

CWS WELLNESS SERVICES ADJUSTMENT SUMMARY
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Program Name MHSA Component Considerations Description Fiscal Impact

CWS Wellness Centers & 
Programs

Prevention and Early Intervention 
(PEI)

Wellness
Promotores-Maintain

There will be a Fiscal  impact 
to this consideration

Employment Services
IPSCC

Elder Storytelling
OA In Home Respite- Maintain 

CWS WELLNESS SERVICES - INN

31

Agency Annual Budget FY23 Considerations Findings
(review of data from FY18-current)

IPS
CCSCC

Cost Based: $223,743 Indirect: 
$48,000

Maintain

Maintaining as this is the 3rd year of the 
pilot project. Consider transitioning 

from INN to CSS on February 1, 2023. 
The project is estimated to end on 

January 31, 2023. 
Meeting current MFO.  

IPS
FF Cost Based: $223,743 Indirect: 

$48,000

Maintain

IPS
Momentum Cost Based: $223,743 Indirect: 

$48,000

Maintain

CWS WELLNESS SERVICES SUMMARY
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Program Name MHSA Component Considerations Description Fiscal Impact

CWS IPS Innovation (INN)
Consider adjusting budget & transitioning 
from INN to CSS in mid FY23. 

This consideration 
will result in fiscal 
impact of $600,000. 
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Criminal Justice Services (CJS) Division 
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CONSIDERATIONS FOR CJS

34

Program Type FY 2022 Considerations  for 
FY 2023

Justification

Momentum Crisis Residential Contracted capacity 159 An adjustment to funding for Crisis Residential and 
Medication Support services
Adjust to add  24 treatment slots at $150k per 
slot.
Adjust to add 24 Medication support slots at 
$28,000.

The CJS Crisis Residential Program has an ongoing wait list of 
individuals who are in custody awaiting access into a CR bed.
BHSD will explore all funding options for this need. 

Community
Solutions 

Full-Service Partnership 

Contracted capacity 133 Adjust capacity by 10 FSP treatment slots 
at $18,500 per slot. 

Reappropriate unsponsored funding for a total of 
$39,000 and move to cost based reimbursement.

Reappropriate $79,000 in FACT dosage cost savings 
to adjust capacity. 

In FY 20, FSP served a total of 767 unique clients, 220% more 
than the allocated contracted number of available treatment 
slots.
This request is a reappropriation of funds resulting from the 
adjustment in FACT dosage to be utilized to adjust capacity in this 
program.    

CONSIDERATIONS FOR CJS

35

Program Type FY 22 Considerations for FY 2023 Justification

Gardner 
Full-Service Partnership

Contracted capacity 120 Adjust capacity by adding 40 FSP 
treatment.  This amount will be 
reappropriated from FACT dosage 
adjustment. 

Reappropriate unsponsored funding by 
$50,000 to Cost Based Services. 

In FY 20, FSP served a total of 767 unique clients, 220% more 
than the allocated contracted number of available treatment 
slots.

Community Solutions
OPD (Aftercare)

Contracted capacity 92 An adjustment in contracted capacity from 
92 to 20 slots resulting from program 
underutilization. 

Adjustment will result in a cost savings of 
$258,000 in direct services to be used to 
maximize IOP and FSP capacity.

Over the past 2 years, there has been underutilization,  
averaging 20 clients served per FY. 

CONSIDERATIONS FOR CJS 
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Program Type
FY 2022 Consideration for FY 23 Justification

Community Solutions
FSP FACT

Track I and Track II 
(U-1345/U1346) 

Contracted capacity 120 Adjust Dosage from 14.0 to 12.0 hours a 
month. 

Adjustment i n dosage resulting in a cost 
savings of $360,000 in Direct Services.
Track I: Reappropriate client support funds by 
$230,000 to cost reimbursement.
Track II: Reappropriate client support flex 
funds by $50,000 to cost reimbursement. 

FACT is currently under-utilizing their service dosage per 
client.  

Momentum
IOP

Contracted capacity 165 Adjust number of slots by adding 11 slots. 

Total budget reappropriation is  $141,000 of   
MHSA dollars to adjust capacity. 

Consider reduction of dosage of FACT or 
reduction in aftercare from 90-20 slots

There is currently a waitlist of 33 clients pending access  into  
IOP services.
An adjustment to MHSA appropriation  that will allow 
maximization of Intensive Outpatient Services
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CONSIDERATIONS FOR CJS 
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Program Type Recommendations Considerations for FY 2023 Fiscal Implications for 
FY 2023 Justification

Community 
Solutions  

THU

Contracted capacity 25
Annual capacity 60
CS Glenview Drive:  5 active 

U-253: 12 active

U-772:  8 active

Adjust capacity to add  20 
slots.

20 beds adjustment at a cost of 
$18,202.84 per bed.

In FY 20, a total of 113 annual 
clients were housed in a THU, 
exceeding the contracted 
capacity of 60 annual clients for a 
6-month length of stay (LOS)

There is a need for THU beds and 
as such a recommendation to 
adjust the existing capacity.

Life Moves
THU

Contracted capacity 25
No modification

Maintain Maintain N/A

CJS CONSIDERATION
SUMMARY

Crisis Residential 

Adjust capacity by 24 slots at $150,700 per slot.

FSP Services

Adjust Contracted Annual Clients Served for FSP (U-749) from 133 to 143; and

Adjust Contracted Annual Clients Served for FSP (U-760) from 120 to 160.  
o FSP programs have been overserving justice involved population for the past three (3) years by over 20%. 
o Adjust the clients served will support the programs efforts as they continually work to serve this population.
o Adjust the total direct costs, however the adjustment will be offset by the adjustment in Aftercare ($258,000 MHSA) and FACT ($330,000 

MHSA) programs, leading to an overall cost savings.

FACT Services

Adjustment to dosage for FACT (U-1345/U1346) from 14hrs to 12hrs per month.  
o FACT is currently underutilizing their service obligations as the program works to effectively ramp up and stabilize, a slight adjustment in 

dosage which will result in a cost savings of $330,000 MHSA in Total Direct Services. 

IOP

Adjustment of  the annual clients served adding 11 slots cost of $20,900 per slot. 

CJS Aftercare

Adjustment Aftercare (U-1314) Contracted Annual Clients Served from 92 to 20.  
o Over the past two years, the CJS Aftercare Program has not met their contracted annual clients served, averaging 20 clients served each FY. 
o This adjustment will result in a cost savings of $258,000 MHSA in Total Direct Services. 

THU

Adjustment to capacity by 20 slots due to a 20-slot adjustment in previous RFP.  16

Assisted Outpatient Treatment (AOT)

39

ASSISTED OUTPATIENT TREATMENT
FY 2023 CONSIDERATIONS

40

Program by level of care Considerations 
For FY23

Justification

Crisis Residential Adjust funding to Add 25 slots for AOT 
($3,392,547 crisis residential, $805,721 medication support) per 
fiscal year

Crisis residential necessary to help stabilize client
Current under utilization attributed to COVID 
Current capacity over producing by 90%

ACT/FACT Adjust current funding to add  50 slots Trends across the continuum care of system shows under utilization
Utilization of dosage (right sizing)
Utilization of indirect cost (right sizing)

ACT/FACT Housing (50 beds) Cost saving of $1.8M in 
Indirect cost (housing and flex funding) to be 
allocated to lower level of care and Master Leasing

Adjust to including additional funding for housing & Flex for the 50 
new AOT slots

Once stabilized client can step down to housing 
Clients may require augmented board and care to step down 
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Supportive Housing Services Division 

41

AOA: SUPPORTIVE HOUSING PROGRAMS

42

Program FY 22 Considerations for FY23 Justification

Community Solutions Supportive Services for South County U-
819

Total budget:
$689,606
($240,582 MHSA)
Serves 56 clients

maintain At full capacity; meeting program outcomes.

Community Solution Supportive Services for SMI U-478 Total Budget:
$858,596
($387,307 MHSA)
Serves 64 clients

maintain
At full capacity; meeting program outcomes.

Community Solutions Supportive Services for High Utilizers of 
EPS
U-478

Total Budget:
$377,705
($233,407 MHSA)
Serves 20 clients

maintain At full capacity; meeting program outcomes.

Abode Services Homeless Engagement and Access Team 
(H.E.A.T.)

Total Budget:
$615,000
($515,000 MHSA)
Serves over 250 clients.

maintain Exceeding program outcomes. Addressing system goal of 
increasing outreach and engagement.

Consumer & Family Affairs & Cultural Communities Wellness Division 

43

AOA: CONSUMER AFFAIRS, FAMILY 
AFFAIRS, CULTURAL COMMUNITIES 
WELLNESS PROGRAM

Division Director

Program Manager IISenior Mental Health 
Program Specialist 

Cultural Communities 
Wellness Program Office of Family Affair Office of Consumer Affairs 
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AOA: CONSUMER AFFAIRS, FAMILY AFFAIRS, CULTURAL COMMUNITIES 
WELLNESS PROGRAM

Program FY22 Considerations for FY 23 Justifications

Office of Consumer Affairs Staffing by Self Help Centers:
Esperanza 3 FTE, 1 as lead 

Zephyr 3.5 FTE. 1 as lead
1 FTE is temporarily in placed to another division 
but still providing peer services. 
This results to only 2.5 staff at Zephyr. 

(*1.5 FTE in placements from WET are schedule for 
7/1/21 to support staffing at OCA)

East Valley- 0.5 FTE

Vacancies:
1 TAY 0.5 FTE 
2 0.5 FTE 

Total: 10 FTE MHPSW

Adjust to include  1 FTE from OFA
Adjust budget by $103,803
($101,763+ $2040 Language 
differential) 

Merge 2 half time codes
No fiscal impact

Maximize staffing at Self Help Centers and  language 
capacities.

Merge 2 half time codes to improve recruitment and to 
serve the Spanish threshold language. No current 
Spanish speaking staff. 

Adjust number of monolingual Vietnamese participants 
require a Vietnamese peer to provide culturally and 
linguistically appropriate services. 

No current Vietnamese speak staff. 

AOA: CONSUMER AFFAIRS, FAMILY AFFAIRS, CULTURAL COMMUNITY'S 
WELLNESS PROGRAM

Program FY22 Considerations for FY 23 Justifications

Office of Family 
Affairs

Filled codes: 
5 FTE MHPSW

3 English FTE 
2 Spanish FTE 

Vacancies:
4 FTE MHPSW

Total: 9 FTE MHPSW

Adjusting 1 FTE Monolingual code to 
dedicated Vietnamese code

maintain

Adjusting by transferring 1 FTE code to OCA 
for Vietnamese dedicated position 

Adjust funding by $101,763

1 FTE MHPSW recommended for deletion to 
assist with 3% budget reduction.

Adjust funding by $101,763

Total  changes to be considered:
Adjust funding by $203,526

Currently there are no Vietnamese dedicated 
staff and there is a service gap 

OCA requires additional staffing to support OCA 
capacities and language needs. 

Additional services  can be managed with the 
support of CCWP and OCA staff. Services can 
overlap with CCWP as both programs serve 
families and support cultural and linguistic needs

AOA: CONSUMER AFFAIRS, FAMILY AFFAIRS, CULTURAL COMMUNITIES 
WELLNESS PROGRAM

Program FY22 Considerations for FY 23 Justifications

Cultural Communities Wellness 
Program

Staffing by cultural teams: 
1.5 FTE African Immigrant 
2 FTE African Heritage 
2 FTE Native Families 
0.5 FTE Vietnamese 
1 FTE Chinese 

Vacancies by cultural teams: 
0.5 FTE African Immigrant
1 FTE Chinese 
1 FTE Vietnamese 
2 FTE Filipino (1 to be transferred to the 
Vietnamese team) 
2 FTE Latino 

Total: 12 FTE codes, 3- 0.5 codes. 
Total 13.5 FTE MHPSW

Adjust by transferring 1 FTE vacant 
MHPSW-Filipino code to  1 FTE 
MHPSW code to Vietnamese team

No Fiscal Impact 

Merge 0.5 FTE vacant MHPSW-African 
Immigrant code with 0.5 filled FTE 
MHPSW African Immigrant code to 
create 1 FTE

No Fiscal Impact 

Code to transition to Vietnamese 
to support VASC and CCWP. 

Merge 2 (0.5) codes for staff 
retention and operational 
efficacy. Staff is interested in FTE. 

AOA: CONSUMER AFFAIRS, FAMILY AFFAIRS, CCWP 
SUMMARY

Program Considerations for FY 23 Justification Net fiscal impact 

Office of Consumer Affairs Adjust by transferring  1 FTE monolingual code to language code from 
Office of Family Affairs (OFA) to Office of Consumer Affairs (OCA)

Maximize resources  to the self-help center with most beneficiaries. + $101,763 
+ $2,040 (Language)
Total: +$103,803

Merge two 0.5 FTE to 1 FTE Maximize services delivery and staff retention. No Fiscal Impact 

Office of Family Affairs Adjust by transferring 1 FTE monolingual code to language code from 
Office of Family Affairs (OFA) to Office of Consumer Affairs (OCA) 

Maximize services by redirecting resources to the most needed area - $101,763

Adjust by changing 1 monolingual FTE to a language code Maximize services to the monolingual population. +2,040 (Language)

Cultural Communities Wellness 
Program

Adjust by transferring  1 FTE to a different ethic team Maximize services by redirecting resources to the underserved 
population. (VASC) 

No Fiscal Impact 

Adjust by merging two 0.5 FTE to 1 FTE Maximize services delivery and staff retention 
No Fiscal Impact 

Total fiscal impact for the Division -$97,683
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Inpatient and Residential Services Division (aka 24 Hour Care) 

49

AOA-INPATIENT AND RESIDENTIAL SERVICES DIVISION FY23 
CONSIDERATIONS

50

Program Current Contract FY 22 Considerations For FY23 Justification

Momentum Adult Residential 
Treatment #1

Location:
431 N White Rd. San Jose

Total Budget: $2,141,044. 

Contracted Beds: 45

Current utilization: 37.52 
beds

Maintain Keep current services and bed allocation. Program started on November 1, 2020. 
Provider operated at a reduced capacity in FY21 due to 
COVID-19 Pandemic
Maximum number of residential beds is needed to 
divert clients from the IMDs and inpatient hospitals 

NEW Adult Residential 
Treatment #2

Location:
650 S. Bascom Ave. San Jose

-

New residential facility : consider adding 29 Beds to 
augment expand  capacity

Total Amt Needed for augmentation to Super board 
and care level of services: $3,090,013 

$2,009,391 MHSA Direct/Unsponsored Services
$1,080,622  Medi-Cal FFP

Previous RFP yielded 45 out of 60 beds due to only 
proposal received, renovating this building will add 29 
new beds
Adding supplemental services to the new beds will 

needed to step clients down from Institute of mental 
disease, skilled nursing and State hospital 

AOA-INPATIENT AND RESIDENTIAL SERVICES DIVISION FY23 
CONSIDERATIONS

51

Program Current contracted FY 22 Considerations  for FY23 Justification

Residential Care Facilities and Drake 
House RCF

Total Budget:
$2,683,567 MHSA

# of Beds: 105 

Maintain  current services and bed 
allocation. 

Maximum number of residential beds is needed to divert clients from the IMDs and 
inpatient hospitals 

Crisis Residential
Community Solution:
Madrone Crisis Residential 

Momentum Programs:
U-81

U-379  

U-742

U-44

Budget: 

Clients/year: 185 
Contracted dosage/client: 4.63hrs
Actual dosage: 5.58hrs

Budget:
Clients/year: 134
Contracted dosage/client: 7.77hrs
Actual dosage: 12.69 hours
Actual dosage: 12.69

Clients/year: 73
Contracted dosage/client: 7.76hrs
Actual dosage: 10.70 hours

Clients/year: 145
Contracted dosage/client: 12.68 
hours
Actual dosage: 11.39 hours 

Clients/year: 185
Contracted dosage/client: 4.94hrs
Actual dosage: 8.6 hours

Maintain  current services.

Maintain current services

Maximum number of crisis residential beds is needed to divert clients from the IMDs, custody 
health, and inpatient hospitals.
Provider operated at a reduced capacity in FY21 due to COVID-19 Pandemic

AOA-INPATIENT AND RESIDENTIAL 
SERVICES DIVISION FY23 
RECOMMMENDATION

Level Of Care: Crisis 
Stabilization 

Program FY 22 FY 23 Recommendation

Crisis Stabilization Unit 
(CSU) 

Total Budget:
$1,977,710
# of contracted Beds: 
4
Under billing by 
$672, 421.40 
annualized 

Maintain. Keep current services. Provider continues to operate at average of 2.64 
beds in FY21 when contracted for 4 beds.
Need maximum allotted beds to divert clients EPS 
and incarceration.
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NEXT STEP

Participate in the MHSA A/OA 
Planning Session #2 July 29, 2021 
via Zoom 3:00 PM to 5:00 PM to:

A/OA System of Care Findings 
and Priorities Presentation
Participate in Breakout Sessions 
to share your input

53 54

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover 
initial recommendations and provide 
Q/A session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 7/29
Unplanned/Access/WET/CFTN: 8/2, 
8/5

Summary of initial recommendations 
and feedback provided at the 
meetings: 8/11

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be 
in two parts for each area: CYF, AOA, 
and Unplanned/Access/WET/CFTN
1.Updates to initial recommendations
2.Q/A session
Summary Informational Session in 
early September 

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral 
Health Board (BHB) November
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

55

https://www.surveymonkey.com/r/July26_SLC_Feedback Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services  Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

System Findings and Priorit ies:  
Adult  and Older  Adult  (A/OA)

Plann ing  Sess i o n #2

M on day,  A ugust  2n d,  2 02 1,  3  PM  5  P M  
Zoom Vi rt u al  M eet in g

2

A u g u s t  2 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  3 : 0 0  P M  5 : 0 0  P M Time

1. Overview (Jeanne Moral)
a. Welcome / SLC Introductions
b.

15 minutes

2. Q&A Session of July 26, 2021 Adult and Older Adults (AOA) System of Care Findings  and
Priorities Presentation (Margaret Obilor and AOA Team) 

30 minutes

3. Discussion (All)
a. Conduct Breakout Sessions (Facilitated by the MHSA Team) 30 minutes
b. Share Discussion with the Main Group 20 minutes

50 minutes

4. Next Step / Additional Q&A 10 minutes

3

Meeting 
Agreement

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information with 

MHSA SLC and 
the Public

Conducted 
Meetings 

February April 
2021

Presented Program 
Utilization By Area*

CYF, Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY 2022 MHSA Plan

May 19, 2021 Public  
Hearing with the 

Behavioral Health 
Board

June 8, 2021 
Approved by the 
County Board of 

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

July Early 
August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 
Stakeholder 

Input 

4

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023
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5

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover initial 
recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/5, 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be 
in two parts for each area: CYF, AOA, 
and Unplanned/Access/WET/CFTN
1.Updates to initial recommendations
2.Q/A session
Summary Informational Session in 
early September 

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral 
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

Q&A Session of 
July 26, 2021
A/OA 
Presentation

A/OA Team Margaret Obilor, A/OA System of Care Director
Clinical and Wellness Services (CWS) Division Elania Reis and LouMeshia Brown
Criminal Justice Services (CJS) Division Gabby Olivarez
Supportive Housing Services Division Shelly Barbieri
Consumer & Family Affairs & Cultural Communities Wellness Division Mikelle Le
Assisted Outpatient Treatment (AOT) - Soo Jung
Inpatient and Residential Services Division (aka 24 Hour Care) Michelle Ho

AOA System of Care- Acronyms and Providers 

7

AOA System of Care- Acronyms and Providers 
Program Providers

Community Services and Supports (CSS) Full Service Partnerships (FSP) 

Assertive Community Treatment (ACT)
Forensic Assertive Community Treatment (FACT)

Telecare, Mental Health Systems,
Community Solutions

Intensive Full Service Partnership (IFSP) Momentum for Health, Gardner Health, 
Community Solutions & Telecare

Full Service Partnership (FSP) Gardner, Community Solutions, Indian Health, 
Mekong, Momentum, Ujima
Community Solutions

CSS General System Development (GSD)

Outpatient Clinical Services for AOA Asian Americans for Community Involvement 
(AACI), Catholic Charities, Caminar, Community 
Solutions, Gardner, Goodwill, Mekong, Momentum

Outpatient Clinical Services for Older Adults AACI, Gardner
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Program Providers

CSS 

Outpatient Clinical Services for AOA Wellness and Recovery 
Medication Services

AACI, CCSCC, Caminar, Gardner, Mekong, Ujima

Outpatient Clinical Services for AOA 
Ethnic Outpatient Services

Gardner, Community Solutions, Indian Health, Mekong, 
Momentum, Ujima, Community Solutions

Outpatient Clinical Services for AOA Wellness and Recovery 
Medication Services

AACI, Bill Wilson  Caminar, Community Solutions, Gardner, 
Goodwill, Mekong, Momentum

Outpatient Clinical Services for AOA County Operated
Downtown & Central Wellness Outpatient

AOA System of Care- Acronyms and Providers 
Program Providers

CSS 

Outpatient Clinical Services for AOA 
Ethnic Outpatient Services

Gardner, Indian Health, Mekong, Ujima

Crisis/Hospital Diversion Initiative
Adult residential Treatment (ART)

Momentum for Mental Health

Crisis/Hospital Diversion Initiative
Mental Health Urgent Care

County Operated

Innovation

Individualized Placements and Supports (IPS) Employment CBO-Momentum, Catholic Charities, Fred Finch

AOA System of Care- Acronyms and Providers 

Review of Considerations: AOA System of Care

11

CAPACITY UTILIZATION (%)

12
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CAPACITY CHANGE

13
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Outpatient
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Capacity Change
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DOSAGE UTILIZATION

14

FINANCIAL UTILIZATION

15

RECOMMENDED ADJUSTMENT REALLOCATION

16
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Review of Considerations: Crosswalk 

17 18

CWS CROSSWALK OF RECOMMENDATIONS
Overall, consider adjusting the capacity by serving additional 33% more
beneficiaries to better meet the current and emergent client care needs.

Consider Adjustments: Move from 
Workplan CSS-FSP to CSS-GSD

Reallocating resources from the following:
ACT Direct cost $1,276,344.00
ACT Indirect cost $1,800,000.00
IFSP Direct cost $2,356,803.72
IFSP Indirect cost $3,800,000.00

Adjusting the dosage and/or service mix in the 
following: (Outpatient, Ethnic Outpatient, Hard 
of Hearing Outpatient, & WARMS.)

Adjusting Indirect Cost from reallocated 
resources:
FSP indirect cost $291,322

Impact on Client Care and System 

Expand Capacity across all Contracted Providers 
(Total of 1,382) in the following ways :
FSP to serve additional 45 beneficiaries
Adult Outpatient to serve additional 700 
beneficiaries
Older Adult Outpatient to serve additional 200 
beneficiaries
WARMS to serve additional 400 beneficiaries
Ethnic Outpatient to serve additional 17 
beneficiaries
Hard of Hearing Outpatient to serve additional 20 
beneficiaries

CRIMINAL JUSTICE SERVICES
CROSSWALK OF CONSIDERATIONS

Work Plan From Level of Care Consideration Amount

CSS-Community Support Services
Criminal Justice Full Service Partnership

Full-Service Partnership Adjust capacity to add 10 slots 

Reappropriate unsponsored funds by 
$39,000 to Cost Based reimbursement.

This request is a reappropriation of funds 
resulting from the FACT dosage to 
maximize capacity.

Cost per slot is $18,500

Add $39,000 to Cost Based Services

CSS-Community Support Services 
Criminal Justice Full Service Partnership

Full-Service Partnership Adjust capacity to add 40 slots

Reappropriate Unsponsored fund by $50, 
000 to Cost Based Services.

This request is a reappropriation of funds 
resulting from the FACT dosage to 
maximize capacity.

Cost per slot is $18,500

Add $50,000 to Cost Based Services

*These are considerations to increase capacity for CJS Programs 

CROSSWALK OF CONSIDERATIONS

Work Plan From Level of Care Consideration Amount

CSS-Community 
Support Services 
Criminal Justice

Aftercare Program Adjust capacity from 92 slots to 20 slots Adjustment resulting in  $258,000 in cost savings

CSS-Community 
Support Services 
Criminal Justice Full 
Service Partnership

FSP FACT TRACK I and TRACK II Adjust dosage from 14 hours to 12 hours 
per month
Track I reappropriate client support funds 
Track II reappropriate client support flex 
funds.

Adjustment resulting in cost savings of $360,000 from 
dosage adjustment
Adjustments resulting in  $230,000 to cost reimbursement
Adjustment of $50,000 to cost reimbursement

CSS-Community 
Support Services
Criminal Justice Full 
Service Partnership

Intensive Outpatient Services (IOP) Adjust to add 11 slots.

This request is a reappropriation of funds 
resulting from the AfterCare Program in 
order to maximize capacity.

Cost of treatment $20,900 per slot

CSS-Community 
Support Services
Criminal Justice

Transitional Housing Units Adjust to add 20 slots.

This request is a reappropriation of funds 
resulting from the AfterCare Program in 
order to maximize capacity.

Cost of transitional housing unit per bed $18,202.84

*These are considerations to increase capacity for CJS Programs given that there are waitlist.
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Supportive Housing Services Division 

21

All MHSA Housing programs  are 
operating at full capacity and are meeting 
program outcomes.  

Consider maintaining all programs at  
current capacity and budget.  

AOA: CONSUMER AFFAIRS, FAMILY AFFAIRS, CULTURAL COMMUNITIES WELLNESS PROGRAM

Division Plan
Redesign peer support services to support system integration 
Maximize service delivery and minimize service gaps
Increase services for monolingual beneficiaries and families
Improve service delivery by improving consistency of staff availability 
Staff retention 
Redesign programs to prepare and support future peer billable services (SB 803)

NOTE: this is a reconfiguration of existing resources and staff with positive impact to client/consumer services.

New Program/Services Considerations

23

ASSISTED OUTPATIENT 
TREATMENT

Mental health services assisted outpatient treatment was passed by the Santa 
Clara County Board of Supervisors in May 2021.

Should the SLC consider MHSA funding for AOT? 
Partial vs. Full amounts
Estimated cost of $12M for N=50 clients (these are the additional funds needed to implement in County of 
Santa Clara)

Consideration
NEW Program
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INPATIENT & RESIDENTIAL 
SERVICES DIVISION -ADULT 
RESIDENTIAL TREATMENT

Should Stakeholders consider using MHSA funding for a 
NEW 29 BED Adult Residential Treatment Facility ?

Renovation of 650 S Bascom Avenue
Provision of Augmented Board and Care home
$3.5M  for N=29 beds (leverage MediCal by $1.08M)

Consideration
NEW 

Expansion

1.  CONDUCT BREAKOUT
SESSIONS 
(FACILITATED BY THE 
MHSA TEAM) 30 
MINUTES

2. SHARE DISCUSSION
WITH THE MAIN GROUP 

20 MINUTES

Breakout Session

27

Thoughts on findings? 

What are the needs most important to 
the group of people you represent?

What do you see happening in your 
community because of these needs? 
(what problems are occurring?)

Where are the opportunities to address 
service gaps?

Other Considerations?

1. CONDUCT BREAKOUT SESSIONS (FACILITATED BY THE MHSA TEAM) 30 MINUTES

2. SHARE
DISCUSSION
WITH THE
MAIN GROUP

20 MINUTES

28
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Next Step:
The A/OA Team to

1. To review the 
feedback/input
provided by 
stakeholders

2. Provide updated plans 
as needed in August 
2021 for the 2nd 
round of planning 
meetings that will take
place after August 16, 
2021

August 11, 
2021 

Q&A and 
Breakout 
Session

August 5, 
2021 System 
Findings and 

Priorities 
Presentation

29

Access/Unplanned Services, Workforce 
Education and Training (WET) and Capital 
Facilities and Technological Needs (CFTN)

Please Join Us for our Next Set of 
Planning Meetings

August 9, 2021 (8:00am 
10:00am): A meeting 

focused on MHSA 
Budget/Finance

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

30

https://www.surveymonkey.com/r/Aug2_SLC_Feedback

Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services  Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

New Considerations in AOA System of  Care: 
A ssi sted O u tp at ient  Tre at ment  (AOT)  and  Ad ult  

Res ide nt ia l  Treat ment  ( ART)

Th urs day,  A ugu st  5 t h,  2 02 1,  3 :00 PM  5 :00 PM  
Zoom Vi rt u al  M eet in g

2

A u g u s t  5 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  3 : 0 0  A M  5 : 0 0  P M Time

1. Overview (Jeanne Moral)
a. Welcome / SLC Introductions
b.

5 minutes

2. Q&A Document of August 2, 2021 - Adult and Older Adults (AOA) (Margaret Obilor) 10 minutes

3. Assisted Outpatient Treatment (Margaret Obilor, Soo Young) 
a. Background 
b. Q&A 

30 minutes

4. Adult Residential Treatment  (Margaret Obilor, Michelle Ho)
a. Background 
b. Q&A 

20 minutes

5. Discussion (All)
a. Conduct Breakout Sessions (Facilitated by the MHSA Team) 30 minutes
b. Share Discussion with the Main Group 20 minutes

50 minutes

6. Next Step / Additional Q&A 5 minutes

3

Meeting 
Agreement

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information with 

MHSA SLC and 
the Public

Conducted 
Meetings 

February April 
2021

Presented Program 
Utilization By Area*

CYF, Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY 2022 MHSA Plan

May 19, 2021 Public  
Hearing with the 

Behavioral Health 
Board

June 8, 2021 
Approved by the 
County Board of 

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

July Early 
August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 
Stakeholder 

Input 

4

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023
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5

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover initial 
recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2
AOA: AOT, ART, Breakout Discussions: 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11 (3-hr)

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be 
in two parts for each area: CYF, AOA, 
and Unplanned/Access/WET/CFTN
1.Updates to initial recommendations
2.Q/A session
Summary Informational Session in 
early September 

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral 
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

Review of Q&A from 8/2/2021 Meeting

6

Assisted Outpatient Treatment (AOT): Background and Overview

7

AOT DISCUSSION TOPICS

8

OVERVIEW OF AB 1976 and AOT

ESTIMATES

AOT IN OTHER COUNTIES

NEEDS AND RESOURCES

COUNTY AND PROVIDER RESPONSIBILITIES

IMPLEMENTATION TIMELINE

QUESTIONS ON THE CHAT
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9

With the passage of Assembly Bill (AB) 1976: 
Mental Health Services Assisted Outpatient 

Treatment (AOT) was passed by the Santa Clara 
County Board of Supervisors  in May 2021. BHSD 

is  required to implement AOT.

This presentation will provide information on AOT  
and estimated impact of AOT implementation in 

Santa Clara County.

Purpose & Intent

10

18 years of age or older, suffering from mental illness 
(MI).
Clinically determined that person is unlikely to survive 
safely in the community without supervision.

Historical lack of compliance with treatment and at least 
one of the following is true:
o Within the last 36 months, the person has been hospitalized at least two (2) times in the mental

health unit of a state or local correctional facility due to mental illness.
o There has been one or more acts of serious and violent behavior toward themselves or another,

threats or attempts to cause serious physical harm to themselves or another within the last 48 
months due to mental illness.

Offered an opportunity to participate in a treatment plan and continued to fail to engage.
Condition is substantially deteriorating.
Participation in AOT is the least restrictive placement necessary to ensure recovery and stability.
Person needs AOT to prevent relapse or deterioration that would likely result in grave disability or 
serious harm to the person or others.
Likely that the person would benefit from AOT.

AOT CRITERIA 

11

AOT POPULATION ESTIMATES: INCLUSION CRITERIA 
AND AVAILABLE DATA

MORE AVAILABLE

AGE

SERIOUS MENTAL ILLNESS

LEGAL STATUS

MEDI-CAL/COUNTY PAY HOSPITAL ADMISSIONS

OUTPATIENT TREATMENT PARTICIPATION WITH BHSD

HOMELESSNESS

LESS AVAILABLE

COMMERCIAL/MEDICARE HOSPITAL ADMISSIONS

OUTPATIENT TREATMENT PARTICIPATION WITH 
COMMERCIAL/MEDICARE PROVIDERS

ROLE OF SUBSTANCE USE

SERIOUS/VIOLENT BEHAVIOR TOWARDS SELF OR OTHERS

SUBSTANTIAL DETERIORATION

LIKELINESS OF SURVIVING SAFELY IN THE COMMUNITY 
WITHOUT SUPERVISION

12

No Treatment After Last Discharge and Homeless

No Treatment For 36 months and Homeless

AOT POPULATION - ESTIMATE

1132

935

496

197

280

39

2+ Hospitalizations/Jail MH

18+/SMI/Not Conserved

Medicaid or Uninsured

No Treatment After Last Discharge
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500 calls for information about AOT-annually

350 referrals would require a thorough 
investigation to determine whether the individual 
meets the criteria for AOT

Between 39-197 County residents would meet the 
criteria for AOT

Between 20-50 residents would require mandated 
AOT treatment or a settlement agreement

COUNTY ESTIMATES

13

AOT IMPLEMENTATION- COMPARISON ACROSS COUNTIES

14

Note: Data from different years reflected based on most recent data available from each county. Santa 

County Name Alameda San Mateo San Francisco
Population 1.67 Million (2019) 766,573 (2019) 881,549 (2019)

Information Calls and 
Referrals

298 referrals (in 2018) 160 referrals (in 2018) 616 (2015-2018); 295 
referrals, 321 requests for 
information

Agreed to Services 
Voluntarily

(115) of referrals deemed 
eligible for AOT;

24% (28) of eligible 
voluntarily engaged in 
services

44% (107) of referrals were 
deemed eligible for AOT Full-
Service Partnership (FSP);

50% (53) of eligible enrolled 
in AOT FSP voluntarily

44 % (129) of referrals 
were deemed eligible for 
AOT;

69% (89) of eligible 
voluntarily engaged in 
services.

Mandated Treatment 
through AOT Process 
Annually

30 orders and  settlement 
agreements in 2018

1 settlement agreement and 
1 client refused to 
participate in court process 
(subsequent psychiatric hold 
completed) in 2018

17 orders and settlement 
agreements (2015-2018) 

15

AOT OBJECTIVES & OUTCOMES

Objectives and Goals:

It allows individuals to be ordered into 
treatment without ordering them into a 
hospital
The criteria to place someone in AOT are 

inpatient commitment
The law not only allows courts to commit 
the patient to accepting care, but it also 
allows courts to commit the mental 
health system to providing it. The law 
includes strict eligibility criteria and 
numerous patient protection

Expected Outcomes:

Increase the number of clients 
maintaining stable housing
Increase the number of clients 
maintaining contact with 
behavioral health services 
Decrease contact with law 
enforcement
Decrease the number of arrests 
and days of incarceration  
Decrease the utilization of 
emergency services (i.e. EPS, ED)
Decrease days of hospitalization 

RESOURCES REQUIRED- AB 1976 PROHIBITS REDUCTION OF 
VOLUNTARY SERVICES TO IMPLEMENT AOT  

BHSD Core AOT Team- 18 FTEs (including psychologists, a psychiatrist, 
rehabilitation counselor, psychiatric social workers, program manager, health 
service representatives, peer support workers, administrative staff and data 
reporting staff). Staffing would need to be robust to have staff within the 
community, tracking homeless or difficult to locate clients, and ensure 
communication between collaborative partners and agencies, families, clients, 
and more.
More infrastructure to address existing gaps more housing resources, 
increase service slots in existing treatment programs to accommodate AOT 
participants (including those who do not require mandated services, but 
choose to volunteer to engage in services as part of the AOT process), longer 
length of stay for residential mental health and substance use treatment 
programs, increased outreach and engagement, ability to refer and engage the 
day the client is ready.
Resources, including funding and possibly staffing for the court system, County 

exceed 50 per year.
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Estimated Annual AOT Costs
County Staffing and Internal Infrastructure: $4,023,506 
Hearing/Settlement Agreement/Court: $597,406 

Estimated Annual AOT Costs: $4,620,912
Estimated Medi-Cal Reimbursements: $268,360
Total AOT Cost to the County: $4,352,552

Estimated Costs for Treatment, whether or not implemented through AOT
Community Provider Treatment (50 slots in ACT/FACT): $2,154,550 
Crisis Residential (25 slots estimated for stabilization): $4,198,268 
ACT/FACT Housing (50 beds): $1,318,450 

Estimated Annual Treatment Costs: $7,671,268
Estimated Medi-Cal Reimbursements: $1,679,307
Total Treatment Cost to the County: $5,991,961

Total Program Cost =  $12,292,180

ESTIMATED ANNUAL COSTS AND REIMBURSEMENTS

18

COUNTY & CONTRACT PROVIDER RESPONSIBILITIES
County Responsibilities Services

Develops a Training & Education Program and conducts outreach 
regarding AOT in the community

Trains County staff, providers, law enforcement, community members, and more on 
AOT. Addresses AOT criteria, processes, patient rights, resources, and more

Provides information and eligibility criteria screening 
Establishes AOT mailbox and phantom telephonic voicemail. Responds to requests 
for petitions/information

Investigates  client eligibility and initiates/monitors ongoing engagement 
with clients

BHSD clinicians to engage with clients in the community and investigates for AOT 
eligibility

Provides assessments and psychiatric evaluations Assesses clients to determine appropriate levels of care 

Provides psychological testing Conducts psychological tests to confirm diagnosis

Refers and links both clients who meet AOT criteria and those who do 
not, but want voluntary services

Refers clients to contract provider for ongoing care

Files the petition if a client qualifies for AOT
Requested petition is filed with the court with supporting documentation in 
consultation with County Counsel.

Provides court hearing to determine if criteria of AOT is met 
during hearings.

Determines if settlement or mandatory treatment is necessary
Court, PDO and County Counsel work with clients regarding settlement agreements 
and mandated treatment. BHSD works with contract providers regarding treatment 
plan.

19

COUNTY & CONTRACT PROVIDER RESPONSIBILITIES

Contract Provider Responsibilities Services

Appeals process
PDO and County Counsel works on appeals process should a client appeal the 
decision.

Warm hand-off to contract provider and ongoing program monitoring
BHSD sends referral to contract provider and monitors for timely access, client 
status reports to the court, outcomes, or non-compliance.

Develops a data collection and tracking system
Provides technical support for data collection, tracks data as required, and 
provides data and reports to DHCS. 

Enrolls client and provides treatment services 
Provides behavioral health services, medication management, case 
management, housing, and crisis intervention 

Provides after hours crisis services
Provides number for clients to contact the provider after hours for crisis 
services

Collaborates with County in development of treatment plans
Collaborates/consults with County during the development of treatment plans 
or extensions of plans based on client process

Assists client with court navigation in collaboration with County and provides 
regular client status reports to the County

Assists client in appearing for court and submits client status reports detailing 
client progress throughout treatment

Meets with County to ensure data is captured and service delivery is aligned 
to the fidelity to the model

Provider sends data to County in electronic health record system as needed for 
annual reporting per state requirements. Meets with the County to ensure 
service delivery meets treatment plan goals.

20

ADVISORY COMMITTEE
BHSD will develop Advisory Committee members 
that consists of following:

Superior Court 

Office of the District Attorney
Office of Mediation and Ombudsman Services

Behavioral Health Contractors Association
Countywide Consumer Group, Community 
Based Organizations
Office of Pretrial Services, the Probation 
Department
Local Police and Sheriff departments
Family Members and Consumers
Adult Custody Health, and BHSD Board

Roles of the Advisory Committee:

Review and analyze the law; review 
previous related Board presentations; 
analyze the structure and function of the 
FACT and ACT Programs
Discuss data elements to be collected 
including quarterly reports that will be 
submitted to DHCS
Identify other services modalities that the 
AOT will utilize to improve service 
connection
Define the roles and functions of all 
partners
Provide recommendations for the 
implementation of the plan. 
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PUBLIC MEETINGS

SESSION 1: July 22, 2021
(10:30 AM 12:00PM )

SESSION 2: August 4, 2021
(5:00 PM - 6.30 PM)

SESSION 3: August 6, 2021
(1:00 PM 2:30 PM)

21
Adapted from Dr. John Lyons for County of Santa Clara BHSD22

August

2021

BOS approval of 
AOT staff
BOS review of 
Training & 
Education Plan and  
Implementation 
Plan
Hold three (3) 
convening meetings 
with community 
members and 
stakeholders
Hold internal cross-
departmental 
convening

September

2021

Review feedback 
received from the 
community and 
stakeholder 
meetings
Meet with contract 
providers
Develop and 
finalize Policies 
and Procedures
Finalize referral 
workflow
Creating logic 
model and 
evaluation plan for 
AOT
Finalize training 
curriculum and 
schedule
Develop 
application process 
for AOT Advisory 
Committee
Recruit for positions

October

2021

Start education 
and training for 
community 
members, 
providers, and 
County staff 
Start developing 
AOT website
Open applications 
for advisory 
members
Recruit for positions

November

2021

Complete hiring of 
AOT positions
Train new hires
Start Medi-Cal 
certification 
processes
Finalize selection of 
advisory committee 
members for 
advisory process

December 

2021

Amend provider 
contracts for AOT 
services and 
enhance service 
system to support 
AOT
Orient and train 
Advisory 
Committee 
members

January

2022

Publicize AOT call-
in number, e-mail, 
and website.
Finalize data 
collection process 
for DHCS

February 

2022

Go-live date for 
AOT

AOT IMPLEMENTATION PLAN TIMELINE

Adult Residential Treatment: Background and Overview

23

ART DISCUSSION TOPICS

24

1. OVERVIEW
a. RESIDENTIAL SERVICES CONTINUUM OF CARE
b. ADULT RESIDENTIAL TREATMENT  PROGRAM

2. CURRENT ART PROGRAM
3. CURRENT ART UTILIZATION
4. BUDGET: ESTIMATED COST
5. QUESTIONS ON THE CHAT
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ADULT RESIDENTIAL SERVICES LEVEL OF CARE

25

CURRENT ADULT RESIDENTIAL TREATMENT: REQUEST FOR PROPOSAL (RFP) RELEASED IN 2020

26

Current Provider: Momentum for Mental Health

Location of Services: 438 N. White Road. San Jose, CA

Number of beds: 45

Program Intent and Goals:
a) Transition from locked psychiatric settings or for clients requiring a higher level of care
b) Residential program that serves adults ages 18 and over who are Seriously Mentally Ill (SMI)
c) Provide housing
d) Onsite psychiatric and clinical services
e) medication assistance
f) crisis interventions
g) social support
h) Provide further stabilization in the community upon discharging from the acute psychiatric settings
i) Reduce inpatient utilization 

Current ART Utilization:
July 1, 2018 June 30,2019: 

103 admits, 94 discharges

July 1, 2019 June 30, 2020: 
87 admit, 52 discharges 

July 1, 2020 June 30, 2021: 
62 admits, 61 discharges

CURRENT MOMENTUM ADULT RESIDENTIAL TREATMENT PROGRAM

27

Number of clients currently waiting for this specific level of care: (average wait time: 35-40 days)
County Acute Psychiatric Setting: 20
Institution for Mental Disease (IMD): 20

CURRENT COSTS

Barbara Arons Pavilion (BAP)
$63,900 per patient per month to stay at BAP if they are not psychiatrically 
acute

Cost for IMD:
$9,450 per patient per month

Cost for ART 2
$6,115.57 per patient per month

If we discharge clients to the IMDs and the ART program, this will save BAP: 

IMD: $54,450 per patient per month

ART 2: $57,787.43 per patient per month
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CONSIDERATION FOR EXPANDED ADULT RESIDENTIAL TREATMENT PROGRAM:

Number of beds: 28 (revised)
Location: 650 S. Bascom. San Jose, CA
Provider: Momentum for Mental Health
Unallocated Fund from RFP in 2020

PROPOSED BUDGET FOR CONSIDERATION: 
Total Amount Estimated for services: $3,090,013 

MHSA Direct/Unsponsored Services: $2,009,391 
Medi-Cal FFP: $1,080,622  
Facility Rent: $434,616/year ($36,218/mo x 12) 

1.  CONDUCT BREAKOUT
SESSIONS 
(FACILITATED BY THE 
MHSA TEAM) 20
MINUTES

2. SHARE DISCUSSION
WITH THE MAIN GROUP 

15 MINUTES

Breakout Session on Findings from 8/2 
AOA MHSA Findings and Considerations Meeting

31

Thoughts on findings? 

What are the needs most important to the group 
of people you represent?

What do you see happening in your community 
because of these needs? (what problems are 
occurring?)

Where are the opportunities to address service 
gaps?

Other Considerations?

1. CONDUCT BREAKOUT SESSIONS (FACILITATED BY THE MHSA TEAM) 30 MINUTES

2. SHARE
DISCUSSION
WITH THE
MAIN GROUP

20 MINUTES

32
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Next Step:
The A/OA Team to

1. To review the
feedback/input provided
by stakeholders

2. Provide updated plans
as needed in August 
2021 for the 2nd round
of planning meetings
that will take place after 
August 16, 2021

August 16,  2021 
Summary of 

Considerations

August 11,  2021
System Findings 

and Priorities 
Presentation
& Breakout 
Discussions 
3-Hr Session

33

Access/Unplanned Services, Workforce 
Education and Training (WET) and Capital 
Facilities and Technological Needs (CFTN)

Please Join Us for our Next Set of 
Planning Meetings

August 9, 2021 (8:00am 10:00am): 
A meeting focused on MHSA 

Budget/Finance

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

34

https://www.surveymonkey.com/r/Aug5_SLC_Feedback

Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services  Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

System Findings and Priorit ies:  
P l a n n i n g  S e s s i o n  # 1  fo r

A c c e s s / U n p l a n n e d  S e r v i c e s ,  Wo r k f o rc e  E d u c a t i o n  a n d  Tr a i n i n g  ( W E T ) ,  
a n d  C a p i t a l  Fa c i l i t i e s  a n d  Te c h n o l o g i ca l  N e e d s  ( C F T N )

We d n e s d ay,  A u g u s t  1 1 ,  2 0 2 1 ,  1 0  AM  1 P M  
Zo o m  V i r t u a l  M e e t i n g

2

A u g u s t  1 1 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  1 0  A M  1  P M Time

1. Overview (Jeanne Moral)
a. Welcome / SLC Introductions (Jeanne Moral)
b. (Jeanne)
c. Review of MHSA core principles (Evelyn Tirumalai)

20 minutes

2. Findings and Priorities
a. Access and Unplanned Services (Bruce Copley)
b. Workforce, Education, and Training (WET) - Findings and Priorities

(Jeannette Ferris)
c. Capital Facilities and Technological Needs (CFTN) - Findings and Priorities

(Margaret Obilor and Brian Wagner)

70 minutes

3. Additional Q/A Session (All) 20 minutes

4. Stretch Break (All) 10 minutes

4. Discussion (All)
a. Conduct Breakout Sessions (Facilitated by the MHSA Team) 30 minutes
b. Share Discussion with the Main Group 20 minutes

50 minutes

5. Next Steps 10 minutes

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information with 

MHSA SLC and 
the Public

Conducted 
Meetings 

February April 
2021

Presented 
Utilization By 

Program Area*

CYF, Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY 2022 MHSA Plan

May 19, 2021 Public  
Hearing with the 

Behavioral Health 
Board

June 8, 2021 
Approved by the 
County Board of 

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

July Early 
August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 
Stakeholder 

Input 

3

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023

AVAILABLE MHSA DATA AND OUTCOMES

The latest FY2022 Annual Update includes detailed data 
and outcomes for FY2020 by MHSA program and 

component: 
https://bhsd.sccgov.org/sites/g/files/exjcpb711/files/d
ocuments/MHSA-SCC_Ann_Plan-Update_FY21-22---.pdf

Links to the previous presentations (from February 2021 
to year-to-date 2021) and data presented by BHSD 
programs teams: https://bhsd.sccgov.org/about-
us/mental-health-services-act

4
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November 2, 2004 General Election:
"Should a 1% tax on taxable personal income 
above $1 million to fund expanded health services 
for mentally ill children, adults, seniors be established?"

(53.8%)
Became effective as a California state law, 

The MHSA Provides:
Funding, personnel, and other resources
Best practices and innovative approaches
Prevention, early intervention, treatment

and recovery
Community partnerships and stakeholder

engagement

MHSA 101: CORE PRINCIPLES

5

Client/Family 
Driven

Cultural 
Competence

Community 
Collaboration

Service 
Integration

Focus is on 
recovery, 

wellness, and 
resiliency

Core Principles

California Code of Regulations § 3320

MHSA 101: PRIORITY 
POPULATIONS

Underserved: A client diagnosed with a serious mental illness and/or 
serious emotional disturbance and are receiving some services but are 
not provided with the necessary or appropriate opportunities to support 
their recovery, wellness and/or resilience.

Includes clients who are so poorly served that they are at risk 
for homelessness, institutionalization, incarceration, out of 
home placement or other serious consequences.
Includes members of ethnic/racial, cultural and linguistic 
populations.

Unserved: Those individuals who may have serious mental illness and/or 
serious emotional disturbance and are not receiving mental health 
services. Individuals who may have had only emergency or crisis-
oriented contact with the county are also considered unserved.

6

7

5.7%

0.6%

10.0%

28.0%

24.2%

0.1%

5.2%

26.3%

0.0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

African American American Indian Asian/PI Latino White Mixed Race Other Race Unknown

Race/Ethnicity of MHSA Consumers, FY2020

MHSA PLEDGES 
A COMMITMENT 
TO INCLUSION

partnership with constituents and 
stakeholders throughout the process 
that includes meaningful stakeholder 
involvement on mental health policy, 
program planning, and implementation, 
monitoring, quality improvement, 

Mental Health Services Act (Revised 
January 27, 2020) 8
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MHSA COMPONENT 
REQUIREMENTS
CSS: Community Services & Supports
Outreach and direct services for children, TAY, adults and older adults 
with SED/SMI
PEI: Prevention & Early Intervention
Prevention services to prevent the development of mental health 
problems
Early intervention services to screen and intervene with early signs of 
mental health issues
CFTN: Capital Facilities & Technological Needs
Infrastructure to implement an electronic health record and support 
facilities where MHSA funded services will operate
WET: Workforce Education & Training
Support to build, retain, and train a competent public mental health 
workforce
INN: Innovation
Funding to test new approaches that may improve access, 
collaboration, and/or service outcomes for un-, under-, and 
inappropriately-served populations
*Counties received 10-year allocations for WET and CFTN activities

9
10

Meeting 
Agreement

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

Access and Unplanned Services

11

Access and Unplanned Services

Program FY22 Info (Current 
CBO/County-operated Info Considerations for FY23 Findings

The Q Corner: 
LGBTQ Access & Linkage 
LGBTQ Wellness Center

LGBTQ A&L: 
$200,000 
2 FTE Peer 
Support Workers

$500,000 Training & PM

LGBTQ WC:
$300,000 
2 FTE (see FY23 recs)

Convert 300K
Object II to Object I in order to 
add 
- 1 FTE Community Outreach 
Worker (current EH MSW) 
- 1 FTE Management Analyst 
(current EH)

Work with AOA/CYF on LGBTQ+ 
specialized Cl. Services (DTBH 
pilot?)

Increase outreach to the community 
and network with the LGBTQ+ 
community. The MA would provide 
support to the PM III in coordinating 
meetings/trainings and providing 
logistical support in meeting report 
requests from BOS and the community 
and be available to assist the 
PERT/IHOT operations.
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Access and Unplanned Services

Program FY22 Info (Current 
CBO/County-operated Info Considerations for FY23 Findings

MHSA Innovation (INN) 
Project: Psychiatric 

Emergency Response 
Team (PERT) Project

Current staff is 3 FTE as of 
7/26.
This staffing level would not 
yield sufficient data or 
expend the funds in time. 
3 potential new clinical hires. 
HSR: 1 potential hire.

Recommend filling 3 additional 

Recommend extend the 
program for an additional 12 
months through June 30, 2023, 
to allow the program to fully 
utilize the funds/gather enough 
data for analysis. 

Augmentation partially fulfills 

the paperwork that currently falls to 
the PSW/MFT staff.

Access and Unplanned Services

Program FY22 Info (Current 
CBO/County-operated Info Considerations for FY23 Findings

In-Home Outreach Teams 
(IHOT)

Caseload for all programs is 40.  
Currently Bill Wilson is 
underspent by 25% of MFO and 
Starlight by 10%.

Maintain both contracts at current 
MFO. Reallocate $100K of cost-
based invoicing from Bill Wilson to 
case management activities to 
align both providers in terms of 
expected service production. Work 
with Bill Wilson during the first 
quarter on improving data 
submissions. Explore updating the 
current IHOT referral process with 
AOA Division.

increase slots to serve more clients and 
provide additional resource for case 
management activities.

Access and Unplanned Services

Program FY22 Info (Current 
CBO/County-operated Info Considerations for FY23 Findings

Suicide Prevention (SP) Continue with current 
activities.

Replace 1 FTE Program 
Prevention Analyst II/I with 
Program Manager I to provide 
day-to-day oversight over the 
program operation and 
evaluation. 

Adjustments in staffing would support 

scope.

Suicide and Crisis Services 
(SACS)

Maintain current staffing for 
coverage

No change in current funding or 
staff levels

Maintain Workforce Education and Training (WET)

16
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Purpose:

-trained workforce and increase the Mental
Health workforce. WET works to carry forth the MHSA vision in creating a transformed, culturally sensitive system that 
promotes wellness, recovery, and resilience across the lifespan of infants, children, adolescents, transition age youth, 
adults, and older adults through its training and career pathway services. 

Program Components - Education & Training
WET provides education and training that supports the development and maintenance of a trained workforce 
that is knowledgeable and competent in evidence-based and promising practices that are consistent with 
MHSA General Standards.  
WET provides education and training that focuses on developing and maintaining a workforce that provides 

our unserved and underserved populations. 
WET provides training that supports and welcomes Consumers and Family Members into the behavioral health 
workforce.
WET collaborates with key system partners to develop and share training and education programs so that 
consumers and family members receive more effective integrated services.

Program Component - Mental Health Career Pathways
WET addresses the shortage of mental health practitioners in the public mental health system through a 
framework that engages and supports individuals through pipeline development, undergraduate scholarships, 
and clinical education stipends.

MHSA 101: WORKFORCE EDUCATION & TRAINING (WET) REQUIREMENTS

17

o
Committee (SLC) and the County Board of Supervisors (BOS) to address workforce 
shortages and to develop and maintain a well-trained workforce with an annual budget of 
$4.7 million.

o When WET Funds were exhausted in 2016, SLC & BOS supported to maintain the WET 
program and agreed to transfer CSS funds on an ongoing basis to continue WET efforts. 

o With the goal to minimize overspending and create efficiencies, the WET program 
continues to work on improving its efficiency and has steadily made reductions over the 
years. Initially, the WET annual budget was $4.7 million, in FY 18 it was $3.7 million and for
FY23 the annual budget is $3.1 million. 

o The WET Program continues to provide quality trainings to its workforce and provides
scholarships and stipends to students and peers. 

WORKFORCE EDUCATION AND TRAINING (WET) BUDGET BACKGROUND

18

Hiring Training Manager & 5150 support staff

Develop an effective model and procedures to provide hybrid trainings (in-person & 

virtually) 

Begin contracting process for getting dedicated trainers for Cultural Humility, Motivational 

Interviewing and 5150 training

Transdisciplinary Early Childhood Mental Health Training Academy September 2021 BH 

will be partnering with DFCS, Public Health, Office of Education & First5 to address 

shortage of certified clinicians to be able to work with 0-5 population

Coordinating the implementation of Co-occurring Trainings for staff to become Informed 

Implement Annual Training Plan

CURRENT TRAINING ACTIVITIES FOR FY 2022 : JULY 1, 2021 JUNE 30, 2022

19

Recruit for three (3) Peer Interns and identify additional learning opportunities for peer integration into the 

workforce

Research and present the role of peer support specialist interns for Contract providers

22/23 in both MH & SUTS

Increase Clinical Affiliation contracts to include new educational institutions i.e., CSU Eastbay & Institutions 

supporting Psychology interns

Further develop our pipeline strategy by reaching out to local high schools and community colleges that 

reflect under-represented populations and providing developmentally appropriate education of mental 

health needs, self-care, and de-stigmatization of mental health challenges. Desired outcomes of this 

strategy are to identify students as potential scholarship and stipend candidates.

Scholarships for BSW Student  at SJSU

Stipends for Contract Provider Graduate Student and Peer Interns

CURRENT INTERN & CAREER PATHWAYS ACTIVITIES FY 2022

20
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WORKFORCE EDUCATION & TRAINING 
(WET) RECOMMENDATION HIGHLIGHTS 
FOR FY23 MHSA ANNUAL UPDATE
Consolidation of WET workplans 1 to 7 to simplify, improve efficiency & program planning.
Develop and finalize an effective model and procedures to provide hybrid trainings (in-
person & virtually) 
Update technological capabilities to support in-person & virtual training
Update the scope of the Training Manager position (Mental Health Program Specialist II)
Coordinating the implementation of Co-occurring Trainings for staff to become Informed, 
Capable or Enhanced
Expand 5150, CIT and de-escalation trainings & upgrade 5150 training registration system 
Revamp Intern Program to address workforce shortage.
Collaboration with Greater Bay Area WET Regional Partnership to receive State WET funds

21

Greater Bay Area (GBA) Region Alameda, Contra Costa, Marin, 
Monterey, Napa, San Francisco, San Mateo, San Benito, Santa Clara, 
Solano, Santa Cruz, Sonoma & the City of Berkeley selected two 
Categories to address workforce shortages:

Loan Repayment - Eligible individuals include PMHS professionals that 
the local jurisdiction identifies as high priority in their region

Clinical Master and Doctoral Graduate Education Stipend - Eligible 
students will receive funding for post-graduate clinical master and 
doctoral education work performed in a local PMHS agency

FY 23 - OSHPD WET GRANT 

22

GBA REGION WET 
FUNDING 
REQUIRED COUNTY 
LOCAL MATCH

23

County

County as 
share of 
Regional 
Partnership 
(adds to 100% 
for each 
Region)

Local Match 
Collected by 
County

OSHPD MATCH 
County Share

CalMHSA Admin Fee 
County Share 

Alameda 18.677% $491,715 $1,490,045 $297,264.00
City of Berkeley 1.525% $40,157 $121,689 $24,277.00
Contra Costa 12.145% $319,746 $968,928 $193,301.08
Marin 3.013% $79,335 $240,408 $47,961.46
Monterey 5.820% $153,224 $464,317 $92,631.18
Napa 1.628% $42,869 $129,907 $25,916.47
San Benito 0.945% $24,887 $75,414 $15,045.13
San Francisco 10.040% $264,339 $801,026 $159,804.76
San Mateo 8.807% $231,873 $702,644 $140,177.55
Santa Clara 23.150% $609,477 $1,846,899 $368,456.31
Santa Cruz 3.593% $94,601 $286,668 $57,190.37
Solano 4.904% $129,123 $391,282 $78,060.68
Sonoma 5.752% $151,429 $458,876 $91,545.86
TOTAL:  100.000% $2,183,269 $6,615,968 $1,319,886

FY23 RECOMMENDATIONS
Program FY22 Considerations for FY23 Findings

W1: Workforce Education and 
Training Coordination

Administrative Staff:
1.0 FTE  - SR MHPS
2.0 FTE - OS III
1.0 FTE - AMA 

Maintain staffing level to support all 
the WET components

Infrastructure needed to 
implement programs 

W2: Promising Based Practices 
Training 

0.5 FTE MHPS II Convert Training Manager (MHPS 
II) from 0.5 FTE in W2 and 0.5 FTE
in W3 to 1.0 FTE in W2 
Consolidate all training workplans: 
W2, W3, W4 & W5
Consolidate training funds from 
W3, W4 & W5 to W2

Training Manager will be 
responsible for the training 
components in W2, W3, 
W4 & W5. 
Consolidation of WET 
Plans will help maximize 
resources and improve the 
teams understanding of all 
WET program 
requirements  

W3: Cultural Humility Training 0.5 FTE MHPS II Move 0.5 MHPS II from W3 to W2
Move W3 related programming to 
W2

Maximize resources 

W = WET work plan
MHPS = Mental Health Program Specialist
OS = Office Specialist
AMA = Associate Management Analyst

WORKFORCE, EDUCATION, AND TRAINING (WET)
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FY23 RECOMMENDATIONS
Program FY22 Considerations for FY23 Findings

W3: Cultural Humility Training 0.5 FTE MHPS II Move 0.5 MHPS II from W3 to W2

Move W3 related programming to 
W2

Maximize resources 

W4: Welcoming Training 1.0 FTE AT/SDS
Extra Help Peer Interns

0.5 FTE  MHPSW
0.5 FTE  MHPSW
0.5 FTE  MHPSW

Move AT/SDS to W2

Move Peer Interns to W6/7

Move program funds to W2 

Moving  AT/SDS to W2 
supports training efforts
EH Peer Interns are part of 
W6/7
Maximize resources

W5: Collaboration with Key System 
Partners 

$25,000 Training funds Consolidate with W2 training funds Maximize resources 

W = WET work plan
MHPS = Mental Health Program Specialist
AT/SDS = Associate Training and Staff Development Specialist
MHSPW = Mental Health Peer Support Worker
EH = Extra Help

WORKFORCE, EDUCATION, AND TRAINING (WET)
FY23 RECOMMENDATIONSProgram FY22 Considerations for FY23 Findings

W6: Career Pathway & 
Development

Administrative Staff:
1.0 FTE MHPS II
1.0 FTE AMA

Move 1.0 FTE AMA from CSS, 
Learning Partnership to W6

Consolidate W6 and W7 

This position supports 
Student Intern Program.

Consolidation of W6 & W7 
will maximize resources

W7: Stipends & Incentives to 
Support MH Career 

Stipends for 
Student/Peer Interns 
with Contract Providers

Stipends for County 
Peer Interns

SJSU Scholarship

Move three 0.5 FTE EH MHPSW 
from W4 to W 6/7

Student Intern program will return 
for County 

Stipends for both County and 
Contract Provider Student/Peer 
Interns

SJSU Scholarship

Reflects the three (3) Extra-
Help Mental Health Peer 
Support reporting to Intern 
Manager and that are part 
of the Peer Intern Program

Stipends helps address 
workforce shortages

W = WET work plan
MHPS = Mental Health Program Specialist
AMA = Associate Management Analyst
EH = Extra Help

WORKFORCE, EDUCATION, AND TRAINING (WET)

Capital Facilities & Technological Needs (CFTN)

27

CAPITAL FACILITIES & TECHNOLOGY NEEDS (CFTN) PRIORITIES

28

Adult Residential Facilities (ARF) 
CF Project 650 S. Bascom Ave 

Site
Renovation Costs and Equipment 
Purchase Estimated at $1.5 Million 

EHR Project
Support CBOs in EHR implementation 
for FY2023
Assess EHR TSS ongoing annual costs
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29

Additional 
Questions Brea

Stretch Break 
10 minutes

1.  CONDUCT BREAKOUT
SESSIONS 
(FACILITATED BY THE 
MHSA TEAM) 20
MINUTES

2. SHARE DISCUSSION
WITH THE MAIN GROUP 

10-15 MINUTES

Breakout Session

32

Thoughts on findings? 

What are the needs most important to 
the group of people you represent?

What do you see happening in your 
community because of these needs? 
(what problems are occurring?)

Where are the opportunities to address 
service gaps?

Other Considerations?

1. CONDUCT BREAKOUT SESSIONS (FACILITATED BY THE MHSA TEAM) 30 MINUTES
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2. SHARE
DISCUSSION
WITH THE
MAIN GROUP

20 MINUTES

33 34

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover initial 
recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2, 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be in 
two parts for each area and provide Q&A
CYF: 8/20, 8/23
AOA: 8/26, 8/30
Unplanned/Access/WET/CFTN: 9/2, 9/7
Hold Finance Meeting: TBD
Hold Housing Meeting: TBD
Summary Informational Session: 9/10

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

35

https://www.surveymonkey.com/r/Aug11_SLC_Feedback Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

Overv iew of  FY2023 Programmatic  Considerations

M ond ay,  Au gu st  1 6th,  2 02 1,  9A M 1 1A M 
Zoom Vi rt u al  M eet in g

2

A u g u s t  1 6 ,  2 0 2 1 M H S A  M E E T I N G  A G E N D A  9 : 0 0  A M  1 1 : 0 0  A M Time
1. Intro (Sherri Terrao) 9:00 AM

2. Overview of Community Program Planning Process (Jeanne Moral)
Common Themes from Breakout Sessions & After Meeting Surveys (Evelyn Tirumalai)

9:10 AM

3. High Level Overview of Program Considerations for FY 2023
Adult and Older Adult (Margaret Obilor)
Children, Youth and Families (Zelia Faria Costa)
Access/Unplanned Services (Bruce Copley)
Workforce Education & Training (WET) (Jeannette Ferris)
Capital Facilities and Technological Needs (CFTN) (Brian Wagner,  Jeanne Moral) 

9:20 AM

4. MHSA Budget Summary and Proposed FY2023 Fiscal Impact by MHSA Component (Tina Cordero) 10:00 AM

5. FY2022 Mid-Year Adjustment Considerations (Sherri Terao) 10:10 AM

6. Q&A 10:20 AM

7. Wrap Up/Survey/Adjourn 11:00 AM

3

Meeting 
Agreement

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information with 

MHSA SLC and 
the Public

Conducted 
Meetings 

February April 
2021

Presented Program 
Utilization By Area*

CYF, Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY 2022 MHSA Plan

May 19, 2021 Public 
Hearing with the 

Behavioral Health 
Board

June 8, 2021 
Approved by the 
County Board of 

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

July Early 
August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 
Stakeholder 

Input 

4

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023
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5

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover initial 
recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2, 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be in 
two parts for each area and provide Q&A
CYF: 8/20, 8/23
AOA: 8/26, 8/30
Housing Overview Meeting: 8/27
Unplanned/Access/WET/CFTN: 9/2, 9/7
Hold Finance Meeting: TBD
Summary Informational Session: 9/10

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral 
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

COMMON THEMES ON PUBLIC INPUT AND FEEDBACK

COMMON THEMES ON PUBLIC INPUT AND FEEDBACK

7

Respond to 
Children going 
back to school 

Improve Access to 
Outpatient 

Services 

Prioritize Data and 
Analytics

Engage Justice 
Involved 

Individuals in 
Services

Offer Specialized 
Trainings for 

Providers

AOT 
Implementation 

Concerns

Improve Outreach 
and Engagement 

Create an Effective 
Peer Workforce

Focus on Housing

FY 2023 CRITICAL AREAS TO ADDRESS: PRIORITY PROGRAM IMPROVEMENTS

8

Families and Children 

Respond adequately to children 
going back to school 

Improve Access to Outpatient 
Services 

Adult/Older Adults 

Engage Justice Involved 
Individuals in Services

Focus on Outreach and 
Engagement Solutions

Focus on Housing
Expand Capacity for Outpatient 

Services 

Adult Residential Treatment 
expansion

Define OTA Implementation

Access/Unplanned Services, 
WET, CFTN

Offer Specialized Trainings for 
Providers

Strengthen Suicide Prevention  
outreach to Older Adults, 

Diverse Communities
Create an Effective Peer 

Workforce
Focus on Workforce 

Recruitment and Retention

Prioritize Data and Analytics
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NOTE ON FISCAL 
IMPACT AS A 
RESULT OF 
CONSIDERATIONS

In general, the fiscal impact of these considerations 
reflects the reallocation and reappropriation within 
existing programs and services by:  

Adjusting oversized unsponsored budgets 
Restructuring dosage services mix 
Reappropriation of underutilized flex funding 

In order to fund direct services or increase outpatient 
slots. 

9

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: ADULT AND OLDER ADULT

CONSIDERATIONS TO ADULT AND OLDER ADULT SYSTEM OF CARE PROGRAMMING

11

Community Services and Supports (CSS) Full Service Partnerships  (FSP)

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

Assertive Community Treatment 
(ACT - FSP)

Modify Trends across programs are under utilizing dosage, direct and indirect cost (housing and 
flex funding) resources. Adjust resources to the lower levels of care to maximize 
capacity in outpatient and WARMS programming. Adjustment does not reduce capacity 
or impact services for FSP services.

Direct cost ($1,276,344)
Indirect cost ($1,800,000)

Intensive Full Service Partnership (IFSP) Modify Trends across programs are under utilizing dosage, direct and indirect cost (housing and 
flex funding) resources. Adjust resources to the lower levels of care to maximize 
capacity in outpatient and WARMS programming. Adjustment does not reduce capacity 
or impact services for FSP services.

Direct cost ($2,356,803.72)
Indirect cost ($3,800,000.00)

Full Service Partnership (FSP) Modify Adjusting unspent unsponsored dollars that have been left underutilized since 
FY18. Adjustment does not reduce capacity or impact services for AOA Outpatient 
services. Managing at capacity and budget. Need to adjust for Outpatient clients to 
enter this level of care. Program standardization due to level of care utilization.

Combined A/OA Direct Cost 
($882,165.25)
Combined A/OA Indirect Cost 
($291,322.00)

CONSIDERATIONS TO ADULT AND OLDER ADULT SYSTEM OF CARE PROGRAMMING

12

Community Services and Supports (CSS) Full Service Partnerships (FSP)

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

Criminal Justice Services:
FSP

Modify Trends across programs are under utilizing dosage, direct and indirect cost (housing and 
flex funding) resources. Adjust resources to the lower levels of care to maximize 
capacity. Adjustment does not reduce capacity or impact services for FSP services.

($258,000)
($330,000)

Forensic Assertive Community Treatment  
(FACT)

Modify Trends across programs are under utilizing dosage, direct and indirect cost (housing and 
flex funding) resources. Adjust resources to the lower levels of care to maximize 
capacity. ($330,000)

CSS FSP TOTAL ($ 11,324,634.97)*

* The fiscal impact of these considerations reflects the reallocation and reappropriation within existing programs and services in order to fund direct services or increase outpatient
slots.
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CONSIDERATIONS TO ADULT AND OLDER ADULT SYSTEM OF CARE PROGRAMMING

13

Community Services and Supports (CSS) General System Development (GSD) Expansion

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

CWS Outpatient Services:
Outpatient

Modify Based on capacity data trend this level of care is over capacity (104%) and requires 
an adjustment  in slots based on expected volume. Reallocated from ACT & IFSP 
adjustment. Adjust system capacity by adding 700 slots.

$4,629,725.00

Older Adult Modify Based on capacity data trend this level of care is over capacity (101%) and requires 
an adjustment in slots based on expected volume. Reallocated from ACT & IFSP 
adjustment. Adjust system capacity by adding 200 slots.

$ 637,567.02

Wellness and Recovery Medication 
Services (WARMS)

Modify Based on capacity data trend this level of care is over capacity (113%) and requires 
an adjustment  in slots based on expected volume. Adjust slots in this lower level of 
care as a step down from Outpatient. Maximize resources from ACT & IFSP 
adjustment. Adjust system capacity by adding 400 slots.

$ 878,411.61

Specialized Outpatient: 
Hard of Hearing

Modify Currently over capacity by 16:Adjust current funding to add 20 slots to bring new 
capacity to 41

$  71,202.04

Ethnic Outpatient Modify Based on capacity data trend this level of care is over capacity (109%) and requires 
an adjustment in slots. Maximize resources from ACT & IFSP adjustment. &
Reduction in dosage and service mix to add capacity. Adjust system  capacity by 
adding 17 slots.

$ 84,212.85

CONSIDERATIONS TO ADULT AND OLDER ADULT SYSTEM OF CARE PROGRAMMING

14

Community Services and Supports (CSS) General System Development (GSD)

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

County Clinical Services Outpatient
CalWORKS Modify Based on capacity data trend this level of care is under capacity and an adjustment 

in slots maybe needed. 
($  98,640.93)

Wellness Centers & Programs
Individualized Supported Services 
(IPS) Employment 

INN CSS Consider adjusting budget & transitioning from INN to CSS in mid FY23.  INN 
Project funding sunsets January 2023. Another $600,000 needed to complete the 
year.  Estimated costs ongoing $1M annually. 

$ 600,000 to complete FY2023.

Crisis and Hospital Diversion 
Initiative
Adult Residential Treatment 

Modify -
expansion

Expansion of existing service by 28 Beds to augment capacity
Previous RFP yielded 45 out of 60 beds due to only proposal received, renovating 
this building will add 28 new beds = $3,090,013 

disease, skilled nursing and State hospital 
Site Location: 650 S. Bascom Ave. San Jose

$2,009,391
$1,080,622  Medi-Cal FFP

CONSIDERATIONS TO ADULT AND OLDER ADULT SYSTEM OF CARE PROGRAMMING

15

Community Services and Supports (CSS) General System Development (GSD)

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

Criminal Justice Services (CJS):
Aftercare

Modify Adjustment Aftercare (U-1314) Contracted Annual Clients Served from 92 to 20.  
o Over the past two years, the CJS Aftercare Program has not met 

their contracted annual clients served, averaging 20 clients served 
each FY. 

o This adjustment will result in reallocation of $258,000 MHSA (Total 
Direct Services).  

($258,000 )

CJS: Intensive Outpatient (IOP) Modify Adjustment of  the annual clients served adding 11 slots cost of $20,900 per slot. 
Aftercare fund reallocation will cover this cost.  

$  229,900

CJS: Transitional Housing Units 
(THU)

Modify Adjustment to capacity by 20 slots due to a 20-slot adjustment in previous RFP. 
Reallocated from FACT & CJS-FSP adjustments at $18,202.84 per slot.   

$364,056.80

CSS GSD TOTAL $9,147,825.39

CONSIDERATIONS TO ADULT AND OLDER ADULT SYSTEM OF CARE PROGRAMMING

16

Prevention and Early Intervention (PEI)

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

Office of Consumer Affairs Modify Adjust by transferring  1 FTE monolingual code to language code from Office of 
Family Affairs (OFA) to Office of Consumer Affairs (OCA)
Maximize resources  to the self-help center with most beneficiaries.
Merge two 0.5 FTE to 1 FTE to maximize services delivery and staff retention.

$103,803

Office of Family Affairs Modify Adjust by transferring 1 FTE monolingual code to language code from Office of 
Family Affairs (OFA) to Office of Consumer Affairs (OCA) - maximize services by 
redirecting resources to the most needed areas.
Adjust by changing 1 monolingual FTE to a language code - maximize services to 
the monolingual population. 

($101,763)

$ 2,040 (Language)

Cultural Communities Wellness 
Program (CCWP)

Modify Adjust by transferring  1 FTE to a different ethic team - maximize services by redirecting 
resources to the underserved population (VASC). Maximize services delivery and staff 
retention.
Adjust by merging two 0.5 FTE to 1 FTE

Net zero impact

PEI TOTAL $ 4,080
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CROSSWALK SUMMARY OF CONSIDERATIONS FOR FY 2023: IMPACT ON CLIENT/CONSUMER CARE 

17

From this level of care To this level of care

ACT Direct cost ($1,276,344.00)
ACT Indirect cost ($1,800,000.00)
IFSP Direct cost ($2,356,803.72)
IFSP Indirect cost ($3,800,000.00)

Increase FSP by N=45
Increase Adult Outpatient by N=700
Increase Older Adult Outpatient by N=200
Increase WARMS by N=400 
Increase Ethnic Outpatient by N=17
Increase Hard of Hearing Outpatient by N=20 

Forensic Assertive Community Treatment  (FACT)
Direct Cost ($258,000)
Indirect Cost ($330,000)

Increase CJS: Transitional Housing Units (THU) by N=20

Criminal Justice Services (CJS):
Aftercare ($258,000)

Increase CJS: Intensive Outpatient (IOP) by N=11

*this is a transition of the amount from one level of care to another level of care.

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: CHILDREN, YOUTH & FAMILIES

CONSIDERATIONS TO CHILDREN, YOUTH & FAMILIES SYSTEM OF CARE PROGRAMMING

19

Community Services and Supports (CSS)

Program Name Status Consideration Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

F&C Outpatient Modify Reallocating capacity from under utilized programs within this level of care to where there 
is need. Maintains service capacity.
Reallocation from F&C Outpatient to TAY OP in the amount of $19,897 on a one-time 
basis for the FY23 Annual Update to increase capacity by 41 slots. Adjustment does not 
reduce capacity or impact services for F&C Outpatient services.
Adjusting unspent unsponsored dollars that have been left underutilized since 
FY18. Adjustment does not reduce capacity or impact services for F&C Outpatient 
services.

($946,925)

F&C Intensive Outpatient Modify Reallocating capacity from under utilized programs within this level of care to where there 
is need. Maintains service capacity.
Adjusting unspent unsponsored dollars that have been left underutilized since 
FY18. Adjustment does not reduce capacity or impact services for F&C Intensive 
Outpatient services.

($52,828)

F&C Ethnic Outpatient Modify Adjusting unspent unsponsored dollars that have been left underutilized since 
FY18. Adjustment does not reduce capacity or impact services for F&C Ethnic Outpatient 
services.

($60,494)

F&C Integrated Outpatient Modify Adjusting unspent unsponsored dollars that have been left underutilized since 
FY18. Adjustment does not reduce capacity or impact services for F&C Ethnic Outpatient 
services.

($187,128)

TAY Outpatient Modify Reallocation from F&C Outpatient to TAY OP in the amount of $19,897 on a one-time 
basis for the FY23 Annual Update to increase capacity by 41 slots.

$19,897

TAY LGBTQ/ILP/IST Modify Adjusting unspent unsponsored dollars that have been left underutilized since 
FY18. Adjustment does not reduce capacity or impact services for TAY LGBTQ services

($29,400)

CONSIDERATIONS TO CHILDREN, YOUTH & FAMILIES SYSTEM OF CARE PROGRAMMING

20

Community Services and Supports -

Program Name Status Consideration Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

Child/TAY Full Service 
Partnership

Modify Adjusting unspent indirect/cost-based dollars that have been left underutilized 
since FY18. Adjustment does not reduce capacity or impact services for child/TAY FSP 
services.

($24,523)

Youth/TAY Intensive Full Service 
Partnership

Modify Reallocation from Youth/TAY IFSP to School Based Services Strengthening Families  in 
the amount of $253,308 on a one-time basis for the FY23 to increase services in schools.
Adjusting unspent indirect/cost based dollars that have been left underutilized since 
inception. Adjustment does not reduce capacity or impact services for Youth/TAY IFSP 
services.
Reallocating from Youth/TAY IFSP to School Based Services SLS School Coordinator 
$700,000. Adjustment does not reduce capacity or impact services for Youth/TAY IFSP 
services.
Reallocation for a Senior Mental Health Program Specialist in the School Linked Services 
Division to support growth of program in the amount of $219,976. Adjustment does not 
reduce capacity or impact services for Youth/TAY IFSP services

($1,272,795)

$700,000 to PEI

$219,976 to PEI

CSS TOTAL ($ 3,474,172)

646



CONSIDERATIONS TO CHILDREN, YOUTH & FAMILIES SYSTEM OF CARE PROGRAMMING

21

Prevention and Early Intervention (PEI) 

Program Name Status Consideration Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

Family Engagement (F&C SLS
School Coordinator)

Modify Adjusting program, non-personnel budget line items that have not been utilized pre and 

the school districts. Re-appropriating $88,000 to Strengthening Families.
Maintain expansion of school district distribution of SLS coordinators to cover majority of 
County of Santa Clara School Districts with need of this service (on-going).
Reallocation for a Senior Mental Health Program Specialist in the School Linked Services 
Division to support growth of program in the amount of $219,976. Adjustment does not 
reduce capacity or impact services for Youth/TAY IFSP services

($88,000)

$700,000

$219,976

Strengthening Families Modify Adjusting program by increasing budget and capacity and re-appropriating budget from:
SLS Family Engagement ($88,000)

IFSP ($253,308)
to expand Strengthening Families program to new school districts such as CUHSD, SESD, 
FUHUSD. Strengthening Families program aligns with the MTSS* framework to provide Tiers 
1 and 2 (prevention and early intervention supports and services) that can be universally
accessible to all students.

$88,000

$253,308

PEI TOTAL $ 1,173,284

Multi-Tiered System of Supports (MTSS) is a framework that helps educators provide academic and behavioral strategies for students with various needs.

CROSSWALK SUMMARY OF CONSIDERATIONS FOR FY 2023
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From Level of Care To Level of Care FY 2023
Fiscal Implication*

F&C Outpatient TAY Outpatient $ 19,897 

Child FSP TAY FSP $ 32,539

Youth/TAY IFSP School Based Strengthening Families $253,308

Family Engagement
(F&C SLS School Coordinator)

SLS Coordinators supports for 
schools 

$700,000 

Family Engagement School Based Strengthening Families $ 88,000

*this is a transition of the amount from one level of care to another level of care.

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: ACCESS & UNPLANNED SERVICES

FY 2023 CONSIDERATIONS: ACCESS & UNPLANNED SERVICES

24

Community Services and Supports (CSS)

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

In-Home Outreach Teams (IHOT) Maintain Maintain both contracts at current MFO. Reallocate $100K of cost-based invoicing 
from Bill Wilson to case management activities to align both providers in terms of 
expected service production. Work with Bill Wilson during the first quarter on 
improving data submissions. Explore updating the current IHOT referral process with 
AOA Division.

Zero net impact as a result of 
reappropriation of existing 
approved allocation

Prevention and Early Intervention (PEI)

LGBTQ Access & Linkage LGBTQ 
Wellness Center

Maintain Convert $300K Object II to Object I in order to add 
- 1 FTE Community Outreach Worker (current EH MSW) 
- 1 FTE Management Analyst (current EH)

Work with AOA/CYF on LGBTQ+ specialized Cl. Services (DTBH pilot?)

Zero net impact, 
reappropriation of existing 
approved allocation

Suicide Prevention Maintain Replace 1 FTE Program Prevention Analyst II/I with Program Manager I to provide 
day-to-day oversight over the program operation and evaluation. 
A portion of object 2 In the amount of $3561 is being redirected to fund this 
portion, object 1. Recommend to start FY2022 (Mid-Year). 

Zero net impact, reallocation of 
existing approved funds
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FY 2023 CONSIDERATIONS: ACCESS & UNPLANNED SERVICES
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Innovation (INN)

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

Psychiatric Emergency Response 
Team (PERT) Project

Maintain -cost 
extension the program for an additional 12 months through June 30, 2023, to allow 
the program to fully utilize MHSOAC-approved INN funds/gather enough data for 
analysis. Program would sunset at end of June 30, 2022 and unspent funds would 
otherwise be sent back to the State. 

None

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: WORKFORCE EDUCATION & TRAINING (WET)

FY 2023 CONSIDERATIONS: WORKFORCE EDUCATION AND TRAINING

27

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

Workplan 2: Promising Based 
Practices Training 

Modify Convert Training Manager (MHPS II) from 0.5 FTE in W2 and 0.5 FTE in W3 to 1.0 
FTE in W2 
Consolidate all training workplans: W2, W3, W4 & W5
Consolidate training funds from W3, W4 & W5 to W2

No fiscal impact 

W3: Cultural Humility Training Merge to W2 Move 0.5 MHPS II from W3 to W2
Move W3 related programming to W2

No fiscal impact 

W4: Welcoming Training Merge to W2 & 
W6/7

Move Associate Training & Staff Development Specialist to W2
Move Peer Interns to W6/7
Move program funds to W2 

No fiscal impact 

W5: Collaboration with Key System 
Partners 

Merge to W2 Consolidate with W2 training funds No fiscal impact 

W6: Career Pathway & Development Merge W6 and 
W7

Move 1.0 FTE Associate Management Analyst (AMA) from CSS, Learning 
Partnership to W6
Consolidate W6 and W7 

$158,247

W7: Stipends & Incentives to 
Support MH Career 

Merge W6 and 
W7

Receive three 0.5 FTE Extra Help MHPSW from W4 to W 6/7
Student Intern program will return for County programs
Stipends for both County and Contract Provider Student/Peer Interns
SJSU Scholarship to continue
Participation in State WET Funds programs for Loan Repayment & Stipends* 

*Santa Clara County required to 
provide local match of 
$609,477  to receive 
$1,846,899 for Loan Repayment 
& Clinical Stipends

WET TOTAL $ 767,724

FY 2023 CONSIDERATIONS: WET PROPOSED WORKPLAN REVAMP

28

Workplan Name Description of Workplan Consideration Populations

W1: Administration Senior Manager and support staff to continue with the leadership and coordination of the 
implementation of the WET plan and evaluating the effectiveness of WET activities. 

BH Workforce

W2: Training Training Manager and Associate Training & Staff Development Specialist to implement trainings 
that will be held in-person and/or virtually that supports the development and maintenance of the 
workforce that will address the following areas: 

Evidence based  and promising practices;
Trauma Informed
Cultural Humility that includes underserved and unserved populations; 
Racial & Social Health Inequities; 
Client Culture;
LGBTQ+
Entire Lifespan: 0-5, children, adolescents, transition age youth, adults and older adults;
Suicide Prevention
5150, CIT & De-escalation 
Faith-based/Spirituality
Co-Occurring trainings Mental Health & Substance Use.
Supporting the inclusion of peer support workers in the BH workforce
Collaborating with system partners 
Process Improvement 

BH Workforce 

W3: Career Pathways Intern and Career Pathways Manager and support staff will implement the following:
Student and peer intern stipend programs  - County and Contract Providers
Scholarship program for Social Work students at SJSU
Expand pipeline development & participation from other educational systems local high 
schools, Community Colleges, 4-year Colleges/Universities 
Coordinate the State WET Grant Loan Repayment & Stipends  
Develop workforce committee recruitment and retention strategies.

BH Workforce
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PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: 
CAPITAL FACILITIES & TECHNOLOGICAL NEEDS (CFTN)

FY 2023 CONSIDERATIONS: CFTN

30

Program Name Status 
Consideration

Description of Consideration
(If applicable: add Stakeholder Area of Need addressed)

Fiscal Impact

Capital Facilities:
Adult Residential Treatment 
Facilities 

Redirect 
approved funds 
to ART 
renovation

Project 650 S. Bascom Ave Site
Renovation Costs and Equipment Purchase Estimated at $1.5 Million 

$ 1.5M from currently approved 
CF fund. 

Technology Needs: 
EHR Project (FTEs, TSS)

Continuing EHR FTE/TSS ongoing annual costs require an additional transfer from CSS to CFTN 
to support these ongoing costs.

TBD

Technology Needs: 
EHR Project

New Support CBOs in EHR implementation for FY2023 TBD

FY 2023 BUDGET AND PROPOSED ADJUSTMENTS BY MHSA COMPONENT

32

as of 07.09.2021

FY19-20 CSS PEI INN WET CFTN TOTAL
Unspent from FY19 43,590,751 21,265,183 24,061,453 0 11,642,662 100,560,049
Revenue including Interest 65,307,056 16,539,045 4,847,044 25,682 216,639 86,935,465
*Expenditure (82,193,920) (20,522,491) (2,001,758) (1,685,826) (3,811,902) (110,215,897)
Transfer from CSS (1,685,826) 0 0 1,685,826 0 0

  Prudent Reserve Transfer (req) 1,547,519 498,320 0 0 0 2,045,839
Unspent Balance at FY20* 26,565,580 17,780,057 26,906,739 25,682 8,047,399 79,325,456

FY20-21
Unspent Balance from FY20 26,565,580 17,780,057 26,906,739 25,682 8,047,399 79,325,456
Revenue Distribution from State 97,277,088 24,319,272 6,399,808 0 0 127,996,168
Projected Expenditure (90,020,047)           (18,939,493)           (3,965,099)             (2,405,388)             (4,641,908) (119,971,936)
Transfer from CSS (2,405,388) 0 0 2,405,388 0 0

Unspent Balance at FY21 31,417,233 23,159,836 29,341,447 25,682 3,405,491 87,349,689

FY21-22
Unspent Balance from FY21 31,417,233 23,159,836 29,341,447 25,682 3,405,491 87,349,689
Revenue Distribution from State 108,595,583 27,148,896 7,144,204 0 0 142,888,683
Projected Expenditure (83,068,396)           (25,902,571)           (11,572,079)           (2,621,821)             (5,129,512) (128,294,379)
Transfer from CSS (4,345,842) 0 0 2,621,821 1,724,021 0

Unspent Balance/(Deficit) at FY22 52,598,577 24,406,162 24,913,572 25,682 0 101,943,993

FY22-23
Unspent from FY22 52,598,577 24,406,162 24,913,572 25,682 0 101,943,993
Revenue Distribution from State 99,263,438 24,813,556 6,531,580 0 0 130,608,574
Projected Expenditure (83,773,828)           (25,889,255)           (15,066,087)           (3,129,104)             (1,241,566) (129,099,840)
Transfer from CSS (4,370,670) 0 0 3,129,104 1,241,566 0

Unspent Balance/(Deficit) at FY23 63,717,517 23,330,463 16,379,065 25,682 0 103,452,727

MHSA FINANCIAL PROJECTIONS
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SUMMARY OF FISCAL CONSIDERATIONS BY MHSA COMPONENT
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MHSA Component FY22 MHSA Approved Plan FY23 fiscal impact of overall 
recommended updates

CSS $83,068,396 ($14,794,797)

PEI $25,902,571 $  9,147,825

INN $11,572,079 $10,363,658

WET $ 2,621,821 $  1,941,008

CFTN $ 5,219,512 $  1,500,000

TOTAL $128,294,379 $  8,157,764

FY2022 MID-YEAR ADJUSTMENTS

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IDENTIFIED NEEDS

35

Adult and Older Adult MHSA Fiscal Impact

AOT implementation estimated: $12,292,180
Hearing/Settlement Agreement/Court: ($  597,406) Estimated Medi-Cal 
Reimbursements: ($1,679,307)

$10,015,467

ART Expansion of 28 beds estimated: $3,090,013 
Estimated Medi-Cal Reimbursements ($1,080,622) 

$2,009,391 
Direct/Unsponsored Services

Outreach/Engagement TBD

Children, Youth and Families

Expand SLS  $2,367,000 one-time

Add 1 FTE Senior Mental Health Program Specialist  $    219,976 

Increase capacity by 25 slots in TAY FSP: Reallocation from Child FSP to TAY FSP in 
the amount of $32,539 (one-time)

$      32,539 one-time

Access and Unplanned Services: Suicide Prevention 

Replace 1 FTE Program Prevention Analyst II/I with Program Manager I to provide 
day-to-day oversight over the program operation and evaluation. A portion of 
object 2 In the amount of $3561 is being redirected to fund this portion, object 1.

Net zero fiscal impact

Comments & Questions

36
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PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

37

https://www.surveymonkey.com/r/Aug16_SLC_Feedback

Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health Services  Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY)  2023 Planning Meeting

FY2023 Program Refinement Meet ing:  Chi ldren,  
Youth and Famil ies

Fr id ay,  Aug ust  20 t h,  2 0 21 ,  3P M 5 PM  
Zoom  Vi rt u al  M ee ti ng

2

A u g u s t  2 0 ,  2 0 2 1 M H S A  M E E T I N G  A G E N D A  3 : 0 0  P M  5 : 0 0  P M
1. Intro (Jeanne Moral) - 10 minutes

Stakeholder Leadership Committee (SLC) introductions

2. Children Youth and Families (Zelia Faria Costa) - 15 mins
Common Themes from the CYF Breakout Session
High Level Overview of Program Considerations for FY 2023

3. Additional Information - 5 minutes
2021 Consumer Survey Results (Roshni Shah)
Planning Process (Evelyn Tirumalai)

4. Breakout activity (Jeanne Moral) - 50 mins
Conduct Breakout group to be facilitated by the MHSA Team
Share feedback (All Groups)

5. Conclusion/Next Steps - 5-10 mins

3

Meeting 
Agreements

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.
COMMON THEMES ON PUBLIC INPUT AND FEEDBACK RECEIVED FOR CYF
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COMMON THEMES ON PUBLIC INPUT AND FEEDBACK 
SPECIFIC TO CHILDREN, YOUTH AND FAMILIES

5

Respond to 
Children going 
back to school 

01
Improve Access to 
Outpatient 
Services 

02
Prioritize Data and 
Analytics

03
PROGRAMMATIC CONSIDERATIONS FOR FY2022 ANNUAL UPDATE: CHILDREN, YOUTH & FAMILIES

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IDENTIFIED NEEDS

7

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Community Services and 
Supports: FSP Child IFSP

One time modification to Child IFSP program for FY22: provide flexibility in 
eligibility criteria in order to serve all children in two school districts who have 
been identified to have higher needs. Net zero fiscal impact.

Access to services and 
Needs/supports for Children 
upon re-opening of schools post 
pandemic

Community Services and 
Supports: FSP - TAY FSP

Adjusting unspent indirect/cost-based dollars that have been left underutilized 
since FY18 in Child FSP. Adjustment does not reduce capacity or impact services 
for Child/TAY FSP services. Cost estimate: $ 32,539

Access to TAY services 

Community Services and 
Supports: GSD 
Mobile Response and 
Stabilization Services (MRSS)

to address the needs 
of children and youth upon the re-opening of schools this school year, 2021-
2022. Mobile response will support in-person services to children and youth 
who are struggling with the return to campus learning post pandemic, and are 
experiencing a crisis in the school setting, including a significant escalation in 
emotions/behaviors. Fiscal impact estimate of $283,199 (one-time) for FY2022.

Needs/supports for Children 
upon re-opening of schools post 
pandemic

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IDENTIFIED NEEDS

8

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Prevention and Early 
Intervention:
School Based Strengthening 
Families

Increase PEI - SLS contracts by 10% to address the needs of children and youth 
upon the re-opening of schools this school year. Expansion of school district 
distribution of SLS coordinators to cover majority of County of Santa Clara 
School Districts with need of this service.   Allocation from Unspent PEI fund, 
$ 2,083,801 one-time for FY2022. 

Needs/supports for Children 
upon re-opening of schools post 
pandemic

Prevention and Early 
Intervention: 
SLS Coordinators supports for 
schools 

Reallocation for a 1 FTE Senior Mental Health Program Specialist in the School 
Linked Services Division to support growth of program in the amount of 
$219,976. Adjustment does not reduce capacity or impact services for 
Youth/TAY IFSP services

Needs/supports for Children 
upon re-opening of schools post 
pandemic

Care Coordination. 
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CYF: SUMMARY OF CONSIDERATIONS FOR FY 2023

9

Considered for Modifications in 
FY2023

Summary Addressing this Area 
of Need

Community Services and Supports: 
GSD - TAY Outpatient 

Reallocation from F&C Outpatient to TAY OP in the amount of $19,897 on a one-time 
basis for the FY23 Annual Update to increase capacity by 41 slots. Adjustment does 
not reduce capacity or impact services for F&C Outpatient services.

Improve Access to TAY 
Outpatient Services

Prevention and Early Intervention:
School Based Strengthening Families

Adjusting program by increasing budget and capacity and re-appropriating budget 
from: SLS Family Engagement ($88,000) and IFSP ($253,308) to expand Strengthening 
Families program to new school districts such as CUHSD, SESD, 
FUHUSD. Strengthening Families program aligns with the MTSS framework to 
provide Tiers 1 and 2 (prevention and early intervention 
supports and services) that can be universally accessible to all students.

Needs/supports for 
Children upon re-
opening of schools
post pandemic 

Prevention and Early Intervention: 
SLS Coordinators supports for 
schools 

Expansion of school district distribution of SLS coordinators to cover majority of 
County of Santa Clara School Districts with need of this service (on-going). 
Reallocation of Youth/TAY FSP unspent indirect funds. Ongoing annual cost estimate: 
$700,000.

Needs/supports for 
Children upon re-
opening of schools
post pandemic

Care Coordination. 
ADDITIONAL CONSIDERATIONS: CONSUMER SURVEY RESULTS, FEBRUARY 2021.

2021 Client/Consumer 
Survey Findings 

TOP 4 GREATEST 
NEEDS OF THE SYSTEM 

AMONG ALL 
CLIENTS/CONSUMERS

Services should be focused on 
wellness, recovery and hope.

Services should focus on what 
the client thinks is important.

We need different types of 
services.

Service providers should talk to 
each other.

12

654



SUMMARY

13

Overall high satisfaction with 
MHSA funded services

1
There are some key areas of 

improvement:
Focus of services
Coordination of services
Support to clients from providers on:

Involvement of family members/loved 
ones
Other supportive services

2
Differences in satisfaction levels 
by cultural groups should be 
considered when evaluating 
programmatic changes for 
FY2023 annual plan update

3

14

The MHSA intends that there be a meaningful stakeholder process to provide subject 
matter expertise to the development of plans focused on utilizing the MHSA funds at 
the local level, including participation from community stakeholders. 

The community planning process should work to create an annual MHSA plan that: 
Is integrated with other initiatives
Is realistic and feasible
Builds upon previous accomplishments
Measures success 
Aligns with the spirit of the MHSA and complies with current regulations

MHSA COMMUNITY PLANNING PROCESS

1.  CONDUCT BREAKOUT 
SESSIONS 
(FACILITATED BY THE 
MHSA TEAM)

2. SHARE DISCUSSION 
WITH THE MAIN GROUP

Breakout Session

16

What concerns do you have about the 
recommendations?

What else do you suggest to address the 
needs?

What should we remove?

1. CONDUCT BREAKOUT SESSIONS (FACILITATED BY THE MHSA TEAM)
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2. SHARE
DISCUSSION
WITH THE
MAIN GROUP

17 18

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover 
initial recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2, 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be in 
two parts for each area and provide 
Q&A
CYF: 8/20, 8/23
AOA: 8/26, 8/30
Housing Overview Meeting: 8/27
Unplanned/Access/WET/CFTN: 9/2, 9/7
Hold Finance Meeting: TBD
Summary Informational Session: 9/10

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

FY 2022 Mid-Year Adjustment

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information 

with MHSA SLC

and the Public
Conducted 
Meetings 

February 
April 2021

Presented Program 
Utilization By Area*

CYF, Adult/Older 
Adult,  

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY 2022 MHSA Plan
May 19, 2021

Public Hearing with 
the Behavioral 
Health Board
June 8, 2021

Approved by the 
County Board of 

Supervisors (BOS)

FY 2023 ** Kick-Off  
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

Phase I: July 
Early August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 

Stakeholder Input 

Phase II : Mid 
August Early 

September 2021 
Program 

Refinement, 
Stakeholder Input 
on Considerations, 

Strategies to 
Address Unmet 

Needs, etc.   

19

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

20

https://www.surveymonkey.com/r/Aug20_SLC_Feedback
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Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

FY2023 Program Refinement  Meet ing:  
Chi ldren,  Youth and Famil ies Part  2

M on day,  A ugust  23 rd ,  2 021 ,  11A M 1 2:3 0P M  
Zoom Vi rt u al  M eet in g

2

A u g u s t  2 3 ,  2 0 2 1 M H S A  M E E T I N G  A G E N D A  1 1 : 0 0  A M  1 2 : 3 0  P M
1. Intro (Jeanne Moral) - 10 minutes

Stakeholder Leadership Committee (SLC) introductions

2. Children Youth and Families (Zelia Faria Costa) - 15 mins
High Level Overview of Program Considerations for FY 2023

3. Question & Answer
-Poll

4. Conclusion/Next Steps - 5-10 mins

3

Meeting 
Agreements

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.
COMMON THEMES ON PUBLIC INPUT AND FEEDBACK RECEIVED FOR CYF
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COMMON THEMES ON PUBLIC INPUT AND FEEDBACK 
SPECIFIC TO CHILDREN, YOUTH AND FAMILIES

5

Respond to 
Children going 
back to school 

01
Improve Access to 
Outpatient 
Services 

02
Prioritize Data and 
Analytics

03
PROGRAMMATIC CONSIDERATIONS FOR FY2022 ANNUAL UPDATE: CHILDREN, YOUTH & FAMILIES

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IDENTIFIED NEEDS

7

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Community Services and 
Supports: FSP Child IFSP

One time modification to Child IFSP program for FY22: provide flexibility in 
eligibility criteria in order to serve all children in two school districts who have 
been identified to have higher needs. Net zero fiscal impact.

Access to services and 
Needs/supports for Children 
upon re-opening of schools post 
pandemic

Community Services and 
Supports: FSP - TAY FSP

Adjusting unspent indirect/cost-based dollars that have been left underutilized 
since FY18 in Child FSP. Adjustment does not reduce capacity or impact services 
for Child/TAY FSP services. Cost estimate: $ 32,539

Access to TAY services 

Community Services and 
Supports: GSD 
Mobile Response and 
Stabilization Services (MRSS)

to address the needs 
of children and youth upon the re-opening of schools this school year, 2021-
2022. Mobile response will support in-person services to children and youth 
who are struggling with the return to campus learning post pandemic, and are 
experiencing a crisis in the school setting, including a significant escalation in 
emotions/behaviors. Fiscal impact estimate of $283,199 (one-time) for FY2022.

Needs/supports for Children 
upon re-opening of schools post 
pandemic

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IDENTIFIED NEEDS

8

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Prevention and Early 
Intervention:
School Based Strengthening 
Families

Increase PEI - SLS contracts by 10% to address the needs of children and youth 
upon the re-opening of schools this school year. Expansion of school district 
distribution of SLS coordinators to cover majority of County of Santa Clara 
School Districts with need of this service.   Allocation from Unspent PEI fund, 
$ 2,083,801 one-time for FY2022. 

Needs/supports for Children 
upon re-opening of schools post 
pandemic

Prevention and Early 
Intervention: 
SLS Coordinators supports for 
schools 

Reallocation for a 1 FTE Senior Mental Health Program Specialist in the School 
Linked Services Division to support growth of program in the amount of 
$219,976. Adjustment does not reduce capacity or impact services for 
Youth/TAY IFSP services

Needs/supports for Children 
upon re-opening of schools post 
pandemic

Care Coordination. 
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CYF: SUMMARY OF CONSIDERATIONS FOR FY 2023

9

Considered for Modifications in 
FY2023

Summary Addressing this Area 
of Need

Community Services and Supports: 
GSD - TAY Outpatient 

Reallocation from F&C Outpatient to TAY OP in the amount of $19,897 on a one-time 
basis for the FY23 Annual Update to increase capacity by 41 slots. Adjustment does 
not reduce capacity or impact services for F&C Outpatient services.

Improve Access to TAY 
Outpatient Services

Prevention and Early Intervention:
School Based Strengthening Families

Adjusting program by increasing budget and capacity and re-appropriating budget 
from: SLS Family Engagement ($88,000) and IFSP ($253,308) to expand Strengthening 
Families program to new school districts such as CUHSD, SESD, 
FUHUSD. Strengthening Families program aligns with the MTSS framework to 
provide Tiers 1 and 2 (prevention and early intervention 
supports and services) that can be universally accessible to all students.

Needs/supports for 
Children upon re-
opening of schools 
post pandemic 

Prevention and Early Intervention: 
SLS Coordinators supports for 
schools 

Expansion of school district distribution of SLS coordinators to cover majority of 
County of Santa Clara School Districts with need of this service (on-going). 
Reallocation of Youth/TAY FSP unspent indirect funds. Ongoing annual cost estimate: 
$700,000.

Needs/supports for 
Children upon re-
opening of schools 
post pandemic

Care Coordination. 

QUESTION & 
ANSWER 
SESSION

10

11

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover 
initial recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2, 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be in 
two parts for each area and provide 
Q&A
CYF: 8/20, 8/23
AOA: 8/26, 8/30
Housing Overview Meeting: 8/27
Unplanned/Access/WET/CFTN: 9/2, 9/7
Hold Finance Meeting: TBD
Summary Informational Session: 9/10

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

FY 2022 Mid-Year Adjustment

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information 

with MHSA SLC

and the Public
Conducted 
Meetings 

February 
April 2021

Presented Program 
Util izat ion  By Area*

CYF, Adul t/Older 
Adult,  

Access/Unplanned 
Services

Fin an ce-MHSA 
Project ion s

FY 2022 M HSA Plan

May 19, 2021 Public 
Hearing wi th  th e 

Behavioral Health 
Board

June 8 , 2021 
Approved by the 
Co unty Board of  

Superviso rs (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021
Share Findings 

and Provide 
Revenue Estimate 

Updates

Phase I: July 
Early August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 

Stakeholder Input 

Phase I I:  Mid August 
Early September 
2021 Program 
Refinement, 

Stakeholder Input on 
Considerations, 

Strategies  to  
Address  Unmet 

Needs , etc.   

12

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023
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PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

13

https://www.surveymonkey.com/r/Aug23_SLC_Feedback

Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

FY2023 Program Refinement  Meet ing:
Adult  and Older  Adult  System of Care,  Part  1

Th urs day,  Aug ust  2 6t h,  2 0 21 ,  2P M 4 PM 
Zoom Vi rt u al  M eet in g

2

A u g u s t  2 6 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  2 : 0 0  P M  4 : 0 0  P M
1. Intro (Jeanne Moral) - 10 minutes

Stakeholder Leadership Committee (SLC) introductions

2. Adult and Older Adult System of Care (Margaret Obilor) - 15 mins
Common Themes from the AOA Breakout Session
Review of FY2022 Mid Year Adjustment Recommendations 
High Level Overview of Program Considerations for FY 2023

3. Additional Information - 5 minutes
2021 Consumer Survey Results (Roshni Shah)
Planning Process (Evelyn Tirumalai)

4. Breakout activity (Jeanne Moral) - 50 mins
Conduct Breakout group to be facilitated by the MHSA Team
Share feedback (All Groups)

5. Conclusion/Next Steps - 5-10 mins

3

Meeting 
Agreements

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.
COMMON THEMES ON PUBLIC INPUT AND FEEDBACK RECEIVED FOR AOA

662



COMMON THEMES ON PUBLIC INPUT AND FEEDBACK 
SPECIFIC TO ADULT AND OLDER ADULTS

5

Improve Access to 
Outpatient 
Services 

01
Outreach & 
Engagement

02
Engage Justice 
Involved 
Individuals in 
Services

03
Effective Peer 
Workforce

04
AOT 
Implementation 
Concerns

05
Focus on Housing

06
Prioritize Data and 
Analytics

07

PROGRAMMATIC CONSIDERATIONS FOR FY2022 MID YEAR ADJUSTMENT: ADULT AND OLDER ADULTS

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

7

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Community Services and 
Supports: Assisted Outpatient 
Treatment (AOT)

AOT implementation total estimated at $12,292,180. Hearing/Settlement 
Agreement/Court: ($ 597,406). Estimated Medi-Cal Reimbursements: 
($1,679,307). MHSA Fiscal Impact at $10,015,467.

Implementation of Assembly Bill 
(AB) 1976: Mental Health 
Services: Assisted Outpatient 
Treatment (AOT)

Community Services and 
Supports: Outreach & 
Engagement (Reengagement 
Initiative)

Additional allocation in the IFSP, ACT, FACT and IHOT to re-engage 
clients/consumers back into behavioral health services.  Fiscal Impact is being 
explored, TBD. 

Continuous outreach & 
engagement to support clients 
in services

Crisis and Hospital Diversion 
Initiative
Adult Residential Treatment 

Expansion of existing service by 28 Beds to augment capacity
Adding supplemental services to the new beds will enhance to an 

Institute of mental disease, skilled nursing and State hospital. Site Location: 
650 S. Bascom Ave. San Jose. MHSA Fiscal Impact $2,009,391 ($1,080,622  
Medi-Cal FFP)

Expanding adult residential  
treatment services in the 
community setting. 

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

8

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Community Services and Support: 
GSD - LGBTQ TAY, Adult & Older 
Adult Specialty Outpatient 
Services (co-located at Gender 
Health Clinic)

Consider expanding Specialty Outpatient Services to serve the Transgender and 
LGBTQ population with the proposal to include co-location at the Gender Health 
Clinic. Due to on-going challenges finding a network of providers and the impact 
of COVID-19  pandemic has brought on increased isolation,  trauma and suicide 
rate.

Many have had to move back in with family that do not accept them
Lack of community and social support, increased isolation and increased 
suicide rate
Job scarcity many are in low wage jobs and have become unemployed and 
homeless during the pandemic
Add Program Manager II (1 FTE), Licensed Clinicians (3 FTEs), MH Peer 
Support Worker (2 FTE), Psychiatrist (1.5 FTE), Licensed Psych Tech (1 FTE), 
Clerical-Health Services Representative (2 FTE) at an MHSA Fiscal Impact of 
$ 1,767,912 annually (10.5 FTEs)

Improve access to outpatient 
services among LGBTQ 
community.
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PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

9

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Community Services and 
Supports: Outpatient Services at 
Vietnamese American Service 
Center (VASC)

Provide specialty outpatient services by co-locating MHSA funded 2 FTE 
clinicians at the VASC. MHSA Fiscal Impact at $326,676.

Improve access to outpatient 
services in cultural communities 

Prevention and Early Intervention 
(PEI): Access and Linkage

Dedicate 2 FTE Mental Health Peer Support Workers from Consumer and Family 
Affairs and Cultural Communities Wellness Division to support outreach and 
engagement services at VASC location with peer navigation, supportive services 
and trainings. Focused outreach and engagement to extend to additional VASC 
site. Net zero fiscal impact. 

Outreach & engagement in 
cultural communities

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: ADULT AND OLDER ADULTS

11

Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

Community Services and 
Supports: Criminal Justice 
Services - FSP

FY23 Annual Update to increase capacity by 50 slots at $ 857,010 (MediCal FFP 
$487,144), estimated MHSA Fiscal Impact at $369,866. 

Engage justice-involved 
individuals in services.

AOA: SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

12

Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

CWS Outpatient Services:
Outpatient

Based on capacity data trend this level of care is over capacity (104%) and requires an 
adjustment  in slots based on expected volume. Reallocated from ACT & IFSP adjustment. 
Adjust system capacity by adding 700 slots at $4,629,725.00

Improve access to outpatient 
services.

Older Adult Based on capacity data trend this level of care is over capacity (101%) and requires an 
adjustment in slots based on expected volume. Reallocated from ACT & IFSP adjustment. 
Adjust system capacity by adding 200 slot at $ 637,567.02.

Improve access to outpatient 
services.

Wellness and Recovery Medication 
Services (WARMS)

Based on capacity data trend this level of care is over capacity (113%) and requires an 
adjustment  in slots based on expected volume. Adjust slots in this lower level of care as a 
step down from Outpatient. Maximize resources from ACT & IFSP adjustment. Adjust system 
capacity by adding 400 slots at $ 878,411.61. 

Improve access to outpatient 
services.

Ethnic Outpatient Based on capacity data trend this level of care is over capacity (109%) and requires an 
adjustment in slots. Maximize resources from ACT & IFSP adjustment. &
Reduction in dosage and service mix to add capacity. Adjust system  capacity by adding 
17 slots at $ 84,212.85.

Improve access to outpatient 
services.

Specialized Outpatient: 
Hard of Hearing

Currently over capacity by 16. Adjust current funding to add 20 slots to bring new capacity to 
41 at $ 71,202.04.

Improve access to outpatient 
services.

AOA: SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023
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13

Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

Wellness Centers & Programs
Individualized Supported Services 
(IPS) Employment 

Consider adjusting budget & transitioning from INN to CSS in mid FY23.  INN 
Project funding sunsets January 2023. Estimated costs ongoing $1M annually. 
$ 600,000 to complete FY2023.

Improve access to outpatient 
services and provide continuum 
in care coordination. 

CJS: Intensive Outpatient (IOP) Adjustment of  the annual clients served adding 11 slots cost of $20,900 per 
slot. Aftercare fund reallocation will cover this cost at an MHSA Fiscal Impact 
of $5,957 to cover remaining cost.

Engage justice involved 
individuals in services.

CJS: Transitional Housing Units 
(THU)

Adjustment to capacity by 20 slots due to a 20-slot adjustment in previous 
RFP. Reallocated from FACT & CJS-FSP adjustments at $18,202.84 per slot.   

Engage justice involved 
individuals in services.

AOA: SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

14

Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

Office of Consumer Affairs Adjust by transferring  1 FTE monolingual code to language code from Office 
of Family Affairs (OFA) to Office of Consumer Affairs (OCA)
Maximize resources  to the self-help center with most beneficiaries.
Merge two 0.5 FTE to 1 FTE to maximize services delivery and staff retention 
at $103,803, consolidation results in net zero fiscal impact. 

Supporting an effective peer 
workforce.

Office of Family Affairs Add 1 FTE to a language code - maximize services to the monolingual 
population at an additional $2,040 (Language)

Supporting an effective peer 
workforce.

AOA: SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

ADDITIONAL CONSIDERATIONS: CONSUMER SURVEY RESULTS, FEBRUARY 2021.

2021 Client/Consumer 
Survey Findings 

665



TOP 4 GREATEST 
NEEDS OF THE SYSTEM 

AMONG ALL 
CLIENTS/CONSUMERS

Services should be focused on 
wellness, recovery and hope.

Services should focus on what 
the client thinks is important.

We need different types of 
services.

Service providers should talk to 
each other.

17

SUMMARY

18

Overall high satisfaction with 
MHSA funded services

1
There are some key areas of 

improvement:
Focus of services
Coordination of services
Support to clients from providers on:

Involvement of family members/loved 
ones
Other supportive services

2
Differences in satisfaction levels 
by cultural groups should be 
considered when evaluating 
programmatic changes for 
FY2023 annual plan update

3

19

The MHSA intends that there be a meaningful stakeholder process to provide subject 
matter expertise to the development of plans focused on utilizing the MHSA funds at 
the local level, including participation from community stakeholders. 

The community planning process should work to create an annual MHSA plan that: 
Is integrated with other initiatives
Is realistic and feasible
Builds upon previous accomplishments
Measures success 
Aligns with the spirit of the MHSA and complies with current regulations

MHSA COMMUNITY PLANNING PROCESS

1.  CONDUCT BREAKOUT 
SESSIONS 
(FACILITATED BY THE 
MHSA TEAM)

2. SHARE DISCUSSION 
WITH THE MAIN GROUP

Breakout Session
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21

What concerns do you have about the 
recommendations?

What else do you suggest to address the 
needs?

What should be modified/adjusted?

1. CONDUCT BREAKOUT SESSIONS (FACILITATED BY THE MHSA TEAM)

2. SHARE
DISCUSSION
WITH THE
MAIN GROUP

22

23

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover 
initial recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2, 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be in 
two parts for each area and provide 
Q&A
CYF: 8/20, 8/23
AOA: 8/26, 8/30
Housing Overview Meeting: 8/27
Unplanned/Access/WET/CFTN: 9/2, 9/7
Hold Finance Meeting: TBD
Summary Informational Session: 9/10

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

FY 2022 Mid-Year Adjustment

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information 

with MHSA SLC

and the Public
Conducted 
Meetings 

February 
April 2021

Presented Program 
Util ization By Area *

CYF,  Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY  2022 MHSA Plan

May 19,  2021
Public Hearing with 

the Behavioral 
Health Board

June 8,  2021
Approved by the 
County Board of  

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

Phase I: July 
Early August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 

Stakeholder Input
Identified the 

need for FY2022 
Mid Year 

Adjustment 

Phase II:  Mid 
August Early 

September 2021 
Program 

Refinement, 
Stakeholder Input 
on Considerations, 

Strategies to 
Address Unmet 

Needs, etc.  

24

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023
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PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

25

https://www.surveymonkey.com/r/Aug26_SLC_Feedback

Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

FY2023 Program Refinement  Meet ing:  
Adult  and Older  Adults Part  2

M on day,  A ugust  30 th ,  2 021 ,  11 AM 1 :00 PM  
Zoom Vi rt u al  M eet in g

2

A u g u s t  3 0 ,  2 0 2 1 M H S A  M E E T I N G  A G E N D A  1 1 : 0 0  A M  1 : 0 0 P M
1. Intro (Jeanne Moral) - 10 minutes

Stakeholder Leadership Committee (SLC) introductions

2. Adult and Older Adult (Margaret Obilor) - 15 mins
Assisted Outpatient Treatment Services (AOT)
High Level Overview of Program Considerations for FY 2023

3. Question & Answer

4. Conclusion/Next Steps - 5-10 mins

3

Meeting 
Agreements

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.
COMMON THEMES ON PUBLIC INPUT AND FEEDBACK RECEIVED FOR AOA
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COMMON THEMES ON PUBLIC INPUT AND FEEDBACK 
SPECIFIC TO ADULT AND OLDER ADULTS

5

Improve Access to 
Outpatient 
Services 

01
Outreach & 
Engagement

02
Engage Justice 
Involved 
Individuals in 
Services

03
Effective Peer 
Workforce

04
AOT 
Implementation 
Concerns

05
Focus on Housing

06
Prioritize Data and 
Analytics

07

PROGRAMMATIC CONSIDERATIONS FOR FY2022 MID YEAR ADJUSTMENT: ADULT AND OLDER ADULTS

IMPLEMENTATION OF ASSEMBLY BILL (AB) 1976: MENTAL HEALTH SERVICES: 
ASSISTED OUTPATIENT TREATMENT (AOT)¹

7

Counties are explicitly prohibited from reducing existing voluntary mental health programs serving adults and children to implement AOT.

Treatment services must be provided by community-based, mobile, multidisciplinary, and highly trained mental health teams that use high staff-to-
client ratios of no more than 10 clients per team member for those individuals who are under an AOT order.

Pursuant to BHIN No. 20-075, a county that elects to implement AOT must submit a training and education plan developed in consultation with 
DHCS, client and family advocacy organizations, and other stakeholders for AOT.

Data Reporting: Counties implementing AOT must provide data to the DHCS on an annual basis. At a minimum, the report must include: 
number of clients served
number able to maintain housing
number maintaining contact with treatment system
number with contacts with local law enforcement (and extent to which local and state incarceration was avoided/reduced)
number participating in employment services (including competitive employment)
days of hospitalization reduced/avoided
adherence to treatment plans, other indicators of successful engagement by the client, victimization, violent behavior, substance abuse, type, 
intensity and frequency of treatment
extent to which enforcement mechanisms are used and when applicable, social functioning, skills in independent living
satisfaction with the AOT program by the client and their families, when relevant.

1. sccgov.iqm2.com/Citizens/Detail_LegiFile.aspx?Frame=&MeetingID=13218&MediaPosition=&ID=106128&CssClass=

8

Management of Operations: Senior Program Manager
Oversight of AOT implementation timelines, deliverables, and regulatory requirements defined by DHCS
Oversee AOT Advisory Committee

Referral, Outreach & Triage: Triage team-Psychologist, licensed psychiatric social workers, Rehabilitation Counselors, Peer Support 
Workers  and Psychiatrist

Outreach and triage when referrals are received
Process referrals and request for petitions. 
Investigate and gather documents needed to file petition.  County Counsel will file a petition with the court.
If the referred client is determined to be eligible for petition, County staff will engage and conduct assessments, psychological 
testing, and psychiatric evaluation
Coordinate Warm Hand-off and Transition to CBO clinics for on-going treatment 

Data Analysis: Management Analyst
Analysts create infrastructure and provide essential work of Analytics and Reporting to develop Logic Models, evaluation plan, 
and the data tracking mechanism to collect required data for AOT
Analysts will track and collect data, analyze, and interpret data, and provide annual report to DHCS.
An Analyst will write LFs and provide on-going communication with BOS

Contract Monitoring
Monitor contracts with AOT service provider(s), including compliance and successful delivery of services

Training and Education
Triage all Calls for AOT- Clerical Health Services representative
Develop Education and Training program, including six components requested by DHCS
Provide Education and Training to the community and stakeholders, court, community-based service providers, and other 
County departments and staff on an ongoing basis

COUNTY STAFF DUTIES FOR AOT
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9

COMMUNITY BASED ORGANIZATIONS SERVICES DUTIES FOR AOT

Expand Current ACT & FACT contract by adding 50 slots
Current providers: Community Solutions, Mental Health Systems & Telecare
Manage daily treatment of client by providing Intensive Outpatient

er a warm hand-off 
from BHSD

Expansion of Housing & Flex Funding -Outreach & Treatment
Current ACT/FACT Providers will

Provide services such as outreach and engagement, behavioral health services, medication management, case management, crisis intervention, and 
linkage to community housing.
Provide clients with after-hours crisis services to decrease the likelihood of unnecessary inpatient hospitalization and incarceration.
Provide support to AOT clients as they navigate the court system and ongoing client status reports (CSRs), describing a clien treatment progress

to modify the 
plan as necessary.

Data Collection and Reporting
Provide data reporting and tracking in coordination with BHSD-data & analytics team on client progress and other required data elements
Participate in Statewide AOT Meetings

Expansion of Crisis Residential Contract by 25 Slots
Momentum & Community Solutions

Crisis Residential Services which includes clinical assessment, medication management and discharge planning 

ESTIMATED ANNUAL COSTS AND REIMBURSEMENTS TO MHSA

DOMAIN COST

Co
un

ty
 

In
fr

as
tr

uc
tu

re
 

Co
st

Hearing/Settlement Agreement/Court (Office of the County Counsel, Office 
of the Public Defender, Behavioral Health Treatment Court (BHTC) )

$ 597,406 

County Staffing and Internal Infrastructure (N=18 FTEs) $4,023,506 

Co
m

m
un

ity
 

Tr
ea

tm
en

t R
el

at
ed

 
Co

st
s

Community Provider Treatment (50 slots in ACT/FACT) $2,154,550

Crisis Residential and Medication Support (25 slots estimated for 
stabilization)

$4,198,268 

ACT/FACT Housing (50 beds) $1,318,450 

Estimated Medi-Cal Reimbursements  ($1,947,667)

Estimated Total Cost Across the County to Implement AOT Annually $10,344,513

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

11

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Community Services and 
Supports: Assisted Outpatient 
Treatment (AOT)

AOT implementation total estimated at $12,292,180. Hearing/Settlement 
Agreement/Court: ($ 597,406). Estimated Medi-Cal Reimbursements: 
($1,947,667). MHSA Fiscal Impact at $10,344,513.

Implementation of Assembly Bill 
(AB) 1976: Mental Health 
Services: Assisted Outpatient 
Treatment (AOT)

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

12

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Community Services and 
Supports: Outreach & 
Engagement (Reengagement 
Initiative)

Additional allocation in the IFSP, ACT, FACT and IHOT to re-engage 
clients/consumers back into behavioral health services.  Fiscal Impact is being 
explored, TBD. 

Continuous outreach & 
engagement to support clients 
in services

Crisis and Hospital Diversion 
Initiative
Adult Residential Treatment 

Expansion of existing service by 28 Beds to augment capacity
Adding supplemental services to the new beds will enhance to an 

Institute of mental disease, skilled nursing and State hospital. Site Location: 
650 S. Bascom Ave. San Jose. MHSA Fiscal Impact $2,009,391 ($1,080,622  
Medi-Cal FFP)

Expanding adult residential  
treatment services in the 
community setting. 

Community Services and Support: 
GSD - LGBTQ TAY, Adult & Older 
Adult Specialty Outpatient 
Services (co-located at Gender 
Health Clinic)

Consider expanding Specialty Outpatient Services to serve the Transgender and 
LGBTQ population with the proposal to include co-location at the Gender Health 
Clinic. Add Program Manager II (1 FTE), Licensed Clinicians (3 FTEs), MH Peer 
Support Worker (2 FTE), Psychiatrist (1.5 FTE), Licensed Psych Tech (1 FTE), 
Clerical-Health Services Representative (2 FTE) at an MHSA Fiscal Impact of $ 
1,767,912 annually (10.5 FTEs)

Improve access to outpatient 
services among LGBTQ 
community.
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PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

13

Considered for Modifications in 
FY2022

Summary Addressing this Area of Need

Community Services and 
Supports: Outpatient Services at 
Vietnamese American Service 
Center (VASC)

Provide specialty outpatient services by co-locating MHSA funded 2 FTE 
clinicians at the VASC. MHSA Fiscal Impact at $326,676.

Improve access to outpatient 
services in cultural communities 

Prevention and Early Intervention 
(PEI): Access and Linkage

Dedicate 2 FTE Mental Health Peer Support Workers from Consumer and Family 
Affairs and Cultural Communities Wellness Division to support outreach and 
engagement services at VASC location with peer navigation, supportive services 
and trainings. Focused outreach and engagement to extend to additional VASC 
site. Net zero fiscal impact. 

Outreach & engagement in 
cultural communities

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: ADULT AND OLDER ADULTS

15

Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

Community Services and 
Supports: Criminal Justice 
Services - FSP

FY23 Annual Update to increase capacity by 50 slots at $ 857,010 (MediCal FFP 
$487,144), estimated MHSA Fiscal Impact at $369,866. 

Engage justice-involved 
individuals in services.

AOA: SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

16

Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

CWS Outpatient Services:
Outpatient

Based on capacity data trend this level of care is over capacity (104%) and requires an 
adjustment  in slots based on expected volume. Reallocated from ACT & IFSP adjustment. 
Adjust system capacity by adding 700 slots at $4,629,725.00

Improve access to outpatient 
services.

Older Adult Based on capacity data trend this level of care is over capacity (101%) and requires an 
adjustment in slots based on expected volume. Reallocated from ACT & IFSP adjustment. 
Adjust system capacity by adding 200 slot at $ 637,567.02.

Improve access to outpatient 
services.

Wellness and Recovery Medication 
Services (WARMS)

Based on capacity data trend this level of care is over capacity (113%) and requires an 
adjustment  in slots based on expected volume. Adjust slots in this lower level of care as a 
step down from Outpatient. Maximize resources from ACT & IFSP adjustment. Adjust system 
capacity by adding 400 slots at $ 878,411.61. 

Improve access to outpatient 
services.

Ethnic Outpatient Based on capacity data trend this level of care is over capacity (109%) and requires an 
adjustment in slots. Maximize resources from ACT & IFSP adjustment. &
Reduction in dosage and service mix to add capacity. Adjust system  capacity by adding 
17 slots at $ 84,212.85.

Improve access to outpatient 
services.

Specialized Outpatient: 
Hard of Hearing

Currently over capacity by 16. Adjust current funding to add 20 slots to bring new capacity to 
41 at $ 71,202.04.

Improve access to outpatient 
services.

AOA: SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023
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Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

Wellness Centers & Programs
Individualized Supported Services 
(IPS) Employment 

Consider adjusting budget & transitioning from INN to CSS in mid FY23.  INN 
Project funding sunsets January 2023. Estimated costs ongoing $1M annually. 
$ 600,000 to complete FY2023.

Improve access to outpatient 
services and provide continuum 
in care coordination. 

CJS: Intensive Outpatient (IOP) Adjustment of  the annual clients served adding 11 slots cost of $20,900 per 
slot. Aftercare fund reallocation will cover this cost at an MHSA Fiscal Impact 
of $5,957 to cover remaining cost.

Engage justice involved 
individuals in services.

CJS: Transitional Housing Units 
(THU)

Adjustment to capacity by 20 slots due to a 20-slot adjustment in previous 
RFP. Reallocated from FACT & CJS-FSP adjustments at $18,202.84 per slot.   

Engage justice involved 
individuals in services.

AOA: SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

18

Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

Office of Consumer Affairs Adjust by transferring  1 FTE monolingual code to language code from Office 
of Family Affairs (OFA) to Office of Consumer Affairs (OCA)
Maximize resources  to the self-help center with most beneficiaries.
Merge two 0.5 FTE to 1 FTE to maximize services delivery and staff retention 
at $103,803, consolidation results in net zero fiscal impact. 

Supporting an effective peer 
workforce.

Office of Family Affairs Add 1 FTE to a language code - maximize services to the monolingual 
population at an additional $2,040 (Language)

Supporting an effective peer 
workforce.

AOA: SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

QUESTION & 
ANSWER 
SESSION

19 20

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover 
initial recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2, 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be in 
two parts for each area and provide 
Q&A
CYF: 8/20, 8/23
AOA: 8/26, 8/30
Housing Overview Meeting: 8/27
Unplanned/Access/WET/CFTN: 9/2, 9/7
Hold Finance Meeting: TBD
Summary Informational Session: 9/10

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

FY 2022 Mid-Year Adjustment
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Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information 

with MHSA SLC

and the Public
Conducted 
Meetings 

February 
April 2021

Presented Program 
Util izat ion  By Area*

CYF, Adul t/Older 
Adult,  

Access/Unplanned 
Services

Fin an ce-MHSA 
Project ion s

FY 2022 M HSA Plan

May 19, 2021 Public 
Hearing wi th  th e 

Behavioral Health 
Board

June 8 , 2021 
Approved by the 
Co unty Board of  

Superviso rs (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021
Share Findings 

and Provide 
Revenue Estimate 

Updates

Phase I: July 
Early August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 

Stakeholder Input 

Phase I I:  Mid August 
Early September 
2021 Program 
Refinement, 

Stakeholder Input on 
Considerations, 

Strategies  to  
Address  Unmet 

Needs , etc.   

21

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

22

https://www.surveymonkey.com/r/Aug30_SLC_Feedback

Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

FY2023 Program Refinement  Meet ing:
A c c e s s / U n p l a n n e d  S e r v i c e s ,  Wo r k f o rc e  E d u c a t i o n  &  Tr a i n i n g  

( W E T ) ,  C a p i t a l  Fa c i l i t i e s  a n d  Te c h n o l o g y  N e e d s  ( C F T N ) ,  Pa r t  1

Th urs day,  Septem ber  2 ,  202 1,  2 :30 PM 4 PM  
Zoom Vi rt u al  M eet in g

2

S e p t e m b e r  2 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  2 : 3 0  P M  4 : 0 0  P M

1. Intro (Jeanne Moral) - 10 minutes
Stakeholder Leadership Committee (SLC) introductions

2. Review of FY2022 Mid Year Adjustment Recommendations and Overview of Program Considerations for FY2023 30 minutes
Access/Unplanned Services Division (Bruce Copley)
Capital Facilities and Technological Needs (CFTN) (Michelle Ho, Brian Wagner)
Workforce Education & Training (Jeannette Ferris)

3. Additional Information - 5 minutes
2021 Consumer Survey Results (Roshni Shah)
Planning Process (Evelyn Tirumalai)

4. Breakout activity (Jeanne Moral) - 40 mins
Conduct Breakout group to be facilitated by the MHSA Team
Share feedback (All Groups)

5. Conclusion/Next Steps - 5-10 mins

3

Meeting 
Agreements

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.
PROGRAMMATIC CONSIDERATIONS FOR FY2022 MID YEAR ADJUSTMENT: 
ACCESS/UNPLANNED SERVICES DIVISION
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PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

5

Considered for Modifications 
in FY2022

Summary Addressing this Area of Need

Community Services and Supports:
In-Home Outreach Teams (IHOT)

Maintain both contracts at current MFO. Reallocate $100K of cost-based invoicing from Bill 
Wilson to case management activities to align both providers in terms of expected service 
production. Work with Bill Wilson during the first quarter on improving data submissions. 
Explore updating the current IHOT referral process with AOA Division. Zero net impact as a result 
of reappropriation of existing approved allocation

Outreach and Engagement 

Prevention and Early Intervention: 
LGBTQ Access & Linkage LGBTQ 
Wellness Center

Convert $300K Object II to Object I in order to add 
- 1 FTE Community Outreach Worker (current EH MSW) 
- 1 FTE Management Analyst (current EH)
Zero net impact, reappropriation of existing approved allocation

Outreach and Engagement in the 
LGBTQ community 

Prevention and Early Intervention: 
Suicide Prevention 

Replace 1 FTE Program Prevention Analyst II/I with Program Manager I to provide day-to-day 
oversight over the program operation and evaluation. 
A portion of object 2 In the amount of $3561 is being redirected to fund this portion, object 1. 

Strengthen Suicide Prevention 
Outreach to Older Adults, Diverse 
Communities

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: 
ACCESS/UNPLANNED SERVICES DIVISION

7

Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

Innovation Project: Psychiatric 
Emergency Response Team (PERT) 
Project

-cost extension
the program for an additional 12 months through June 30, 2023, to allow the program to 
fully utilize MHSOAC-approved INN funds/gather enough data for analysis. Program would 
sunset at end of June 30, 2022 and unspent funds would otherwise be sent back to the 
State. 

Outreach and Engagement 

SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

PROGRAMMATIC CONSIDERATIONS FOR FY2022 MID-YEAR ADJUSTMENT: 
CAPITAL FACILITIES AND TECHNOLOGICAL NEEDS (CFTN)
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9

Considered for Modifications 
in FY2022

Summary Addressing this Area of Need

Technology Needs: 
EHR Project

Support CBOs in EHR implementation for FY 2023. An estimated 25 agencies are scheduled to go 
live with Provider Connect Enterprise (PCE). Bridge funding to support agencies that are 
scheduled to go live with Provider Connect Enterprise (PCE). Costs related with actual billing 
package purchase and for staff time dedicated to integrating with PCE.  One-time estimated cost 
$1,875,000 to support 25 county contracted providers.

Prioritize data and analytics

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: 
CAPITAL FACILITIES AND TECHNOLOGICAL NEEDS (CFTN)

11

Considered for Modifications 
in FY2023

Summary Addressing this Area of Need

Capital Facilities:
Adult Residential Treatment 
Facilities 

Project 650 S. Bascom Ave Site
Renovation Costs and Equipment Purchase Estimated at $1.5 Million 

Expanding adult residential  
treatment services in the community 
setting. 

Technology Needs: 
EHR Project (FTEs, TSS)

EHR FTE (staff)/Technology Services and Solutions (TSS) ongoing annual costs require an 
additional transfer from CSS to CFTN to support these ongoing costs.  Combined annual ongoing 
costs estimated at $2,640,000.

Prioritize data and analytics

Transfer from CSS fund to  CFTN 
fund for ongoing TN in FY2023. *

BHSD EHR Staff & TSS ongoing costs at $4.1M related to TSS charge back and BHSD supporting QI 
and A&R.  Started FY2022 with $3.4M fund balance, this will be depleted with ongoing $2.6M in 
FY22 and (if approved) the ~ $1.9M one-time in FY22 to support 25 CCPs with their EHR.  

Ongoing support for TN 

SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

Transfers from Community Services and Supports to Capital Facilities and Technological Needs: 
*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. The transferred funds have up to 10 
years to be spent.

PROGRAMMATIC CONSIDERATIONS FOR FY2022 MID-YEAR ADJUSTMENT: 
WORKFORCE EDUCATION & TRAINING 
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WORKFORCE EDUCATION AND TRAINING (WET): SUMMARY OF CONSIDERATIONS FOR FY2022

13

Considered for Modification Mid-Year 
FY2022

Summary Addressing this Area 
of Need

WET 6/7 - Career Pathway & Workforce 
Development: 
Stipends & Incentives to support MH 
Career

Develop Workforce Committee to address recruitment and 
retention challenges

Participation in State WET Funds programs for Loan Repayment & 
Stipends. 

Santa Clara County required to provide local match of 
$609,477 to receive $1,846,899 for Loan Repayment & 
Clinical Stipends. 

Recommend to provide County match in FY 22 so that State 
WET funds can be used earlier to address Workforce 
retention strategy. 

Focus on Workforce 
Recruitment and 
Retention 

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: 
WORKFORCE EDUCATION & TRAINING 

UPDATED WET WORK PLAN FOR FY2023

15

FY21 WET Work Plan Proposed Reconfiguration/Consolidation of 
the WET Work Plan 

W1: Workforce Education and Training Coordination W1: WET Coordination 

W2: Promising Based Practices Training 

W2:  Trainings 

Promising Based Practices Training  
Cultural Humility Training  
Welcoming Training 
Collaboration with Key System Partners  

W3: Cultural Humility Training  

W4: Welcoming Training 

W5: Collaboration with Key System Partners  

W6: Career Pathway & Development 

W3: Career Pathways & Development 

Career Pathway & Development 
Stipends & Incentives 

W7: Stipends & Incentives to Support MH Career  

16

Considered for Modification FY 2023 Summary Addressing this Area of 
Need

WET 2 Training for Providers:
Consolidation of Training WET Workplans -
Promising and Evidence Based Practices, 
Cultural Humility, Welcoming and Collaboration 
with Key System Partners into one workplan

Training Manager (MHPS II) and Associate Training & Staff Development 
Specialist are now in WET 2. 

Consolidate all the training workplans and training funds into WET 2. 

Move the three (0.5) Peer Interns to WET 3 

Training Manager scope will be expanded to develop a clinical training plan for 
new clinical providers and to coordinate the Co-Occurring training series and 
Transformational Care Planning training. 

Focus on providing Cultural Humility, Faith-Based, Trauma informed and Suicide 
Prevention trainings.  

Hybrid training model to be implemented with the appropriate technological 
equipment. 

Expand CIT, 5150 and De-escalation training and upgrade 5150 training 
registration system. 

Offer Specialized 
Trainings for Providers

01  
Specialized 
Training 
for 
Providers 

02  
Create an 
Effective 
Peer 
Workforce 

03  
Focus on 
Workforce 
Recruitment 
and 
Retention 

WORKFORCE EDUCATION AND TRAINING (WET): SUMMARY OF CONSIDERATIONS FOR FY2023
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WORKFORCE EDUCATION AND TRAINING (WET): SUMMARY OF CONSIDERATIONS FOR FY2023

17

Considered for Modification FY 2023 Summary Addressing this Area of 
Need

WET 3 - Career Pathway & Workforce 
Development: 
Stipends & Incentives to support MH Career

Move 1.0 FTE Associate Management Analyst (AMA) from CSS, Learning Partnership to 
W3
Participation in State WET Funds programs for Loan Repayment & Stipends. Santa Clara 
County required to provide local match of $609,477 to receive $1,846,899 for Loan 
Repayment & Clinical Stipends.
Continue SJSU Scholarship program and research other Scholarship possibilities.
Student Intern program will resume for County programs
Stipends for both County and Contract Provider Student/Peer Interns
Workforce Committee to address recruitment and retention challenges

Focus on Workforce 
Recruitment and Retention 

WET 3 - Career Pathway & Workforce 
Development: Stipends & Incentives to support 
MH Career

The three (0.5) FTE Peer Interns from Training workplan and moved to WET 3 to maintain the 
peer intern program.

Create an Effective Peer 
Workforce

Transfer from CSS fund to WET fund for ongoing 
FTE/operating expenses in FY2023. *

The WET Plan improves and transforms the behavioral health system by enhancing the skills 
of the workforce, expanding roles for consumers and family members and increasing cultural 
and linguistic diversity. The annual cost of WET is $3.1M for FY2023. 

Ongoing Support for WET 
activities.

Transfers from Community Services and Supports to Workforce Education and Training (WET): 
*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. The transferred funds have
up to 10 years to be spent.

ADDITIONAL CONSIDERATIONS: CONSUMER SURVEY RESULTS, FEBRUARY 2021.

2021 Client/Consumer 
Survey Findings 

TOP 4 GREATEST 
NEEDS OF THE SYSTEM 

AMONG ALL 
CLIENTS/CONSUMERS

Services should be focused on 
wellness, recovery and hope.

Services should focus on what 
the client thinks is important.

We need different types of 
services.

Service providers should talk to 
each other.

20
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SUMMARY

21

Overall high satisfaction with 
MHSA funded services

1
There are some key areas of 

improvement:
Focus of services
Coordination of services
Support to clients from providers on:

Involvement of family members/loved 
ones
Other supportive services

2
Differences in satisfaction levels 
by cultural groups should be 
considered when evaluating 
programmatic changes for 
FY2023 annual plan update

3

22

The MHSA intends that there be a meaningful stakeholder process to provide subject 
matter expertise to the development of plans focused on utilizing the MHSA funds at 
the local level, including participation from community stakeholders. 

The community planning process should work to create an annual MHSA plan that: 
Is integrated with other initiatives
Is realistic and feasible
Builds upon previous accomplishments
Measures success 
Aligns with the spirit of the MHSA and complies with current regulations

MHSA COMMUNITY PLANNING PROCESS

1.  CONDUCT BREAKOUT
SESSIONS 
(FACILITATED BY THE 
MHSA TEAM)

2. SHARE DISCUSSION
WITH THE MAIN GROUP

Breakout Session

24

What concerns do you have about the 
recommendations?

What else do you suggest to address the 
needs?

What should be modified/adjusted?

1. CONDUCT BREAKOUT SESSIONS (FACILITATED BY THE MHSA TEAM)
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2. SHARE
DISCUSSION
WITH THE
MAIN GROUP

25 26

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover initial 
recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2, 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be in two 
parts for each area and provide Q&A
CYF: 8/20, 8/23
AOA: 8/26, 8/30
Housing Overview Meeting: 8/27
Unplanned/Access/WET/CFTN: 9/2, 9/7
Hold Finance Meeting: TBD
Summary Informational Session #1: 9/10
Summary Information Session #2: 9/14

Follow-up Meetings 
(August Early 

September 2021) 30-Day Public Comment Period
Aim for mid-September 2021
Public Hearing with the 
Behavioral Health Board (BHB) 
November 2021
Board of Supervisors 
December 2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

FY 2022 Mid-Year Adjustment

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information 

with MHSA SLC

and the Public
Conducted 
Meetings 

February 
April 2021

Presented Program 
Util ization By Area *

CYF,  Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY  2022 MHSA Plan

May 19,  2021 
Public Hearing with 

the Behavioral 
Health Board

June 8,  2021 
Approved by the 
County Board of  

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

Phase I: July 
Early August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 

Stakeholder Input
Identified the 

need for FY2022 
Mid Year 

Adjustment 

Phase II:  Mid 
August Early 

September 2021 
Program 

Refinement, 
Stakeholder Input 
on Considerations, 

Strategies to 
Address Unmet 

Needs, etc.  

27

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

28

https://www.surveymonkey.com/r/Sept2_SLC_Feedback
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Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

FY2023 Program Refinement  Meet ing:
A c c e s s / U n p l a n n e d  S e r v i c e s ,  Wo r k f o rc e  E d u c a t i o n  &  Tr a i n i n g  

( W E T ) ,  C a p i t a l  Fa c i l i t i e s  a n d  Te c h n o l o g y  N e e d s  ( C F T N ) ,  Pa r t  2

Tu esd ay,  S epte mb er  7 ,  202 1,  3 :0 0 PM 4 :30 PM  
Zoom Vi rt u al  M eet in g

2

S e p t e m b e r  7 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  3 : 0 0  P M  4 : 3 0  P M

1. Intro (Jeanne Moral) - 10 minutes
Stakeholder Leadership Committee (SLC) introductions

2. Review of FY2022 Mid Year Adjustment Recommendations and Overview of Program Considerations for FY2023 15 minutes
Access/Unplanned Services Division (Bruce Copley)
Capital Facilities and Technological Needs (CFTN) (Margaret Obilor, Tina Cordero)
Workforce Education & Training (Jeanne Moral)

3. Question & Answer 60 minutes

5. Conclusion/Next Steps - 5 mins

3

Meeting 
Agreements

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.
PROGRAMMATIC CONSIDERATIONS FOR FY2022 MID YEAR ADJUSTMENT: 
ACCESS/UNPLANNED SERVICES DIVISION
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PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

5

Considered for Modifications 
in FY2022

Summary Addressing this Area of Need

Community Services and Supports:
In-Home Outreach Teams (IHOT)

Maintain both contracts at current MFO. Reallocate $100K of cost-based invoicing from Bill 
Wilson to case management activities to align both providers in terms of expected service 
production. Work with Bill Wilson during the first quarter on improving data submissions. 
Explore updating the current IHOT referral process with AOA Division. Zero net impact as a result 
of reappropriation of existing approved allocation

Outreach and Engagement 

Prevention and Early Intervention: 
LGBTQ Access & Linkage LGBTQ 
Wellness Center

Add: 1 FTE Community Outreach Worker (current EH MSW) and 1 FTE Management Analyst 
(current EH). Zero net impact, reappropriation of existing approved allocation

Outreach and Engagement in the 
LGBTQ community 

Prevention and Early Intervention: 
Suicide Prevention 

Replace 1 FTE Program Prevention Analyst II/I with Program Manager I to provide day-to-day 
oversight over the program operation and evaluation. 
A portion of object 2 In the amount of $3561 is being redirected to fund this portion, object 1. 

Strengthen Suicide Prevention 
Outreach to Older Adults, Diverse 
Communities

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: 
ACCESS/UNPLANNED SERVICES DIVISION

7

Considered for Modifications in 
FY2023

Summary Addressing this Area of Need

Innovation Project: Psychiatric 
Emergency Response Team (PERT) 
Project

-cost extension
the program for an additional 12 months through June 30, 2023, to allow the program to 
fully utilize MHSOAC-approved INN funds/gather enough data for analysis. Program would 
sunset at end of June 30, 2022 and unspent funds would otherwise be sent back to the 
State. 

Outreach and Engagement 

SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

PROGRAMMATIC CONSIDERATIONS FOR FY2022 MID-YEAR ADJUSTMENT: 
CAPITAL FACILITIES AND TECHNOLOGICAL NEEDS (CFTN)
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9

Considered for Modifications 
in FY2022

Summary Addressing this Area of Need

Technology Needs: 
EHR Project

Support CBOs in EHR implementation for FY 2023. An estimated 25 agencies are scheduled to go 
live with Provider Connect Enterprise (PCE). Bridge funding to support agencies that are 
scheduled to go live with Provider Connect Enterprise (PCE). Costs related with actual billing 
package purchase and for staff time dedicated to integrating with PCE.  One-time estimated cost 
$1,875,000 to support 25 county contracted providers.

Prioritize data and analytics

PROPOSED FY2022 MID-YEAR ADJUSTMENTS AS A RESPONSE TO IMMEDIATE EMERGING NEEDS 

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: 
CAPITAL FACILITIES AND TECHNOLOGICAL NEEDS (CFTN)

11

Considered for Modifications 
in FY2023

Summary Addressing this Area of Need

Capital Facilities:
Adult Residential Treatment 
Facilities 

Project 650 S. Bascom Ave Site
Renovation Costs and Equipment Purchase Estimated at $1.5 Million 

Expanding adult residential  
treatment services in the community 
setting. 

Technology Needs: 
EHR Project (FTEs, TSS)

EHR FTE (staff)/Technology Services and Solutions (TSS) ongoing annual costs require an 
additional transfer from CSS to CFTN to support these ongoing costs.  Combined annual ongoing 
costs estimated at $2,640,000.

Prioritize data and analytics

Transfer from CSS fund to  CFTN 
fund for ongoing TN in FY2023. *

BHSD EHR Staff & TSS ongoing costs at $4.1M related to TSS charge back and BHSD supporting QI 
and A&R.  Started FY2022 with $3.4M fund balance, this will be depleted with ongoing $2.6M in 
FY22 and (if approved) the ~ $1.9M one-time in FY22 to support 25 CCPs with their EHR.  

Ongoing support for TN 

SUMMARY OF CONSIDERATIONS FOR MODIFICATIONS IN FY 2023

Transfers from Community Services and Supports to Capital Facilities and Technological Needs: 
*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. The transferred funds have up to 10 
years to be spent.

PROGRAMMATIC CONSIDERATIONS FOR FY2022 MID-YEAR ADJUSTMENT: 
WORKFORCE EDUCATION & TRAINING 

685



WORKFORCE EDUCATION AND TRAINING (WET): SUMMARY OF CONSIDERATIONS FOR FY2022

13

Considered for Modification Mid-Year 
FY2022

Summary Addressing this Area 
of Need

WET 6/7 - Career Pathway & Workforce 
Development: 
Stipends & Incentives to support MH 
Career

Develop Workforce Committee to address recruitment and 
retention challenges

Participation in State WET Funds programs for Loan Repayment & 
Stipends. 

Santa Clara County required to provide local match of 
$609,477 to receive $1,846,899 for Loan Repayment & 
Clinical Stipends. 

Recommend to provide County match in FY 22 so that State 
WET funds can be used earlier to address Workforce 
retention strategy. 

Focus on Workforce 
Recruitment and 
Retention 

PROGRAMMATIC CONSIDERATIONS FOR FY2023 ANNUAL UPDATE: 
WORKFORCE EDUCATION & TRAINING 

UPDATED WET WORK PLAN FOR FY2023

15

FY21 WET Work Plan Proposed Reconfiguration/Consolidation of 
the WET Work Plan 

  

 

W1: Workforce Education and Training Coordination 
 

 

W1: WET Coordination 

 

W2: Promising Based Practices Training 

W2:  Trainings 

 Promising Based Practices Training   
 Cultural Humility Training  
 Welcoming Training 
 Collaboration with Key System Partners   

W3: Cultural Humility Training  
 

 

W4: Welcoming Training 

W5: Collaboration with Key System Partners  

 

W6: Career Pathway & Development 
 

W3: Career Pathways & Development 

 Career Pathway & Development 
 Stipends & Incentives 

W7: Stipends & Incentives to Support MH Career  

 
 

 

16

Considered for Modification FY 2023 Summary Addressing this Area of 
Need

WET 2 Training for Providers:
Consolidation of Training WET Workplans -
Promising and Evidence Based Practices, 
Cultural Humility, Welcoming and Collaboration 
with Key System Partners into one workplan

Training Manager (MHPS II) and Associate Training & Staff Development 
Specialist are now in WET 2. 

Consolidate all the training workplans and training funds into WET 2. 

Move the three (0.5) Peer Interns to WET 3 

Training Manager scope will be expanded to develop a clinical training plan for 
new clinical providers and to coordinate the Co-Occurring training series and 
Transformational Care Planning training. 

Focus on providing Cultural Humility, Faith-Based, Trauma informed and Suicide 
Prevention trainings.  

Hybrid training model to be implemented with the appropriate technological 
equipment. 

Expand CIT, 5150 and De-escalation training and upgrade 5150 training 
registration system. 

Offer Specialized 
Trainings for Providers

01  
Specialized 
Training 
for 
Providers 
 

02  
Create an 
Effective 
Peer 
Workforce 

03  
Focus on 
Workforce 
Recruitment 
and 
Retention 
 

 

WORKFORCE EDUCATION AND TRAINING (WET): SUMMARY OF CONSIDERATIONS FOR FY2023
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WORKFORCE EDUCATION AND TRAINING (WET): SUMMARY OF CONSIDERATIONS FOR FY2023

17

Considered for Modification FY 2023 Summary Addressing this Area of 
Need

WET 3 - Career Pathway & Workforce 
Development: 
Stipends & Incentives to support MH Career

Move 1.0 FTE Associate Management Analyst (AMA) from CSS, Learning Partnership to 
W3
Continue SJSU Scholarship program and research other Scholarship possibilities.
Student Intern program will resume for County programs
Stipends for both County and Contract Provider Student/Peer Interns
Workforce Committee to address recruitment and retention challenges

Focus on Workforce 
Recruitment and Retention 

WET 3 - Career Pathway & Workforce 
Development: Stipends & Incentives to support 
MH Career

The three (0.5) FTE Peer Interns from Training workplan and moved to WET 3 to maintain the 
peer intern program.

Create an Effective Peer 
Workforce

Transfer from CSS fund to WET fund for ongoing 
FTE/operating expenses in FY2023. *

The WET Plan improves and transforms the behavioral health system by enhancing the skills 
of the workforce, expanding roles for consumers and family members and increasing cultural 
and linguistic diversity. The annual cost of WET is $3.1M for FY2023. 

Ongoing Support for WET 
activities.

Transfers from Community Services and Supports to Workforce Education and Training (WET): 
*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. The transferred funds have 
up to 10 years to be spent.

QUESTION & 
ANSWER 
SESSION

18

19

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover initial 
recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2, 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be in two 
parts for each area and provide Q&A
CYF: 8/20, 8/23
AOA: 8/26, 8/30
Housing Overview Meeting: 8/27
Unplanned/Access/WET/CFTN: 9/2, 9/7
Hold Finance Meeting: TBD
Summary Informational Session #1: 9/10
Summary Information Session #2: 9/14

Follow-up Meetings 
(August Early 

September 2021) 30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the 
Behavioral Health Board (BHB) 
November 2021
Board of Supervisors 
December 2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

FY 2022 Mid-Year Adjustment

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information 

with MHSA SLC

and the Public
Conducted 
Meetings 

February 
April 2021

Presented Program 
Util ization By Area *

CYF,  Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY  2022 MHSA Plan

May 19,  2021 
Public Hearing with 

the Behavioral 
Health Board

June 8,  2021 
Approved by the 
County Board of  

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

Phase I: July 
Early August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 

Stakeholder Input
Identified the 

need for FY2022 
Mid Year 

Adjustment 

Phase II:  Mid 
August Early 

September 2021 
Program 

Refinement, 
Stakeholder Input 
on Considerations, 

Strategies to 
Address Unmet 

Needs, etc.  

20

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023
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PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

21

https://www.surveymonkey.com/r/Sept7_SLC_Feedback

Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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Mental Health  Services Act  (MHSA) 
Stakeholder Leadership Committee (SLC)

Fiscal  Year (FY) 2023 Planning Meeting

Summar y of Recommendat ions: 
AOA, CYF,  Access/Unplanned Services ,  WET,  CFTN

F Y 20 2 2  M i d - Ye a r  A d j u s t m e n t
F Y 20 2 3  M H S A  A n n u a l  P l a n  U p d a t e  

F r i d ay,  S ep te m b e r  1 0,  2 0 2 1 ,  2 : 3 0P M  5 P M  
Zo o m  Vi r t u a l  M e e t i n g

2

S E P T E M B E R  1 0 ,  2 0 2 1 M H S A  M E E T I N G  A G E N D A  2 : 3 0  P M  5 : 0 0  P M
1. Intro (Jeanne Moral) - 10 minutes

Stakeholder Leadership Committee (SLC) Introductions

2. Overview of Stakeholder Input and Identified Priorities 
FY2022 Mid Year Adjustments Recommendations 
FY2023 Annual Plan Update Recommendations 
Feedback on Stakeholder Considerations 

Adult and Older Adult
Children, Youth and Families
Access/Unplanned Services, CFTN and WET

3. Question and Answer 40 minutes

4. Conclusion/Next Steps - 5-10 mins

3

Meeting 
Agreements

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

Evaluate current needs and trends in utilization of services
Evaluate service mix ensure flexibility to meet client needs
What are the gaps in the continuum?
Maximize, right-size, and adjust

FRAMEWORK FOR THE MHSA PLANNING PROCESS JULY 2021

4

Outreach and 
engagement

FY 2021 Mid-
Year COVID-19 

Update

#1 Need 
Identified:

Access to 
services 

Client Wellness 
and Recovery

Ongoing emerging needs 
from the COVID-19 pandemic:

Increase in demand for 
behavioral health services
Increase in depression, 
anxiety and substance use 
disorders
Reopening of schools
Telehealth 

New Programs 
and Initiatives:

Community 
Mobile 
Response
AOT
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5

Improve Access to 
Outpatient Services 

Outreach & 
Engagement

Engage Justice 
Involved Individuals 

in Services

AOT Implementation 
Concerns

Expand adult 
residential treatment 

services in the 
community setting

Prioritize Data and 
Analytics

Respond to Children 
Going Back to School 

Strengthen Suicide 
Prevention to Older 
Adults and Diverse 

Communities

Specialized Training 
for Providers

Focus on Workforce 
Recruitment and 

Retention

Create an Effective 
Peer Workforce

Overview of Stakeholder Input and Identified Priorities 

Priority Areas 
from SLC & Public 

Based on 
Refinement 
Meetings, 

Breakout Groups 
and Survey Input

Recommendations 
from BHSD by 
System of Care

Based on 
Departmental 

Priorities, MHSA 
Client/Consumer 
Survey Findings

PROGRAMMATIC CONSIDERATIONS FOR MHSA FY2022 MID YEAR AND FY2023 ANNUAL PLAN UPDATE

8

Adult and Older Adult System of Care Children, Youth and Families System of Care

Community Services and Supports (CSS): 
LGBTQ TAY, Adult & Older Adult Specialty Outpatient 
Services (co-located at Gender Health Clinic) clinical 
team (10.5 FTEs)

Community Services and Supports: FSP 
Child IFSP - eligibility criteria modified

CSS: Outpatient Services at Vietnamese American Service 
Center (VASC) 

dedicated 2 FTE for Specialty Mental Health Services

CSS: Clinical Wellness Services Division 
Outpatient Services Expansion:
Outpatient/Older Adult/ WARMS/Ethnic 
Outpatient/Specialized Outpatient: Hard of Hearing 

collectively adding capacity by 1,337 slots

CSS: Wellness Centers & Programs
Individualized Supported Services (IPS) Employment 
- INN -> CSS Transition

TAY FSP increased capacity by 25 slots

CSS: General System Development (GSD) 
TAY Outpatient - increase capacity by 41 slots

Improve Access to 
Outpatient Services 
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9

Adult/Older Adult System of Care 
Community Services and Supports (CSS)
County Staff Duties

Hearing/Settlement Agreement/Court (Office of the 
County Counsel, Office of the Public Defender, 
Behavioral Health Treatment Court (BHTC)
Management of Operations
Referral, Outreach & Triage: Triage team-
Psychologist, licensed psychiatric social workers, 
Rehabilitation Counselors, Peer Support Workers  
and Psychiatrist
Data Analysis: Management Analyst
Contract Monitoring
Training and Education

Expand Current ACT & FACT contract by adding 50 
slots
Expansion of Housing & Flex Funding -Outreach & 
Treatment
Data Collection and Reporting
Expansion of Crisis Residential Contract by 25 Slots

County Infrastructure Cost: $4,620,912 Community Based Treatment Related Cost: $7,671,268

Estimated Medi-Cal Reimbursements  ($1,947,667)
Estimated Total Cost Across the County to Implement AOT Annually $10,344,513

AOT Implementation 
Concerns

10

Adult and Older Adult System of Care

CSS: Crisis and Hospital Diversion Initiative
Adult Residential Treatment expansion for 28 additional beds

Capital Facilities and Technological Needs (CFTN):
Adult Residential Treatment Facility:
Project 650 S. Bascom Ave Site
Renovation Costs and Equipment Purchase ($1.5 Million)

Expand adult 
residential treatment 

services in the 
community setting

11

Adult and Older Adult System of Care Access/Unplanned Services Division 

Community Services and Supports: Outreach & 
Engagement (Reengagement Initiative)

Community Services and Supports: In-Home 
Outreach Teams (IHOT) - Reallocate $100K of 
cost-based invoicing to case management 
activities (Bill Wilson) to align providers in 
terms of expected service production

Prevention and Early Intervention (PEI): 
Access and Linkage at Vietnamese American 
Service Center (VASC) - dedicated 2FTE MHPSW 
Team

Prevention and Early Intervention: LGBTQ 
Access & Linkage LGBTQ Wellness Center 
utilize existing finds to add 1 FTE Community 
Outreach Worker (current EH MSW) and 1 FTE 
Management Analyst (current EH) 

Prevention and Early Intervention: Suicide 
Prevention Add 1 PM I Program Manager I 
to provide day-to-day oversight over the 
program operation and evaluation as well as 
Strengthen Suicide Prevention Outreach to 
Older Adults, Diverse Communities

Outreach & 
Engagement

Strengthen Suicide 
Prevention for Older 
Adults and Diverse 

Communities

12

Children, Youth and Families System of Care

Community Services and Supports: GSD 

Stabilization Services (MRSS)

to 
address the needs of children and youth upon 
the re-opening of schools this school year

Prevention and Early Intervention:
School Based Strengthening Families

PEI - SLS contracts by 10% and expansion of SLS 
Coordinators to address the needs of children 
and youth upon the re-opening of schools this 
school year. 

For FY2023, the program will expand capacity to 
additional school districts.

Prevention and Early Intervention: 
School Linked Services Initiatives Division

Add 1 FTE Senior Mental Health Program 
Specialist in the School Linked Services Division 
to support growth of program and expansion of 
program to serve additional schools. 

Respond to Children 
Going Back to School 
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Adult and Older Adult System of Care

Community Services and Supports (CSS): 
Criminal Justice Services - FSP

CSS: Criminal Justice Services Division
Intensive Outpatient (IOP)

CJS: Transitional Housing Units (THU)

Increasing capacity by 50 slots

Expanding services by 11 slots

Expanding services by 20 slotsEngage Justice 
Involved Individuals 

in Services

14

Data & Analytics Division 

Technology Needs: 
Electronic Health Record (EHR)

Support for 25 agencies are scheduled to go 
live with Provider Connect Enterprise (PCE). 
Costs related with billing package purchase 
and for staff time dedicated to integrating 
with PCE.  One-time estimated cost 
$1,875,000 to support 25 county contracted 
providers.

Technology Needs: 
EHR FTE (staff)/Technology Services and 
Solutions (TSS) 

BHSD EHR Staff (QI, A&R)n and TSS ongoing 
costs related to charge back (TSS) - $2.64M

Transfer from CSS fund to  CFTN fund for 
ongoing TN

FY2022 fund balance ($3.4M), estimated to 
be depleted with ongoing $2.6M in FY22 and 
(if approved) the ~ $1.9M one-time in FY22 to 
support 25 CCPs with their EHR. 

15

Workforce Education and Training (WET)

Career Pathway & Workforce Development: 
Stipends & Incentives to support MH Careers

Develop Workforce Committee
Participate in State WET Funds programs for 
Loan Repayment & Stipends.

Reconfigure and Consolidate the WET 
Workplan 

1. WET Coordination
2. WET Training
3. WET Career Pathways and Development

Consolidation of Training WET Workplans 

Transfer from CSS fund to WET fund for ongoing 
FTE/operating expenses

Promising and Evidence Based Practices, Cultural 
Humility, Welcoming and Collaboration with Key 
System Partners into one workplan

The WET Plan improves and transforms the 
behavioral health system by enhancing the skills of 
the workforce, expanding roles for consumers and 
family members and increasing cultural and 
linguistic diversity.

Focus on Workforce 
Recruitment and 

Retention

Specialized Training 
for Providers

16

WET Adult and Older Adult System of Care

WET 3 - Career Pathway & Workforce 
Development: Stipends & Incentives to 
support MH Careers
-move three (0.5) FTE Peer Interns from 
Training workplan and moved to WET 3 to 
maintain the peer intern program.

Office of Consumer Affairs 
Transfer of 1 FTE language code from 
Office of Family Affairs (OFA) to Office of 
Consumer Affairs (OCA)
Add 1 FTE (from two 0.5FTEs) to maximize
services delivery and staff retention

Office of Family Affairs 
Add 1 FTE to a language code - maximize
services to the monolingual population 

Create an Effective 
Peer Workforce
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QUESTION & 
ANSWER 
SESSION

17 18

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover 
initial recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2, 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be in 
two parts for each area and provide 
Q&A
CYF: 8/20, 8/23
AOA: 8/26, 8/30
Housing Overview Meeting: 8/27
Unplanned/Access/WET/CFTN: 9/2, 9/7
Summary Informational Session: 9/10
Finance/Budget Session, Q&A: 9/14

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral 
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

FY 2022 Mid-Year Adjustment

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information 

with MHSA SLC

and the Public
Conducted 
Meetings 

February 
April 2021

Presented Program 
Util ization By Area *

CYF,  Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY  2022 MHSA Plan

May 19,  2021
Public Hearing with 

the Behavioral 
Health Board

June 8,  2021
Approved by the 
County Board of  

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

Phase I: July 
Early August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 

Stakeholder Input
Identified the 

need for FY2022 
Mid Year 

Adjustment 

Phase II:  Mid 
August Early 

September 2021 
Program 

Refinement, 
Stakeholder Input 
on Considerations, 

Strategies to 
Address Unmet 

Needs, etc.  

19

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

20

https://www.surveymonkey.com/r/Sept10_SLCRefinement_Feedback
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Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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OVERVIEW OF THE OFFICE 
OF SUPPORTIVE HOUSING

Consuelo Hernandez: Director, County of Santa Clara Office of Supportive Housing

Shelly Barbieri: Supportive Housing System Program Manager III, County of Santa Clara Office of Supportive Housing  

1

supportive housing that is affordable and available to extremely low income and /or 
special needs households. OSH supports the County mission of promoting a healthy, safe, 
and prosperous community by ending and preventing homelessness.

Mission2

December 2014, County Board of Supervisors
3

Housing special needs populations is a county service and therefore the 
County must take an active role in developing, financing and supporting 
various types of affordable housing for the populations that we serve.

Increase the scope and breadth of supportive housing for special needs populations, 
including homeless and chronically homeless persons.

Increase the supply of housing that is affordable to extremely low income (ELI) households.

Improve coordination and collaboration among the County, the cities, other governmental 
agencies and the affordable housing community.

FY 2022 Organization by Budget Unit

OSH Director

Housing & Community 
Development

Rapid Rehousing,
Homelessness Prevention 

& Crisis Response

Outreach & 
Engagement
(HHS BUs)

Supportive 
Housing Services

Permanent 
Supportive Housing

(BHSD BU)

CoC Quality 
Improvement, Fiscal, 
Planning & Admin

County Chief Operating 
Officer

BHSD Director

SCVHHS CEO / 
Deputy County Exec.

4

VMC CEO

VHHP (Under 
Ambulatory Care)

Existing VHHP 
Programs & Clinics

VHHP Permanent 
Supportive Housing 

Team
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Supportive Housing System
5

Coordinated 
Assessment 

System

Homeless 
Management 
Information 

System

Housing & 
Community 

Development

Case Finding 
and 

Outreach

Homelessness 
Prevention

Rapid 
Rehousing

Permanent 
Supportive 

Housing

Transitional 
Housing

Interim Housing & Temporary Shelter

County Investments, FY 2019-20*
6

*Does not include special funds such as Housing Bond or CDBG

System Coordination and Administration $ 6,554,675 

Crisis Response $ 18,517,179 

Homelessness Prevention $ 11,727,739 

Rapid Rehousing $ 16,816,959 

Permanent Supportive Housing $ 22,241,006 

Housing and Community Development $ 4,274,187 

Other $ 7,518,075 

Total $ 87,649,820 

7

County Housing Production Goals and Progress
8

Unit / Affordability Type

Total Units Unit Goals % of Goal Met

Permanent Supportive Housing 1,503 1,800 83%

Rapid Rehousing 314 1,600 20%

Affordable to ELI Households 562 800 71%

Affordable to VLI Households 598 600 98%

Totals 2,977 4,800 62%
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Five-Year Community 
Plan to End 

Homelessness
PROGRESS TO 
DATE

10

AGGRESSIVE 
TARGETS

11

Establish 
Supportive 

Housing 
System

Construct 
New 

Supportive 
Housing Apts.

Improve the 
Housing 

Production 
System

Harness the 
Power of the 
Safety-Net

Create an 
Economy that 

Works for 
Everyone

Expanding Collective Impact and Shared Responsibility
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County of Santa Clara
13

Integrate specialty mental health services 
and funding as part of PSH

Integrate safety-net programs into the 
supportive housing system

Provide integrated medical services to 
enhance supportive housing programs

Advocate for supportive / ELI housing

Photos courtesy of the Mercury News

14

QUESTIONS?

15
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FINANCE TEAM PRESENTATION
MENTAL HEALTH SERVICES ACT
AUGUST 09,2021

2

A u g u s t  9 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  8 : 0 0  A M  1 0 : 0 0  P M Time

1. Overview (Sherri Terao)
a. Welcome / SLC Introductions
b.

5 minutes

2. MHSA Finance Presentation (Tina Cordero, Vince Robben) 45 minutes

3. Q&A 60 minutes

3

Meeting 
Agreement

Raise hand on 
Zoom or on camera 
to provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

Year-to-Date CY 2021 
MHSA Planning Activities

Share 
Information with 

MHSA SLC and 
the Public

Conducted 
Meetings 

February April 
2021

Presented Program 
Utilization By Area*

CYF, Adult/Older 
Adult, 

Access/Unplanned 
Services

Finance-MHSA 
Projections

FY 2022 MHSA Plan

May 19, 2021 Public  
Hearing with the 

Behavioral Health 
Board

June 8, 2021 
Approved by the 
County Board of 

Supervisors (BOS)

FY 2023** Kick-Off 
Meeting 

July 15, 2021

Share Findings 
and Provide 

Revenue Estimate 
Updates

July Early 
August 2021 

Present System 
Findings and 

Priorities by Area 
and Obtain 
Stakeholder 

Input 

4

*Program presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act
** FY 2023 plan covers July 1, 2022 to June 30, 2023
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5

Kick-Off Meeting - July 15, 2021
Program Planning Meetings to cover initial 
recommendations and provide Q/A 
session/discussion

CYF: 7/21, 7/23
AOA: 7/26, 8/2
AOA: AOT, ART, Breakout Discussions: 8/5
Finance: 8/9
Unplanned/Access/WET/CFTN: 8/11 (3-hr)

Summary of initial recommendations and 
feedback provided at the meetings: 8/16

Initiate FY23 Planning 
Process (July Early 

August 2021)

Program Refinement meetings will be 
in two parts for each area: CYF, AOA, 
and Unplanned/Access/WET/CFTN
1.Updates to initial recommendations
2.Q/A session
Summary Informational Session in 
early September 

Follow-up Meetings 
(August Early 

September 2021)
30-Day Public Comment Period 
Aim for mid-September 2021
Public Hearing with the Behavioral 
Health Board (BHB) November 
2021
Board of Supervisor December 
2021

Draft Plan Review 
(September 

December 2021)

FY2023 MHSA Annual Plan Update Proposed Planning Process

California voters passed Proposition 63, also known as the Mental Health 

Services Act (MHSA) in November 2004 to expand and improve public mental 

health services 

1% income tax on income above $1 million

Two primary sources of deposits into State MHS Fund

1.76% of all monthly personal income tax (PIT) payments (cash transfers)

Annual Adjustment based on actual tax returns. The settlement between monthly PIT 

payments and actual tax returns

MHSA OVERVIEW

6

Ongoing Funding

Community Services and Supports (CSS) provides funds for direct services to individuals with severe 

mental illness. Full Service Partnerships (FSP) are in this category; FSPs provide wrap-around services 

Prevention and Early Intervention (PEI) provides funds to recognize early signs of mental illness and 

to improve early access to services and programs, including the reduction of stigma and 

discrimination. 

Innovation (INN) provides funds to evaluate new approaches that increase access to the unserved 

and/or underserved communities. This component requires State approval (MHSOAC).

One Time Funding (Counties may continue to fund from CSS distribution)

Capital Facilities and Technological Needs (CFTN) provides funds for building projects and increasing 

technological capacity to improve mental illness service delivery.

Workforce, Education and Training (WET) provides funds to improve and build the capacity of the 

mental health workforce.

MHSA CONSISTS OF FIVE COMPONENTS AND EACH HAS ITS 
DISTINCT REQUIREMENTS

7 8
1. Source CBHDA 06.25.2021 financing_101_member_Orientation
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9

as of 07.09.2021

FY19-20 CSS PEI INN WET CFTN TOTAL
Unspent from FY19 43,590,751 21,265,183 24,061,453 0 11,642,662 100,560,049
Revenue including Interest 65,307,056 16,539,045 4,847,044 25,682 216,639 86,935,465
*Expenditure (82,193,920) (20,522,491) (2,001,758) (1,685,826) (3,811,902) (110,215,897)
Transfer from CSS (1,685,826) 0 0 1,685,826 0 0

  Prudent Reserve Transfer (req) 1,547,519 498,320 0 0 0 2,045,839
Unspent Balance at FY20* 26,565,580 17,780,057 26,906,739 25,682 8,047,399 79,325,456

FY20-21
Unspent Balance from FY20 26,565,580 17,780,057 26,906,739 25,682 8,047,399 79,325,456
Revenue Distribution from State 97,277,088 24,319,272 6,399,808 0 0 127,996,168
Projected Expenditure (90,020,047)           (18,939,493)           (3,965,099)             (2,405,388)             (4,641,908) (119,971,936)
Transfer from CSS (2,405,388) 0 0 2,405,388 0 0

Unspent Balance at FY21 31,417,233 23,159,836 29,341,447 25,682 3,405,491 87,349,689

FY21-22
Unspent Balance from FY21 31,417,233 23,159,836 29,341,447 25,682 3,405,491 87,349,689
Revenue Distribution from State 108,595,583 27,148,896 7,144,204 0 0 142,888,683
Projected Expenditure (83,068,396)           (25,902,571)           (11,572,079)           (2,621,821)             (5,129,512) (128,294,379)
Transfer from CSS (4,345,842) 0 0 2,621,821 1,724,021 0

Unspent Balance/(Deficit) at FY22 52,598,577 24,406,162 24,913,572 25,682 0 101,943,993

FY22-23
Unspent from FY22 52,598,577 24,406,162 24,913,572 25,682 0 101,943,993
Revenue Distribution from State 99,263,438 24,813,556 6,531,580 0 0 130,608,574
Projected Expenditure (83,773,828)           (25,889,255)           (15,066,087)           (3,129,104)             (1,241,566) (129,099,840)
Transfer from CSS (4,370,670) 0 0 3,129,104 1,241,566 0

Unspent Balance/(Deficit) at FY23 63,717,517 23,330,463 16,379,065 25,682 0 103,452,727

MHSA FINANCIAL PROJECTIONS
SANTA CLARA COUNTY MHSA APPORTIONMENTS

FY19 FY20 FY21 FY22 
Estimate

FY23
Estimate

CSS $69.3 $65.5 $97.3 $108.6 $99.3

PEI $17.1 $16.5 $24.3 $27.1 $24.8

INN $4.5 $4.8 $6.4 $7.1 $6.5

Total1  $90.9 $86.9 $128.0 $142.9 $130.6

% Change -4% 47% 12% -9%

% Share of State 4.6% 4.6% 4.6% 4.6% 4.6%

Total funding distribution is to be allocated as follows (WIC § 5892(a)(3)&(a)(6)):
76% to CSS
19% to PEI
5% to INN

1 https://sco.ca.gov/ard_payments_mentalhealthservicefund.html

(in millions of dollars)
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SANTA CLARA COUNTY MHSA EXPENSE ESTIMATES

FY19 FY20 FY21 FY22 
Estimate

FY23
Estimate

CSS $89.5 $82.2 $90.0 $83.1 $83.8

PEI $12.3 $20.5 $18.9 $25.9 $25.9

INN $1.1 $2.0 $4.0 $11.6 $15.1

WET $2.3 $1.7 $2.4 $2.6 $3.1

CFTN $1.6 $3.8 $4.6 $5.1 $1.2

Total $106.8 $110.2 $120.0 $128.3 $129.1

Prudent Reserve $20.7 $18.7 $18.7 $18.7 $18.7

Unspent Balance1 $100.62 $79.3 $87.4 $102.0 $103.5

As of August 2021:
(in millions of dollars)

11

1 Unspent balance excludes Prudent Reserve
2 FY19 unspent balance incorporates interest revenue of $3M from the year and a one-time claim of $4M for denied MHSA funded mental 

health services claims in FY14 related to the OIG audit. 

COUNTY OPERATED MHSA CLINICS AND PROGRAMS

12
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COUNTY OPERATED MHSA CLINICS AND PROGRAMS
COMMUNITY SERVICES AND SUPPORTS (CSS)

Program Name Total FY20 
Expenses

FY20
Payroll

FY20 
Object 2

FY20 
MHSA 
Funds

FY20 
Medi-Cal 

FFP

MHSA Plan 
Budget

CSEC Program and 
Foster Care 
Development C02/CO3

$1,346,264 $1,344,027 $2,237 $1,346,264 - $2,233,245

County Clinics A02/A04 $7,758,569 $6,679,621 $1,078,947 $6,156,868 $1,601,701 $9,084,589

Mental Health 
Urgent Care A04

$5,072,165 $2,629,675 $2,442,490 $4,265,078 $807,087 $4,086,258

Connections Program 
OA02-04

$163,754 $163,754 - $163,754 - $151,000

Learnings 
Partnership LP01

$2,102,819 $1,508,152 $594,666 $2,102,819 - $1,594,165

CSS Admin  AD01 $3,116,823 $2,967,729 $149,093 $3,116,823 - $2,890,949

13

COUNTY OPERATED MHSA CLINICS AND PROGRAMS
PREVENTION AND EARLY INTERVENTION (PEI)

Program Name Total FY20 
Expenses

FY20
Payroll

FY20 
Object 2

FY20 MHSA 
Funds

FY20 
Medi-Cal 

FFP

MHSA Plan 
Budget

Ethnic and Cultural 
Advisory P1

$1,465,622 $1,215,521 $250,101 $1,465,622 - $1,850,000

Services for Children 
P2

$659,397 $586,928 $72,470 $659,397 - $388,527

Office of Consumer 
Affairs P1

$1,048,346 $1,039,953 $8,393 $1,048,346 - $429,651

Office of Family 
Affairs P1

$342,654 $331,795 $10,859 $342,654 - $733,377

Re-Entry P1 $96,843 $96,516 $327 $96,843 - $151,396

LGBTQ P1 $456,815 $92,999 $363,817 $456,815 - $449,500

Suicide Prevention  P5 $1,861,691 $1,465,178 $396,514 $1,861,691 - $1,655,636

PEI Admin $1,413,081 $1,368,840 $44,240 $1,413,081 - $1,414,850

14

COUNTY OPERATED MHSA PROGRAMS
FY21 ACTUALS

15

Caseload Dosage Report
Program Type U-Code/Program Name  Actual Clients 

per Year 
 Actual Active 
Caseload 

Actual UOS Actual Dosage Actual Direct 
Service Sponsored 
Expense

Actual Direct Service 
Unsponsored 
Expense

Actual Expenses Actual 
Average 
Cost/Slot

MHSA 
Work 
Plan

F&C OPD MH DTN SMH OP -Adult 713 214 347,602    2.26 hrs $5,241,144 $712,920 $5,954,063 $27,836 CSS-C03
AOA OPD WARMS MH DTN SMH OP -Wellness 130 17 36,199     2.98 hrs $624,292 $73,770 $698,062 $41,330 CSS-A02
F&C Psychiatric 
Services 

MH LPM SMH OP -FCS 133 33 99,106     4.16 hrs $1,405,714 $33,276 $1,438,989 $43,540
CSS-C03

F&C OPD MH LPM SMH OP -FCS SLS 170 43 132,518    4.32 hrs $1,900,220 $88,647 $1,988,867 $46,720 CSS-C03
F&C OPD MH LPM SMH OP -FCS PSYC 69 14 44,181     4.43 hrs $755,690 $19,329 $775,018 $55,998 CSS-C03
F&C OPD MH LPM SMH OP -YATT 134 34 177,103    7.19 hrs $2,612,041 $17,020 $2,629,061 $76,806 CSS-C03
AOA IOP MH EVC SMH INT RC -Adul t 6 3 4,256      2.31 hrs $56,392 - $56,392 $22,028 CSS-A02
CJS OPD MH EVL SMH OP- MHSA 31 12 38,683     4.39 hrs $539,702 $667 $540,370 $44,148 CSS-A03

F&C OPD 
MH ENB SMH CENTRAL OP -Central  
Adult

701 180 411,130    3.16 hrs $5,733,251 $1,833,889 $7,567,140 $41,926
CSS-C03

F&C OPD MH ENB SMH CENTRAL OP -Central  21 2 6,464      3.94 hrs $108,559 $29,410 $137,968 $60,512 CSS-C03

F&C IOP 
MH BAS SMH F&C CROSS SYS 
TRANSFORMATION

56 24 80,854     4.66 hrs $925,457 $231,574 $1,157,031 $48,010
CSS-C03

F&C OPD MH NRV SMH OP -Adult 484 151 263,714    2.43 hrs $3,847,682 $433,310 $4,280,993 $28,381 CSS-C03
AOA OPD WARMS MH NRV SMH OP -Wellness 153 20 37,914     2.62 hrs $663,997 $90,868 $754,865 $37,518 CSS-A02
AOA OPD 
CalWORKS AOA

MH NRV SMH CALWORKS -Calworks 102 41 126,933    4.32 hrs $1,692,567 $130,137 $1,822,704 $44,652
CSS-A02

F&C OPD MH SUN SMH OP -FCS SLS 189 52 231,619    6.18 hrs $3,256,857 $122,203 $3,379,060 $64,907 CSS-C03
AOA IOP MH SUN SMH INT RC -Adul t 3 0 1,579      13.71 hrs $16,144 $5,326 $21,470 $134,191 CSS-A02
F&C OPD MH SCT SMH OP ADULT 96 35 45,551     1.79 hrs $648,875 $58,233 $707,109 $19,958 CSS-C03
F&C OPD MH BAS SMH KIDSCOPE -FCS SLS 292 68 143,090    2.93 hrs $2,403,003 $137,952 $2,540,955 $37,472 CSS-C03
F&C County BT5 MH BAS SMH KIDSCOPE -BT5 583 108 399,183    5.16 hrs $5,870,368 $322,129 $6,192,497 $57,605 CSS-C03
F&C IOP MH GUA SMH FCS CITA 14 8 31,119     5.72 hrs $362,498 $14,588 $377,087 $49,945 CSS-C03
F&C IOP MH GUA FCS GEN CLINIC 146 30 112,885    5.26 hrs $1,185,172 $394,054 $1,579,226 $52,994 CSS-C03
AOA Crisis 
Stabilization 

MH ENB SMH URGENT CARE -Urgent 
Care

1,500 39 174,605    6.25 hrs $2,619,410 $685,564 $3,304,974 $85,202
CSS-A02

AOA OPD 
CalWORKS AOA

MH GIL SMH CALWORKS -Calworks 27 6 26,848     6.65 hrs $304,150 $85,928 $390,078 $69,533
CSS-A02

1 FY21 Actuals ytd draft report as of 07.30.2021

Q & A

16
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Next Step:
The MHSA Finance Team to

1. To review the
feedback/input provided 
by stakeholders

2. Provide updated plans as 
needed in August 2021 for
the 2nd round of planning 
meetings that will take 
place after August 16, 
2021

August 16,  2021 
Summary of 

Considerations

August 11,  2021
System Findings 

and Priorities 
Presentation
& Breakout 
Discussions 
3-Hr Session

17

Access/Unplanned Services, Workforce 
Education and Training (WET) and Capital 
Facilities and Technological Needs (CFTN)

Please Join Us for our Next Set of 
Planning Meetings

PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

18

https://www.surveymonkey.com/r/Aug9_SLC_Feedback

Thank you!

For any questions about MHSA and the FY2023 
MHSA Planning Process, please email 
MHSA@hhs.sccgov.org. 
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FINANCE TEAM PRESENTATION
MENTAL HEALTH SERVICES ACT
SEPTEMBER 14,2021

2

S E P T E M B E R  1 4 ,  2 0 2 1  M H S A  M E E T I N G  A G E N D A  2 : 3 0  P M  5 : 0 0  P M
1. Intro - 10 minutes

Stakeholder Leadership Committee (SLC) Introductions

2. MHSA Finance and Budget (Tina Cordero, Chief Fiscal Officer) 30 min

3. Question and Answer 60+ mins

4. Conclusion/Next Steps 10 mins

3

Meeting 
Agreements

Raise hand on Zoom 
or on camera to 
provide feedback.

Can also 
provide 
feedback in 
the chat box.

Give space, take space.

California voters passed Proposition 63, also known as the Mental Health 

Services Act (MHSA) in November 2004 to expand and improve public mental 

health services 

1% income tax on income above $1 million

Two primary sources of deposits into State MHS Fund

1.76% of all monthly personal income tax (PIT) payments (cash transfers)

Annual Adjustment based on actual tax returns. The settlement between monthly PIT 

payments and actual tax returns

MHSA OVERVIEW

4
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Ongoing Funding

Community Services and Supports (CSS) provides funds for direct services to individuals with severe 

mental illness. Full Service Partnerships (FSP) are in this category; FSPs provide wrap-around services 

Prevention and Early Intervention (PEI) provides funds to recognize early signs of mental illness and 

to improve early access to services and programs, including the reduction of stigma and 

discrimination. 

Innovation (INN) provides funds to evaluate new approaches that increase access to the unserved 

and/or underserved communities. This component requires State approval (MHSOAC).

One Time Funding (Counties may continue to fund from CSS distribution)

Capital Facilities and Technological Needs (CFTN) provides funds for building projects and increasing 

technological capacity to improve mental illness service delivery.

Workforce, Education and Training (WET) provides funds to improve and build the capacity of the 

mental health workforce.

MHSA CONSISTS OF FIVE COMPONENTS AND EACH HAS ITS 
DISTINCT REQUIREMENTS

5 6
1. Source CBHDA 06.25.2021 financing_101_member_Orientation

7

as of 07.09.2021

FY19-20 CSS PEI INN WET CFTN TOTAL
Unspent from FY19 43,590,751 21,265,183 24,061,453 0 11,642,662 100,560,049
Revenue including Interest 65,307,056 16,539,045 4,847,044 25,682 216,639 86,935,465
*Expenditure (82,193,920) (20,522,491) (2,001,758) (1,685,826) (3,811,902) (110,215,897)
Transfer from CSS (1,685,826) 0 0 1,685,826 0 0

  Prudent Reserve Transfer (req) 1,547,519 498,320 0 0 0 2,045,839
Unspent Balance at FY20* 26,565,580 17,780,057 26,906,739 25,682 8,047,399 79,325,456

FY20-21
Unspent Balance from FY20 26,565,580 17,780,057 26,906,739 25,682 8,047,399 79,325,456
Revenue Distribution from State 97,277,088 24,319,272 6,399,808 0 0 127,996,168
Projected Expenditure (90,020,047)           (18,939,493)           (3,965,099)             (2,405,388)             (4,641,908) (119,971,936)
Transfer from CSS (2,405,388) 0 0 2,405,388 0 0

Unspent Balance at FY21 31,417,233 23,159,836 29,341,447 25,682 3,405,491 87,349,689

FY21-22
Unspent Balance from FY21 31,417,233 23,159,836 29,341,447 25,682 3,405,491 87,349,689
Revenue Distribution from State 108,595,583 27,148,896 7,144,204 0 0 142,888,683
Projected Expenditure (83,068,396)           (25,902,571)           (11,572,079)           (2,621,821)             (5,129,512) (128,294,379)
Transfer from CSS (4,345,842) 0 0 2,621,821 1,724,021 0

Unspent Balance/(Deficit) at FY22 52,598,577 24,406,162 24,913,572 25,682 0 101,943,993

FY22-23
Unspent from FY22 52,598,577 24,406,162 24,913,572 25,682 0 101,943,993
Revenue Distribution from State 99,263,438 24,813,556 6,531,580 0 0 130,608,574
Projected Expenditure (83,773,828)           (25,889,255)           (15,066,087)           (3,129,104)             (1,241,566) (129,099,840)
Transfer from CSS (4,370,670) 0 0 3,129,104 1,241,566 0

Unspent Balance/(Deficit) at FY23 63,717,517 23,330,463 16,379,065 25,682 0 103,452,727

MHSA FINANCIAL PROJECTIONS

8
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9

as of 09.13.2021

FY19-20 CSS PEI INN WET CFTN TOTAL PR
Unspent from FY19 43,590,751 21,265,183 24,061,453 0 11,642,662 100,560,049 20,749,476
Revenue including Interest 65,307,056 16,539,045 4,847,044 25,682 216,639 86,935,465
*Expenditure (82,193,920) (20,522,491) (2,001,758) (1,685,826) (3,811,902) (110,215,897)
Transfer from CSS (1,685,826) 0 0 1,685,826 0 0

  Prudent Reserve Transfer (req) 1,547,519 498,320 0 0 0 2,045,839 (2,045,839)
Unspent Balance at FY20* 26,565,580 17,780,057 26,906,739 25,682 8,047,399 79,325,456 18,703,637

FY20-21 PR
Unspent Balance from FY20 26,565,580 17,780,057 26,906,739 25,682 8,047,399 79,325,456
Revenue Distribution from State 97,277,088 24,319,272 6,399,808 0 0 127,996,168
Projected Expenditure (90,020,047)    (18,939,493)    (3,965,099)    (2,405,388)    (4,641,908) (119,971,936)
Transfer from CSS (2,405,388) 0 0 2,405,388 0 0

Unspent Balance at FY21 31,417,233 23,159,836 29,341,447 25,682 3,405,491 87,349,689 18,703,637

FY21-22
Unspent Balance from FY21 31,417,233 23,159,836 29,341,447 25,682 3,405,491 87,349,689
Revenue Distribution from State 108,595,583 27,148,896 7,144,204 0 0 142,888,683
Projected Expenditure (89,488,292)    (28,206,348)    (13,101,646)    (3,231,298)    (6,629,512) (140,657,096)
Transfer from CSS (6,455,319) 0 0 3,231,298 3,224,021 0

Unspent Balance/(Deficit) at FY22 44,069,204 22,102,385 23,384,005 25,682 0 89,581,276 18,703,637

FY22-23
Unspent from FY22 44,069,204 22,102,385 23,384,005 25,682 0 89,581,276
Revenue Distribution from State 99,263,438 24,813,556 6,531,580 0 0 130,608,574
Projected Expenditure (99,233,137)    (26,811,271)    (15,826,599)    (3,129,104)    (4,515,000) (149,515,111)
Transfer from CSS (7,644,104) 0 0 3,129,104 4,515,000 0

Unspent Balance/(Deficit) at FY23 36,455,401 20,104,670 14,088,986 25,682 0 70,674,739 18,703,637

MHSA FINANCIAL PROJECTIONS with FY22 Mid Year Adjustments and FY23 Plan Updates SANTA CLARA COUNTY MHSA APPORTIONMENTS

FY19 FY20 FY21 FY22 
Estimate

FY23
Estimate

CSS $69.3 $65.5 $97.3 $108.6 $99.3

PEI $17.1 $16.5 $24.3 $27.1 $24.8

INN $4.5 $4.8 $6.4 $7.1 $6.5

Total1 $90.9 $86.9 $128.0 $142.9 $130.6

% Change -4% 47% 12% -9%

% Share of State 4.6% 4.6% 4.6% 4.6% 4.6%

Total funding distribution is to be allocated as follows (WIC § 5892(a)(3)&(a)(6)):
76% to CSS
19% to PEI
5% to INN

1 https://sco.ca.gov/ard_payments_mentalhealthservicefund.html

(in millions of dollars)

10

SANTA CLARA COUNTY MHSA EXPENSE ESTIMATES

FY19 FY20 FY21 FY22 
Estimate

FY23
Estimate

CSS $89.5 $82.2 $90.0 $89.5 $99.2

PEI $12.3 $20.5 $18.9 $28.2 $26.8

INN $1.1 $2.0 $4.0 $13.1 $15.8

WET $2.3 $1.7 $2.4 $3.2 $3.1

CFTN $1.6 $3.8 $4.6 $6.6 $4.5

Total $106.8 $110.2 $120.0 $140.7 $149.5

Prudent Reserve $20.7 $18.7 $18.7 $18.7 $18.7

Unspent Balance1 $100.62 $79.3 $87.4 $89.6 $70.7

As of September 2021:
(in millions of dollars)

11

1 Unspent balance excludes Prudent Reserve
2 FY19 unspent balance incorporates interest revenue of $3M from the year and a one-time claim of $4M for denied MHSA funded mental 

health services claims in FY14 related to the OIG audit. 

Total Expenses 107 110 120 141 150

2

SANTA CLARA COUNTY MHSA FUNDING AND EXPENSE

1

12

In FY19 and FY20 Santa Clara County expenditure plan exceeded the 
apportionments from the State.

(in millions of dollars)
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PLEASE PROVIDE 
US YOUR 
FEEDBACK ABOUT 
THE MEETING

13

https://www.surveymonkey.com/r/Sept14_SLC_Feedback
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Appendix B. Client/Consumer Survey
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Appendix C. Stakeholder Input and Q&A
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SLC Diana Miller  1. What are you hoping to have in these variances? What is the interpretation? What should we take away from this?

  BHSD RESPONSE:  The variances depict the expected allocation or utilization compared to actual budget expenditures and budget  
utilization. These trends were reviewed for three years, FY18 – FY21. It is possible that budget utilization was overestimated and SLC 
can now correct this to meet actual utilization and free these funds for needed programs and services where utilization is trending 
upward.  

2. How can you be over utilized and under dosage??

  BHSD: Some programs may be serving more clients than originally expected due to demand. However, the number of services hours    
  per client may be lower than projected and still meeting wellness goals.  

SLC Ana G Villarreal  3. In prior meetings we agreed on having easy to read information and visual. Maybe use of individual pages may help. The
information is for the audience, MHSA SLC and the public.

BHSD RESPONSE: Thank you, BHSD is working on providing more clarity in presentation slides. 

SLC/BHB Lorraine 
Zeller  

4. How can we dig down and find out what the issues are?

BHSD RESPONSE: Typically, program and contract staff meet quarterly to discuss implementation progress, etc.   This is an ongoing 
standard in the program monitoring role of BHSD for contracted programs and services.  As part of the MHSA process, BHSD utilizes 
the community program planning process to hear from the public about the issues that concern their communities to help inform 
planning and budget decisions.  

5. I would like more detail about how success/progress and wellness and recovery is measured and what the results are for
programs being discussed.

BHSD: The MHSA Annual Plan includes programs and services demographics, outcomes data as well as stories of success. These are 
the summary results reported for each program and the results of services provided by both county-operated and community 
partners. 

6. Peer intern program sounds good, but how does the long awaited career ladder for peer support workers align with peer
certification and align with plans for reclassification of peer workers?

732

https://www.sccgov.org/sites/bhd/Pages/home.aspx


BHSD: The Peer Intern program is an entry point for individuals with lived experience as a consumer or family member who have 
limited experience to receive education and training to increase their skills so that they can be employed as a peer support worker in 
the public behavioral health system. The Peer Intern program will work with the Peer Support Division and CalMHSA (the California 
Mental Health Services Authority) so that the education and training are in alignment with the peer certification process.  

Nira Singh  7. One piece of information to understand lower dosage is that with telehealth and telephone services during COVID, it was
harder to engage clients for longer sessions

BHSD RESPONSE:  Thank you for this observation.  However, the trends have been measured since FY2018 and trends in 
underutilization exist since then and in prior years. This planning process offers an opportunity to realign our programs and services 
with actual utilization and allocate those funds for emerging needs in the system.  

SLC Mary Gloner  8. Sorry if I missed this since I joined late.  Was there a glossary shared that define "dosage" and "utilization" based on County
guidelines? These terms are defined differently depending on healthcare system.

BHSD RESPONSE:  Starting with the July 21, 2021 presentation of the Children, Youth and Families System of Care, a glossary of 
terms has been included on the MHSA SLC planning meetings.   These definitions include: Dosage is the average hours of services
per month that a client is expected to receive in a program; and, utilization is the budget expenditure (actuals) for planned,
contracted programs and services.  

SLC Thanh Do 9. Could we apply our DEI (diversity, equity and inclusion) lens with the data being presented and look if there are certain
populations (age, ethnicity, gender, etc.) that are underutilizing/overutilizing to help us better identify and address the gap?

BHSD RESPONSE:  Yes, these are included in the demographics section of the MHSA Plans and can be reviewed during the 30-Day 
public comment period.   Moving forward, it will have its own separate section on the MHSA Plans for clarity and easy tracking.  
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SLC Sparky Harlan 1. For future meetings, can we get these presentations before the meeting? Then we can respond sooner with comments in Chat.

BHSD RESPONSE:  Thank you for your input. The teams will make every effort to provide the presentations ahead of time. When not possible, the 
presentations will be provided soon after the meeting for review.  In addition, links to the video recording will be provided on the website, 1-2 
days after the meeting.   

Elisa Koff-Ginsborg  2. When you adjust capacity up, are you adding commensurate Sponsored/unsponsored in proportion to existing cases?

BHSD RESPONSE: Yes. 

Kathleen King 3. This is all new to me but I don't expect underutilization for students this year.  Going back to school should increase need.

BHSD RESPONSE:  Thank you for your comment. The Department expects this trend and has adjusted to accommodate this increased need in the 
already approved FY2022 MHSA Annual Plan. In addition, program staff will closely monitor FY2022 Q1 service utilization. 

Elisa Koff-Ginsborg  4. When you say something is underutilized since 2018, have the final reconciliations of those years been finalized so it is clear after everything
settled with the State, County and Provider that all of the funds are unutilized?

BHSD RESPONSE:  The final settlement/reconciliation process will not change the outcomes. Each program’s costs are tracked at the u-code level 
for both direct services and indirect/cost-based services. This information is provided in summary and detail to each agency. Detail information is 
provided to the agency’s finance team and summary information is provided to the agency’s program management staff.  

SLC Sparky Harlan 5. Have you talked to these agencies about cutting their budgets to hear issues during pandemic?

BHSD RESPONSE:  Discussions have been had with agencies on their utilization trends and possible adjustment of budgets to maximize services. 
Adjustment considerations would not impact service delivery or system capacity. 

6. There is a lot of money coming down from state to schools. Is there still a need for MHSA funds to go to schools?

BHSD RESPONSE:  BHSD is closely monitoring the activities and plans with State funding going to schools to address behavioral health needs. It is 
important to maintain and increase, when appropriate, as we anticipate some funds from the State may be available for a short period of time or 
one-time funds.  

7. What is the Starlight YTIP? It is not discussed at JJSC or juvenile probation as a service for DJJ youth returning.

BHSD RESPONSE:   The Starlight Youth Therapeutic Integrated Program is the on-site Behavioral Health program at the Ranch. This program is not 
contracted to serve youth returning from DJJ.  YTIP serves youth at the Ranch and provides 30 days of services after release to ensure connections 
to community partners are made.  

Don Taylor 8. Is there a cross walk that shows where reductions are going to? that would be helpful?

BHSD RESPONSE:  Please refer to slide #14 on the July 23, 2021 MHSA SLC Planning Session. 
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9. Is the unsponsored reductions based on post-cost reconciliation?  Sometimes unsponsored is utilized at this time when dropped medi-cal, etc. is
rectified.

BHSD RESPONSE:  Unsponsored covers denials, unsponsored clients, and those who’s Medi-Cal has lapsed. 

SLC Mary Gloner Thank you for recommendation Sparky (in reference to having a presentation related to sources of funding for homeless/unhoused population in 
County of Santa Clara).  Homelessness and serving unhoused is a recurring issue at other MHSA planning meetings. 

BHSD RESPONSE:  The Department is following up with our housing partners and exploring the option for a stand alone meeting related to this 
request.  
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SLC Sparky Harlan 1. Why are you reducing dosage? It seems like you are reducing funding but cutting services to clients. I do not see what the
rationale is except to give less services to clients.

BHSD RESPONSE:  No, the intent is not to reduce funding, but reducing the number of hours a client is seen each month from 15.26 hours 
a month to 13.0. we believe this is a much more accurate number of hours that meets the acuity level of individuals referred to this 
program. The 15.26 hours was an over estimated number. Please refer to slide #13 on the 7/26 presentation that gives the definition of 
dosage. 

2. Are people under dosage due to Covid?
BHSD RESPONSE: Not necessarily. There are some programs with consistent underutilization for a period of 3 years (FY 2018 through FY 
2021). The consideration is to adjust the dosage based on trends.  

3. Have you spoken with individual agencies about adjusting their contracts? This all seems very technical, and I am not sure that I
have enough information on clients' needs to reduce level of services (dosage) to these clients.

BHSD RESPONSE:  Yes: This suggested consideration was brought forward in the presentation was presented and reviewed with Intensive 
and Outpatient contracted providers in March at the FY 2021 Contract review meetings 

4. How are you deciding who is getting more slots in Outpatient? Should they be able to apply for the slots equally?

BHSD RESPONSE: The decision on how slots are allocated is based on the trend data on the providers capacity, client needs, client 
utilization of services in the program and the geographical location of the program.  

5. If A/OA needs increase slots/funding, can you allow the contractors who have Children and Family underspend dollars to transfer
to A/OA?

BHSD RESPONSE: This is a great idea, but this will depend on several factors such as, type of program, funding source, and other 
needs within the children’s division. 

6. I cannot make a recommendation to add specific monies to a certain provider like this just based on one or two sentences that
you think this provider should be increased. How can I make an informed opinion on this? It seems like if more than one provider
serves the same population, they should be able to apply equally like in a modified RFP for new funding.
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BHSD Response: We understand that a lot of information was provided during the presentation, to make an informed decision, the 
presentation will be provided to you for further review, and you can reach out to any of BHSD team members to provide you 
additional clarification in specific areas. 

SLC Kathy Forward 7. Does SCC BHS provide these programs or only Contractors?
BHSD RESPONSE: BHSD contracts the majority of its programs and services.  The Department will offer a walkthrough of programs 
and services during the 8/2/2021 presentation for clarity.  

Elisa Koff-Ginsborg 8. In the FSP table, it is confusing if the adjustments of dollars are increases or decreases? Would you please review amounts
decreased in IFSP and what amounts are increased or decreased in FSP?

BHSD RESPONSE: The FSP tables outlined the under utilization of services in the ACT & IFSP programs and a request to review the 
consideration to adjust the budget in these FSP type program  

9. With all the increases in capacity, are you also recommending adjusting budgets?  If other provides add WARMS, will their
contracts be adjusted to cover cost?
BHSD RESPONSE: We are requesting a consideration to adjust the budget in some programs to cover the increases in capacity. Yes, 
the idea is to adjust their contracts to cover the cost of WARMs 

10. What does right sizing of utilization of dosage on ACT/FACT mean?  As anyone who meets criteria of AOT will be high acuity, why
would dosage be right sized?
BHSD RESPONSE: When the FACT/ACT programs were developed there was an over estimation of the number of hours that
individuals with high acuity will require 15.26 hours a month. The expectation was to discharge individuals from the State Hospitals 
and Institute of Mental Disease, unfortunately that is not the population currently being severed. In addition, the highest utilization 
over the past two and -a-half years hours of per month has hovered around 10 hours a month. The consideration is to reduce by two 
hours, which still give 13 hours on average based on client need. 

SLC Cheryl 
Engelstad 

11. Seems like a lot of increases when I thought we were concerned about decreases in MHSA monies due to Covid.

BHSD RESPONSE:  Yes, it does appear like there are a lot of increases, but BHSD is requesting   for consideration to adjust programs 
that trends show underutilization to move the funding to programs that are over producing and have waitlists.  

Lisa Baumann  12. I apologize if I missed this in the slides. Will the implementation of AOT affect the FSP utilization? Won't you need more capacity
somewhere? Where will that be?
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BHSD RESPONSE:  With the recent analysis of clients who may qualify for AOT, the implementation of AOT will affect the utilization 
of ACT & FACT, currently there is no new funding for AOT. SLC would need to discuss the possibility of using MHSA dollars to fund 
this program. 

13. AOT is Outpatient. It is meant to prevent hospitalizations. Adding beds for AOT seems to me like the system isn't responding soon
enough with services to keep the person in the community.
BHSD RESPONSE:  With the Board Opting -in to the Implementation of AOT, BHSD is proactively working on ensuring there are 
enough resources such as crisis residential and housing to manage the care of individuals who meet the criteria for AOT. 

SLC Sparky Harlan 14. Is Central and Downtown the BHSD?

BHSD RESPONSE:  Yes, Central and Downtown are the two County operated outpatient clinics funded by MHSA. 

15. Isn't there a fiscal impact when you move from INN funding to CSS?

BHSD RESPONSE:  Yes, there is a fiscal impact for moving INN-IPS Employment from INN to CSS in FY2023. This amount is $600,000 
annually.  

16. Does the Probation Dept have any staff funded by MHSA?

BHSD RESPONSE:   No. 

17. Who would provide the AOT? who would do the 50 beds?

BHSD RESPONSE: Currently BHSD is working on the implementation of AOT and continue to flush out the details in terms of any 
additional contractual amendments to support the implementation. 

18. Who is receiving the $8.4 million? I don't believe that has been put out to bid.  This is the area I want more information on which
is the supportive housing. Most of those services have gone "single source" and not bid out.
BHSD RESPONSE: This was printed in error. These services are not funded by MHSA allocation to counties, this is a separate
allocation to counties for housing mental health services. 
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19. It seems like you are moving BHSD funding around to other positions but not offering contractors/CBOs the same opportunity.

BHSD RESPONSE: BHSD provides contractors the ability to move positions and budgets within programs during the contracting 
review and amendment process. To address the on-going capacity need in the outpatient programs.  In situations where the 
requested changes cut across budget work plans BHSD has brough these requests back to the SLC as with this requested 
recommendation for our Consumer Affairs division. 

BHB/SLC June Klein 20. How, if any, are these statistics affected by COVID-19?  Not that you have not taken this into account, but just wondering how
things will be a year from now?

BHSD RESPONSE:  The BHSD has taken the effects of COVID in these considerations brought forward through review of the budget, 
utilization prior and post COVID to ensure appropriate levels of service and continuity of care.  
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MHSA Community Program Planning: Program Refinement Meetings 
Children, Youth and Families System of Care – 8/20 & 8/23 

Summary of Comments 

Activity Overview:  The purpose of this exercise is to debrief about concerns you may have about

considerations, your ideas about what else could be on the plan, and what could be adjusted/modified 
to address community mental health needs.  Please make sure to include everyone’s perspective.  Please 

collect all ideas on this form.  

1. Share your thoughts on the considerations/recommendations. Do you have any concerns?

• No concerns with the considerations/recommendations

• There is a lot of investment or increase but only one time. CARES funds? Why is it 1 time only?

• Excited about the funding but want to know more about how it will be used. Will we discuss as a team
how it’s used? Not a big concern, but an interest. Can we continue existing modifications if they are
good for students? We should have better coordination, so we don’t work in silos.

• How to transition out of one time finding into long-term?

• What happens after the one-time allocation? Concerns over transition.

• Won’t say no to the money but understand the challenges of one time funds.

• Will SLS coordinators oversee all services and not just SCC funded ones?

• FY2023 recommendations – flood of referrals experienced last school year when opened.  So much

still not known.   Recommendations to cuts in F&C outpatient when so much unknown to increase

TAY outpatient (too early to tell).

• Still 36 children from last year continue to be involved in services as part of the youth screening

initiative.

Comments from the Chat during Part 2 (8/23): 
• How does $19, 897 translate to 41 slots?

• How many SLS Coordinators are you adding? At what on-going costs?

• Have you weighed the option of using the funds currently recommended for more
coordinators/outreach to provide direct services to those who are not MediCAL eligible in
schools?

• Maybe you can tell us which districts are currently funded with SLS Coordinators.

• Is there a list of all the current school districts that are involved with SLS?

• $19,000 is not enough to fund 42 additional slots for TAY even with MediCal. Is this based on
cutting dosage currently provided?

2. What else do you suggest to address the need?
• Need to increase services → does that mean increase in positions? Who will be part of the team to

provide these services?

• Lack of occupational therapists in BHSD, should consider looking at that

• Look at care coordination, which is a great need across all areas of the system

• Disconnect between services that are created and how they are delivered

• Consider having assigned care coordinator roles at the county level → these positions follow

child/youth across the system (roles shouldn’t drop off because of payment or placement)
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o Go beyond just “the warm hand off”

• Individuals should have payment and placement authority and can braid funding

• Care coordinator acts like a liaison/link, pulling in the right people the child needs for their growth

and well-being and stays with the child/youth over the years

• We do this with WRAP around services, etc but it starts and stops → it does not continue

• Can this be integrated with our MH Peer Support Workers?

• Some models: CASA, mentorship programs at the pride center

• Funding LGBTQ services in a more meaningful way

• CBO funding to tell the community and share information/resources

• Self-help centers → they have peer support, how can we increase access to all age group needs here?

We have space and peer support workers here. Can we leverage this in any way?

o Ask Mikelle and AOA team if there are any limitations to considering this

• Wellness centers – have flyers and distribute to all agencies (hard copies, email, etc.), page on BHSD

website with all the information so we increase awareness about these resources, videos, link to

churches/faith based organizations, share with schools/campuses, utilize allcove, etc.

• Providing resources for program coordinators to share this information

• Warm hand-offs! Like in housing with HMIS. Encourage other providers to use a similar system.

• Confirm that this effort is for public schools only or other sites as well?

• With schools closing, how do we support students if they need to go back home? Social connection
of some sort. Standardize PPE guidelines among sites. Not impose, but have them be cohesive.

• Increase dollars for services across all programs.

• Higher outpatient use. Look at trends, during pandemic and post pandemic.

• Learning partnership: providing developmental support in specialty field (pregnancy →birth and

young children)

• School Linked Services coordinators → are there any dedicated to server/support 0-5? and parent

TAY community with skills to address their needs? Need more transparency about services to these

communities

• Linkages to other services, how are the SLC coordinators, assisting with these linkages? Perhaps with

training, SLC coordinators can be more informed and create more linkages.  Data should show

improvements in connections, families being connected. What are the current data trends regarding

the SLS coordinator impact?

• Provide better demographics, more specific, descriptive statistics. Data should show their connections

to services. Where is this information?

• Better linkages, better connections. How is this happening?

• Consider what shifts were made in services/access to services: pre pandemic and during pandemic –

non billable services. Make flexible funds more flexible.

3. In your opinion, what should be removed?
• All recommendations are good, but these additions should be considered for FY23

• Not really comfortable making cuts, but prefer to focus on how to strategically use what we have,
and whatever we reduce should not create harm.
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• We should not remove anything that we saw, maybe replace with something else. It would require
more conversation before we make the call.  ADVOCATE FOR MORE PPE!!!

• Nothing!  Nothing should be reduced.

• Too early in the pandemic to make these reallocations. The numbers may not be reflexing the

actual needs.

4. Other considerations?
• SLC members who are part of CBOs should not be lobbying for their best interests

• Perhaps have sidebar conversations with these individuals

• “wear your SLC hat when in an SLC meeting”

• Political climate has caused increase trauma for immigrant/refugee/asylum seeker communities.
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MHSA Community Program Planning: Program Refinement Meetings 

Adult and Older Adult System of Care – 8/26/2021 and 8/30 

Summary of Input – All Groups 

Activity Overview:  The purpose of this exercise is to debrief about concerns you may have about

considerations, your ideas about what else could be on the plan, and what could be adjusted/modified 
to address community mental health needs.  Please make sure to include everyone’s perspective.  Please 

collect all ideas on this form.  

1. Share your thoughts on the considerations/recommendations. Do you have any concerns?

• Amount of funds recommended for AOT (courts/settlements specifically).

• What about partnering with other counties to implement a regional effort around AOT?

• A lot of information – it is generating a lot of questions. More clarity on areas for some members

of the community, recommend more clarity about recommendations.

• There is a lot of wondering of what impact does the stakeholder makes about being part of this

process.  First Two meetings were presentations, with new proposals, how to these tie back to all

the hours people gave providing feedback. How do discussions turn into adjustments to

recommendations or new ones.

• Nice to see funds for LGBTQ TAY. The $1.7M for 10.5 FTE, how does that break down? Addt’l

services?

• Aspects like job scarcity, was there specific LGBTQ data collected?

• Glad the Gender Center happened, but still a lot lacking in services. Many clients who what to go

there so it would be great to make it more of a one-stop shop. The County does a good job of

responding to requests of this nature, and this project is a good example of that.

• Dosage matrix: changes on specific areas (AOA, hard of hearing, etc.), seeing the dosage reduced,

it feels like a broad stroke with no specific consideration to individual clients. Disservice to clients,

especially SMI and higher intensity need clients. Feels like it could be done in a better (maybe

more complicated) way. Maybe take into account the diagnosis.

• No major disagreements with the recommendations and findings overall, but workforce retention

and “resignation” is a serious and growing issue.

• As we discuss increasing programming and positions, there will be challenges → people will be

“fighting” for the same employee

• These program modifications will take a longer time, given the challenges with hiring and

keep employees

• All agencies are facing this, it is a very real issue

• Creating programs requires a lot of planning – is this the right time for “planning”?

• Fewer employees and many individuals needing services = employees overworked
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• How are we going to measure the success of our current programs?

• Data need: Breakdown of demographics, geographic locations → we have not really seen this

during this planning process and what is our plan to reach the communities at most need

• We are not really seeing/hearing how programs are doing compared to last planning

process (focus is more on the now, not trending)

• Comparing prior 3 year plan to now: last time, we had more information on how we were

doing and how we were reaching communities of color → this time, we have not heard

about this and what our plan is to reach different communities

Comments from the Chat during Part 2 (9/30): 

• I have comments about Community Solutions and its hx of being on side of police, DA, law

enforcement, not on the side of victims of crimes, myself and my daughter included. Who will

really oversee their performance as an outsider, agent?

• The expansion of the LGBTQ+ services are fantastic- will there be a stakeholder meeting with key

players to see how this clinic expansion works with CBO services?

• How does the creation of a new clinic at the Gender clinic relate to the existing capacity being

developed in conjunction with Dr. Jules and Erika to use Caminar expertise and experience?

• It would be great to see more widespread training of staff to support referrals from the Gender

Health Center (e.g., RISE training, in addition to other ongoing trainings) to assist us in providing

affirming and trauma-informed care for LGBTQ+ clients.

• I would be interested to see a comparison of AOT vs our current conservatorship protocols

2. What else do you suggest to address the need?
• How can stakeholders submit new ideas? How can these be introduced?  There is a process for

innovative planning.

• Share Collaborative Housing – reach out with owners of homes for rent. Share supports with

rental funds, placing clients/renters in safe homes with peer support. Established in LA, trained

with de-escalation. Addressing housing needs for clients/consumers. Different model than

independent living.

• Refugee and current events.  How is the county preparing to address this need?  Evacuees will

have limited access to resources, coming with extreme trauma and medical care. Expansion of

services to refugees, asylees and immigrant communities.

• Facing crisis of hiring clinicians (both county and CBO). Need to look at alternatives to maximize

the use of rehab counselors, case managers. Can we maximize the use of those not with Masters

degree and license?

• Need for more training to assist across different CBOs to overhaul all the County Specific forms

and find some common ground. Reduce bureaucracy, have more conversation around this. Have

some consistent training and licensing guidelines within the system. It’s more complicated when

services aren’t under the same roof. The paperwork should not be the bottle neck to service

delivery.

• Really focus on partnerships with schools/colleges
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• Put greater emphasis on retaining employees

• Address this issue and share with each other → what’s working and what are our challenges

• Support providers and agencies to be successful

• Share data on demographics and geographic needs and how we are addressing these needs

through these recommendations

• Show the alignment of the recommendations with the data needs (especially by

geographic region)

• How will we expand services in the different areas geographically?

3. In your opinion, what should be adjusted or modified?
• Housing and residential treatment programs go hand in hand with each other → allocating funds

here is very important

• No major adjustments from today’s discussion, but more of a focus on the overall staffing

challenges

4. Other considerations?
• Last planning cycle: breakouts on solutions by SLC members really was focused which yielded a

lot of good ideas, would be nice to see that again

• Focus in on cultural communities and their needs
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MHSA Community Program Planning: Program Refinement Meetings 

Access/Unplanned Services, CFTN and WET – 9/2/2021 

Summary of Input – All Groups 

Activity Overview:  The purpose of this exercise is to debrief about concerns you may have about

considerations, your ideas about what else could be on the plan, and what could be adjusted/modified 
to address community mental health needs.  Please make sure to include everyone’s perspective.  Please 

collect all ideas on this form.  

1. Share your thoughts on the considerations/recommendations. Do you have any concerns?

General

• Support most recommendations

• How much $$ for these new projects will come out of the unspent funds and can you project

future unspent funds?

• There hasn’t been very much conversation about penetration rates in diverse communities.  Can

BHSD provide more information about how we’re doing with that?  What is the county’s plan to

address the needs of diverse communities in our county?

• Comments from the chat:
o How much do you project as companies do, will remain in unspent funds $100 million next

year?

o I have a question for an idea.  Can I use Innovation, WET and Capitol funds?

Access/Unplanned Services 

No comments/concerns were provided for this area 

CFTN 

• Technology can be a barrier in our community, is there a plan to use funds to ensure that the

community has access to the technology needed?

WET 

• Support loan repayment

• Moving up the minimum wage for WET stipends

• Expand the stipend reimbursement for diverse groups, coming back to their communities

• Meet at least the min wage level for stipend reimbursements.
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• The county needs to be intentional in outreach for the workforce plan specifically to the BIPOC

community.  There needs to be a definite plan to address certain communities that have not been

talked about yet ex. Hmong community.

• Support the efforts to expand the system of care, and the diversity (cultural and language)

• Support expanding services to high school students, giving back to the community and CBOs

• WET funds are used for high school outreach, “CSI” where CBOs provide presentations to high

school students. (one high school!)  Agree with supporting high school, but in the current program

narrowly shows interest for the profession, expand to more schools and include community

colleges.

• WET Stipends are only for practicum students that are bilingual, would like to see how many more

stay with CBO and county.

• Support the aim, but important to include the diverse community and monitor the impact/trends

of the efforts.

• With current world issues, important to weigh in. Please include refugees and new arrivals to have

capacity to work with this population. N=982 cases from Afghanistan received into California (this

does not include evacuees).

• Comments from the Chat:
o I support loan repayment, I have seen that it has helped with staff retention because of this

incentive offered

o There are college fairs throughout the Bay Area we can build relationships in which we can

recruit from.

o Please also intentionally outreach across all school districts including charter and private

schools. Let’s cast a wide net.

o High school and Community Colleges are great places to recruit for BH roles.

o I suggest adding a language stipend for the threshold languages we need in our programs.

o I'm in favor of this loan forgiveness proposal; 1. there is a high rejection of federal loan

forgiveness applications (something like 95% I believe). 2. This proposal will promote growth

in the MH sector. 3. We might want to brainstorm and how to utilize funds in other ways to

recruit talented professionals at different training/education levels (I've been fortunate

enough to assist with our annual Career Summer Institute to promote interest in MH careers

for high school students, for example, which I think is great!)

o Regarding outreach to high schools/colleges, I'd like to coordinate so that Community

providers can participate in this effort.

o Definitely agree refugees, especially from Afghanistan, should be considered.

o Tailoring WET for behavioral health providers and making process easy, ensures pipeline into

county and CBO partners

o Do we have any idea how many folks will be able to benefit from this and for how long?

o One question I have is if we can raise the hourly pay for WET stipended trainees. I believe it is

at $13.85 per hour, which is below minimum wage; could we potentially raise this rate to at

least minimum wage?
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o What about Peer Specialists re: Workforce & Development because they are going to be

certified? Is WET going to help with the Peer Specialists in our county?

2. What else do you suggest to address the need?
• Need a plan to use unspent funds to address technology barriers in the community.

• There needs to be a definite plan to outreach to BIPOC not often discussed for the workforce.

3. In your opinion, what should be adjusted or modified?
Not enough time during session to cover this.

4. Other considerations?
• How much $$ is going to contract agencies and how much to BHSD?
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Appendix D. Local Review Process

30-Day Review Period
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FY2022 MHSA Mid-Year Adjustment Plan Update (Draft Plan)  
30-Day Public Review and Comment Period: September 20 – October 19, 2021
Number of Public Comments Received: One

1 | P a g e

Comment Submitted By: Submitted Comment/Feedback: BHSD Response: 

1 Elisa Koff-Ginsborg, 
Behavioral Health 
Contractors' Association 
(BHCA) 

Received 10/19/2021: 
The Behavioral Health Contractors’ Association submits the following 
comments on the FY22 Mid-year Adjustments: CYF (p. 7, 10): 
Important one time CYF funding 10% increase is identified for MRSS 
and School-based services. These additions should be monitored to 
consider if demand merits continuing the 10% increases ongoing. 

Thank you for your comments. The Department values your input. The 
Children, Youth and Families (CYF) Team appreciates the comment 
regarding the one-time funding increase for MRSS and the school-based 
services. The CYF team is closely monitoring the demand and utilization and 
will consider whether the 10% increase will need to be ongoing. 



FY2023 MHSA Plan Update (Draft Plan)  
30-Day Public Review and Comment Period: September 20 – October 19, 2021
Number of Public Comments Received: Two

1 | P a g e

Comment Submitted By: Submitted Comment/Feedback: BHSD Response: 

1 Don Taylor, Uplift Family 
Services 

Received 10/18/2021: 
“Thank you to BHSD and the stakeholders for the focus on MHSA 
planning, which is a critical element of the service delivery system. As 
an active participant in the process, it is nice to see the recommended 
changes. I also offer the additional feedback to consider: Midyear 
Adjustments: p. 7, 10. Important one time CYF funding 10% increase is 
identified for MRSS and School-based services. These additions should 
be monitored to consider if demand merits continuing the 10% 
increases ongoing. MHSA stakeholder: p.19 notes the 15 planning 
meetings and 19 total meetings. I would suggest streamlining the 
amount of meetings for the next process, as many of the changes 
were introduced early on by BHSD, and there was a fair amount of 
repetition with the meetings (as well as stakeholders that couldn’t 
make meetings given the volume). Additionally, clarifying the role of 
the SLC and level of approval would be helpful. During this process, I 
believe it was clarified that SLC can make recommendations but does 
not give final approval of funds. That clarification is important so SLC 
and stakeholders are clear on the approval process. MHSA 2023 
Annual Plan p. 30 FSP changes note modification to allow flexibility. 
During the stakeholder process, there were multiple suggestions from 
providers about the importance of flexibility. Currently the amount of 
programs and u-codes can increase administrative work and hamper 
access to services. By allowing more flexibility with funding, so that 
needed levels of care can more easily flex up/down, would help 
impact system capacity and access. I would suggest that BHSD and the 
SLC approve provider flexibility to better meet demand, as well as 
consider condensing u-codes to allow more seamless services. p.31, 
39 foster care development has language including the RAIC (RAIC is 

Thank you for your comments. The Department values your input. Please 
review additional details provided below as it relates to the feedback you 
have provided. 

The Children, Youth and Families (CYF) Team appreciates the comment 
regarding the one-time funding increase for MRSS and the school-based 
services. The CYF is closely monitoring the demand and utilization and will 
consider whether the 10% increase will need to be ongoing. 

Regarding the MHSA Stakeholder planning meetings (p. 19), The 
Department appreciates your feedback and will explore ways to streamline 
meetings and continue to clarify the roles of SLC members in future 
community program planning processes. 

The Department has received feedback around creating flexibility in 
contracts and across levels of care and has begun to engage providers in 
discussions on the best methodology to initiate these changes. A 
preliminary meeting with AOA Outpatient providers occurred on October 
18th, 2021. The plan is to develop a workgroup who will take a deeper dive 
into developing a more robust process to achieving this goal. 



FY2023 MHSA Plan Update (Draft Plan)  
30-Day Public Review and Comment Period: September 20 – October 19, 2021
Number of Public Comments Received: Two

2 | P a g e

Comment Submitted By: Submitted Comment/Feedback: BHSD Response: 

also mentioned in other areas of the detailed report); with the RAIC 
no longer active, adjusting language from RAIC to "youth placed out of 
home without family or permanency plans" or similar language would 
be more inclusive of the population served. Thank you again for the 
process. Don Taylor, LCSW (pronoun he/him/his) Executive Director, 
Bay Area Region Uplift Family Services” 

Finally, the suggestion around language to use that would be more inclusive 
of all children and youth that make up the out-of-home placement 
population is welcomed and noted. During FY2022, a transition took place 
with the Receiving and Assessment Intake Center (RAIC) to the Welcoming 
Center and thus, references to the RAIC in parts of the document. 

2 Elisa Koff-Ginsborg, 
Behavioral Health 
Contractors' Association 
(BHCA) 

Received 10/19/2021: 
“The Behavioral Health Contractors’ Association submits the 
following comments on the FY23 Plan Update: 

Format of Information 
The documents posted for comment were very comprehensive (over 
700 pages) and while there were some highlighted changes, these did 
not match up clearly with the narrative and with the final changes 
presented at the final Stakeholder committee meeting.  If there had 
been no change from the initial recommendation at the beginning of 
the process, one had to return to the initial chart of recommendations 
to see the change.  This makes it very challenging to review and 
provide comments. 

We request that future plans include a chart similar to what is 
presented in the Stakeholder meeting that summarizes all changes 
and is aligned with what is then in the narrative of the larger 
document with the full plan or update. 

Stakeholder Process 
BHCA is appreciative of the very open stakeholder process. We want 
to note that there were a lot of meetings/discussions - some repetitive 

Thank you for your comments. The Department values your input. 

Regarding the format of the MHSA FY2023 Draft Plan and the MHSA 
Stakeholder planning process meetings, the Department appreciates your 
feedback and will explore ways to streamline meetings and improve how we 
share information in future community program planning processes. 
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Comment Submitted By: Submitted Comment/Feedback: BHSD Response: 

and no mechanism to summarize the discussion and specifically 
identify if the recommendations were included in the final draft 
plan.  This is frustrating for those who made a significant commitment 
to attending up to 19 meetings.  We suggest a summary of 
suggestions at each meeting be provided with an update of whether 
or not this recommendation was included in the plan (similar to the 
written public comment summaries). 

Flexibility (FSP p. 30; Adult Outpatient, Older Adult p. 54; Ethnic 
Outpatient p. 55): 
During the stakeholder process, there were multiple suggestions from 
providers about the importance of flexibility. Currently the amount of 
programs and u-codes can increase administrative work and hamper 
access to services. Allowing more flexibility with funding, so that 
needed levels of care can more easily flex up/down, would help 
impact system capacity and access.  We recommend that BHSD and 
the SLC identify the MHSA workplan structures that allow for the most 
flexibility to better meet demand, as well as consider condensing u-
codes to allow more seamless services. 

Similarly, especially in the older adult and ethnic outpatient programs, 
flexibility in dosage is critical.  

Foster Care Development (p. 31, 39): 
There is language including the RAIC (RAIC is also mentioned in other 
areas of the detailed report); with the RAIC no longer active, adjusting 
language from RAIC to "youth placed out of home without family or 
permanency plans" or similar language would be more inclusive of the 
population served. 

The Adult/Older Adult (AOA) System of Care appreciates the comments and 
suggestions around creating more flexibility across programs. The AOA team 
hopes to develop a workgroup comprising of providers and stakeholders to 
review the current U-Code process and make recommendations to increase 
flexibility where possible.  

The suggestion around language to use that would be more inclusive of all 
children and youth that make up the out-of-home placement population is 
welcomed and noted. During FY2022, a transition took place with the 
Receiving and Assessment Intake Center (RAIC) to The Welcoming Center 
and thus references to the RAIC in parts of the document. 
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School Based Strengthening Families (p. 691):   
Mental health acuity has increased as a result of the pandemic. We 
support the plan to expand PEI and SLS contracts by 10% in FY 
22. Please be aware that recruitment may mean positions not filled
until January 2022.  This program should be monitored to see if the
higher demand is ongoing.  We support the plan to expand capacity to
additional school districts in FY 23.  It is important that BHSD to
continue flexibility to serve expanded identified schools within school
districts (not all schools are served in districts).

WARMS, AOA: 
Expanding the WARMS, Adult and Older Slots are essential to serve 
the number of clients that are in need of service within our 
county.   We support the proposal to create more capacity.  However, 
care needs to be taken to ensure that sufficient funds remain for 
housing/flex in the IFSP and ACT programs.  Some clients in IFSP and 
ACT suffer with so many issues, such as medical, substance use, and 
mental health. Many of these clients are in skilled nursing facilities 
that can cost upwards of $7,000 per month to house, as they may 
require round the clock supervision for safety reasons. Several clients 
are incontinent and non-ambulatory.  Their medical insurance and 
county medical will not pay for their housing when mental health is a 
primary diagnosis.  24 hour care will not fund housing either for a 
client that is in an IFSP Program or ACT. This is a challenge, since these 
clients are also not able to remain stable in treatment unless they are 
in an IFSP or ACT program and will not be allowed to remain in Skilled 
Nursing without IFSP or ACT support.   

The Children, Youth, and Families (CYF) team also appreciates the comment 
regarding the one-time funding increase for MRSS and the school-based 
services. The CYF team is closely monitoring the demand and utilization and 
will consider whether the 10% increase will need to be ongoing. 

In regards to WARMS, we thank you for your comments and feedback. 
These comments and issues raised touch on very significant and challenging 
issues that affect the services provided to adults and older adults. We 
believe this will require several different discussions, so the AOA team plans 
to schedule a follow-up meeting and other workgroup discussions to begin 
to review each of these challenges addressed: WARMS, increasing capacity, 
flexible funding, housing, and supplemental services. We hope to work 
together to develop ideas to resolve these issues. 
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BHCA recommends that all housing and flex funds be taken out of 
individual contracts and pooled into one fund.  All contractors would 
have access to these funds for clients which would ensure that those 
who most need them receive them and that more funds are utilized. 

Workforce Education and Training (p. 544-548): 
We support stipends for both County and Contract Provider 
Student/Peer Interns and advise this to be included for FY 22 interns 
and peers as well.  As we raised at the stakeholder meetings, we 
recommend Learning Partnership increase coordination with BHCA 
member agencies’ training leaders to ensure relevance and quality of 
training. 

CFTN 
Support Staff: EHR FTE (staff)/Technology Services and Solutions (TSS) 
ongoing annual costs require an additional transfer from CSS to CFTN 
to support these ongoing costs. The Combined annual ongoing costs 
estimated at $2,640,000 appear to be exclusive for supporting County 
staffing for the County EHR. CBO’s are not included in direct funding 
for technology related staffing to support the substantial work 
required to maintain and evolve the mandated EHR or support the 
substantial Analysis and Reporting to support contract requirements. 
Funding similar functions should be considered for Contract providers 
as well. 

Furthermore, the Department thanks you for supporting the stipend 
program for student and peer interns. Learning Partnership/Workforce 
Education and Training (WET) management is willing and able to attend 
BHCA meetings to receive feedback from Contract providers regarding 
current training needs, so that the trainings are relevant and meaningful. 
Additionally, Learning Partnership will be sending out its annual Training 
Survey so that others in our system of care can contribute to determining 
training needs and priorities.   

BHSD has, in this plan, some increases to EHR related support for the 
County System. This is related to the management of the entire BHSD 
system; infrastructure related to standing up the new Netsmart myAvatar 
platform throughout the county. The Electronic Health Record, Clinical Work 
Stations (CWS), used for County Operated programs, is only a portion of the 
total platform that is being implemented, maintained, and optimized for the 
Behavioral Health System. These funds are designed to support myAvatar at 
the system level encompassing support for the build, rollout, optimization 
and maintenance of the entire platform; the majority of the system will be 
utilized by the CCPs (County Contracted Providers). Whether CCPs connect 
via “direct integration” (Provider Connect Enterprise) or via PCNX 
(otherwise referred to as “the myAvatar portal”) there is a wide array of 
build, support, and infrastructure to have those interfaces prepared and 
configured to accommodate all the information coming in from ~37 CCPs. 
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E.H.R. Project (p. 549):  
There is a need for ongoing support for CBOs in EHR implementation 
for FY 2023. An estimated 25 agencies are scheduled to go live with 
Provider Connect Enterprise (PCE). We support funding to support 
agencies that are scheduled to go live with PCE. Costs include those 
related with actual billing package purchase and for staff time 
dedicated to integrating with PCE. It is appreciated hat the County is 
willing to support their contractors with the very real costs associated 
with PCE. A few comments/questions: 

We do not yet know, specifically, what this fund will cover. What staff 
activities will it cover leading up to a contract provider’s go-live 
date?  For example, will it cover the substantial work establishing 
agency systems for credentialing that are part of PCE initiative 
including the training of staff, staff time completing credentialing 
applications, submitting initial credentialing of existing staff, 
recruitment and training of staff to oversee credentialing? Will 
providers be supported with reimbursement for activities that happen 
post-go-live that are related to resolving implementation issues that 
are discovered after go-live, building workflows and processes related 
to the often bug-filled post implementation period? 

There have been many staff from County BHSD Operations and TSS that 
have been working ongoingly for 2+ years to configure myAvatar 
appropriately to allow for this integration to happen and the work required 
to continue configuration and maintenance is substantial.  

Regarding the funding intended for supporting CBO EHR integration with 
PCE, the MHSA plan includes the proposal to provide this funding support to 
CBOs; authorization of this plan is required in order to move forward with 
the logistics of providing that funding support to CBOs. This funding is 
intended to assist CBOs with their process of integrating with the County 
system via PCE (the direct connection), not for credentialing support which 
is a different process on a separate timeline and being implemented with 
the support of Valley Health Plan. This funding is intended to encompass, 
generally, the work required to integrate with PCE – new billing packages to 
provide 837s, as well as staff time from various departments/roles directly 
associated with integrating with the County. Since funding has been 
provided in the past for the establishment of EHR systems, it would only be 
new billing packages required for integration that would be a part of this 
funding support. Generally, the department intends to receive receipts for 
billing packages and other vendor costs directly associated with integration 
of PCE as well as clearly annotated staff costs associated with the work 
involved in establishing the connection to County’s myAvatar via PCE.  
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While some organizations will need reimbursement of “actual billing 
package” if they don’t already possess that, we are wondering 
whether those organizations that already have this in place, but had 
originally had significant costs associated with obtaining it, will those 
costs be considered for reimbursement if they were not part of the 
group that previously received funds for this? Will other costs be 
reimbursable, such as any fees from EHR vendors associated with PCE 
implementation? 

CSS Transfer to CFTN: 
BHSD EHR Staff & TSS ongoing costs at $4.1M related to TSS charge 
back and BHSD supporting QI and A&R. As noted above, CBO’s are at a 
great disadvantage by not having dedicated ongoing County dollars 
that can help CBO’s pay the substantial costs to meet the significant 
increases in staff time and technology, analysis and reporting work of 
QI and A & R. This will become increasingly important as we move 
toward a greater focus on outcomes.” 

The reconfiguration of the department over the past ~1.5 years is designed 
to benefit the whole system; Analytics & Reporting as a department was 
largely configured with already existing staff and the newly configured 
Managed Care Division within BHSD (including QM and A&R) is designed to 
benefit the whole system improving systemwide data capture, analysis, 
reporting, and all quality related activities. Much of the work that the 
reconfigured BHSD Managed Care team is doing is foundational work 
related to current and forthcoming regulation to help prepare the whole 
county system for changes and improvements to service delivery systems. 
Post full myAvatar integration, increased systemwide data/reporting will 
become more available. The department has not largely altered the way 
that Outcomes and other measures are currently tracked/reported for 
CBOs. And BHSD remains committed to engage in discussions with BHCA, 
and the system generally, when changes to outcome and other reporting 
are made over time to assure that adequate support is being provided to 
the whole system – all CBOs considered. 
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County of Santa Clara
Behavioral Health Board

DATE: November 8, 2021, Regular Meeting
TIME: 12:00 PM

PLACE: **By Virtual Teleconference Only**

AGENDA

Pursuant to California Government Code section 54953(e), this meeting will be held by teleconference only. 
No physical location will be available for this meeting; however, members of the public will be able to 

participate in the meeting as noted below.

To address the Commission in public comment, please review the Public Comment Instructions below, then 
access the teleconference at https://sccgov-org.zoom.us/j/93015882949 (recommended) or 

1(669) 900- 6833, meeting ID 93015882949# (participant ID not required).

Further instructions for accessing the teleconference will be posted online at: https://bit.ly/bhbmeeting

Notice to the Public - Meeting Procedures
In compliance with the Americans with Disabilities Act and the Brown Act, those requiring accommodations in this meeting 
should notify the Clerk of the Behavioral Health Board no less than 24 hours prior to the meeting at (408)885-5782, or TDD (408) 
993-8272.

Please note: To contact the Commission and/or to inspect any disclosable public records related to an open session item on a 
regular meeting agenda and distributed by the County to all or a majority of the Board of Supervisors (or any other commission, 
board, or committee) less than 72 hours prior to that meeting, visit our website at http://www.sccgov.org or contact the Clerk at 
(408)885-5782 or 828 South Bascom Avenue, Suite 200, San Jose, CA 95128, during normal business hours.

Persons wishing to address the Commission are requested to limit their comments to two minutes. Groups of speakers on a specific 
item are asked to limit their total presentation to a maximum of twenty minutes for each side of the issue.

Public Comment Instructions
Members of the Public may provide public comments at this meeting as follows:

Written public comments may be submitted by email to bhb@hhs.sccgov.org and will be distributed to the 
BHB as quickly as possible, however, please note that documents may take up to 24 hours to be posted to the 
agenda outline. Behavioral Health Board meetings are held on the second Monday of every month; we 
encourage the public to email comments by Friday before the Monday BHB meeting.

Spoken public comments will be accepted through the teleconference meeting. To address the BHB, click on 
the link below to access a Zoom-based meeting. Please read the following instructions carefully.

1. You may download the Zoom client or connect to the meeting in-browser. If using your browser, 
make sure you are using a current, up-to-date browser: Chrome 30+, Firefox 27+, Microsoft Edge 12+, 
Safari 7+. Certain functionality may be disabled in older browsers including Internet Explorer.

2. You will be asked to enter an email address and name. The Clerk requests that you identify yourself 
by name as this will be visible online and will be used to notify you that it is your turn to speak.  
(Optional unless you would like to provide comment during the public comment portion of the meeting 
agenda).
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3. When the BHB Chairperson call
BHB Liaison Team will activate and unmute speakers in turn. Speakers will be notified shortly before 
they are called to speak.  (Call in attendees press *9 to request to speak, and *6 to unmute when 
prompted.) 

4. When called to speak, please limit your remarks to the time limit allotted. 

Opening 

1. Call to Order/Roll Call. 

Public Issues 

2. Public Comment.  

The public may comment on any item of public interest within the jurisdiction of the 
Behavioral Health Board. In the interest of time and equal opportunity, speakers are 
requested to observe a 3-minute maximum time limit (subject to change at the Chair's 
direction). In accordance with the Brown Act, if a member of the public addresses an 
item, not on the posted agenda, no response, discussion, or action on the item may 
occur. Time will be provided for Public Comment on the posted Agenda as they occur 
during the meeting. 

3. Approve Consent Calendar and changes to the Behavioral Health Board Meeting (BHB) 
Agenda of November 8, 2021.  

Items removed from the Consent Calendar will be considered at the end of the regular 
agenda for discussion. The Behavioral Health Board may also add items on the regular 
agenda to the Consent Calendar. Notice to the public: there is no separate discussion of 
Consent Calendar items, and the recommended actions are voted on in one motion. If an 
item is approved on the consent vote, the specific action recommended is adopted. 

Members of the public who wish to address the Behavioral Health Board on Consent 
Calendar items should comment under this item. Each speaker is limited to two minutes 
total. 

Regular Agenda- Items for Discussion 

4. Welcome and introduce newly appointed member Richard Loftus.  (ID# 108339)  

5. Review the 2021 Data Notebook.  (ID# 108315)  

Receive Reports 

6. Receive verbal report from the Behavioral Health Services Department Director- Sherri 
Terao  

7. Receive verbal report from the Office of Supervisor Cindy Chavez / Representative, 
Paul J. Murphy, MPH, Senior Director of Budget & Policy  

8. Receive verbal report from the Behavioral Health Contractors Association Director, 
Elisa Koff-Ginsborg  
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9. Receive verbal report from the Behavioral Health Board Chair- June Klein

MHSA Public Hearing- Time Certain 1:00 pm 

10. Receive presentation related to the Mental Health Services Act (MHSA) Plan FY 2022 
Mid-Year Adjustment and FY2023 Annual Update and approve recommendations if 
any.  (ID# 108313)  

Announcements and Correspondence 

11. Announcements  

12. BHB Liaison Updates  

Consent Calendar 

13. Accept Board of Supervisors findings that circumstances of a state of emergency 
continue to exist and recommended measures to promote social distancing require 
continued remote meetings in accordance with Government Code Section 54953(e).  
(ID# 108319)  

14. Approve minutes of the October 18, 2021 Regular Meeting. 

Future Presentations 

15. Office of Supportive Housing- Consuelo Hernandez, Director- January 10, 2022  

16. Crisis Care Continuum/ Implementation of 988- Tentative- February 14, 2022  

Adjourn 

17. Adjourn to the next regular meeting of the Behavioral Health Board on Monday, January 
10, 2022 at 12:00 pm by virtual teleconference.  
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To d a y ’ s  P r e s e n t a t i o n

1. Overview of the FY 2023 MHSA Annual Plan Update and FY 2022 Mid-Year Adjustment Community Program 
Planning Process

2. Review of Recommended Updates
▪ As presented at the September 10, 2021 MHSA Stakeholder Leadership Committee (SLC) Meeting and 

included in the Plan Document posted for 30 days: September 20 – October 19, 2021
▪ Comments Submitted During the 30-day public review process
▪ Additional updates to the FY 2023 MHSA Annual Update and FY 2022 Mid-Year Adjustment
▪ MHSA Fiscal Overview

3. Future Plans 
▪ Next Round of MHSA Innovation Project Planning: Orientation Meeting November 10, 2021
▪ MHSA Three-Year Planning Process covering FY 2024 – 2026 

4. BHB Action Item
Receive presentation related to the Mental Health Services Act (MHSA) FY 2022 Mid-Year Adjustment Plan and the 
FY 2023 Annual Update and approve recommendations if any.
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• Maretta Juarez, LCSW, Deputy Director, Service Delivery System
• Jeanne Moral, MPA, Program Manager III, Systems Initiatives, Planning and Communication
• Margaret Obilor, Ed.D., Adult/Older Adult System of Care
• Zelia Faria-Costa, LMFT, Children, Youth and Families System of Care
• Bruce Copley, Director, Access and Unplanned Services
• Brian Wagner, LMFT, Director of Analytics and Reporting
• Jeannette Ferris, MPH, Senior Mental Health Program Specialist, MHSA Workforce Education and Training
• Tina Cordero, Chief Fiscal Officer, County of Santa Clara Health System
• Roshni Shah, MPH, Program Manager II, MHSA Prevention and Early Intervention
• Juan Miguel Munoz-Morris, Program Manager II, MHSA Innovation



• Evaluate current needs and trends in utilization of services

• Evaluate service mix – ensure flexibility to meet client needs

• What are the gaps in the continuum?

• Maximize, right-size, and adjust

FRAMEWORK FOR THE MHSA PLANNING PROCESS – JULY 2021
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Outreach and 
engagement

FY 2021 Mid-
Year COVID-19 

Update

#1 Need 
Identified:

Access to 
services 

Client Wellness 
and Recovery

Ongoing emerging needs 
from the COVID-19 pandemic:
• Increase in demand for 

behavioral health services
• Increase in depression, 

anxiety and substance use 
disorders

• Reopening of schools
• Telehealth 

New Programs and 
Initiatives:
• Community 

Mobile 
Response: 
TRUST

• AOT
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Phase I Phase I: July – Early August 2021

Kick-Off Meeting - July 15, 2021

• Program Planning Meetings to cover 
initial recommendations and provide 
Q/A session/discussion

• CYF: 7/21, 7/23

• AOA: 7/26, 8/2, 8/5

• Finance: 8/9

• Unplanned/Access/WET/CFTN: 8/11

• Summary of initial recommendations 
and feedback provided at the meetings: 
8/16

Initiate F Y  2 0 2 3  
A N N U A L  U P D AT E

Planning Process

Phase II August – Mid September 2021

• Program Refinement meetings will be 
in two parts for each area and provide 
Q&A

• CYF: 8/20, 8/23

• AOA: 8/26, 8/30

• Housing Overview Meeting: 8/27

• Unplanned/Access/WET/CFTN: 9/2, 
9/7

• Summary Informational Session: 9/10

• Finance/Budget Session, Q&A: 9/14

Follow-up Meetings

•30-Day Public Comment Period 
– 9/20-10/19, 2021

•Public Hearing with the BHB –
November 8, 2021

•Board of Supervisor –
December 2021

Draft Plan Review 
(September –

December 2021)

MHSA PLANNING PROCESS

F Y  2 0 2 2  M i d - Ye a r  A d j u s t m e n t

*Meeting presentations available at https://bhsd.sccgov.org/about-us/mental-health-services-act

https://bhsd.sccgov.org/about-us/mental-health-services-act


MHSA 
Planning 
Meetings 
and the 
MHSA Plan

P r i o r i t y  A r e a s  
f r o m  S L C  &  P u b l i c  

R e f i n e m e n t  
M e e t i n g s ,  

B r e a k o u t  G r o u p s  
a n d  S u r v e y  I n p u t

R e c o m m e n d a t i o n s  
f r o m  B H S D  b y  

S y s t e m  o f  C a r e

D e p a r t m e n t a l  
P r i o r i t i e s

 2 0 2 1  M H S A  
C l i e n t / C o n s u m e r  
S u r v e y  F i n d i n g s
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Improve Access to 
Outpatient Services 

Outreach & 
Engagement

Engage Justice 
Involved Individuals 

in Services
AOT Implementation 

Expand adult 
residential treatment 

services in the 
community setting

Prioritize Data and 
Analytics

Respond to Children 
Going Back to School 

Strengthen Suicide 
Prevention to Older 
Adults and Diverse 

Communities

Specialized Training 
for Providers

Focus on Workforce 
Recruitment and 

Retention

Create an Effective 
Peer Workforce

O V E R V I E W  O F  S TA K E H O L D E R  I N P U T  A N D  I D E N T I F I E D  P R I O R I T I E S  
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BHSD Priorities

Improve access to 
specialty mental health 
and substance use 
treatment services.

1

Fulfill our commitment 
to developing and 
deploying integrated 
clinical teams.

2

Provide individuals 
appropriate levels of 
care, including the 
services of Peer 
Support Specialists, as 
an aspect of the 
integrated treatment 
model.

3

Expand temporary 
residential treatment 
and permanent 
housing options.

4

Address workforce 
shortages.

5



M H S A  F Y 2 0 2 2  M I D - Y E A R  A D J U S T M E N T  & F Y 2 0 2 3  A N N U A L  P L A N  U P D AT E  
R E C O M M E N D AT I O N  H I G H L I G H T S
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Adult and Older Adult (AOA) System of Care Children, Youth and Families  (CYF) System of Care

Community Services and Supports (CSS): 
LGBTQ TAY, Adult & Older Adult Specialty Outpatient Services (co-
located at Gender Health Clinic) – clinical team (10.5 FTEs)

Community Services and Supports: FSP 
Child Intensive Full-Service Partnership (IFSP) - eligibility 
criteria modified

CSS: Outpatient Services at Vietnamese American Service Center 
(VASC) 
– Dedicate 2 FTE for Specialty Mental Health (MH) Services

CSS: Clinical Wellness Services Division 
Expansion Plan of the Adult Outpatient/Older Adult 
Outpatient/Wellness and Recovery Medication Services (WARMS). 
Currently, there are 3,520 slots. The recommendation includes (1) 
collectively increasing the number of slots by 200 slots in FY 2022 as 
part of the FY 2022 MHSA mid-year adjustment plan, which would 
bring the overall 3,720 slots and (2) for the FY 2023 annual update, 
increasing the number of slots by 1,338, which brings the overall total 
number of slots to 5,058. The estimated ongoing budget with these 
additional slots will be about $7.35 million; however, the final amount 
is forthcoming as discussions with existing providers is currently in 
progress.
CSS: Assertive Community Treatment: Adjust dosage from 15.26 hours 
to 13 hours per month

CSS: Wellness Centers & Programs
Individualized Supported Services (IPS) – Employment 
- An MHSA Innovation (INN) Project -> Transition to the CSS 
component.

Transitional Aged Youth (TAY) Full-Service Partnership 
(FSP) – increased capacity by 25 slots

CSS: General System Development (GSD) 
TAY Outpatient - increase capacity by 41 slots

Improve Access to 
Outpatient Services 

Note
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font
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Adult/Older Adult System of Care 
Community Services and Supports (CSS)
County Staff Duties Community Based Organizations’ Services Duties 

• Hearing/Settlement Agreement/Court (Office of the 
County Counsel, Office of the Public Defender, 
Behavioral Health Treatment Court (BHTC)

• Management of Operations
• Referral, Outreach & Triage: Triage team-

Psychologist, Licensed Psychiatric Social Workers, 
Rehabilitation Counselors, Peer Support Workers  
and Psychiatrist

• Data Analysis: Management Analyst
• Contract Monitoring
• Training and Education

• Expand Current Assertive Community Treatment 
(ACT) & Forensic Assertive Community Treatment 
(FACT) contract by adding 50 slots

• Expansion of Housing & Flex Funding -Outreach & 
Treatment

• Data Collection and Reporting
• Expansion of Crisis Residential Contract by 25 Slots

• County Infrastructure Cost: $4,620,912 Community Based Treatment Related Cost: $7,671,268

Estimated Medi-Cal Reimbursements  ($1,947,667)
Estimated Total Cost Across the County to Implement AOT Annually $10,344,513

AOT Implementation 

Note
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font
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Adult and Older Adult System of Care

CSS: Crisis and Hospital Diversion Initiative
ADULT RESIDENTIAL TREATMENT (ART) PROGRAM –

1. Service expansion: 28 additional beds
o Location: 650 S. Bascom Ave, San Jose Site (see reference below)
o Total estimated at $3,090,013

• Estimated Medi-Cal Reimbursements ($1,080,622)
• MHSA Fiscal Impact at $2,009,391 (Direct/Unsponsored Services)

2. Capital Facilities and Technological Needs (CFTN):
ART Facility
Project 650 S. Bascom Ave, San Jose Site
Renovation Costs and Equipment Purchase ($1.5 Million)

Expand Adult 
Residential 

Treatment Services in 
the Community 

Setting

Note 
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font
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Outreach & 
Engagement

Adult and Older Adult System of Care Access/Unplanned Services Division 

Community Services and Supports: Outreach & 
Engagement – a new “Re-engagement/Outreach 
Initiative” (CYF & AOA)

• Community Services and Supports: In-Home 
Outreach Teams (IHOT) - Reallocate $100K of 
cost-based invoicing to case management 
activities (Bill Wilson) to align providers in 
terms of expected service production

Prevention and Early Intervention (PEI): 
Access and Linkage at Vietnamese American 
Service Center (VASC) - Dedicate 2 FTE Mental 
Health Peer Support Worker (MHPSW) Team

• Prevention and Early Intervention: LGBTQ 
Access & Linkage LGBTQ Wellness Center –
utilize existing finds to add 1 FTE Community 
Outreach Worker [current Extra Help (EH) 
Masters in Social Work] and 1 FTE 
Management Analyst (current EH) 

• Prevention and Early Intervention: Suicide 
Prevention – Add 1 FTE Program Manager I to 
provide day-to-day oversight over the 
program operation and evaluation as well as 
Strengthen Suicide Prevention Outreach to 
Older Adults, Diverse Communities

Strengthen Suicide 
Prevention for Older 
Adults and Diverse 

Communities

Note
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font
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Respond to Children 
Going Back to School 

Children, Youth and Families System of Care

Community Services and Supports: General System 
Development (GSD) – Children’s Mobile Response 
and Stabilization Services (MRSS)

Increase Children’s MRSS contract by 10% to address 
the needs of children and youth upon the re-opening 
of schools this school year

Prevention and Early Intervention (PEI):
School Based Strengthening Families

PEI - Increase SLS contracts by 10% and expansion of 
SLS Coordinators to address the needs of children and 
youth upon the re-opening of schools this school year. 

For FY2023, the program will expand capacity to 
additional school districts.

Prevention and Early Intervention: 
School Linked Services (SLS) Initiatives Division

Add 1 FTE Senior Mental Health Program Specialist in 
the School Linked Services Division to support growth 
of program and expansion of program to serve 
additional schools. 

Note
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font
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Adult and Older Adult System of Care

Community Services and Supports (CSS): 
Criminal Justice Services (CJS)- FSP
Criminal Justice Services (CJS)- FSP (Track I 
& Track II)

CSS: Criminal Justice Services Division
Intensive Outpatient (IOP)

CJS: Transitional Housing Units (THU)
CJS: 

Increase capacity by 50 slots

Adjust dosage from 14 hours to 12 hours per 
month

Expand services by 11 slots

Expand services by 20 slots

Engage Justice 
Involved Individuals 

in Services

Note
• FY2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font
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Analytics and Reporting (A&R) Division 

Technology Needs: 
Electronic Health Record (EHR)

Support for 25 agencies are scheduled to go 
live with Provider Connect Enterprise (PCE). 
Costs related with billing package purchase 
and for staff time dedicated to integrating 
with PCE.  One-time estimated cost 
$1,875,000 to support 25 county contracted 
providers.

Technology Needs: 
EHR FTE (staff)/Technology Services and 
Solutions (TSS) 

BHSD EHR Staff (QI, A&R)n and TSS ongoing 
costs related to charge back (TSS) - $2.64M

Transfer from CSS fund to  CFTN fund for 
ongoing TN

FY2022 fund balance ($3.4M), estimated to 
be depleted with ongoing $2.6M in FY22 and 
(if approved) the ~ $1.9M one-time in FY22 to 
support 25 CCPs with their EHR. 

Note
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font
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Workforce Education and Training (WET)

Career Pathway & Workforce Development: 

Stipends & Incentives to support MH Careers

• Develop Workforce Committee

• Participate in State WET Funds programs for 

Loan Repayment & Stipends.

Reconfigure and Consolidate the WET 
Workplans 

1. WET Coordination
2. WET Training
3. WET Career Pathways and Development

Consolidation of Training WET Workplans 

Consolidation of Career Pathway Workplans

Transfer from CSS fund to WET fund for ongoing 
FTE/operating expenses

Promising and Evidence Based Practices, Cultural 
Humility, Welcoming and Collaboration with Key 
System Partners into one workplan

Career Pathway & Financial Incentive Programs 
into one workplan

The WET Plan improves and transforms the 
behavioral health system by enhancing the skills of 
the workforce, expanding roles for consumers and 
family members and increasing cultural and 
linguistic diversity.

Focus on Workforce 
Recruitment and 

Retention

Specialized Training 
for Providers

Note
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font
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WET Adult and Older Adult System of Care

WET Workplan 3 - Career Pathway & 
Workforce Development: Stipends & 
Incentives to support MH Careers
-move three (0.5) FTE Peer Interns from 
Training workplan and moved to the WET 
workplan 3 to maintain the peer intern 
program.

Office of Consumer Affairs 
• Transfer of 1 FTE language code from 

Office of Family Affairs (OFA) to Office of 
Consumer Affairs (OCA)

• Add 1 FTE (from two 0.5 FTEs) to 
maximize services delivery and staff 
retention

Office of Family Affairs 
• Add 1 FTE to a language code - maximize

services to the monolingual population 

Create an Effective 
Peer Workforce

Note
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font



3 0 - D AY  P U B L I C  R E V I E W  C O M M E N T  P E R I O D  &  
A D D I T I O N A L  R E C O M M E N D AT I O N S



Submitted comments received during the 30-day public review period: September 20 – October 19, 2021

PUBLIC INPUT/COMMENTS SUMMARY
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Number of Comments Received
• FY 2022 Mid-year Adjustment Plan: 1
• FY 2023 Annual Update: 2

Please refer to the supplemental document with the Summary of Comments Received and the BHSD 
Responses to the comments. 
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Children, Youth and Families (CYF) System of Care

Prevention and Early Intervention: 
School Linked Services (SLS) Initiatives Division, 
including School-Based Strengthening Families 
and SLS Family Engagement program 

Expand SLS Programming: 
• $500K one-time for FY 2022
• $1 million for FY2023 Ongoing Funding

Fund Training: 
Allocate $18K one-time PEI funds to provide training for the 
online version of the Strengthening Families evidence-based 
program. Training needs for direct service providers and SLS 
Coordinators to provide the Strengthening Families program 
using virtual online classes for families who are unable to 
come to in-person classes. 

Note
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font

Respond to Children 
Going Back to School 
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Note
• FY 2022 Mid-year Adjustment = Blue Font
• FY 2023 Annual Update Plan = Purple Font

Improve Access to 
Outpatient Services 

Adult and Older Adult (AOA) System of Care
Community Services and Supports: Adult, 
Older Adult, and Wellness and Recovery 
Medication Services (WARMs)

• AOA proposes increasing the capacity in outpatient 
programs by adding 200 slots. Currently, the AOA’s 
outpatient programs are over capacity in terms of the 
number of clients being served compared to their contracted 
client capacity. Increasing the capacity will assist in 
addressing timely access to behavioral health services. 
Estimated Ongoing Budget/Fiscal Impact: $2,200,000 with 
estimated Medi-Cal Reimbursements: $1,045,000 and 
$1,155,000 in MHSA Funding. Proposal to be effective for FY 
2022 Mid-Year Adjustment and FY 2023 Annual Update. 



M H S A  F I S C A L  O V E R V I E W
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F U T U R E  P L A N S



Activities Ahead

Next Round of MHSA 
Innovation Planning –

11/10/2021 Orientation/Kick-
Off Meeting

Commence MHSA Three-Year 
Planning Process covering FY 

2024 – 2026 



B E H AV I O R A L  H E A LT H  B O A R D  ( B H B )  A C T I O N



Behavioral Health Board (BHB) Action

MHSA PUBLIC HEARING

30

Receive presentation related to the Mental Health Services Act (MHSA) FY 2022 Mid-Year Adjustment Plan 
and the FY 2023 Annual Update and approve recommendations if any.



Thank you!
For any questions or if you would like to receive MHSA related 
news and meeting information, please email 
MHSA@hhs.sccgov.org. 

mailto:MHSA@hhs.sccgov.org


Board of Supervisors 

This plan was approved by the Board of Supervisors on December 14, 2021. 

751
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