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2022 Evaluation Report for the Mental Health Services Act (MHSA) 
Community Program Planning Process 

Informing the FY24-26 MHSA 3-Year Plan 

BACKGROUND 

In 2004, residents of the state of California voted in favor of Proposition 63 to create the Mental 
Health Services Act (MHSA). The MHSA is funded by a 1% tax on Californians with a personal 
income greater than $1 million. These funds are distributed to each County to expand and 
transform mental health services in California. Each County engages in a community-driven needs 
evaluation to inform the following three years of MHSA programming. Particularly given the 
COVID-19 pandemic along with the declaration of mental health and substance use disorders as a 
public health crisis by the Santa Clara Board of Supervisors in early 2022, the County of Santa 
Clara (SCC) Behavioral Health Services Department (BHSD) initiated a comprehensive 
community planning process to determine community, department, and program needs. BHSD 
contracted with Community Connections Psychological Associates, Inc. (CCPA), who conducted 
a multi-pronged mixed-methods community program planning process to inform SCC’s MHSA 
priorities, policies, programs, and budget for FY 24-26 (July 2023-June 2026). The current 
evaluation report details the results of this planning process. 

METHODOLOGY 

The current report is rooted in a mixed-methods analysis 
approach using two main sources of data: the Mental 
Health & Substance Use Community Survey 
(administered from February 1, 2022 through April 1, 
2022) and 25 community listening events (“Community 
Conversations”) conducted from March to April of 2022. 
Responses were elicited from a diverse range of 
stakeholders across age, race/ethnicity, geographic region, 
sexual identity, and gender identity. The qualitative and 
quantitative data were analyzed to inform concrete 
recommendations by an independent program evaluation 
team from Community Connections  Psychological 
Associates (CCPA; team leads Joyce Chu, Ph.D. and 
Brandon Hoeflein, Ph.D., and team members Tais 
Sanchez, B.A., Ellie Wang, Christopher Weaver, Ph.D., 
Oula Khoury, Ph.D., and Ellen Lin, Ph.D.).  

1. MENTAL HEALTH & SUBSTANCE USE COMMUNITY SURVEY

The original version of the community survey was created in 2018 by Research Development 
Associates; this survey was later updated in 2020. The current iteration of the survey was further 
modified by a subcommittee of the SCC MHSA Stakeholder Leadership Committee (which 
included members from BHSD), with consultation from CCPA. The final survey was vetted by 
the larger Stakeholder Leadership Committee and the BHSD executive team. Survey modifications 
addressed such areas as community-wide mental health and substance use needs, COVID-19 

2 Sources of Data 
1. Mental Health &

Substance Use
Community Survey

2. 25 Community
Conversation Groups
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pandemic concerns, and the rise of telehealth services. Overall, survey items assessed six primary 
categories, shown below: 
 
 
 
 
 
 
 
 
 
 
 
 
 
Community surveys were available in the 6 
most common threshold languages within 
SCC: English, Spanish, Vietnamese, 
Mandarin, Tagalog, and Farsi. All survey 
responses were collected from February 1, 
2022 through April 1, 2022. 
 
 
 
Community Survey Outreach and Distribution 
 
Outreach for the Community Survey utilized a multi-method approach, with the goal of reaching 
a diverse representation of County residents and consumers. First, a mass mailing of postcards 
inviting individuals to complete the community survey was mailed out across the first two weeks  

of February 2022. Mailing addresses were obtained 
from the Santa Clara County (SCC) Registrar of 
Voters, which represents a list of registered voters in 
Santa Clara County. Removal of duplicate addresses 
and non-county addresses from an initial SCC 
Registrar of Voters list yielded a final list of 435,000 
household addresses to which postcards were mailed. 
This final list was balanced for proportional 
representation across all supervisory districts within 
SCC. 

 
Second, to supplement the physical mailer approach, electronic outreach was utilized to reach 
individuals via online means. Examples of these online outreach efforts included social media ads, 
email mailers, newsletters, and geofencing ads issued by Behavioral Health Services Department 
(BHSD) to consistently remind members in the community to complete the survey throughout the 
months of February and March 2022. The survey was available to complete online, via paper, or 
via phone to reach as many community members as possible in Santa Clara County. 
  

Community Survey: 6 Primary Categories 
1. Access to Care 
2. Quality of Care 
3. Cultural Considerations 
4. Recovery Orientation 
5. Family Inclusion 
6. Telehealth 

Multi-Method 
Survey Outreach  
to Recruit a Diverse 
Sample of County 

Residents & Consumers 
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Third, to ensure adequate representation of BHSD 
consumers and family members as respondents to the 
community survey, BHSD enlisted the assistance of 
community partners and clinical providers. BHSD 
community-serving partners (e.g., Zephyr Self-Help 
Centers, Cultural Communities Wellness Program, The Q 
Corner, Social Services Agency, First 5, Parents Helping 
Parents, Rebekah Children’s Services, etc.) took an active 
role in spreading the word about the survey through their  

newsletters and distribution lists in English and other threshold languages. Postcards, posters, 
fliers, and paper copies of the survey were handed out throughout County Clinics, County offices, 
and Self-help centers, and providers encouraged current consumers of County services to 
participate in the survey. 
 
Finally, a concerted effort was made to market the community survey to culturally diverse 
communities in the County. Announcements were made at Community Listening Sessions targeted 
at different LGBTQ+, immigrant, refugee, non-English speaking, and ethnic minority 
communities, and BHSD also engaged community peers to outreach about the survey at 
places/organizations of community gathering, such as community centers and places of worship, 
among others. 
 
2. COMMUNITY CONVERSATIONS (LISTENING EVENTS) 
 
In order to hear directly from community stakeholders, the BHSD partnered with County programs 
and Community-based partner organizations to host online 90-minute community listening events 
(“Community Conversations”) via a Zoom online platform. A total of 436 community stakeholders 
participated across 25 community conversations. Community partner organizations who hosted 
the conversations included the following: Asian Americans for Community Involvement (AACI), 
AACI’s Center for Survivors of Torture, Bill Wilson Center, Allcove, Cultural Communities 
Wellness Programs, Gardner Health Services, Rebekah Children’s Services, National Alliance on 
Mental Illness-Santa Clara County, the Office of LGBTQ+ Affairs, Project Safety Net, Santa Clara 
County Board of Supervisor Otto Lee’s office, and Ujima Adult and Family Services. 
 
The conversations were open to the public and attended by consumers/clients, family members, 
clergy, judges, and service providers. Community conversation groups targeted a diverse 
representation of community stakeholders across the SCC community and BHSD systems of care. 
English-speaking sessions were led and facilitated by members of the CCPA independent 
evaluation team; non-English speaking sessions were facilitated by a representative from the host 
organization or County BHSD team. Each conversation included a brief overview of MHSA, 
followed by three primary discussion prompts:  
 
 
 
 
 
 
  

3 Community Conversation Discussion Prompts 
 

1. What are important mental health or substance use needs of this 
community?  

2. In thinking about mental health and substance use services in Santa 
Clara County, what should stay the same?  

3. In thinking about mental health and substance use services in Santa 
Clara County, what should be added or changed?  
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Community stakeholders participated in each conversation through open verbal conversation or 
written comment during video chat. Each conversation was recorded solely for the purpose of 
facilitating accuracy of data capture and transcription by the independent evaluation team. 
Community conversation participants were informed upon entering each Zoom room that the 
session would be recorded, and had the option of opting out of participation. Participants were 
informed that the recordings and transcripts would only be used for data analysis by the 
independent/external evaluation team, and that their names or faces would not be recorded or 
linked with their comments (thus maintaining anonymity). All verbal and written (chat) comments 
served as qualitative data for thematic analysis of each individual stakeholder comment. See below 
for a list of each community conversation, along with the number of participants and language in 
which the conversation was conducted. The Appendix includes data tables for the themes and sub-
themes of each Community Conversation. 
 

Community Conversation Groups (Total n=436)  

1. Re-entry Community (73, English) 14. Chinese Speaking (3, Mandarin Chinese) 
2. Tagalog/Filipino Community (6, 

English/Tagalog) 15. African Immigrants and MENA (23, English) 

3. Spanish Speaking Adult Group (28, Spanish) 16. General Adult / Older Adult (2, English) 

4. Spanish Speaking Parent Group (58, 
Spanish) 

17. Providers: Children, Youth & Family 
Services (35, English) 

5. General Clients/Consumers (23, English) 18. Spanish Speaking Community (6, Spanish) 
6. Spanish Speaking Adult LGBTQ+ (28, 

Spanish) 19. African/African Ancestry (6, English) 

7. Older Adult Community (20, English) 
20. Providers: Access & Unplanned Services 

(10, English) 

8. North County Community (21, English) 
21. Dependency Wellness Court Stakeholders 

(7, English) 

9. Refugee Community (13, English) 22. Native American Community (17, English) 
10. Transgender, Gender Non-Binary, & 

Intersex (TGI+) Community (9, English) 
23. Providers: Adult & Older Adult Services (20, 

English) 
11. Lesbian, Gay, Bisexual, Queer, Asexual, 

Pansexual, & Two-Spirit (LGBQAP2S+) 
Community (6, English) 24. Youth #2 (10, English) 

12. Vietnamese (5, Vietnamese) 25. Parents (1, English) 
13. Youth #1 (6, English)  

Note: Parentheses include the number of participants in each community conversation, followed by the language in which the 
conversation was conducted. 
Note: Occasionally, multiple individuals attended a Community Conversation from the same device (e.g., couples, families, client-
provider dyads using the same laptop). Efforts were made to count all individuals who were present, but these participant counts 
may under-represent the total number of individuals who participated on Zoom. 
Note: Community partner organizations who hosted the conversations included the following: Asian Americans for Community 
Involvement (AACI), AACI’s Center for Survivors of Torture, Bill Wilson Center, Allcove, Cultural Communities Wellness 
Programs, Gardner Health Services, Rebekah Children’s Services, National Alliance on Mental Illness-Santa Clara County, the 
Office of LGBTQ+ Affairs, Project Safety Net, Santa Clara County Board of Supervisor Otto Lee’s office, and Ujima Adult and 
Family Services. 
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STRUCTURE OF THE EVALUATION REPORT 
 
The following sections of the evaluation report include an Executive Summary of 
Recommendations, followed by data and summaries of findings focused on five major sections: 
 

1. Community needs of community-level survey respondents 
 

2. Findings from consumers, clients, family members, and other stakeholders for Santa Clara 
County BHSD mental health and substance use services 

 
Findings from consumers, clients, family members, and other stakeholders for three major 
BHSD systems of care 
 
3. Children, Youth and Family (CYF) BHSD Services 

 
4. Adult and Older Adult (AOA) BHSD Services 

 
5. Access and Unplanned BHSD Services 

 
Each section and sub-section starts with a summary of findings and details the relevant analysis of 
data. Data tables can be found in the Appendix. 
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OVERALL EXECUTIVE SUMMARY OF RECOMMENDATIONS 
 
The following table details the data-driven recommendations of the 2022 County of Santa Clara 
Community Planning Process, organized by major sections of the report: Community level 
recommendations, BHSD level recommendations, and BHSD System of Care (CYF, AOA, and 
Access & Unplanned Services) recommendations. After analyzing the mixed-method qualitative 
and quantitative data, the Community Connections Psychological Associates (CCPA) team 
synthesized data findings into the following set of recommendations for consideration by BHSD 
stakeholders. 
 

Community-Level Recommendations 
 

1. Increase services to address the MH/SU burden in the 1 in 6 community survey 
respondents (17%) who are living with an untreated mental health or substance use 
condition. Particularly consider the need to increase service connection in Asian 
American Pacific Islander (AAPI) and Hispanic/Latino/a/x communities. 
 

2. Consider ways to make services more known and easier to access (while maintaining 
privacy), to address heightened mental health and substance use burdens. 

 

3. Increase support for and access to safe, affordable housing options. 
 

4. Increase services accessibility for the underinsured (those who make too much money for 
public services, but are unable to find or afford non-BHSD services). 
 

 
Behavioral Health Services Department (BHSD)-Level Recommendations 

 

Access to Care 

 

1. Workforce, Education and Training (WET): Increase staff 
positions/retention. 

 

2. Increase community awareness and accessibility of BHSD services, 
including creating and strategically marketing a single, user-
friendly, access point. 

 

3. Consider multiple potential help-seeking pathways (e.g., provider 
referral, call center, community member referral, direct calls to 
clinics, internet search, brochures/fliers) within efforts to improve 
ease of access. 

 

4. Decrease call center and service connection wait times. Improve 
Call Center procedures for youth and Native Americans. 

 

5. Increase prevention/outreach/education. 

Quality of Care 

1. Increase collaboration and coordination in care.  
 

2. Provide additional therapy services. 
 

3. Explore the quality of recovery orientation and clinical services 
provided by youth and Spanish-speaking providers, and address any 
contributing factors (e.g., burnout, high caseloads, training needs). 

 

4. Workforce, Education, & Training: Expand recovery model staff 
trainings. 
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Cultural 
Considerations 

 

1. Continue language-specific efforts. 
 

2. Continue support for CCWP programs and staff. 
 

3. Expand LGBTQ+ support for programming and staffing. 
 

4. Integrate and expand faith-based outreach and services. 
 

5. Evaluate Stakeholder Leadership Committee structure and 
representation with regards to the needs of specific cultural 
communities. 

Family Inclusion 

 

1. Expand family-inclusive services and communication. 
 

2. Expand mental health/substance use community education trainings 
for families. 

Telehealth 

 

1. Continue all telehealth services. 
 

2. Resume/expand in-person care options. 
 

Children, Youth, and Family (CYF) System of Care Recommendations 
 

 

1. Increase treatment service capacity overall (particularly inpatient/residential 
treatment/beds, school-based therapy, & eating disorder treatment). 
 
 

2. Expand family-inclusive services and communication. 
 
 

3. Expand mental health/substance use community education trainings for families. 
 
 

4. WET: Increase staff positions/retention (particularly peer support staff for youth). 
 

5. Increase CYF prevention, outreach, and trainings (e.g., youth-focused trainings for staff, 
parents/families, school staff, and students). 
 
 

Consider planning an internal follow-up evaluation to better determine consumer/client 
experiences of clinical care quality: 

 

6. Explore the quality of recovery orientation and clinical services provided by youth and 
Spanish-speaking youth providers, and address any contributing factors (e.g., burnout, high 
caseloads, training needs). 
 

7. WET: Expand recovery model CYF staff trainings. 
 
 

8. Continue strong collaborations with LGBTQ+ youth organizations and increase LGBTQ+ 
youth services (particularly for transgender and gender non-binary youth). 
 
 

9. Increase community awareness and accessibility of CYF services, including creating and 
strategically marketing a single, user-friendly, access point. 
 
 

10. Decrease call center and service connection wait times for CYF services. 
 
 

11. Evaluate Stakeholder Leadership Committee structure and representation with regards to 
the needs of youth communities. 
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Adult and Older Adult (AOA) System of Care Recommendations 

 
 

1. Consider additional funds for inpatient and residential treatment, more capacity for longer 
mental health treatment, substance use treatment options including detox services and 
other options, and dual diagnosis treatment options. 

 

2. Consider any possible means of hiring and retaining additional case managers, clinical 
staff (e.g., therapists, psychiatrists, and FSP staff in the Dependency Wellness Court and 
Re-entry communities), and peer support staff. 

 

3. Continue and expand community education trainings and consider specific outreach 
efforts to cultural communities (e.g., Native American, MENA, and other immigrants). 

 

4. Further explore barriers to accessing services and pursue ways to make the service 
connection system easier to navigate. Efforts to improve ease of access should address 
multiple potential help-seeking pathways (e.g., provider referral, call center, community 
member referral, direct calls to clinics, internet search, brochures/fliers). 

 

5. Consider means of increasing community awareness of AOA services, including 
providing a single service access point that provides information about all BHSD services 
in a user-friendly way, and then implement a strong marketing strategy to increase 
community awareness of this tool. 

 

6. Pursue efforts to address the need for housing support and options, particularly for 
dependency wellness court, re-entry, and criminal justice communities. 

 

7. Consider additional evaluation of the Spanish-speaking community’s experiences with 
clinical services. 

 

8. Increase coordination in care between BHSD programs and with outside entities. 
 

9. Continue support of County organizations and County-based organizations.  
 

10. Continue support of CCWP programs and consider retaining and supporting staff at 
CCWP centers. 

 

11. Increase staff trainings on cultural topics/communities (particularly on LGBTQ+, Native 
American, and older adult related topics). 

 

Continue and expand Criminal Justice Services 
 

12. Provide additional mental health treatment for those in jail, and after re-entry. 
 

13. Continue support for Mental Health Court services and peer support in criminal justice 
programs. 
 

14. Make improvements in continuity care at the point of jail/prison release to address 
stakeholder concerns that individuals are being released from prison/jail without a case 
manager there to ensure continuity of care. 

 

15. Provide additional trainings for criminal justice personnel (i.e., police or probation officers) 
on mental health presentations. 
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Access & Unplanned Services System of Care Recommendations 

1. Consider prevention and outreach to address the MH/SU burden in 1 in 6 community
survey respondents (17%) who are living with an untreated mental health or substance use 
condition. Particularly consider the need to increase service connection in Asian
American Pacific Islander (AAPI) and Hispanic/Latino/a/x communities. 

2. Consider ways to make services more known and easier to access (while maintaining
privacy), to address heightened mental health and substance use burdens. 

3. Increase services accessibility for the underinsured (those who make too much money for
public services, but are unable to find or afford non-BHSD services). 

4. Increase community awareness and accessibility of BHSD services, including creating
and strategically marketing a single, user-friendly, access point. Efforts to improve ease of 
access should address multiple potential help-seeking pathways (e.g., provider referral, 
call center, community member referral, direct calls to clinics, internet search, 
brochures/fliers). 

5. Decrease call center and service connection wait times. Improve Call Center procedures
for youth and Native Americans. 

6. Increase prevention/outreach/education, including community trainings and in-person
outreach. 

7. 

7. Workforce, Education and Training (WET): Increase staff positions/retention, including
crisis-related staff, Call Center staff, and outreach staff. 

8. Expand inclusion of and communication with families in existing crisis care and
unplanned services. 

9. Expand mental health/substance use community education trainings for families.
10. Expand LGBTQ+ services/care in the following areas:

a) LGBTQ+ services for youth, particularly for TGI+ youth and in collaboration with
schools. 

b) TGI+ (e.g., comprehensive gender-affirming care) and LGBQAP2S+ related services
and programming. 

c) LGBTQ+ focused training for BHSD staff and providers on SOGI, TGI+, and
LGBTQAP2S+ concerns, to provide safe, healing, and affirming care. 

11. Improve system-wide BHSD policies, procedures, and practices that affect LGBTQ+
consumers and communities. For example, identify and remedy gaps/harms in SOGI data 
collection practices, and look for opportunities to improve BHSD’s relationship with the 
LGBTQ+ community (e.g., recognizing historical harms, ensuring gender affirming 
restrooms County-wide). 

12. Implement culturally-tailored strategies to address needs for prevention and access to care
in unique cultural communities (see stakeholder suggestions for specific communities in 
the Appendix of Access & Unplanned Services Tables). 

NAVIGATION MENU OF EXECUTIVE SUMMARIES (click to navigate to page) 
Overall Executive Summary of Recommendations (page 6) 

Executive Summary: Community Needs (page 10) 
Executive Summary: BHSD Department-Level Analysis (page 21) Children, 

Youth, and Family (CYF) Services (page 42) 
Adults & Older Adult (AOA) Services (page 51) 

Access & Unplanned Services (page 68) 
Back to Table of Contents 
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COUNTY OF SANTA CLARA: COMMUNITY NEEDS 
 
 
The following section represents general community-level recommendations from the community 
conversations and data from Santa Clara County residents who responded to the Mental Health 
and Substance Use Community Survey (including consumers, family members, general 
community residents, and other stakeholders). These analyses were conducted with the aim of 
understanding the mental health and substance needs of community respondents. It is important to 
note that although recruitment and survey distribution efforts were designed to garner responses 
from the diverse residents of Santa Clara County (e.g., via physical mail with a random sample of 
registered voters, online marketing throughout the County, targeted cultural community outreach, 
distribution throughout County clinics and locations, and community partners whose network 
penetration was county-wide), survey respondents who self-selected/volunteered to participate 
may not be representative of a random sample of all SCC residents. As such, data results should 
be interpreted with appropriate caution with regards to potential limits to generalizability. 
 
EXECUTIVE SUMMARY: COMMUNITY NEEDS 
 
When analyzing data from the general community survey 
respondents (regardless of whether they have engaged with 
BHSD services), 1,639 individuals responded to the question: 
“In the past 12 months, have you or another person (relative, 
friend, neighbor, minister, priest or other) thought you had a 
mental health, nervous, emotional, drug or alcohol problem?” Of 
these 1,639 individuals, 47.8% stated that they had a mental 
health or substance use problem, and 52.2% stated that they did  
not. When asked to describe the severity of their problem, the average respondent rated their 
problem as somewhat serious and that their problem makes it somewhat difficult to carry out daily 
activities.  
 

Of those who stated that they had a mental health or substance 
use problem, 35.7% stated that they did not seek help. Together, 
these data indicate that over one-third of community-level 
survey respondents living with a somewhat serious and 
somewhat impairing mental health or substance use problem did 
not receive treatment services. Asian American Asian American 
Pacific Islander and Hispanic or Latino/a/x individuals were less 
likely to seek help for their mental health / substance use 
problems compared to White/Caucasian/ European participants. 

 
Additionally, community survey respondents in the current sample reported that the COVID-19 
pandemic has left them with additional issues in need of assistance from mental health or substance 
use services, including: COVID-19-related stressors, decreased self-care activities (e.g., sleep, 
exercise), increased difficulty with work/life balance, and increased mental health problems. 
34.9% of respondents reported experiencing more mental health problems as a result of the 
COVID-19 pandemic. 
  

47.8% of community 
survey respondents 
reported having a 
mental health or 

substance use problem 

34.9% of community survey respondents are 
experiencing more mental health problems as a 

result of the COVID-19 pandemic 

Over 1/3 of community 
survey respondents 

living with a somewhat 
serious and somewhat 

impairing mental 
health or substance use 
problem did not receive 

treatment services. 
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Community-level Recommendations 
Four community-wide recommendations emerged from the community needs survey and 
community conversations: 
 
1. Untreated mental health and substance use struggles: Of the 48% of community survey 
respondents who are living with a mental health or substance use issue, more than 33% of them 
are not receiving treatment. Based on the current data, 1 in every 6 community survey respondents 
(17.6%) lives with an untreated somewhat serious and somewhat impairing mental health or 
substance use problem.   

 
Recommendation: Consider the burden of mental health and substance use in the community. 
The County Board of Supervisors recently (April 2022) declared mental health to be a public 
health emergency; the current community needs assessment supports this declaration, and 
points to the need for concrete action aimed at reducing untreated mental health and substance 
use burden and its effects.  
 
Particularly consider the need to increase service connection in Asian American Pacific 
Islander (AAPI) and Hispanic/Latino/a/x communities. Given the finding that ethnic 
differences in help-seeking were driven by a lower likelihood for Asian American Pacific 
Islander and Hispanic or Latino/a/x survey participants to seek help for their mental health / 
substance use problems compared to White/Caucasian/European participants, it is notable that 
concerns about untreated mental health or substance use problems are particularly salient in 
these two ethnic minority communities. Recommendations are to focus specific attention on 
increasing service connection in Asian American Pacific Islander (AAPI) and 
Hispanic/Latino/a/x communities. 

 
2. Increase service access & awareness while maintaining privacy: Of the 35.7% of people 
with a mental health or substance use problem who did not seek help, the top three reasons were 
that they weren’t sure where or how to get help, services are hard to access, and concerns about 
losing their privacy. 

 
Recommendation: Consider ways to make services more known and easier to access (while 
maintaining privacy), to address the mental health and substance use burden in the community. 

 
3. Housing: Community survey respondents are seriously concerned about securing and 
maintaining safe housing. Housing was a theme for almost every single community conversation, 
and it was the top concern for three community conversations. Community members and mental 
health professionals articulated a clear argument that the effectiveness of mental health and 
substance use treatment will be limited unless an individual can first establish a sense of safety in 
life. 
 

Recommendation: Consider the role of housing in promoting mental health, as well as any 
additional actions that can be taken to support and facilitate safe, affordable housing options.  

 
 
4. The Under-insured: Community survey respondents expressed concern about individuals who 
make too much money to qualify for publicly-funded programs, but are unable to find a behavioral 
health provider who accepts their private insurance or offers an affordable rate.  
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Recommendation: Consider the mental health and substance use treatment resources 
available to those who have private insurance but cannot afford (or find) affordable mental 
health or substance use treatment. Consider alternatives to facilitate access to mental health 
and substance use treatment in the community, regardless of insurance status.  
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COMMUNITY NEEDS: SURVEY DEMOGRAPHICS 
 
A total of 2,319 participants initiated the Mental Health & Substance Use Community Survey. Of 
these, 98 stated that they were not residents of Santa Clara County and were therefore excluded 
from analyses. The final community sample included 2,221 individuals. Of these 2,221 community 
survey respondents, 480 individuals identified as consumers or family members, and 180 (92 
clients/consumers and 68 family members) of these 480 received their services from SCC 
programs rather than private entities. See the following page for a flow chart of survey respondents. 
 
Out of the 180 consumers/family member respondents, 139 responded to an item asking from 
which program they received services within the last year. This information was used to 
differentiate which respondents received services from three main SCC systems of care. 
Specifically, 50 received care from SCC Adult and Older Adult (AOA) Services, 11 received care 
from SCC Children, Youth and Family (CYF) Services, and 15 engaged with SCC Access and 
Unplanned Services. The following table provides additional detail about the specific programs 
from which consumers/clients/family members primarily received services. 
 
 
Table: Specific Programs Within 3 SCC Systems of Care From Which 
Consumer/Client/Family Survey Respondents Primarily Received Services 

System of Care Program n 

Children, 
Youth, 

&Family 
(n=28, 20.1%) 

Mental Health & Substance Use Services for Transitional Age Youth 
(TAY) 

15 

Mental Health & Substance Use Services for Children, Youth, and 
Families  

13 

Adult & 
Older Adult 

(n=82, 59%) 

Mental Health & Substance Use Services, 26-59 66 
Mental Health & Substance Use Services, 60+ 13 
Criminal Justice 3 

Access & 
Unplanned 

Services 
(n=29, 20.9%) 

Behavioral Health Urgent Care 15 
Behavioral Health Call Center Access Line 9 
Children’s Mobile Crisis Response Team (Uplift) 2 
Substance Use Services Access Line 1 
Suicide/Crisis Hotline 1 
Crisis Text Line 1 
Mobile Crisis Response Team 0 

*Note: Percentages were calculated with 139 (the number of complete responses) as the denominator  
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Flow Chart of Survey Respondents 
 

 
Note: Numbers may not add up to totals because of missing responses / skipped items. See the previous page for a 
definition/breakdown of the specific programs within each system of care.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

2,319 Total Survey Responses 

2,221 Total Santa Clara County Residents 

480 Residents Received Treatment 

180 Residents Received County/CBO Services  

 

Are you a resident of Santa Clara County? 

Have you been a consumer/client or the 
family member of a consumer/client?  

Did you receive services from the 
County/CBO, or from a private 

organization (e.g., Stanford, Kaiser)? 

What is your relationship to the 
consumer/client?  

92 Consumers/Clients 68 Family Members 

Where did you primarily receive services?  

Children, 
Youth, and 

Family 
Services 

n = 11 

 

Adult & Older 
Adult Services 

n = 50 

Access & 
Unplanned 

Services 

n = 15 

98 Were Not 
County Residents 

1,741 Were Not 
Consumers/Clients 

300 Received Services 
from a Private Entity 
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Race and Ethnicity 
 
Participants in the current survey were prompted to select their specific ethnic origin(s) 
subcategories (i.e., West Africa or Southern Africa) under a larger racial or ethnic category (i.e., 
Black, African, or African American). Race/ethnicity was reported by 1,432 respondents (64.5%). 
See the tables below for a full breakdown of race/ethnicity among participants. When looking at 
race/ethnicity data below, note that it was common for individuals to identify with multiple sub-
identities (e.g., Western European and Southern European). In addition, 127 individuals identified 
as “multi-racial,” which is defined as any individual who identified with multiple race/ethnicity 
categories (e.g., Black and Asian; Middle Eastern and Hispanic/Latino/a/x). 
 
It is important to note that several data points and reported feedback from community stakeholders 
point to a recommendation that format of the race and ethnicity question be re-evaluated in 
future surveys. First, several Black and African American, Native American, White individuals, 
and others chose “Other” with a write-in comment of “I don’t know” or repetition of the larger 
category (e.g., “African American”) in their sub-ethnic category. Second, several comments 
indicated agitated responses from the participants, noting that the race and ethnicity question was 
time-consuming, confusing, and/or not representative of their experience. 
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Under 16
0.50%

16-24 (3.60%)

25-59
61.00%

60+
34.90%

Cisgender 
woman/girl

60.68%
Cisgender 
man/boy
33.80%

Gender Non-Binary
3.06%

Transgender 
man/boy

0.79%

Transgender 
woman/girl

0.70%

Gender queer or non-binary
0.61%
Two-spirit (0.26%)

Agender
0.09%

Heterosexual
85.36%

Bisexual
5.48%

Gay/Lesbian
4.13%

Queer
1.50%

Pansexual (1.43%)
Questioning/Unsure

1.20%
Asexual (0.68%)

Two-
Spirit
0.23%

Age Group 
 
Age group was reported by 1,486 
respondents (66.9%). The most common age 
group was 25-59 years of age (n = 907, 
61.0%), followed by 60 years and older (n = 
519, 34.9%), 16-24 years old (n = 53, 3.6%), 
and less than 16 years of age (n = 7, 0.5%).  
 
 
 
 
 
 
Gender Identity 

 
Gender identity was reported by 
1,142 respondents (51.4%). The 
most common responses were 
cisgender woman/girl (n = 693, 
60.68%), cisgender man/boy (n = 
386, 33.8%), and gender non-binary 
(n = 35, 3.1%). In all, 63 (5.5%) of 
participants identified as 
transgender or gender non-binary.   
 

 
 
 
 
 
 
 
Sexual Identity 
 
Sexual identity was reported by 1,332 
respondents (60.0%). The most common 
responses were heterosexual/straight (n = 
1,137, 85.4%), bisexual (n = 73, 5.5%), and 
gay/lesbian (n = 55, 4.1%). In all, 195 
(14.6%) of participants identified as 
LGBQAP2S+. 
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County Region 
 
County region was reported by 1,487 respondents (67.0%). The most common regions were San 
Jose (n = 808, 54.3%), Santa Clara (n = 7.9%), and Mountain View (n = 116, 7.8%). 

 
 
 
Preferred Language 
 
Preferred language was reported by 1,435 respondents (64.6%). The most common response was 
English (n = 1308, 91.1%), followed by Vietnamese (n = 79, 5.5%), Spanish (n = 23, 1.6%), 
Mandarin (n = 11, 0.8%), Cantonese (n = 11, 0.8%), Tagalog (n = 1), Farsi (n = 1), and American 
Sign Language (n = 1).   
 
 
COMMUNITY MENTAL HEALTH & SUBSTANCE USE BURDEN & HELP-SEEKING 
 

A flow chart detailing responses to survey questions assessing 
mental health burden and help-seeking/service connection 
within the general community sample is shown on the following 
page. Of the 2,221 community members who completed the 
survey, 1,639 responded to a question about the presence of 
mental health or substance use problems in their own lives. Of 
these individuals, 786 (47.8%) stated that they (or another 
person) thought that they had a mental health or substance use  

problem over the previous 12 months in response to the following question: “In the past 12 months, 
have you or another person (relative, friend, neighbor, minister, priest or other) thought you had a 
mental health, nervous, emotional, drug or alcohol problem?” 
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Community Sample: City of Residence

47.8% of community 
survey respondents 
reported having a 
mental health or 

substance use problem 
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Flow Chart of Mental Health & Substance Use Burden and Help-seeking Responses 

 
Note: Numbers may not add up to totals because of missing responses / skipped items.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

2,221 Total Santa Clara County Residents 

 

47.8% (n = 786) Reported a Mental Health or Substance Use Problem 

Do you have a mental health or substance use problem? 

How serious was the 
problem?  

38.4% (n = 853) 
denied a problem. 

26.2% did not answer.  

How much did this problem make it 
difficult to carry out your normal tasks?  

Somewhat Serious 
(3.05) 

Somewhat Difficult 
(2.9) 

Did you seek help? 

1. I’m not sure where to get help 
2. Services are hard to access 

3. I am concerned about privacy 
4. I don’t have the resources (e.g., money) to get help 

5. I’m not eligible for publicly funded services, and can’t 
afford other services. 

64.3% Yes (n = 419) 35.7% No (n = 273) 

Why not? 
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When asked about the severity of their mental health and/or substance use problem, community 
members stated that their problems were somewhat serious (3.1), on average. Further, when asked 
about functional impairment, community members stated that their mental health and/or substance 
use problem made it somewhat difficult (2.9) to carry out their normal daily activities, on average. 
In summary, almost half of community survey respondents stated that they have a somewhat 
serious mental health or substance use issue that makes it somewhat difficult to complete their 
daily tasks.  
 
Of those who stated that they have had a mental health or 
substance use problem in the last 12 months, 64.3% stated 
that they did seek help, leaving 35.7% of these individuals 
without mental health and/or substance use treatment when 
they needed it.  
 

 
 

When analyzing only the subset of 
individuals who did report a problem but 
did not seek help, 220 community 
members answered a follow-up question 
about why they did not seek help (“What 
were the reasons why you did not seek  

help for mental health, nervous, emotional, drug or alcohol problems?”). Reported reasons for not 
seeking help are listed below in the Appendix; the top five reasons were the following: 
 
 
 
 
 
 
 
 
 
 
 
 
Follow-up analyses were performed to examine the race and ethnicity of individuals who reported 
that they sought help compared to those who did not seek help, for their mental health or substance  
use problems (see Appendix for data table). 
Chi-square analyses showed significant ethnic 
differences in help-seeking versus non-help-
seeking status (i.e. how frequently participants 
with mental health or substance use problems 
reported that they sought versus did not seek 
help). These ethnic differences were driven by 
a greater number of Asian American Pacific 
Islander and Hispanic / Latina/o/x individuals 
in the non-help-seeking group as compared to   

Top 5 Reasons for Not Seeking Help 
1. “I’m not sure where or how to get help.”  
2.  “Services are hard to access (e.g., difficult to get appointments, 

inconvenient hours/locations). 
3. “I am concerned about privacy.”  
4.  “I don’t have the resources to get help (time, money, transportation, 

childcare, etc.).” 
5.  “I’m not eligible for publicly funded services, and can’t afford other 

services.” 

Strength: A majority 
(64.3%) sought 

help/services for their 
concerns 

Over 1/3 of community survey 
respondents living with a somewhat 

serious and somewhat impairing mental 
health or substance use problem did not 

receive treatment services 

Ethnic differences in help-seeking were 
driven by a lower likelihood for Asian 

American Pacific Islander and Hispanic 
or Latino/a/x survey participants to seek 
help for their mental health / substance 

use problems compared to 
White/Caucasian/European participants 
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the Caucasian/White/European group. Specifically, while 58.1% of the help-seeking individuals 
and 46.1% of the non-help-seeking individuals identified as White/Caucasian/European, 15.9% of 
the help-seeking individuals and 24.6% of the non-help-seeking individuals identified as 
Asian/Asian American/Pacific Islander, and 9.6% of the help-seeking individuals and 13.8% of 
the non-help-seeking individuals identified as Hispanic or Latino/a/x. Asian American Pacific 
Islander and Hispanic or Latino/a/x participants were less likely than White/Caucasian/European 
survey participants to seek help for their mental health / substance use problems 

COMMUNITY ACCESS TO MENTAL HEALTH & SUBSTANCE USE SERVICES 

All 2,221 community survey respondents were asked whether they knew where to access mental 
health and substance use services, and if they knew who to call for mental health and substance 
use services. On average, community members stated it was mostly true (2.6) that they know where 
to go to get mental health and substance use services. They also reported that it was, on average, 
mostly true (2.6) that they knew who to call to get mental health and substance use services.  

PANDEMIC-RELATED NEEDS 

All 2,221 community members were asked about their mental health and substance use needs as 
the pandemic improves and they transition back to school, work, and other activities, and 1,030 
individuals responded. The most frequently reported needs were the following: 

In total, 359 out of 1030, or 34.9% of community survey respondents, reported that they are in 
need of assistance because they are experiencing more mental health problems after the pandemic. 
See the Appendix for a full list of data reported about pandemic transition-related needs. 

 

34.9% of community survey respondents are 
experiencing more mental health problems 

as a result of the COVID-19 pandemic 

Strength: Residents mostly knew where to go to receive 
services and who to call 

Top Pandemic-Related Needs 
1. “I am experiencing more stress/worry related to Covid-19, the

pandemic, or vaccines.”
2. “I am having more problems with sleep, diet, or exercise.”
3. “I’m having a hard time with work/life balance.”
4. “I am having more mental health problems.”
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SCC’s BEHAVIORAL HEALTH SERVICES DEPARTMENT (BHSD) 
DEPARTMENT-LEVEL ANALYSIS 

 
 
EXECUTIVE SUMMARY: BHSD DEPARTMENT-LEVEL ANALYSIS 
 
Strengths of BHSD Services in Quality of Care 
 
Feedback from community survey respondents and BHSD consumers, families, and other 
stakeholders indicates that BHSD’s primary strengths are the quality of mental health and 
substance use services and the recovery orientation of services that provide treatment options 
focused on consumers’ goals/needs. Consumers/family members reported that their providers 
created safe and respective spaces and had good communication, and that they were mostly 
satisfied with the treatment they have received. BHSD consumers/clients/family members also 
reported general satisfaction with family inclusion in their BHSD services. 
 
Stakeholders also found that BHSD is providing strong culturally-based clinical services that 
meet language needs and are respectful and understanding of cultural identities. The Cultural 
Community Wellness Programs (CCWP) and LGBTQ+ organizations (e.g., Q Corner, Gender 
Health Center) were identified as particularly strong culturally-based services. Peer Support 
Services and Mental Health Court were additionally identified strengths. Finally, BHSD 
stakeholders were strongly satisfied with telehealth and want this service delivery modality to 
remain. 
 
Areas of Growth for BHSD Services in Quality of Care 
 
However, there were a few notable exceptions to satisfaction with care quality. The first was in a 
specified need for better collaboration and coordination throughout care (e.g., between 
different provider teams, primary care and mental health services, and consumers with providers). 
Second, stakeholders identified a need for expanded therapy services. The third exception to 
satisfaction with care quality was with youth and Spanish-speaking communities who 
reported that the general quality of services provided by BHSD staff needs improvement. For 
example, the youth-focused community conversations noted the need for a higher baseline of 
clinical care (e.g., empathy, understanding), and substance use clinical staff who treat youth as co-
experts, use youth substance use language (e.g., “blunt”), and seek to understand the underlying 
causes of youth substance use instead of shaming youth for using substances. In the Spanish-
speaking community conversations, concerns included that inpatient staff do not think people with 
mental health can get better, and that clinical staff should be more empathetic and understanding. 
 
Quality of Care recommendations 
  

1. Increase collaboration and coordination in care. BHSD providers should seek 
opportunities to enhance collaboration and continuity of care between providers and care 
teams (both within and between episodes of care). 
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2. Provide additional therapy services. Data pointed to a need for additional therapy 
services of different types, including more residential/inpatient treatment, more services 
for transgender and gender-nonbinary individuals, and more detox services. 

 
3. Explore the quality of recovery orientation and clinical services provided by youth 

and Spanish-speaking providers, and address any contributing factors (e.g., burnout, 
high caseloads, training needs). 
Further evaluate and address concerns regarding quality of services for youth and Spanish-
speaking providers (e.g., through follow-up evaluation with targeted focus groups of 
Spanish speaking and youth clients/consumers). As part of this effort, BHSD should 
consider evaluating the caseloads and burnout (e.g., hiring/retention challenges) of 
providers who specialize in working with youth substance use and the Spanish-speaking 
community, and take appropriate action to reduce clinical staff burnout (e.g., hiring 
additional clinical staff, increased leave, compassion fatigue programs). 

 
4. Workforce, Education, and Training: Expand recovery model staff trainings. BHSD 

should consider expansion of recovery model trainings, perhaps targeted at inpatient or 
other high acuity programs with the highest likelihood of burnout. Given the high burden 
placed on staff clinicians, it may be helpful to include testimonies from consumers/clients 
who have previously benefitted from treatment. Data also pointed to a need to increase 
staff training in such areas as LGBTQ+ considerations, older adults, substance use, and the 
use of social media. 

 
Stakeholders also identified additional suggestions to continue and enhance the cultural 
responsivity and family inclusion basis of services (i.e., efforts that help family members 
understand their loved ones struggling with mental health and substance use challenges), as well 
as the resumption of in-person services. Recommendations in these three areas of enhancement 
are as follows. 
 
Recommendations for Family Inclusion in Services 

1. Expand family-inclusive services and communication. BHSD should consider 
additional clinical staff to support the expansion of family services. These efforts should 
include expanding opportunities to integrate families into existing treatments and services, 
including opportunities for more frequent communication with families. 

 
2. Expand mental health/substance use community education trainings for families. 

BHSD should consider expanding community education trainings to assist families’ 
knowledge of mental health and substance use, using targeted partnerships such as CCWP 
centers, School Wellness Centers, Santa Clara County school districts, and others. 

 
 
Recommendations for Cultural Considerations 

1. Continue language-specific efforts. BHSD should continue efforts at language-inclusive 
services, including in hiring and retaining linguistically and culturally diverse staff.  
 

2. Continue CCWP support. BHSD should continue support for CCWP programs and 
CCWP staff members.  
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3. Expand LGBTQ+ support. BHSD should expand LGBTQ+ programming and staffing, 
with the potential aim of increasing dissemination of LGBTQ+ trainings throughout the 
BHSD system. 

 
4. Integrate and expand faith-based outreach and services. BHSD should initiate or 

expand outreach efforts to faith-based organizations, such as mosques, temples, 
synagogues, and churches.  
 

5. Evaluate Stakeholder Leadership Committee structure and representation with 
regards to the needs of specific cultural communities. Consider community advisory 
boards as a potential solution, and consider the specific needs of the Native American, 
refugee, youth, and older adult communities). 

 
 
Recommendations for Telehealth and Resumption of In-Person Services 

1. Continue telehealth. BHSD should consider the continuation of all telehealth options.  
 

2. Resume/expand in-person services. BHSD should consider options to resume and/or 
increase in-person services as public health conditions allow, such as:  

 

a. In-person treatment 
b. In-person mental health, substance use, and suicide prevention trainings 
c. In-person prevention/outreach events 
d. In-person outreach at faith-based organizations 

 
Access to Services: Strengths and Recommendations 
Survey responses and community conversations revealed a pattern of strengths and weaknesses 
related to treatment access, both at the community level and at the consumer/family level. Across 
all community survey respondents, the Suicide/Crisis Hotline was known by 88% of individuals; 
other BHSD services were known to less than a third of survey participants.  
 
There was a sharp divide between those currently receiving BHSD services and those trying to 
receive BHSD services. Among those consumers/clients and family members currently receiving 
BHSD services, there is general satisfaction with their ability to access services and receiving 
services when they want them. At the same time, for those community stakeholders not currently 
receiving BHSD services, there is a strong need to facilitate better access to BHSD services. 
Specific barriers to access include: staff shortage, low community awareness of BHSD services, 
minimal treatment options for underinsured individuals (those not eligible for Medical/Medicare 
but also unable to afford private services), and call center and service connection wait times.  
 
 
Recommendations for Access to Services  

1. Workforce, Education and Training: Increase staff positions/retention. Across all of 
the community conversations, the top need was increased staffing (case managers, peer 
support specialists, therapists, psychiatrists, and full-service partnership staff). It is 
recommended that BHSD consider mechanisms for increasing new staff positions, as well 
as retaining current staff members (e.g., through increased pay). Based on the treatment 
priorities mentioned by community stakeholders, it is likely that BHSD would benefit from   
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increased staff at all levels, but most specifically in residential/inpatient settings, as this 
level of care was the most prominent service requested by stakeholders. In line with 
stakeholder treatment recommendations, the County might also consider staff increases in 
dual diagnosis programs, LGBTQ+ programs, and detox programs.  

 
2. Increase community awareness and accessibility of BHSD services. A common trend 

throughout the community conversations was the need for a centralized list of the services 
offered by BHSD, with community members and stakeholders stating that they sometimes 
hesitate to reach out for help because they don’t know if there are any services that would 
benefit them. It is recommended that BHSD provide a single service access point that 
provides information about all BHSD services in a user-friendly way, and then 
implement a strong marketing strategy to increase community awareness of this tool. 
Multiple communities suggested marketing of BHSD services on social media to increase 
awareness in communities with high mental health and substance use stigma. 
 

3. Decrease call center and service connection wait times. Stakeholders identified a need 
to decrease wait times during the process of seeking treatment. Efforts should address 
decreasing wait times for service connection (the time between initial efforts at help-
seeking and initial provider contact). BHSD should also prioritize expedient service 
connection by decreasing the time that consumers are on hold at the SCC Call Centers (e.g., 
Mental Health Call Center and Gateway Call Center), as this wait time was consistently 
noted as a treatment barrier by clients/consumers, family members, and clinical staff. 
 
In the process of addressing Call Center wait times/procedures, BHSD should consider the 
following Call Center procedure changes requested by community stakeholders:  

a. If a youth calls, the Call Center should assess which school they attend, to facilitate 
coordinated care between BHSD and the school. 

b. The Call Center should assess for Native American heritage and take additional 
steps to facilitate direct referrals to the Indian Health Center for those who want it. 

 
4. Prevention/Outreach/Education. Consumers and community members made a clear call 

for additional prevention services, with primary requests including: (a) in-person outreach 
events (e.g., in schools, faith-based settings, or in the general community) and  (b) 
additional community education on mental health, substance use, and suicide prevention. 
It is recommended that BHSD continue and expand the community education trainings 
and consider specific in-person outreach events to target specific sub-groups (e.g., schools, 
faith-based organizations).  
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Under 16 (1.15%) 16-24 (7.50%)

25-59
69.79%

60+
21.56%

Cisgender 
woman/girl

61.21%

Cisgender 
man/boy
30.17%

TGI+ (8.62%)

CONSUMER/CLIENT/FAMILY SURVEY DEMOGRAPHICS 
Of the 2221 total survey respondents, there were 180 respondents who identified as consumers or 
family members. Of these individuals, 43.6% (n = 78) identified as clients/consumers, 38.5% (n = 
69) identified as family members, and 17.9% (n = 33) did not specify. The most common 
racial/ethnic identities were White (36.3%), Hispanic/Latino/a/x (22.3%), and Asian (18.4%). In 
addition, the most common sexual orientation, gender identity, and city of residence were  
heterosexual (63.7%), cisgender women (39.7%), and residence in the San Jose area (54.2%), 
respectively. Full demographic data for the consumer/client/family member sample are presented 
below.  
 
Consumer / Family Members: Race & Ethnicity 
 

 
 
Consumers/Family Members: Age Group       Consumer/Family Members: Gender Identity 
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Heterosexual
74.51%

Bisexual
8.50%

Gay/Lesbian
(3.92%)

QAP2S+ (13.07%)
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Consumers/Family Members: Sexual Identity 
 
 
 
 
 
 
 
 
 
 
 
Consumers/Family Members: City of Residence 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
BEHAVIORAL HEALTH SERVICES DEPARTMENT (BHSD) STRENGTHS 
 
In the community survey, consumers/clients and their family members were asked about strengths 
of the BHSD system; 141 individuals answered. The top five strengths (listed below) indicate 
positive experiences, with services being helpful and recovery-oriented and providers that 
understand clients’ needs. Thirty-seven individuals highlighted that providers communicate and 
coordinate services with other agencies; notably, this strength was instead discussed as an area of 
growth in community conversations. Endorsement of the item “Services are provided by people 
who understand or share my culture and/or speak my language” indicate that BHSD is providing 
strong culturally-based clinical services. 
 
 
 
 
 
 
 
  

Top 5 BHSD Services Strengths 
1. “Services are helpful”. 
2.  “Services are focused on wellness, recovery, and hope.” 
3. “Service providers understand my needs.” 
4. “My mental health and substance use treatment providers talk to each 

other and coordinate services with other agencies.” 
5. “Services are provided by people who understand or share my culture 

and/or speak my language.” 
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Multiple strengths were also noted by stakeholders during the Community Conversations. The top 
strength noted during these conversations was county organizations and county-sponsored 
organizations, such as LGBTQ+-focused organizations (Gender Health Center, Q Corner), 
Project Safety Net, and other organizations. Of note, the LGBTQ+ organizations were mentioned 
across multiple community conversations and seem to be well-respected across a wide array of 
sub-communities. The second strength noted across multiple community conversations were the 
Cultural Communities Wellness Program (CCWP) staff members. See the Appendix for a full 
list of the strengths mentioned across all community conversations. Peer Support Services, Mental 
Health Court, and Telehealth Services were additionally identified strengths. 
 
 
 
 
 
 
 
 
 
 
BEHAVIORAL HEALTH SERVICES DEPARTMENT (BHSD) AREAS OF GROWTH 
Within the community survey, consumers/clients and their family members were asked about areas 
of growth for Santa Clara County BHSD. A total of 151 individuals responded to this item. The 
top three areas of growth noted by community members all revolved around needing more services 
of different types that are easier to access (e.g., “There aren’t enough services,” and “Services are 
hard to access” followed by “We need different types of services.”). The fourth area of growth was 
related to a need for greater coordination and continuity of care (“Services providers should talk 
to each other and coordinate services with other agencies.”). See the Appendix for a ranked list of 
areas of growth noted by community survey respondents.  
 
 
 
 
 
 
 
 
 
 
This data matched themes from the community 
conversations. When considered in aggregate, the 
top theme across all community conversations 
was “Additional Therapy Services,” which was 
defined as any community stakeholder request for 
specific therapy services or more availability of 
therapy services. Within this theme, the most 
common sub-themes were: 1) more 
residential/inpatient treatment, 2) improved quality   

Top 5 BHSD Strengths Identified in Community Conversations 
1. County & Community-based organizations (e.g., LGBTQ+ organizations) 

2. Cultural Communities Wellness Programs (CCWP) Staff 
3. Peer support services 
4. Mental health court 
5. Telehealth services 

6.  

Top 5 BHSD Areas of Growth 
1. “There aren't enough services.” 
2. “Services are hard to access.” 
3. “We need different types of services.” 
4. “Services providers should talk to each other and coordinate services 

with other agencies.” 
5. “Services should be focused on wellness, recovery, and hope.” 

Consumers requested 
additional therapy services  
(e.g., residential/inpatient services, 

services for transgender & non-binary 
individuals, detox services, shorter 
wait for services, and better quality 

services) 
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of services provided by clinical staff, 3) shorter wait for treatment services, 4) more services for 
transgender and gender-nonbinary individuals, and 5) more detox services.  
 

The second theme across all community conversations was 
Workforce, Education, and Training (WET), which was defined 
as any community stakeholder comment expressing the need to hire 
staff generally, to hire staff from a specific discipline, or to increase 
staff knowledge/skills on a specific topic. Of the disciplines 
requested, the most common request was for additional case 
managers, followed by peer support specialists, therapists, 
psychiatrists, and full-service partnership (FSP) teams. The third, 
fourth and fifth most frequently mentioned themes related to better 
treatment access, more prevention/outreach efforts, and more 

attention to youth and families, respectively. See the Appendix for a list of the top themes 
endorsed across all community conversations.  

 
In the following sub-sections, findings from BHSD stakeholders are discussed based on several 
categories: quality of care, access to care, recovery orientation, family inclusion, cultural 
considerations, and telehealth. Each sub-section starts with a summary of findings and details the 
relevant analysis of data. 
 
 
QUALITY OF CARE 
 
Summary & Recommendations, Quality of Care 
Survey responses from BHSD clients/consumers/family members 
indicate general satisfaction with the quality of their BHSD services. 
In general, community conversations were consistent, with few 
stakeholders noting a need to increase the quality of services. In fact, 
the most often-mentioned strengths across community 
conversations were programs and services currently being offered, 
including: Q Corner, Gender Health Center, Project Safety Net, 
Blackbird House, Momentum for Mental Health, Gardner Health 
Services, The Refugee Mental Health program, Good Samaritan, 
Goodwill, the Reentry Center, and Allcove. 
 
However, there were a few notable exceptions to satisfaction with care quality. The first was in a 
specified need for better collaboration and coordination throughout care (e.g., between 
different provider teams, primary care and mental health services, and consumers with providers). 
The second exception to satisfaction with care quality was with youth and the Spanish-
speaking community who reported that the general quality of clinical services provided by BHSD 
staff needs improvement.  
 
 
 
 
 
  

A WET need 
Consumers 
identified a 
need to hire 

and train 
more staff 

Strength: 
Consumers were 

generally satisfied 
with the quality of 

their BHSD 
services 

Exceptions to Satisfaction with Quality of Care: 
1. A need for better collaboration and coordination 
2. Youth and Spanish-speaking communities 
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Combined with data from the survey items identifying BHSD areas of growth, the following 
Quality of Care recommendations are made:  
 

1. Increase collaboration and coordination in care. BHSD providers should seek 
opportunities to enhance collaboration and continuity of care between providers and care 
teams (both within and between episodes of care). 

 
2. Provide additional therapy services. Data pointed to a need for additional therapy 

services of different types, including more residential/inpatient treatment, more services 
for transgender and gender-nonbinary individuals, and more detox services. 

 
3. Explore the quality of recovery orientation and clinical services provided by youth 

and Spanish-speaking providers, and address any contributing factors (e.g., burnout, 
high caseloads, training needs). 
Further evaluate and address concerns regarding quality of services for youth and Spanish-
speaking providers (e.g., through follow-up evaluation with targeted focus groups of 
Spanish speaking and youth clients/consumers). As part of this effort, BHSD should 
consider evaluating the caseloads and burnout (e.g., hiring/retention challenges) of 
providers who specialize in working with youth substance use and the Spanish-speaking 
community and take appropriate action to reduce clinical staff burnout (e.g., hiring 
additional clinical staff, increased leave, compassion fatigue programs). 

 
4. Workforce, Education, and Training: Expand recovery model staff trainings. BHSD 

should consider expansion of recovery model trainings, perhaps targeted at inpatient or 
other high acuity programs with the highest likelihood of burnout. Given the high burden 
placed on staff clinicians, it may be helpful to include testimonies from consumers/clients 
who have previously benefitted from treatment. Data also pointed to a need to increase 
staff training in such areas as LGBTQ+ considerations, older adults, substance use, and the 
use of social media. 

 
Consumer/Client/Family Survey Data, Quality of Care  
Consumers/clients/family members responded to four (4) questions about the quality of BHSD 
services; these questions assessed consumer-provider communication, feeling safe and respected, 
their BHSD team’s professionalism, and general satisfaction with BHSD services. Overall, 
consumers/clients and their family members reported being satisfied (3.1) with their BHSD 
service quality of care, on average. 
 
When analyzed by the specific item averages, consumers/family respondents stated that it was 
mostly true (3.2) that their provider creates a safe and respectful space. They noted that it was 
mostly true (3.1) that they have good communication with their provider. Consumer/family 
respondents reported that it was mostly true (3.3) that their BHSD team acts professionally. They 
indicated that it was mostly true (2.9) that they are satisfied with their BHSD services.  
 
 
 
 
  

Consumer/Family Members said it was mostly true that: 
1. Their provider created a safe and respectful space 
2. They had good communication with their provider 
3. BHSD staff acted professionally 
4. They were satisfied with their BHSD services 
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Community Conversations, Quality of Care 
During community conversations, stakeholders identified Quality of Care as a primary theme in 
need of improvement, captured by comments indicating the need to improve the quality of clinical 
care provided by staff members, increase collaborative care, and adopt a person-first approach. 
There were two primary sub-themes. 
 
The first sub-theme was: increasing the quality of clinical care provided by staff. These comments 
arose primarily from two communities: youth (19 comments), and the Spanish-speaking 
community (47 comments). Both of the youth-focused community conversations noted the need 
for a higher baseline of clinical care (e.g., empathy, understanding), and substance use clinical 
staff who treat youth as co-experts, use youth substance use language (e.g., “blunt”), and who seek 
to understand the underlying causes of youth substance use instead of shaming youth for using 
substances. In the Spanish-speaking community conversations, concerns included that inpatient 
staff do not think people with mental health can get better, and that clinical staff should be more 
empathetic and understanding. 
 
The second sub-theme was collaborative care, which was defined as the need to improve 
communication between any individuals who affect the consumer’s care. 
 
 
 
 
 
 
 
 
 
 
 
 
ACCESS TO CARE 
 
Summary & Recommendations: Access to Care  
Survey responses and community conversations revealed a pattern of strengths and weaknesses 
related to treatment access, both at the County-wide level and at the consumer/family level. A 
notable strength across all community survey respondents, for example, was that the 
Suicide/Crisis Hotline is known by 88% of individuals; other BHSD services are known to less 
than a third of community survey participants.  
 
 
 
 
 
 
There was a sharp divide between those currently receiving BHSD services and those trying to 
receive BHSD services. Among those consumers/clients and family members currently receiving 
BHSD services, there is general satisfaction with their ability to access services and receive 
  

The need to improve collaborative care included: 
Þ Increased collaboration between primary care and mental health teams 
Þ Increased collaboration within the consumer’s mental health team (e.g., 

therapists, case managers, psychiatrists) 
Þ Increased collaboration between consumers/clients and their mental health 

treatment team 

The Suicide/Crisis Hotline is known by 88% of 
individuals; other BHSD services are known to less 

than a third of community survey respondents 
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services when they want them. At the same time, for 
those community stakeholders not currently 
receiving BHSD services, there is a strong need to 
facilitate better access to BHSD services. Specific 
barriers to access include: staff shortage, low 
community awareness of BHSD services, minimal 
treatment options for underinsured individuals 
(those not eligible for public services but also 
unable to afford private services), and call center 
and service connection wait times.  
 
Recommendations for Access to Services: 
 

1. Workforce, Education and Training: Increase staff positions/retention. Across all of 
the community conversations, the top need was increased staffing (case managers, peer 
support specialists, therapists, psychiatrists, and full-service partnership staff). It is 
recommended that BHSD consider mechanisms for increasing new staff positions, as well 
as retaining current staff members (e.g., through increased pay). Based on the treatment 
priorities mentioned by community stakeholders, it is likely that BHSD would benefit from 
increased staff at all levels, but most specifically in residential/inpatient settings, as this 
level of care was the most prominent service requested by stakeholders. In line with 
stakeholder treatment recommendations, the County might also consider staff increases in 
dual diagnosis programs, LGBTQ+ programs, and detox programs.  

 
2. Increase Community Awareness and Accessibility of BHSD services. A common trend 

throughout the community conversations was the need for a centralized list of the services 
offered by BHSD, with community members and stakeholders stating that they sometimes 
hesitate to reach out for help because they don’t know if there are any services that would 
benefit them. It is recommended that BHSD provide a single service access point that 
provides information about all BHSD services in a user-friendly way, and then 
implement a strong marketing strategy to increase community awareness of this tool. 
Multiple communities suggested marketing of BHSD services on social media to increase 
awareness in communities with high mental health and substance use stigma. 
 

3. Decrease Call Center and Service Connection Wait times. Stakeholders identified a 
need to decrease wait times during the process of seeking treatment. Efforts should address 
decreasing wait times for service connection (the time between initial efforts at help-
seeking and initial provider contact). BHSD should also prioritize expedient service 
connection by decreasing the time that consumers are on hold at the SCC Call Centers (e.g., 
Mental Health Call Center and Gateway Call Center), as this wait time was consistently 
noted as a treatment barrier by clients/consumers, family members, and clinical staff. 
 
In the process of addressing Call Center wait times/procedures, BHSD should consider the 
following Call Center procedure changes requested by community stakeholders:  

a. If a youth calls, the Call Center should assess which school they attend to facilitate 
coordinated care between BHSD and the school.  

b. The Call Center should assess for Native American heritage and take additional 
steps to facilitate direct referrals to the Indian Health Center for those who want it. 

Different experiences 
with access to services 

between: 
Individuals currently 

receiving vs. not currently 
receiving BHSD services 
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4. Increase Prevention/Outreach/Education. Consumers and community members made a 

clear call for additional prevention services, with primary requests including: (a) in-person 
outreach events (e.g., in schools, faith-based settings, or in the general community) and  (b) 
additional community education on mental health, substance use, and suicide prevention. 
It is recommended that BHSD continue and expand the community education trainings 
and consider specific in-person outreach events to target specific sub-groups (e.g., schools, 
faith-based organizations).  

 
 
Access to Care Community-Level Data: Awareness of Services 
 
Results from the community survey sample provide data about the extent to which BHSD services 
are known and accessible. Community survey respondents were presented with a list of BHSD 
services and asked if they were aware of each service; 1,283 individuals responded to this item. 
Results are presented below. 
 
Survey responses to the item “Are you aware of any of the following services?” 

 
BHSD Service  

 
% of Respondents 

Aware of the Service 
Suicide/Crisis Hotline 87.6% 

Criminal Justice Services 30.8% 
Behavioral Health Call Center Access Line 30.2% 

Crisis Text Line 26.8% 
Behavioral Health Urgent Care 25.2% 

Substance Use Services Access Line 23.3% 
Mobile Crisis Response Team 19.9% 

Mental Health and Substance Use Services, Adults 26-59 19.7% 
Children's Mobile Crisis Response Team (Uplift) 17.1% 

Mental Health and Substance Use Services for Children, Youth, 
& Family 

16.5% 

Mental Health and Substance Use Services for Older Adults 60+ 14.6% 
Mental Health and Substance Use Services for TAY (16-25) 13.9% 
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Across all community survey respondents, 
the most well-known BHSD service is the 
Santa Clara County Suicide and Crisis 
(SACS) hotline. In fact, of the 1,283 
individuals who responded to this item, an 
overwhelming 1,124 expressed awareness 
of the SACS hotline (88%). However, the 
remaining BHSD services were known to 
only 14-30% of the survey respondents.  

 
 
Access to Care Community-Level Data: Ease of Access 
 
When asked how easy it is to access specific BHSD services (full data shown in the Appendix), 
community survey respondents answered on a scale of 1 to 4 (1 = very difficult, 2 = somewhat 
difficult, 3 = somewhat easy, 4 = very easy). They found the SACS hotline and the Crisis Text 
Line to be somewhat easy to access. All other BHSD services were rated somewhat difficult to 
access. 
 
 
 
 
 
 
 
 
Consumer/Client/Family Survey Data, Access to Care  
 
In contrast to general community members, consumers/clients/family members reported that they 
mostly knew how to access services, though were neutral in their response about how hard it was 
to get service connected (see Appendix for Access to Care item scores for consumers). For 
example, on average, consumers/clients/family members stated that it was mostly true (2.8) that 
they know where to go to receive services. They reported that it was mostly true (2.8) that they  
know who to call to receive services. 
Consumers/clients/family members noted that it 
was mostly true (2.9) that providers informed them 
about resources/services that might help them. They 
indicated that it was mostly true (2.9) that they don’t 
have to sit in waiting rooms for long periods of time 
before receiving services. When asked how difficult 
it was to get connected to their BHSD provider, the 
average response was neutral (in between not very 
hard to somewhat hard) (2.5). They also stated that 
it was mostly true (2.7) that their BHSD team 
provides care when they need it. 
  

88% of community survey 
respondents were aware of the SCC 
Suicide and Crisis (SACS) hotline 

 
Other than the SACS hotline, other 
BHSD services were known to only 

14-30% of survey respondents 

Other than SACS and the Crisis Text Line, BHSD services 
were rated by community survey respondents as somewhat 

difficult to access 

In contrast to general 
community members, 

consumers/clients/family 
members mostly knew 
how to access services, 
though were neutral 

about how hard it was to 
get service connected  
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When asked how many weeks they had to wait before 
starting treatment, answers ranged from 0 to 60 weeks. 
31.5% of respondents reported waiting 1 week or less 
for treatment. 55.4% of respondents reported waiting 2 
weeks or less for treatment. 77.2% of consumer 
respondents reported waiting 4 weeks or less for 
treatment. 22.8% of consumer respondents waited 
longer than a month to get connected with services. 
 
166 out 179 consumers/family members responded to an item asking how they were connected to 
their mental health or substance use provider. People were able to select multiple answers. The 
four most common methods by which consumers were connected to their providers are listed 
below. 
 
 
 
 
 
 
 
 
Community Conversations, Access to Care 
 

Within the community conversations, the top three 
themes in need of improvement were all related to 
access: Treatment Services, Workforce, Education, 
and Training, and Access Pipeline. These data 
demonstrate that access to care was a top priority for 
consumers/clients, family members, and other 
community stakeholders. 

 
Improving Treatment Services was the top theme across all community conversations. This theme 
is defined as any comment that noted the need for additional access to levels of treatment (e.g., 
outpatient, residential, inpatient) or types of treatment (e.g., FSP, dual diagnosis, support groups). 
A description and definition of content within this Treatment Services theme is described below. 
 
 
 
  

55.4% of consumers waited 
2 weeks or less for 

treatment. 22.8% waited 
for longer than 1 month 

4 most common methods by which consumers were connected to their providers 
1. By referral from other providers (28.3%) 
2. The BHSD Call Center Access Lines (MH or SU) (27.8%) 
3. By word of mouth (24.1%) 
4. By calling the provider or clinic directly (20.5%) 

Improving Access to 
Care was a top priority 

for community 
stakeholders 

Stakeholders called for improved treatment services in the following 
areas: 

1. Residential/Inpatient Treatment (e.g., more hospital MH beds, more inpatient staff, more 
residential crisis services) 

2. Dual diagnosis services (e.g., more concurrent assessment, more integrated MH/SU treatment) 
3. LGBTQ+ (particularly TGI+) services (e.g., more services for TGI+ youth, more eating 

disorders treatment for TGI+ youth) 
4. Hospitalization follow-up (e.g., post discharge follow-up to ensure continuity of care) 
5. More capacity for detox services 
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Additional comments in the theme of needing additional Treatment Services included: eating 
disorder services, domestic violence services, long-term therapy and case management, less 
manualized protocols, crisis services, services outside of San Jose, support groups, additional 
services at Wellness Centers (e.g., yoga), and grief services.  
 
The Workforce Education and Training theme 
was the second most prominent theme across all 
community conversations. This theme is defined 
as any comment that requested additional staff or 
additional staff training. Community members 
were most likely to note the need for more staff 
generally, but they also mentioned specific 
professions, listed to the right in order of most-to-
least requested: 
 
The Workforce Education and Training theme 
also included stakeholder suggestions for 
increased staff pay in order to retain clinical staff 
and maintain consistent care teams for consumers.  
 
 

Stakeholders also identified the need for 
additional clinical staff training, with specific 
requests for more staff training on LGBTQ+ 
considerations, older adults, substance use, and 
the use of social media.  

 
The Access Pipeline theme from Community Conversations included comments on potential 
barriers that stop community members from getting connected to BHSD services, from general 
community awareness of BHSD services to the process of connecting to care. A description and 
definition of content within this Access Pipeline theme is described below. Other Access Pipeline 
sub-themes included: transportation support and a “no-wrong-door policy.” 
 
 
 
 
  

WET: Stakeholders requested the 
following types of additional staff: 

 

1. Case Managers 
2. Peer Support Specialists 
3. Therapists 
4. Psychiatrists 
5. Full-Service Partnership 

(FSP) Staff 
6. CIT Staff 
7. Call Center Staff 

Stakeholders called for increased 
staff pay to retain current 

staff/providers 

Consumers called for improvements in the pipeline to access MH/SU 
Services, and pointed to multiple ways to improve access: 

 
1. Increase community awareness of BHSD services 

Þ Need a single point of information access for community members to learn 
about BHSD services 

Þ Need a marketing campaign to publicize the extraordinary breadth of BHSD 
services  

2. Additional services for the underinsured 
3. Decrease Call Center wait times 
4. Decrease wait for treatment (i.e., the wait between the request for treatment and the 

first service provision) 
5. Improve Call Center procedures by collecting more information, including: 

Þ Native American identity & desire for Native American-specific services 
Þ The school that the youth is attending 
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RECOVERY ORIENTATION 
 
Summary & Recommendations, Recovery Orientation 
Across survey data and community conversations, stakeholders reported a general level of 
satisfaction with the incorporation of recovery approaches in their BHSD services. Keeping in 
mind the overlap between recovery orientation and quality of care concerns, recommendations 
include: 
 

1. WET: Expand recovery model staff trainings. BHSD should consider expansion of 
recovery model trainings, perhaps targeted at inpatient or other high acuity programs with 
the highest likelihood of burnout. Given the high burden placed on staff clinicians, it may 
be helpful to include testimonies from consumers/clients who have previously benefitted 
from treatment.  

 
2. Explore and address caseloads and burnout for youth and Spanish-speaking 

providers. Further evaluate and address concerns regarding quality of services for youth 
and Spanish-speaking providers. For example, BHSD should consider evaluating the 
caseloads and burnout (e.g., hiring/retention challenges) of providers who specialize in 
working with youth substance use and the Spanish-speaking community and take 
appropriate action to reduce clinical staff burnout (e.g., hiring additional clinical staff, 
increased leave, compassion fatigue programs). 

 
Consumer/Client/Family Survey Data, Recovery Orientation 
 
Consumers/clients/family members responded to two (2) questions about the incorporation of 
recovery principles in their BHSD services; these questions assessed consumer perception of 
having choices/options in their services, and consumer perception that services are focused on their 
goals/needs. In summary, consumers/clients and their family members reported being satisfied 
(2.9) with the recovery orientation of their BHSD services, on average. 
 
When analyzed by the specific item 
averages, consumers/family respondents 
stated that it was mostly true (2.9) that they 
have choices and options in their care. 
They noted that it was mostly true (2.9) 
that their BHSD services are focused on 
their individual goals and needs.  
 
Community Conversations, Recovery Orientation 

Across community conversations, BHSD’s recovery 
orientation was listed as a strength by multiple 
stakeholders, which is consistent with the survey finding that 
BHSD’s recovery orientation is its second greatest strength. 
There were a few community conversations comments which 
called for further integration of recovery orientation and the 
“whole-person” approach; these comments were most often 
associated with suggestions for more staff and suggestions for 
additional staff training.   

Consumers said it was mostly true that: 
Þ They have choices and options in their care 
Þ Their BHSD services are focused on their 

individual goals and needs 

Strength: BHSD 
services’ recovery 

orientation 
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It is notable that some of the quality of care concerns noted 
by youth and Spanish-speaking consumers/clients are highly 
linked to recovery approaches (e.g., stakeholder concerns 
that some inpatient providers don’t believe in mental health 
recovery, concerns that some youth substance use counselors 
are lacking compassion, empathy, and hope), which may 
point to a need for additional recovery orientation within the 
staff.  

 
FAMILY INCLUSION 
 
Summary & Recommendations, Family Inclusion 
 
BHSD consumers/clients/family members reported 
general satisfaction with family inclusion in their 
BHSD services, although there is a need to increase 
services that help family members understand their 
loved ones struggling with mental health and 
substance use challenges. Recommendations 
include the following:  
 

1. Expand family-inclusive services and communication. BHSD should consider 
additional clinical staff to support the expansion of family services. These efforts should 
include expanding opportunities to integrate families into existing treatments and services, 
including opportunities for more frequent communication with families. 

 
2. Expand mental health/substance use community education trainings for families. 

BHSD should consider expanding community education trainings to assist families’ 
knowledge of mental health and substance use, using targeted partnerships such as CCWP 
centers, School Wellness Centers, Santa Clara County school districts, and others. 

 
Consumer/Client/Family Survey Data, Family Inclusion 
 
Consumers/clients/family members responded to three (3) questions about the incorporation of 
family into their BHSD services; these questions assessed the extent to which they were given the 
option to include their family, the extent to which BHSD providers helped family to better 
understand the consumer, and the extent to which family members supported their recovery.  
 

When analyzed by the specific item averages, BHSD 
consumers/clients/family members stated that it was 
mostly true (3.2) that they were given the option to 
include their family members. They noted that it was 
a little bit true (2.4) that BHSD services helped their 
families better understand them. They also reported 
that it was mostly true (3.0) that their family 
members support their recovery. Overall, consumers/  

clients and their family members reported being satisfied (2.7) with the inclusion of family as part 
of their BHSD services, on average.  

Area of Concern: 
Recovery orientation 
of services for youth 

and Spanish-speaking 
consumers 

Increase efforts to help family 
members understand their loved 

ones struggling with mental 
health and substance use 

challenges 

Relative area of 
weakness:  

BHSD services need to help 
families better understand 
consumers’ experiences 
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Community Conversations, Family Inclusion 
“Family and youth” was the fourth most common need/addition mentioned across all community 
conversations. Within this theme, family integration was the biggest sub-theme. The second sub-
theme was “youth treatment,” which included broad, non-specific calls for additional youth 
therapy, peer support, and prevention.   
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CULTURAL CONSIDERATIONS 
 
Summary & Recommendations, Cultural Considerations: 
 
Survey data and community conversations converge in their 
findings of strong culturally-based clinical services provided 
by BHSD. Specific strengths included the CCWP programs and 
staff, as well as the LGBTQ+ organizations within the County 
(e.g., Q Corner, Gender Health Center).  
 
The following recommendations are made:  
 

1) Continue language-specific efforts. BHSD should continue efforts at language-inclusive 
services, including in hiring and retaining linguistically and culturally diverse staff.  
 

2) Continue CCWP support. BHSD should continue support for CCWP programs and 
CCWP staff members. 
 

3) Expand LGBTQ+ support. BHSD should expand LGBTQ+ programming and staffing, 
with the potential aim of increasing dissemination of LGBTQ+ trainings throughout the 
BHSD system. 
 

4) Integrate and expand faith-based outreach and services. BHSD should initiate or 
expand outreach efforts to faith-based organizations, such as mosques, temples, 
synagogues, and churches.  

The need for more youth and family services, integration, and communication in the 
following areas was the 4th most common need from community conversations: 
 

Þ More family therapy options 
Þ Greater communication between family members and BHSD clinical staff 
Þ Increasing parents’ knowledge of mental health generally 
Þ Increasing family members’ skills in supporting their family members with 

substance use challenges and family members with mental health challenges  
Þ Greater communication with family members while loved ones are hospitalized 
Þ More family service clinical staff (e.g., social workers, therapists)  
Þ More family peer resources (e.g., parent-to-parent peer support model) 
Þ Support groups for families of those who have died by suicide 
Þ Additional youth therapy, peer support, and prevention 

Strength: 
Culturally-based 
clinical services 

provided by 
BHSD (e.g., CCWP, 

LGBTQ+ programs) 
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5) Evaluate Stakeholder Leadership Committee structure and representation with 
regards to the needs of specific cultural communities. Consider community advisory 
boards as a potential solution, and consider the specific needs of the Native American, 
refugee, youth, and older adult communities). 

 
Consumer/Client/Family Survey Data, Cultural Considerations 
  
Consumers/clients/family members responded to three (3) questions about ways in which their 
BHSD services were culturally appropriate; these questions assessed the perception of feeling 
understood culturally, the perception that their identities were respected, and the availability of 
services in their language. In summary, consumers/clients and their family members reported 
being satisfied (3.3) with BHSD provision of culturally considerate services, on average.  
 
When analyzed by the specific item averages, BHSD consumers/client/family members stated that 
it was mostly true (3.0) that their provider understood their culture. They noted that it was mostly 
true (3.4) that they their providers respected their cultural identities. They also reported that it was 
very true (3.54) that BHSD provided services in their language.  
 
 
 
 
 
 
 
Community Conversations, Cultural Considerations 
The community conversations did not reveal any patterns of dissatisfaction with cultural 
considerations. In fact, multiple strengths were noted across community conversations: 
 

1) Community stakeholders were very satisfied with the CCWP programs, specifically 
the CCWP staff members. This theme was especially present for the Native American 
CCWP office, Ujima, and the Middle Eastern North African CCWP office.  
 

2) Community stakeholders were very satisfied with the LGBTQ+ organizations within 
the County, specifically Q Corner and the Gender Health Center. This strength was 
noted in the LGBTQ+ focused community conversations, but it also presented across 
numerous other community conversations, highlighting the far-reaching influence of 
these LGBTQ+ organization efforts. 

 
Community stakeholder comments revealed three sub-themes in terms of needs/changes/additions: 

1) More services in client/consumer languages. This sub-theme primarily arose in the 
following community conversations: Middle Eastern North African immigrants, Refugee 
community, and Providers for Adults/Older Adults.  
 

2) More integration of spirituality. This sub-theme can be conceptualized in two parts: (a) 
community stakeholders spoke of the importance of acknowledging, embracing, and 
harnessing the power of spirituality for healing, and (b) community stakeholders identified 
spiritual/religious leaders and organizations as connectors to sub-communities, such as the 
Native American, African American, Filipino, and North African communities.  

Consumers said it was mostly or very true that: 
1. Providers understand their culture 
2. Providers respect their cultural identities 
3. Services are available in their language 
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3) Demographically Matched Staff: This sub-theme included any requests from community 
members that they wanted their BHSD staff members to be similar to them on any 
demographic characteristic, such as race/ethnicity. 
 

4) Evaluate Stakeholder Leadership Committee structure and representation with 
regards to the needs of specific cultural communities: Several cultural communities 
(e.g., Native American, refugee, youth, and older adult) expressed concern that their 
community’s voice did not have an adequate pathway or venue to be heard within the 
current structure of BHSD governance and leadership. It is recommended that the structure 
and representation of the SLC be re-evaluated with a lens towards the needs of specific 
cultural communities. Some community members commented that past approaches to 
community advisory boards provided a more clear representation of voice. 

 
TELEHEALTH 
 
Summary & Recommendations, Telehealth 
According to survey data and community conversations, BHSD stakeholders are strongly satisfied 
with telehealth and want this service delivery modality to remain. At the same time, stakeholders 
seem eager for additional in-person services. Following are department-level recommendations 
related to telehealth: 
 

1) Continue telehealth. BHSD should consider the continuation of all telehealth options.  
 

2) Resume/expand in-person services. BHSD should consider options to resume and/or 
increase in-person services as public health conditions allow, such as:  

a. In-person treatment 
b. In-person mental health, substance use, and suicide prevention trainings 
c. In-person prevention/outreach events 
d. In-person outreach at faith-based organizations 

 
Consumer/Client/Family Survey Data, Telehealth 
  
Forty-eight consumers/clients stated that they received telehealth services within the last year. 
When asked how many telehealth sessions they received during that time, 72.9% stated that they 
had 1-11 telehealth sessions; see below for further breakdown of number of telehealth sessions. 
Almost two-thirds (62.5%) reported that their telehealth services were phone calls, while about 
one third (35.4%) reported that they received telehealth via video calls. A home private space was 
the most common location from which consumers engaged in telehealth appointments. 
 

Number of Telehealth Sessions Within the Last Year N = 48 
1-3 10 (20.8%) 
4-6 3 (6.3%) 
7-11 22 (45.8%) 
12-19 5 (10.4%) 
20+ 6 (12.5%) 
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These telehealth consumers/clients responded to three questions about the quality of their BHSD 
telehealth services; these questions assessed telehealth comfort, telehealth provider satisfaction, 
and technology/internet access challenges. Overall, consumers/clients and their family members 
reported being satisfied (3.0) with BHSD telehealth services, on average. 
 
When analyzed by the specific item averages, 
BHSD telehealth consumers/clients stated that it 
was mostly true (3.0) that they were comfortable 
receiving services via telehealth. They noted that it 
was mostly true (3.1) that they were satisfied with 
their telehealth providers. They also reported that 
they had very few challenges (3.1) accessing 
telehealth due to technology/internet challenges.  
 
 
Community Conversations, Telehealth 
Telehealth was noted as a BHSD strength across multiple community conversations. Community 
stakeholder did not identify any changes or needs related to telehealth.  
 

However, there was a notable trend for stakeholders to request 
additional in-person services, which likely reflects a broader 
desire for a return to face-to-face treatment. There seems to be 
strong, broad satisfaction with BHSD telehealth options for 
those who are amenable to receiving telehealth. However, based 
on the community conversations, those individuals who are not 
receiving telehealth services noted a perceived absence of 
BHSD services, and made requests for additional in-person 
treatment (e.g., in-person outreach).  

 
 
  

Consumers were mostly 
comfortable, satisfied, 

and had very few 
challenges with their 

telehealth services 

There was a 
desire for a 

return to more 
in-person 
services 
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SCC’s BHSD SYSTEMS OF CARE-LEVEL ANALYSES 
CHILDREN, YOUTH AND FAMILY (CYF) SERVICES 

 
 
EXECUTIVE SUMMARY 
 
Based on community stakeholder feedback, a core strength of CYF services included culturally 
responsive care (particularly LGBTQ+ organizations). Telehealth services and school wellness 
centers were also identified as areas of strength. These strengths, along with areas for growth 
identified by consumers in the community survey and community conversations, yielded the 
following recommendations.  
 
 
CYF System of Care Recommendations (mapped onto Department-level recommendations 
when applicable) 
 
The below recommendations should be implemented within the larger context of the department-
level recommendations from the BHSD department-level analysis of the current report. Several 
specific department-level recommendations were mirrored or called out in the CYF-focused data. 
These department-level recommendations have been inserted below, with the addition and 
integration of CYF-related comments / data. Together, they constitute 11 CYF System of Care 
recommendations: 
 
 

1. Increase treatment service capacity overall. Provide additional therapy services and 
increase CYF treatment service capacity overall, particularly in the following areas: 
inpatient/residential treatment (i.e., more beds), more therapy provided in/linked with 
schools), and treatment for eating disorders. 

 
2. Expand family-inclusive services and communication. BHSD should consider 

additional clinical staff to support the expansion of family services. These efforts should 
include expanding opportunities to integrate families into existing treatments and services, 
including more frequent communication with families. 

 
3. Expand mental health/substance use community education trainings for families. 

BHSD should consider expanding community education trainings to assist families’ 
knowledge of mental health and substance use, using targeted partnerships such as CCWP 
centers, School Wellness Centers, Santa Clara County school districts, and others. 
 

4. WET: Increase staff positions/retention (particularly peer support staff for youth). 
CYF-related feedback focused particularly on the need for more peer support staff for 
youth. 
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5. Prevention/Outreach/Education: Increase CYF prevention, outreach, and trainings. 

Consider efforts to decrease community stigma through more youth prevention and 
outreach efforts, such as through youth, parent, and/or family-focused trainings on mental 
health and substance use. Particular training needs may include: trainings for staff on 
youth-focused topics, trainings for parents and families about mental health and substance 
use, and trainings for schools and students (e.g., for school counselors and teachers, or 
LGBTQ+ focused trainings). 
 

6. Quality of Youth Services. It is important to note that there was a notable divide between 
the community survey responses and the community conversation feedback as to the 
quality of clinical care from CYF services, such that survey respondents rated care quality 
as very satisfactory, while the need for improved quality of clinical services provided by 
staff was mentioned 25 times in the community conversations comments related to CYF 
services.  
 
CYF should consider planning an internal follow-up evaluation to better determine 
consumer/client experiences of clinical care quality, with the following Quality of Care 
recommendations from the department-level analysis of the current report in mind: 
 
Recommendation: Explore the quality of recovery orientation and clinical services 
provided by youth and Spanish-speaking youth providers, and address any 
contributing factors (e.g., burnout, high caseloads, training needs). 
Further evaluate and address concerns regarding quality of services for youth and Spanish-
speaking youth providers (e.g., through follow-up evaluation with targeted focus groups of 
Spanish speaking and youth clients/consumers). As part of this effort, CYF / BHSD should 
consider evaluating the caseloads and burnout (e.g., hiring/retention challenges) of 
providers who specialize in working with youth substance use and the Spanish-speaking 
youth community and take appropriate action to reduce clinical staff burnout (e.g., hiring 
additional clinical staff, increased leave, compassion fatigue programs). 
 

7. WET: Expand recovery model CYF staff trainings. CYF / BHSD should consider 
expansion of recovery model trainings for CYF staff. Including testimonies from 
consumers/clients who have previously benefitted from treatment may help to enhance 
recovery orientation and person-centered care. 

 
8. Expand LGBTQ+ youth support. CYF should continue strong collaborations with 

LGBTQ+ youth organizations and increase LGBTQ+ youth services (particularly for 
transgender and gender non-binary youth). 

 
9. Increase Community Awareness and Accessibility of CYF services. It is recommended 

that CYF and BHSD provide a single service access point that provides information about 
all CYF / BHSD services in a user-friendly way, and then implement a strong marketing 
strategy to increase community awareness of this tool. 
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10. Decrease Call Center and Service Connection Wait times for CYF services. Efforts 
should address decreasing wait times for service connection (the time between initial 
efforts at help-seeking and initial provider contact), and hold times at SCC Call Centers. 

 
11. Evaluate Stakeholder Leadership Committee structure and youth representation with 

regards to the needs of youth communities. 
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CYF COMMUNITY SURVEY RESULTS 
 
There were 27 consumer/family member survey respondents who stated that they received services 
from Children, Youth, and Family Services (CYF), defined as the following programs: 

 

Mental Health & Substance Use Services for Transitional Age Youth (TAY) (n = 14) 
Mental Health & Substance Use Services for Children, Youth, and Families (n = 13) 

 

Of these 27 individuals, 11 were consumers/clients and 16 identified as family members. Findings 
did not change when clients/consumers were analyzed separately; as such, results are reported 
based on combined data from CYF consumers/clients and their families.  
 
CYF Demographics 
 
The survey respondents who received Children, Family, and Youth Services (CYF) were 43.4% 
White, 30% Hispanic/Latino/a/x, 20% Asian, and 13.3% Black. With regards to gender identity, 
55.6% identified as cisgender women, 27.8% as cisgender men, and 16.7% as transgender, gender 
non-binary, and intersex (TGI+). They were primarily adults aged 25-59 (65.4%), with 34.6% ages 
16-24. 82.6% identified as heterosexual, and 17.4% identified as lesbian, gay, bisexual, queer, 
asexual, pansexual, and two-spirit (LGBQAP2S+). Note that LGBQAP2S+ individuals were 
analyzed in the aggregate instead of listing individual identities, as were TGI+ individuals. This 
decision was made to protect them from being identified (given the relatively low sample size) and 
to highlight the needs of the community instead of individual identities. Full demographic 
information is below. 
 
CYF Consumers / Family Members: Race & Ethnicity 
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CYF Survey Data 
 
CYF survey domain averages are listed in the Appendix. CYF clients/consumers/family members 
were generally satisfied with their care for the categories of Access to Care, Recovery, Family 
Inclusion, and Telehealth. Notably, survey respondents were very satisfied with the categories of 
Cultural Considerations (average score of 3.8 out of 4) and Quality of Care (3.6 out of 4); these 
two areas stood out as relative areas of strength in the consumer survey data. Telehealth Services 
and Access to Care were the two comparatively lower-rated categories within the survey. 
 
When considering relative areas of strength and growth from 
the survey data, in conjunction with community 
conversation data (detailed in the subsequent section of this 
report), culturally responsive care emerged as a main 
strength of CYF services. Access to care emerged as a 
relative area of growth, consistent with the finding that  
stakeholders requested access to a greater diversity of treatment options and more clinical staff as 
top needs across the five community conversations. While telehealth was rated lower than other 
survey dimensions, it was still rated as an area of general satisfaction, and it was noted as a strength 
during community conversations; as such, telehealth is not considered a notable area of growth. 
 
 
CYF COMMUNITY CONVERSATIONS: STRENGTHS & AREAS OF GROWTH 
 

Community conversations were coded for 378 
comments related to Children, Youth, and Family 
services from two combined sources: the 5 CYF 
focused community conversations (110 stakeholders 
spanning 2 youth groups, one CYF provider group, one 
parent group, and a Spanish-speaking parent group), 
and all family and youth-related comments from all 
non-CYF focused community conversations. The  

greatest CYF system of care strengths identified by stakeholders were the telehealth services 
offered, the services and programs offered by the LGBTQ+ focused organizations within the 
county, the school wellness centers, county-funded organizations, and crisis protocols in schools 
(SPOC partnerships), though these strengths were mentioned in a low number of comments (2 to 
5 comments each). 
 
Consumers identified the need for a greater number and variety of treatment services as the highest 
area of growth (94 comments), particularly inpatient/residential treatment, LGBTQ+ youth 
services, more therapy provided in schools (or linked with schools), and treatment for eating 
disorders. For example, insufficient capacity or space for inpatient/residential beds specifically for 
youth was identified as an issue. Within the discussion of need for more LGBTQ+ youth services, 
options for transgender and gender non-binary youth were identified as a prominent area for 
change. 
 
 
 
  

CYF Strength: 
Culturally Responsive 

Care 

2 greatest CYF strengths 
identified in community 

conversations: 
Telehealth services, LGBTQ+ 

organizations 

Highest CYF need from community conversations: 
Greater number & variety of treatment services 

(particularly inpatient/residential, LGBTQ+ youth, school-based therapy, & eating disorders) 
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The need for family and parent-focused options was 
the second most commonly identified need (69 
comments). Specifically, stakeholders called for 
more inclusion, integration, and involvement of 
families and parents within services, particularly 
when loved ones decline treatment, are hospitalized, 
or are in need of after-care. Within this theme of 
more family involvement, consumers called for 
more resources or services provided to family 
members and parents themselves. 

 
The area of workforce, education, and training was the third most 
commonly identified CYF need (68 comments), particularly the need 
for more peer support staff for youth, and more staffing in general.  
Specific training needs were also discussed, with trainings for staff on 
youth-focused topics, trainings for parents and families about mental 
health and substance use, and trainings for schools and students (e.g., 
for school counselors and teachers, or LGBTQ+ focused trainings), 
identified as particular needs. 
 
The CYF-focused feedback from community conversations also mirrored the comments and 
conclusions from the Department-level analyses in relation to the need for more better access to 
services, and information about services (the fourth most frequently mentioned CYF need with 55 
comments). Comments such as “Youth don’t know what BHSD services exist, or how the process 
works” highlighted the need to increase community awareness and accessibility of CYF services, 
including creating and strategically marketing a single, user-friendly, access point. Also similar to 
department-level conclusions, stakeholders discussed the need for shorter wait times to get 
connected to providers after initially reaching out for services, better access for the underinsured, 
and improved Call Center procedures and wait times. 
 
 
 
 
 
Another notable theme (fifth most frequently mentioned) was the need for more youth prevention 
and outreach efforts (40 comments), such as through community education and trainings on mental 
health and substance use, and efforts that aim to reduce mental health stigma in the community. 
 
A final theme was the need for improved quality of clinical services provided by CYF staff, 
mentioned 33 times in CYF-related community conversation comments. Consumers discussed a 

need for more compassion from providers, a need for 
better-trained therapists, and a need for substance use 
services that are more youth-friendly and non-shaming 
(e.g., approaching youth as co-experts, utilizing a 
recovery- and consumer-friendly approach). These 
comments came from both the English- and Spanish-
speaking youth stakeholders. 

  

Stakeholders called for 
more inclusion, integration, 
and involvement of families 

and parents, and more 
resources/services for 
families and parents 

Consumers 
identified the 
need for more 
peer support 

staff for youth 

Stakeholders highlighted a need to increase community 
awareness and accessibility of CYF services 

 

Stakeholders called for more 
compassion and improved 
quality of clinical services 

provided by staff 
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CYF COMMUNITY CONVERSATION SUMMARIES 
 
Full data from each Community Conversation (themes, sub-themes, frequencies) are available in 
the Appendix. The paragraphs below provide summaries of each community conversation. 
 
Youth Group #1 (n=6) 
 
Four strengths were mentioned: school wellness centers, county organizations (e.g., Allcove), 
service accessibility, and parent education. In terms of current needs/changes, the primary 
identified need during this conversation was Outreach & Prevention; specifically, stakeholders 
noted the need for increased awareness of BHSD services (e.g., “Youth don’t know what BHSD 
services exist, or how the process works”), as well as a need to reduce community stigma. The 
second identified need was Quality of Care; youth noted a need for substance use treatment staff 
who: approach clients as co-experts, do not use shame to facilitate change, and who address the 
underlying reasons for youth substance use (e.g., pressure to succeed). Additionally, youth noted 
the need to teach parents how to support them, the need for more mental health treatment in 
jail/prison, and the need to decrease clinical staff turnover. For further information, see the 
community conversation data table in the Appendix. 

 
Youth Group #2 (n=10) 
 
Two strengths were mentioned: county-based organizations and housing options. In terms of 
current needs/changes, the primary identified need during this conversation was Access, with 
stakeholders noting the need to increase community awareness of BHSD services, as well as the 
need to increase access for the underinsured. The second identified need was Treatment Services, 
specifically inpatient/residential treatment and decreasing the wait time for treatment. 
Additionally, youth noted the need to improve the quality of clinical staff (compassion, hope, 
kindness, understanding), the need for more youth peer support, and the need for stronger youth 
influence on BHSD decisions. For further information, see the community conversation data Table 
in the Appendix. 
 
Parents (n=1) 

 
There was one participant for this conversation, whose comment was to increase funding for 
School Wellness Centers. 

 
Spanish-Speaking Parents (n=58) 

 
The one identified strength was a general comment that “Services are great.” In terms of current 
needs/changes, the primary identified need during this conversation was Family & Youth; 
specifically, stakeholders noted the need for additional family integration, more family follow-up 
after hospitalization, and more staff for family support (e.g., life coaches, social workers). The 
second identified need was Treatment Services; specifically, stakeholders noted the need for more 
residential/inpatient capacity (e.g., beds, space), more activities at Wellness Centers (e.g., yoga, 
Zumba), and more LGBTQ+ resources. Additionally, stakeholders noted the need for more peer 
support staff, more community awareness of BHSD services, and more community education on 
mental health and substance use. For further information, see the community conversation data 
table in the Appendix. 
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Providers: Children, Youth, and Family Services (n=35) 

 
The two identified strengths were telehealth services and county-based LGBTQ+ organizations. 
In terms of current needs/changes, the primary identified need during this conversation was 
Treatment Services; the specific needs were LGBTQ+ youth services (specifically TGI+ youth), 
youth eating disorder treatment, and services for neurodivergent youth. The second identified 
need was Workforce, Education, and Training (WET), specifically the need to hire more clinical 
staff and increase clinical staff trainings on social media and substance use (e.g., motivational 
interviewing, harm reduction). Additionally, stakeholders noted the need for more family 
services/therapy, more school services, and better access for the underinsured. For further 
information, see the community conversation data table in the Appendix. 
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SCC’s BHSD SYSTEMS OF CARE-LEVEL ANALYSES 
ADULT & OLDER ADULT (AOA) SERVICES 

 
 
EXECUTIVE SUMMARY 
 
Based on stakeholder feedback, the core strengths of Adult & Older Adult services (AOA) include 
culture and diversity work, including the Cultural Communities Wellness Program (CCWP) staff 
(particularly in the Middle Eastern North African immigrant and Native American communities) 
and the availability of services in consumers’ languages. An additional strength was the overall 
quality of care, which matches the degree to which stakeholders want expanded programming from 
BHSD. One important exception to quality of care satisfaction was feedback from three Spanish-
speaking community conversations which noted a need to improve the quality of care provided by 
clinical staff (e.g., compassion, hope, understanding). A third strength focused on the strong 
services provided by different county- or community- based programs, organizations, and 
agencies, including: LGBTQ+ programs, Project Safety Net, Black Bird House, Good Samaritan, 
Community Solutions, the Reentry Center, Momentum, and Goodwill. 
 
 
Adult & Older Adult Services-related Recommendations 
 
Community stakeholder suggestions for improvements were broad and far-reaching, with the 
following specific recommendations: 
 
 
1. Provide additional therapy services. Across all of the AOA community conversations, the 

top need was additional treatment services. The AOA system of care should consider additional 
funds for inpatient and residential treatment, more capacity for longer mental health treatment, 
substance use treatment options including detox services and other options, and dual diagnosis 
treatment options. 
 

2. Workforce, Education and Training: Increase staff positions and support/retention. 
Increased staffing was the second most frequently identified need, particularly case managers, 
clinical staff (e.g., therapists, psychiatrists, and FSP staff in the Dependency Wellness Court 
and Re-entry communities), and peer support staff. A key component of increasing staffing 
was the need to support staff more, whether that be through increased pay, retention efforts, or 
efforts to make caseloads realistic. 
 

3. Prevention/Outreach/Education. AOA stakeholders called for additional prevention 
services, community outreach (particularly to cultural communities such as Native Americans, 
MENA and other immigrants), and additional community education on mental health and 
substance use. It is recommended that BHSD continue and expand the community education 
trainings and consider specific outreach events to cultural communities.  
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4. Community Accessibility of BHSD services. A common trend throughout the community 

conversations was the need for easier access to services. It is recommended that BHSD further 
explore barriers to accessing services and pursue ways to make the service connection system 
easier to navigate. Given the diversity in ways that consumers are connected to services, access 
efforts should address multiple potential help-seeking pathways. 

 
5. Increase community awareness about available AOA services. The AOA service should 

consider means of increasing community awareness of AOA services. It is recommended that 
BHSD provide a single service access point that provides information about all BHSD 
services in a user-friendly way, and then implement a strong marketing strategy to increase 
community awareness of this tool. 
 

6. Housing: 81 AOA community conversation comments mentioned the need for more housing, 
articulating a clear argument that the effectiveness of mental health and substance use 
treatment will be limited unless an individual can first establish a sense of safety in life. 
 
Recommendation: Consider housing support in efforts to promote mental health (e.g., 
integrating housing concerns into screening, case management, and therapy), as well as any 
additional actions that can be taken to facilitate safe, affordable housing options. Particularly 
consider the role of housing in the Dependency Wellness Court and Re-entry communities. 

 
7. Explore the quality of recovery orientation and clinical services provided by Spanish-

speaking providers, and address any contributing factors. Because care quality was a 
consistent theme across 3 Spanish-speaking community conversations, the AOA service 
should consider additional evaluation of this community’s experiences with clinical services. 
 

8. Increase coordination in care between BHSD programs and with outside entities. BHSD 
providers should seek opportunities to enhance collaboration and continuity of care between 
providers and care teams (i.e., breaking down silos between BHSD programs and with schools 
and physicians). 
 

9. Continue support of County organizations and County-based organizations. Based on the 
stakeholders’ positive feedback about the services provided by different agencies, the AOA 
service should continue its support of county- or community-based programs, organizations, 
and agencies. 
 

10. CCWP staff support. The AOA service should continue its support of CCWP programs and 
consider retaining and supporting staff at CCWP centers.  
 

11. Increase staff trainings on cultural topics/communities. Stakeholders requested additional 
training for BHSD staff members, particularly LGBTQ+ training (e.g., TGI+ risk factors, best 
practices for gender affirmation processes, SOGI training for staff, training for EPS staff, non-
English LGBTQ+ trainings), more understanding of Native American history, historical 
harms, & the Indian Child Welfare Act (ICWA), and older adult training (including substance 
use, physical illness, & cognitive decline). 
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Continue and expand Criminal Justice Services 
 

12. Provide additional mental health treatment for those in jail, and after re-entry. 
 

13. Continue support for Mental Health Court services and peer support in criminal justice 
programs. 

 
14. Make improvements in continuity care at the point of jail/prison release to address stakeholder 

concerns that individuals are being released from prison/jail without a case manager there to 
ensure continuity of care. 
 

15. Provide additional training of police officers on mental health presentations. 
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AOA COMMUNITY SURVEY RESULTS 
There were 82 consumer/family member survey respondents who stated that they received 
treatment from the Adult & Older Adult Services (AOA) system of care, defined as the following 
programs: 

 
Mental Health& Substance Use Services, 26-59 (n = 66) 
Mental Health & Substance Use Services, 60+ (n = 13) 
Criminal Justice Services (n = 3) 
 

Of these individuals, 50 were consumers/clients and 32 identified as family members. Findings 
did not change when clients/consumers were analyzed separately from family members; as such, 
results are reported based on combined data from AOA consumers/clients and their families.  
 
Demographics 
 
The consumers/clients and family members who received Adult & Older Adult Services (AOA) 
were 47.6% White, 20.7% Asian, 17.1% Hispanic/Latino/a/x, and 9.8% Black. These individuals 
were 64.7% cisgender women, 23.5% cisgender men, and 11.8% transgender, gender non-binary, 
or intersex (TGI+). They were primarily adults aged 25-59 (73.2%), with 23.2% age 60 or older. 
74.3% identified as heterosexual, and 25.7% identified as lesbian, gay, bisexual, queer, asexual, 
pansexual, and two-spirit (LGBQAP2S+). Note that LGBQAP2S+ individuals were analyzed in 
the aggregate instead of listing individual identities, as were TGI+ individuals. This decision was 
made to protect them from being identified and to highlight the needs of the community instead of 
individual identities. Full demographic information is below.  
 
AOA Consumers / Family Members: Race & Ethnicity 
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AOA Consumer/Family Sexual Identity 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
AOA Consumer/Family City of Residence  
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AOA Survey Data 
 
AOA survey domain averages are listed in the Appendix. AOA clients/consumers/family members 
were generally satisfied with their care across all 6 survey categories. When reviewing these six 
category averages, data shows that relative strengths of AOA services from the community 
survey were quality of care and cultural considerations. 
 
ADULT & OLDER ADULT SERVICES COMMUNITY CONVERSATIONS: STRENGTHS & AREAS OF 
GROWTH 
 
Nineteen community conversations focused primarily on Adult & Older Adult services: 

Community Conversation Groups (Total n=436)  

• Re-entry Community (73, English) • Chinese Speaking (3, Mandarin Chinese) 
• Tagalog/Filipino Community (6, 

English/Tagalog) • African Immigrants and MENA (23, English) 

• Spanish Speaking Adult Group (28, Spanish) • General Adult / Older Adult (2, English) 

• General Clients/Consumers (23, English) • Spanish Speaking Community (6, Spanish) 
• Spanish Speaking Adult LGBTQ+ (28, 

Spanish) • African/African Ancestry (6, English) 

• Older Adult Community (20, English) • Dependency Wellness Court (7, English) 

• North County Community (21, English) • Native American Community (17, English) 

• Refugee Community (13, English) 
• Providers: Adult & Older Adult Services (20, 

English) 
• Transgender, Gender Non-Binary, & 

Intersex (TGI+) Community (9, English) • Vietnamese (5, Vietnamese) 
• Lesbian, Gay, Bisexual, Queer, Asexual, Pansexual, & Two-Spirit (LGBQAP2S+) 

Community (6, English) 
 
Strengths 
Nineteen community conversations were coded for comments related to Adult and Older Adult 
(AOA) Services. In total, 987 community conversation comments were relevant to AOA-related 
concerns, services, or programs. 

A combination of data from both the survey and 
community conversations showed that the most frequently 
mentioned AOA system of care strength identified by 
stakeholders was efforts related to culture and diversity 
work, particularly the County’s offering of services in 
consumers’ languages, and the Cultural Communities 
Wellness Program (CCWP) staff from primarily the 
Middle Eastern North African immigrant and Native 
American communities. A second strength related to the  
overall quality of care, which matches the degree to which 

stakeholders want expanded programming from BHSD. Any examination of Quality of Care  
  

3 greatest AOA Services 
strengths identified by 

stakeholders: 
Culture & diversity work 

Overall quality of care 
Community programs 
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category survey items showed relative strengths in professionalism by the mental health and 
substance use treatment teams, and providers creating safe and respectful spaces to share. One 
important exception to quality of care satisfaction was feedback from the three Spanish-speaking 
community conversations which noted a notable need to improve the quality of care provided by 
clinical staff (e.g., compassion, hope, understanding). 
 
A third strength focused on the strong services provided by different county- or community- based 
programs, organizations, and agencies, listed in order of how frequently they were mentioned: 
LGBTQ+ programs (12), Project Safety Net (11), Black Bird House (2), Good Samaritan (2), 
Community Solutions (1), Reentry Center (1), Momentum (1), Goodwill (1). 
 
Areas of Growth 
 
Consumers identified the need for additional treatment services as the highest need, with 211 
comments in this category across 17 community conversation groups. Within this need for greater 
treatment capacity, the most frequently mentioned theme was a need for more inpatient and 
residential beds, providers, and treatment (65 comments). The second most commonly mentioned 
theme within the category of greater treatment capacity, was the need for more substance use 
treatment options (42 comments), including dual diagnosis options (“Don’t discharge family 
members because of their drug use”), detox services and beds, and longer treatment options. The 
third theme within the need for additional treatment services related to a need for more capacity 
for mental health treatment – particularly longer-term therapy and case management, step-down 
or intensive outpatient programs, and many other unique treatment needs (see Appendix table for 
additional details). 
 
 
 
 
 
 
 
 
Related to the finding that stakeholders are experiencing a need for more available treatment 
services, was the second most commonly identified need of wanting more staff positions (a 
Workforce, Education, and Training need). Across 154 comments and 15 groups, community 
conversation participants repeatedly called for more case managers, clinical staff (e.g., therapists,  

psychiatrists, and FSP staff), and peer 
support staff. Notably, this call for more 
therapy services and more treatment staff 
underscores the increased mental health 
and substance use burden that the 
community may be experiencing (shown in 
the community-level data), particularly in 
the midst of the COVID-19 pandemic. 
 
A key component of increasing staffing 
was the need to support staff more, whether 
that be through increased pay, retention   

Across 154 comments & 15 
community conversations, 

stakeholders called for more staff: 
Case managers, Clinical staff 

(therapists, psychiatrists, FSP), & 
peer support 

Highest AOA need from community conversations: 
Greater Capacity for Treatment Services 

which included: 
• Inpatient and residential beds, providers, & treatment 
• Substance use treatment options 
• More capacity for longer mental health treatment 
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efforts, efforts to make caseloads realistic, or reducing/streamlining the volume or clinical 
documentation required of clinicians. 
 
Access to Care was the third most commonly identified AOA need, with 127 comments across 18 
community conversation groups. Stakeholders discussed a need for easier access to services (57 
comments; e.g., I’m “not sure where to get help”; The “system is hard to navigate”). They 
commented on the need to decrease barriers to access, such as having less steps in the access 
system, having more physical clinic locations, having a “no wrong door policy” where consumers 
can get service connected from all avenues in the system, providing more resources on how to 
access services, helping community members reach out for help, having a universal admission 
packet, or reducing COVID vaccine requirements for care, etc. One common solution discussed 
across 30 comments was the suggestion to increase community knowledge and awareness of 
BHSD services through efforts such as a central list of all services (“it was very confusing to know 
what services you could even ask for”) that is easily understandable to potential consumers. 
 
Relevant to the category of Access to Care, consumer survey respondents were asked the following 
question: “How did you find or get connected to your mental health or substance use provider? 
(choose all that apply).” As seen below, pathways to service access were varied with methods of 
connecting to one’s provider (listed in order from most to least common) being by referral from 
another provider, a BHSD Call Center access line, by word of mouth or referral from family, 
friends, or other community members, by calling the provider or clinic directly, followed by 
internet search, brochure, or flier. 
 
 
Method of Connecting to Provider 
 

 
n (%) 

Referred from other providers 31 (37.8%) 
BHSD Call Center Access Line (MH or SU) 28 (34.1%) 
Word of Mouth 19 (23.2%) 
Called the Provider/Clinic Directly 20 (24.4%) 
Internet Search, Brochure, or Flier 10 (12.2%) 

*Note: Percentages were calculated using 82 as the denominator 
 
 
The need for more Prevention and Outreach options was the 
fourth most commonly identified need, with 122 comments 
across 16 community conversations. AOA stakeholders 
commented on the need for more community outreach efforts (43 
comments), which could be done in-person when appropriate, 
through building community connections. These outreach needs 
were particularly targeted towards specific cultural communities 
who may be underserved or have high mental health stigma, such 
as Native Americans, Middle Eastern North African, and other 
immigrants (10 comments). Within the category of Prevention  
  

Community outreach & 
community connections, 
particularly for cultural 

communities 
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and Outreach, stakeholders pointed to a need for more mental health and substance use prevention 
(25 comments), as well additional community education on mental health and substance use as a 
way to increase community awareness and knowledge (23 comments).  
 

Housing needs were the fifth most commonly 
mentioned need in community conversations, with 81 
comments in 12 community conversation groups 
mentioning a need for more housing support and 
options as an essential need. Stakeholders articulated a 
clear argument that the effectiveness of mental health 
and substance use treatment will be limited unless an 
individual can first establish a sense of safety in life. 
These housing needs were particularly salient in the 
Dependency Wellness Court and Re-entry 
communities. 

 
The sixth most frequently mentioned category for AOA services was in the umbrella of Quality of 
Care improvements, driven by two main concerns. First, individuals from mostly the Spanish 
speaking stakeholder community conversations consistently expressed concern that inpatient staff 
do not think people with mental health can get better; and  that clinical staff should be more 
empathetic and understanding. Second, though less frequently mentioned (18 comments), 
addressed a desire for more collaborative care. The comments suggested that BHSD providers 
should seek opportunities to enhance collaboration and continuity of care between providers and 
care teams both within the county (i.e., decrease the silos between BHSD programs) and with 
outside professionals and providers (e.g., teachers, schools, physicians, housing offices, family 
resource centers). 
 
Another WET-related need identified in 34 comments 
was a call for more staff training overall (a Workforce, 
Education, and Training need), but specifically on 
cultural topics such as LGBTQ+ community concerns 
(e.g., TGI+ risk factors, best practices for gender 
affirmation processes, SOGI training for staff, non-
English LGBTQ+ trainings), Native American history, 
historical harms, & the Indian Child Welfare Act 
(ICWA), and older adult training (including substance 
use, physical illness, & cognitive decline). 
 

Finally, criminal justice-related comments were notable 
within AOA community conversations, pointing to a need 
to continue and expand criminal justice services. 
Strengths included peer support and Mental Health Court 
as a particularly strong advocacy program. Four particular 
themes regarding criminal justice needs emerged from 
stakeholder comments. First, stakeholders said that 
additional mental health treatment is needed for those in 
jail, and after re-entry post-release. These re-entry related 
needs  were reflected in concerns that individuals are   

AOA stakeholders 
(particularly though in the 

Dependency Wellness Court & 
Re-entry communities): 

The need for more housing 
support / options is a 
foundational mental 

health issue  

More staff training 
on cultural topics / 

communities 
LGBTQ+, Native 

American, and older 
adult concerns 

Criminal justice needs: 
• More treatment in jails / 

prisons 
• Warm handoffs / 

continuity of care at re-
entry 
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being released from prison/jail without a case manager there to ensure continuity of care; as such, 
stakeholders asked for overall improvements in the continuity care at the point of jail/prison 
release. Several comments asked for additional training of criminal justice personnel (e.g., police 
or probation officers) on mental health education and the way that mental health concerns may 
present. Finally, as discussed earlier, it was clear that housing is one of the most pressing needs as 
individuals transition back to the community post-release; 32 of the 81 comments about more 
housing support came from the re-entry community. It  
is also important to note that the AOA recommendations 
regarding the need for residential treatment, longer term 
therapy, detox and other dual diagnosis services, more peer 
support and case managers, and more collaborative care 
were prominent in feedback from the re-entry community.  
 
 
AOA COMMUNITY CONVERSATION SUMMARIES 
 
Please note that full data from each Community Conversation (themes, sub-themes, frequencies) 
are available in the Appendix. The paragraphs below are summaries; please see the Appendix for 
full data.  
 
African Ancestry Community (N =6) 
Accordingly, the primary identified need during this conversation was more Treatment Services, 
but delivered in a way that allows for more flexibility in therapy services (less pressure to 
implement manualized protocols), as well as the need for more dual diagnosis treatment. The 
second identified need was Cultural Considerations, specifically the need to collaborate with 
faith leaders and the need to conduct culturally-appropriate care (e.g., “Government leaders 
[should] have table talks with our churches and community leaders, and county leadership should 
think about the journey of healing with the people,” since “[we believe] that installing the values 
starts at home [and] then the world”). One strength was mentioned: criminal justice programs 
that provide treatment for low-level offenses instead of punishment. For further information, see 
the Community Conversation Data Table in the Appendix. 

 
African, Middle Eastern & North African (MENA) Immigrants (N =23) (Note: Ethnic 
identities of participants were unknown) 
One community conversation participant commented: “We have to let the county know we've been 
through a hell for 2 years with this COVID - people are overstressed. People are really really 
worried and isolated and alone. They need more health and therapy. And there are African-
American community needs [that are] more now than 2 years ago.” Consistent with the idea of 
increased community needs, stakeholders called for more services and staff. For example, the 
primary identified need during this conversation was Workforce, Education, and Training; 
specifically, stakeholders mentioned the need for more outreach staff and case managers. The 
second identified need was Treatment Services; specifically, stakeholders noted the need for more 
crisis services (more case managers within EPS) and more mental health beds closer to 
communities. This community conversation also included a discussion of a perceived connection 
to the CCWP program, but a strong disconnection from BHSD in general after the pandemic; this 
concern led to recommendations for BHSD to increase in-person outreach/prevention. One 
strength was mentioned: CCWP staff members. For further information, see the Community 
Conversation Data Table in the Appendix.  

Criminal Justice 
Strengths 

Peer Support 
Mental Health Court 
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Chinese-Speaking Community (N = 3) 
 
One strength was mentioned: call Centers having non-English options: “Lots of systems are good! 
Lots of hotlines with crisis responders/volunteers that speak Chinese or languages other than 
English.” These language options were related to one stakeholder concern that “some Chinese 
people want to speak English first but if there is a language barrier: they don't want to cause 
inconveniences by asking for a translator; if crisis counselors (hotline) are trained to ask if the 
person needs a translator, this might make hotlines more accessible to non-English-speaking 
people in need.” Accordingly, the primary identified need during this conversation was Access; 
specifically, stakeholders mentioned that the Call Center staff should always ask if someone wants 
a translator. They also noted that Chinese-speaking community members need more help in 
reaching out for assistance (i.e., given high levels of stigma and the need for ways to access care 
that are less stigmatizing (e.g., information marketed to them on social media in Chinese 
languages, having access pathways that don’t require calling and sharing their distress/symptoms 
with a stranger on the phone). One stakeholder represented this concern by highlighting that “[there 
is a need to] raise awareness about mental health b/c some people don't know that they need this 
service or …how to approach this issue…how to find a MH provider.” 
 
Consistent with the need for better access to care, the second identified need was Prevention & 
Outreach; specifically, stakeholders noted the need for more community education on mental 
health and substance use, as well as the need for more youth peer support (“Because adults will 
worry about youth, it is probably best for youth to have options for help from other youth”). For 
further information, see the Community Conversation Data Table in the Appendix.  
 
Dependency Wellness Court (N =7) 
 
Stakeholders mentioned four strengths: Full-Service Partnerships, Blackbird House, BHSD 
Leadership (“We are so fortunate to have such a great County of committed leaders”), and housing 
transition (“The housing transition from residential to transitional housing units is going well”). 
Despite these strengths, stakeholders also discussed a need for more services tailored to the 
Dependency Wellness Court community that assist parents in recovery and faster reunification 
with their children: “There are not enough MH/SU services that are specifically geared toward 
parenting. We need to invest in treatment so people can get out of custody faster…which means 
more capacity, earlier assessment, earlier connection to medication, transportation.” Indeed, the 
primary identified need during this conversation was Treatment Services; specifically, 
stakeholders noted the need for more substance use treatment, more residential treatment (e.g., 
“We don’t have enough long-term residential treatments or treatments that could be where we 
could be there with our kids”), and more therapy (e.g., “They have to wait so long for withdrawal 
management…people are waiting weeks to get into detox, and they don't have a phone, they’re 
homeless…we expect so much of them to call every day…If there's a bed that opens we can't find 
them, or they they're using, and they can't go”).  
 
The second identified need was housing (e.g., “I'm hoping that Dependency Wellness Court 
families can be among the populations that are prioritized for housing”), including more 
transparency and support in navigating the housing system: “Providers do a whole housing seminar 
for our collaborative courts, and I left still confused. Individuals are referred…and they just still 
feel like they never hear back. They don't know how to navigate. I know it’s not all behavioral 
health responsibility, but either some coordination or something where people can understand, so 
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they could have more hope that there is something on the horizon to get housing.” This community 
conversation also included a discussion for additional staff training when working with the 
Hispanic/Latino/a/x community. For further information, see the Community Conversation Data 
Table in the Appendix. 
 
Filipino Community (N =6) 
 
Stakeholders in the Filipino community conversation discussed the role of mental health stigma in 
their community: “We hardly talk about mental health in general, right? Because, let's face it, even 
with our own immediate family, it's not easy…stigma is really a very big thing for Filipinos.” 
These challenges with insufficient conversation about mental health contribute to a need for more 
access and awareness: “There are a lot of great resources, it's already there. So it's really just a 
matter of the people taking advantage of it. And I guess that's where the problem lies - people not 
knowing”…or a “lack of information.” “Maybe that's one thing that we should really have, how 
do we create the program where we could even start the conversation about mental health? As part 
of the prevention and early intervention?” Consistent with these ideas, the primary identified 
need during this conversation was Access; specifically, stakeholders noted the need to increase 
community awareness of BHSD services, likely through social media (Facebook). They also 
suggested that BHSD use less stigmatizing language throughout the department (e.g., use 
“community/family support” instead of “mental health”). The second identified need was 
Outreach & Prevention; specifically, stakeholders suggested additional outreach to the Filipino 
community, restarting the Filipino CCWP Program, and helping to decrease mental health stigma 
in the Filipino community. One strength was identified: current services, particularly for youth. 
 
There was also a notable discussion about increasing collaboration and outreach through churches 
in order to reach the Filipino community: “that's where community that Filipinos build community 
… through the church.” For further information, see the Community Conversation Data Table in 
the Appendix.  
 
Lesbian, Gay, Bisexual, Queer, Asexual, Pansexual, Two-Spirit + (LGBQAP2S+) 
Community (N = 6) 
 
In the LGBQAP2S+ community conversation, three strengths were identified, highlighting that 
“The protected inclusive spaces are really important”: Sexual Orientation Gender Identify (SOGI) 
trainings; LGBTQ+ organizations throughout the County (Q Corner, Gender Health Center); and 
Mental Health Court. In a call for continued enhancement of these strengths in LGBTQ+ services, 
the primary identified need during this conversation was Workforce, Education, and Training; 
specifically, stakeholders noted the need to expand LGBTQ+ training for all BHSD staff 
(especially EPS), and they noted that the LGBTQ+ organizations need more staff in order to meet 
the demands of direct service while also providing LGBTQ+ training to BHSD.  
 
The second identified need was Cultural Considerations, which focused primarily on the need 
for BHSD to change its sexual orientation and gender identity (SOGI) data collection across the 
system: “We need safe, healing, inclusive data collection practices.” For example, stakeholders 
commented that “there’s no need to ask ‘sex assigned at birth’ unless there is a medical necessity... 
we don't need to be sussing out trans folks." In addition, “[we need to] be able to change preferred 
name and sexual orientation/ sex assigned at birth on county papers.” Participants also discussed 
that services improvements and needs for the LGBTQ+ community cannot be met when the data 
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reporting is not accurate, particularly when LGBTQ+ community members may underreport / have 
mistrust of the system from a history of inadequate attention to their needs: “Many [LGBTQ+] 
people are using emergency services…[but] the data is not being collected and not being shown. 
How are we going to improve these services for these folks? I couldn't even tell you what numbers 
are for the LGBTQ population as a whole.” Comments highlighted that part of these data collection 
difficulties come from challenges training people to ask SOGI questions in a consistent way. 
 
There was also a strong discussion of the need for Santa Clara County and BHSD to go beyond 
Pride events in supporting the LGBTQ+ community (e.g., Pride flag displays) and to take systemic 
action at helping LGBTQ+ individuals (e.g., mandating gender non-binary restrooms, ensuring 
that housing options are LGBTQ+-safe, training EPS staff on LGBTQ+ topics in order to avoid 
re-traumatizing individuals). For further information, see the Community Conversation Data Table 
in the Appendix.  

 
General Clients/Consumers (N = 23) 
 
Two strengths were mentioned: Community Solutions (“the case management was very helpful”) 
and El Camino Hospital’s outpatient support groups after hospitalization. In terms of current 
needs/changes, the primary identified need during this conversation was Treatment Services; 
specifically, stakeholders noted the need for increased inpatient/residential treatment, more dual 
diagnosis care, more detox services, and more therapy. The second identified need was 
Workforce, Education, and Training; specifically, stakeholders noted the need for more staff 
generally and more case managers. There was also a strong discussion about the need to increase 
community awareness of BHSD services (“It was very confusing to know what services you could 
even ask for”). For further information, see the Community Conversation Data Table in the 
Appendix.  

 
Native American Community (N =17) 
 
One strength was mentioned: CCWP staff and programming (n = 19). In terms of current 
needs/changes, the primary identified need during this conversation was Outreach & Prevention; 
specifically, stakeholders noted the need for more outreach from BHSD, the need for a Native 
American Wellness Center, and a large need for culturally-based prevention programming. The 
second identified need was Access; specifically, stakeholders noted that there is no clear process 
for referrals to the Indian Health Center and that BHSD staff often are unaware of the referral 
process.  
 
There was also a strong discussion of the disconnection between the Native American community 
and BHSD, even given the heartfelt connection to the CCWP program staff. The Native American 
stakeholders stated that their voice is not being heard, especially compared to previous times in 
which BHSD organized a Native American Advisory Council. The community expressed very 
high need for services but a strong hesitation toward BHSD after the Native American Advisory 
Council was disbanded (“that is a forum that is familiar… it is part of our culture to work in that 
way”) in favor of a single Native American voice on a very large committee. They noted the 
perception that BHSD is not training its staff on the Indian Children’s Welfare Act (ICWA), 
historical harms, or Native American needs; that BHSD has not provided a physical space for 
cultural healing practices (“Our community should not have to be having  to request funding to 
create these spaces… spent so much time fundraising for ceremonies…”); that BHSD has not 
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supported calls for cultural healing modalities (e.g., medicine calls); and, that BHSD is not 
responsive to the community voice. For further information, see the Community Conversation 
Data Table in the Appendix. 
 
North County Community (N = 21) 
 
Three strengths were identified: community suicide prevention trainings, recovery focus, and 
service agencies (specifically Project Safety Net). In terms of current needs/changes, the primary 
identified need during this conversation was Workforce, Education, and Training; specifically, 
stakeholders identified the need for more therapists, more psychiatrists, and more staff trainings, 
especially trainings made accessible to school staff by being held after school hours. The second 
identified need was Access, specifically the need to increase community awareness of BHSD 
services through a centralized website/list explaining who is eligible for which services. There was 
also a significant discussion of needs related to suicide prevention, especially in the Palo Alto 
Unified School District. For further information, see the Community Conversation Data Table in 
the Appendix. 
 
Older Adult Community (N = 20) 
 
Comments in the older adult community conversation spoke of a need to have specific focus on 
the unique needs of older adult consumers: “You need a separate older adults department that 
focuses on the needs of the older adult, because right now it's always on the back burner …and it 
doesn’t gets the attention it needs.” Accordingly, the primary identified need of Treatment 
Services related to specific needs for increased substance use treatment (e.g., “We’re “seeing more 
older adults with substance abuse issues of all types…not just prescribed medication…and it seems 
like there really aren’t enough resources to help”), inpatient/residential treatment, and home-based 
care (e.g., “Many older adults …aren't going to go to a clinic and they're not going to make the 
calls themselves so we need people that are going to go to their home and build the rapport …and 
approach it from a different levels”). 
 
The second identified need was Workforce, Education, and Training; specifically, stakeholders 
noted the need for more case managers (e.g., “what we see lacking is the longer term case 
management services that allow seniors, with a variety of mental health and substance use issues 
to remain living in their homes”) and more BHSD clinical staff training on: older adult sub-
populations, mental v. physical illness in older adults, cognitive decline (e.g., “Unfortunately when 
somebody has a coexisting with a mental health problem with dementia oftentimes programs will 
not take them… we have to we have to bring the two together”), and substance use in older adults. 
There was also discussion of the need to train police officers, to keep Older Adult Services separate 
from Adult Services, and to create an advisory panel on older adult mental health and substance 
use. Three strengths were noted: community education trainings (“Trainings for the public to 
become public mental health workers is the best prevention”), community dementia trainings, and 
Alcoholics Anonymous. For further information, see the Community Conversation Data Table in 
the Appendix. 
 
Providers: Adult & Older Adult Services (N =20) 
 
Five strengths were identified: telehealth services, LGBTQ+ organizations, harm reduction 
approaches, the consistent call line number, and assisted outpatient programs. In terms of current 



 

 
 

65 

needs/changes, the primary identified need during this conversation was Workforce, Education, 
and Training; specifically, stakeholders noted the need for more clinical staff, balanced caseloads, 
and efforts at decreasing staff burnout. The second identified need was Access; specifically, 
stakeholders noted the need to decrease call center wait times and increase community awareness 
of BHSD services. Additionally, there was discussion of the need for older adult socialization 
opportunities, more flexibility for budget modifications, more collaboration between BHSD and 
physicians, and more collaboration between BHSD and the Santa Clara County housing staff. For 
further information, see the Community Conversation Data Table in the Appendix. 

 
Re-entry Community (N = 73) 
 
The primary identified strengths were peer support, the Mental Health Court, County 
organizations (Goodwill, Momentum, Good Samaritan), and full-service partnerships. In terms of 
current needs/changes, the primary identified need during this conversation was Treatment 
Services; specifically, stakeholders noted the need for more residential/inpatient services, longer-
term treatment (1+ year), and more detox services. The second identified need was Workforce, 
Education, and Training; specifically, stakeholders noted the need for more peer support and more 
case managers. Additionally, this community spoke very clearly about the connection between 
safe housing and mental health / substance use treatment with a request for additional housing 
opportunities to provide the foundation upon which good treatment can change lives. For further 
information, see the Community Conversation Data Table in the Appendix.  

 
Refugee Community (N = 13) 
 
Two strengths were noted: the New Refugee Program and resettlement agencies. Example 
comments included: “The Center for Survivors of Torture & the New Refugee Program is a one 
of a kind program that we have…they’re very aware of how to approach these vulnerable 
populations…I see the differences how it makes such an impact in the community” and What 
should remain is the resettlement agencies, who are respected, well known, and not biased…”they 
screen objectively while keeping the safety in mind of our community.” 
 
In terms of current needs/changes, stakeholders discussed the complex and unique needs of the 
refugee community: “There are so many language needs, and specific and wide reaching needs of 
refugees – including the wave of Afghan refugees that are coming over now…significant support 
is needed to address domestic violence, chronic health concerns, specialized support for women’s 
rights (especially pregnant mothers) to address and accommodate for the implications of disparity 
in access to education.” Accordingly, the primary identified need during this conversation was 
Workforce, Education, and Training; specifically, stakeholders noted the need for more case 
managers, more peer support staff, and better staff pay. The second identified need was Treatment 
Services; specifically, stakeholders spoke of the need to expand the New Refugee Program and the 
need to increase grief counseling services. This conversation also included a discussion about the 
need to increase staff understanding of refugee approaches to mental health and the need to 
decrease mental health stigma in the refugee community. For additional, see the Community 
Conversation Data Table in the Appendix.  
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Spanish-Speaking Adult LGBTQ+ (N =28) 
 
One strength was mentioned: criminal justice services. In terms of current needs/changes, the 
primary identified need during this conversation was Treatment Services; specifically, 
stakeholders spoke of the need for additional dual diagnosis services (“Don’t discharge family 
members because of their drug use”) and the need for more crisis services (e.g., suicide prevention 
in Spanish, support groups for families of suicide decedents, improved Mobile Crisis response 
time). The second identified need was Family & Youth; specifically, stakeholders noted the need 
to educate parents and the need to increase mental health awareness in grade school. This 
community also spoke of the need for more outreach in Spanish, more SOGI training, and gender-
affirming restrooms County-wide. For further information, see the Community Conversation Data 
Table in the Appendix.  

 
Spanish-Speaking Adult Group (N =28) 
 
Spanish-speaking stakeholders spoke generally to the need for expanded access to treatment in a 
Hispanic or Latino/a/x community where “it is especially hard…to get help.” “There is no help, 
not from police, CIT, or mental health services. There are so many calls that have to be made and 
they don't do anything. Something bad has to happen for people to actually get help.” In terms of 
current needs/changes, the primary identified need during this conversation was Workforce, 
Education, and Training; specifically, more peer support, more CIT staff, and more call center 
staff. The second identified need was Access; specifically, the need for easier access to treatment: 
“[We need] faster access to therapists” or “The Call center doesn’t answer and when they do they 
don't help.” Additionally, this community spoke of the need to improve the quality of clinical staff 
(e.g., empathy, kindness, understanding, hope), the need for more activities at Wellness Centers, 
and the need for a post-hospitalization follow-up care (e.g., contact from a social worker to ensure 
continuity of care). Example comments included: “there should be more understanding with our 
patients since they are mistreated in hospitals” or “Lots of staff like nurses and staff think that 
mental health patients can't get better but they need to educate themselves since they can.” For 
further information, see the Community Conversation Data Table in the Appendix. 
 
Spanish-Speaking Community (N = 6) 
 
One strength was identified: the National Alliance for Mental Illness (NAMI). In terms of current 
needs/changes, the primary identified need during this conversation was Treatment Services, 
which largely included inpatient/residential treatment services (e.g., ”[We need] more beds 
because if someone gets sick they have nowhere to go”) or more services in general (e.g., “More 
therapy is what helps since having phone numbers to call doesn't help because people don't call”). 
 
The second identified need was Quality of Care; specifically, stakeholders spoke extensively of 
the need for higher quality services provided by staff members (e.g., empathy, hope, 
understanding, kindness; “Mental health patients are treated bad in the places they are, which needs 
to change…those who work with them should have more knowledge about mental health and be 
more compassionate”). In addition, this community also mentioned the need for additional help-
seeking avenues outside of the Call Center and the need for more help in navigating BHSD services 
(“not sure where to get help,” “the system is hard to navigate”). For further information, see the 
Community Conversation Data Table in the Appendix.  
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General Adult / Older Adult (N = 2) 
 
Four strengths were mentioned: the simple Call Center number, the Reentry Center, the Youth 
Diversion Program, and Santa Clara Valley Health’s interdisciplinary care approach. In terms of 
current needs/changes, the primary identified need during this conversation was Treatment 
Services; specifically, stakeholders noted the need for more treatment in South Bay (especially 
substance use treatment and mobile crisis care), substance use treatment, and crisis care. The 
second identified need was Outreach & Prevention; specifically, stakeholders noted the need for 
more youth activities, and a physical space in South Bay to facilitate community outreach and 
prevention work. For further information, see the Community Conversation Data Table in the 
Appendix. 

 
Transgender, Gender Non-Binary, Intersex + (TGI+) Community (N =9) 
 
The primary identified strength was LGBTQ+ organizations across the County, including Q 
Corner, LGBTQ Wellness Center, Gender Health Center, Bill Wilson Center, and New Haven; 
consistent with this idea that many of the current LGBTQ+ resources are strong, stakeholders 
commented to “ keep [the] network…just build on it” and “Services that are exclusively for TGI 
community members - keep them the same or grow them.” Indeed, the primary identified need 
during this conversation was Workforce, Education, and Training; specifically, stakeholders noted 
the need for more staffing at LGBTQ+ centers in order to facilitate training requests and direct 
care, as well as the need for non-English LGBTQ+ trainings. Within LGBTQ+ services, 
stakeholders identified a specific need for more options for TGI+ communities: “Services we have 
now get immediately overwhelmed since there isn't enough, especially for TGI folks since they 
have less options.” Accordingly, the second identified need was Treatment Services; specifically, 
stakeholders spoke of the need for more LGBTQ+-specific services, particularly those that focus 
on the needs of the TGI+ community (e.g., gender-affirming therapy that extends beyond repetition 
of one’s gender journey, support for older trans adults). Additionally, this conversation included 
discussion of the need for more school-focused trainings (especially of PE teachers and school 
counselors), as well as the need to better support/educate the parents of TGI+ youth: “It has been 
a huge problem to get services for LGQBTQ children.” For further information, see the 
Community Conversation Data Table in the Appendix. 
 
Vietnamese Community (N =5) 
 
When asked about strengths, stakeholders noted “The programs seem good; the community just 
needs to know about them.” “We have to make it more comfortable for the community to find and 
access resources and accept help for mental health need because it's stigmatized in the 
community.” “Outreach events [should come] to the community instead of having the community 
coming to seek information.” Consistent with this idea that there is a need for greater access, the 
primary identified need during this conversation was Outreach & Prevention; specifically, 
stakeholders noted the need for more community outreach, more in-person outreach events, and 
more outreach in medical offices (e.g., hospitals, physician offices). The second identified need 
was Access, which largely consisted of the need for increased community awareness of BHSD 
services. Additionally, stakeholders highlighted the need for more peer support services (“have 
speakers who’ve been through it”). For further information, see the Community Conversation Data 
Table in the Appendix. 
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SCC’s BHSD SYSTEMS OF CARE-LEVEL ANALYSES 
ACCESS & UNPLANNED SERVICES 

EXECUTIVE SUMMARY 

Based on community stakeholder feedback, core strengths of the Access & Unplanned Services 
system of care were the suicide prevention services offered by the County, culture and diversity 
efforts (particularly the LGBTQ+ focused organizations/programs, services that match consumers’ 
languages, and staff who respect consumers’ cultural identities), and community trainings. 

Several specific community-level and department-level Access to Care recommendations are 
mirrored in Access & Unplanned Services-related data, and pertain to the Access & Unplanned 
Services system of care. These recommendations have been inserted below with the addition and 
integration of Access & Unplanned Services-specific comments/data; together, they constitute the 
9 of the 10 Access & Unplanned Services System of Care recommendations. Additional details 
can be found in the the community- and department-level sections of this Evaluation Report. A 
10th Access & Unplanned Services-specific recommendation related to culturally-tailored 
strategies for prevention and access to care is also provided.  

Access & Unplanned Services-related Community-level Recommendations 
Three community-wide recommendations emerged from the community needs survey and 
community conversations: 

1. Untreated mental health and substance use struggles: Of the 48% of community survey
respondents who are living with a mental health or substance use issue, more than 33% of them
are not receiving treatment. Based on the current data, 1 in every 6 community survey
respondents (17.6%) lives with an untreated somewhat serious and somewhat impairing
mental health or substance use problem.

Recommendation: Consider the burden of mental health and substance use in the 
community. The County Board of Supervisors recently (April 2022) declared mental health 
to be a public health emergency; the current community needs assessment supports this 
declaration, and points to the need for concrete action aimed at reducing untreated mental 
health and substance use burden and its effects. Particularly consider the need to increase 
service connection in Asian American Pacific Islander (AAPI) and Hispanic/Latino/a/x 
communities. 

2. Increase service access & awareness while maintaining privacy: Of the 35.7% of people
with a mental health or substance use problem who did not seek help, the top three reasons
were that they weren’t sure where or how to get help, services are hard to access, and concerns
about losing their privacy.

Recommendation: Consider ways to make services more known and easier to access (while 
maintaining privacy), to address mental health and substance use burden in the community. 

3. The Under-insured: Community survey respondents expressed concern about individuals
who make too much money to qualify for publicly-funded programs, but are unable to find a
behavioral health provider who accepts their private insurance or offers an affordable rate.
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Recommendation: Consider the mental health and substance use treatment resources available 
to those who have private insurance but cannot afford (or find) affordable mental health or 
substance use treatment. Consider alternatives to facilitate access to mental health and substance 
use treatment in the community, regardless of insurance. 
 
 
Access & Unplanned Services-related Departmental Recommendations 
Six department-level recommendations were mirrored in Access & Unplanned Services-related 
survey and community conversation data: 
 
4. Increase community awareness and accessibility of BHSD services. A common trend 

throughout the community conversations was the need for a centralized list of the services 
offered by BHSD, with community members and stakeholders stating that they sometimes 
hesitate to reach out for help because they don’t know if there are any services that would 
benefit them. It is recommended that BHSD provide a single service access point that 
provides information about all BHSD services in a user-friendly way, and then implement 
a strong marketing strategy to increase community awareness of this tool. Multiple 
communities suggested marketing of BHSD services on social media to increase awareness in 
communities with high mental health and substance use stigma. 
 

5. Decrease call center and service connection wait times. Stakeholders identified a need to 
decrease wait times during the process of seeking treatment. Efforts should address decreasing 
wait times for service connection (the time between initial efforts at help-seeking and initial 
provider contact). BHSD should also prioritize expedient service connection by decreasing the 
time that consumers are on hold at the SCC Call Centers (e.g., Mental Health Call Center and 
Gateway Call Center), as this wait time was consistently noted as a treatment barrier by 
clients/consumers, family members, and clinical staff. 
 
In the process of addressing Call Center wait times/procedures, BHSD should consider the 
following Call Center procedure changes requested by community stakeholders:  

a. If a youth calls, the Call Center should assess which school they attend, to facilitate 
coordinated care between BHSD and the school. 

b. The Call Center should assess for Native American heritage and take additional steps 
to facilitate direct referrals to the Indian Health Center for those who want it. 

c. Other suggestions for Call Center procedures included using a universal admission 
packet, collecting information about whether a caller wants a translator, and asking 
whether someone is already engaged in treatment. Comments also mentioned a need 
for the upcoming 988 access system, and asked for more language options on the Call 
Center lines. 

 
6. Prevention/Outreach/Education. Consumers and community members made a clear call for 

additional prevention services, with primary requests including: (a) in-person outreach events 
(e.g., in schools, faith-based settings, or in the general community) and  (b) additional 
community education on mental health, substance use, and suicide prevention. It is 
recommended that BHSD continue and expand community education trainings. 
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7. Workforce, Education and Training: Increase staff positions/retention. At the department 
level, the top need identified in community conversations was increased staffing (case 
managers, peer support specialists, therapists, psychiatrists, and full-service partnership staff). 
This data yielded the recommendation that BHSD consider mechanisms for increasing new 
staff positions, as well as retaining current staff members (e.g., through increased pay).  
 
In the Access & Unplanned Services-focused community conversation comments, WET 
staffing was the fourth most commonly identified area of need (21 comments). Stakeholders 
called for more crisis-related staff (e.g., Crisis Intervention Trained, Emergency Psychiatric 
Services, and Adult Protective Services staff), Call Center staff, and staff who can handle more 
community outreach. 

 
Recommendations for Family Inclusion in Access & Unplanned Services 
 
8. Expand family-inclusive services and communication. The Access & Unplanned Services 

system of care should consider expanding opportunities to integrate families into existing crisis 
care and unplanned services, including having staff/providers offer to include family in 
treatment, and assist family members to better understand the consumers (e.g., update family 
members regularly while loved ones are in inpatient settings, more follow-up coordination with 
families after psychiatric hospitalization). 

 
9. Expand mental health/substance use community education trainings for families. The 

Access & Unplanned Services system of care should consider expanding community education 
trainings to assist families’ understanding of their loved ones, and families’ knowledge of 
mental health and substance use. 

 
 
Access & Unplanned Services-related Recommendations for Cultural Considerations 
 
10. Expand LGBTQ+ services/care in the following areas: 

a. LGBTQ+ youth services. Increase focus on LGBTQ+ services for youth, particularly 
for TGI+ youth, and in collaboration with schools (including SOGI training for school 
staff). 

b. LGBTQ+ services and programming. BHSD should expand TGI+ (e.g., 
comprehensive gender-affirming care) and LGBQAP2S+ related services and 
programming.  

c. LGBTQ+ focused training for BHSD staff and providers on SOGI, TGI+, and 
LGBTQAP2S+ concerns, to provide safe, healing, and affirming care. 

 
11. Improve system-wide BHSD policies, procedures, and practices that affect LGBTQ+ 

consumers and communities. For example, identify and remedy gaps/harms in SOGI data 
collection practices, and look for opportunities to improve BHSD’s relationship with the 
LGBTQ+ community (e.g., recognizing historical harms, ensuring gender affirming restrooms 
County-wide). 
 

12. Implement culturally-tailored strategies to address needs for prevention and access to 
care in unique cultural communities. The area of Cultural Considerations in Access and 
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Prevention was the third most commonly identified Access & Unplanned Services need, with 
stakeholders providing numerous suggestions for bringing mental health and substance use 
service access to cultural communities who are historically underserved or experience 
heightened levels of stigma within their communities. See the Appendix for specific Access 
& Unplanned Service-related comments for the following communities: Native American, 
Filipino, Middle Eastern North African immigrants, LGBTQ+, Latino/a/x or Hispanic, and 
Immigrant communities. 
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ACCESS & UNPLANNED SERVICES COMMUNITY SURVEY RESULTS 
There were 30 consumer/family member survey respondents who stated that they received services 
primarily from Access & Unplanned Services, which included the following programs: 
 

Behavioral Health Urgent Care (n = 15) 
Behavioral Health Call Center Access Line (n = 9) 
Children’s Mobile Crisis Response Team (Uplift) (n = 2) 
Substance Use Services Access Line (n = 1) 
Suicide/Crisis Hotline (n = 1) 
Crisis Text Line (n = 1) 
Mobile Crisis Response Team (n = 0) 
 

Note that LGBTQ+ services and Prevention services are included in Access & Unplanned Services; 
however, survey respondents did not have an option to select these programs as options on the survey 
question “Which program did you primarily receive services from?” These options should be 
considered for inclusion in future surveys. 
 
Access & Unplanned Services Demographics 
The consumers/clients and family members who received Access & Unplanned Services were 
33.3% Hispanic/Latino/a/x, 33.3% White, 23.3% Black, and 20.7% Asian. These individuals were 
73.7% cisgender women and 26.3% cisgender men, and none identified as TGI+. They were 
primarily adults aged 25-59 (70.0%), with 23.0% age 60 or older, and 6.7% 16-24 years old. 90.5% 
identified as heterosexual, and 9.5% identified as lesbian, gay, bisexual, queer, asexual, pansexual, 
and two-spirit (LGBQAP2S+). Note that LGBQAP2S+ individuals were analyzed in the aggregate 
instead of listing individual identities, to protect anonymity and highlight the needs of the 
community instead of individual identities. Full demographic information is below.  
 
Access & Unplanned Services Consumers / Family Members: Race & Ethnicity 
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Access & Unplanned Services Survey Results 
Of the 30 individuals who reported using Access & Unplanned Services, 15 were 
consumers/clients and 15 identified as family members. Findings did not change when 
clients/consumers were analyzed separately from family members; as such, results are reported 
based on the combined sample of Access & Unplanned Services consumers/clients and their 
families.  
 
Access & Unplanned Services survey domain averages 
are listed in the Appendix. Access & Unplanned Services 
clients/consumers/family members were generally 
satisfied across all 6 survey categories of Recovery 
Orientation, Family Inclusion, Telehealth Services, 
Cultural Considerations, Access to Care, and Quality of 
Care. Survey data showed that a relative strength of 
Access & Unplanned Services is cultural considerations, 
driven by strong scores on the items “My provider is 
respectful of who I am and my own unique identity 
(religion, sexual orientation, cultural background, etc.)” 
and “Services are available in my language.” 
 
The consumer data showed that a relative area of growth is family inclusion. The need to improve 
family inclusion is consistent with community conversations that noted the need for family 
members to be updated regularly while loved ones are in inpatient settings, and the need for more 
follow-up coordination with families after psychiatric hospitalization.  
 

Follow-up analyses for the Family Inclusion items yields 
additional information about areas for improvement. When 
asked the question “Were you asked if you wanted family or 
other supports in your life to be part of your treatment?”, 36% 
of Access & Unplanned Services consumers/family member 
respondents answered “Yes,” and 64% answered “No.” The 
items of “I had the option to include my family members/other 
important support persons in my recovery” (M=2.14) and 
“Providers have helped my family members/other support 
persons understand better  how to support me” (M=2.28) were  

the items driving the lower average score in the Family Inclusion domain (as compared to a 
M=2.94 score on the item “Family members/other support persons support my recovery”). 
 
In the Access to Care category, the lowest rated items were “I have to sit in the waiting room for 
a long time,” “How hard was it to get connected to your mental health or substance use provider?” 
and “My mental health or substance use treatment team provides as much help as I need when I 
need it.” The lowest rated item in the Telehealth category was the item “How comfortable are you 
using the telehealth system?”  
 
  

Access & Unplanned 
Services Strength 

Cultural Considerations 
(services in consumers’ 

languages, and providers’ 
respect of cultural 

identities) 

Access & 
Unplanned Services 

Area of Growth 
Family Inclusion 
(including family 

members in crisis and 
unplanned services) 
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ACCESS & UNPLANNED SERVICES COMMUNITY CONVERSATIONS: STRENGTHS & AREAS OF 
GROWTH 

Strengths 
Community conversations were coded for comments related to Access & Unplanned Services from 
two combined sources: all Access & Unplanned Services-related comments from all community 
conversations, along with the Access & Unplanned Services provider community conversation (10 
stakeholders). In total, 464 community conversation comments were relevant to Access & 
Unplanned Services-related concerns, services, or programs. 

The most frequently mentioned Access & Unplanned 
Services system of care strength identified by 
stakeholders were suicide prevention services offered 
by the County, including suicide prevention trainings, 
crisis protocols in schools, and Project Safety Net 
efforts. The second most frequently identified strength 
was the services and programs offered by the LGBTQ+ 
focused organizations (e.g., Q Corner, LGBTQ 
Wellness Center, Gender Health Center, Bill Wilson’s 
LGBTQ programming, New Haven’s LGBTQ 
programming) within the County. Third, stakeholders  

discussed community trainings as a strength, including SOGI (sexual orientation and gender 
identity), dementia, and community education (“Trainings for the public to become public mental 
health workers is the best prevention”) trainings. 

Areas of Growth 
Consumers identified the need for a better access to services as the highest need, with 200 
comments discussing areas of change in this Access category. Within this need for improved 
service access, the most frequently mentioned theme was a need for increased awareness of 
services within the community (70 comments across 14 community conversation groups). 
Stakeholders suggested a centralized, consolidated, user-friendly source of information about 
BHSD services (e.g., a website list) as a solution to the need for more community awareness and 
access, along with marketing of that information. The second most commonly mentioned theme 
within the theme of Access was the need for easier access and removal of barriers to access (i.e., 
a system that is easier to navigate). 

Wait times were mentioned as a barrier to access that needed improvement; this was the third most 
common theme in the Access category, mentioned in 31 comments across 10 groups. Comments 
addressed a request for decreased wait times on hold at Call Centers, as well as wanting more 

3 greatest Access & 
Unplanned Services strengths 

identified in community 
conversations: 

Suicide prevention efforts 
LGBTQ+ organizations 

Community trainings 

Highest Access & Unplanned Services need from community conversations: 
Easier Access to Services 

which included: 
• Increased community awareness of services
• Decrease Call Center & service connection wait times
• Better access for the underinsured
• Suggested improvements in Call Center procedures
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immediate access to care with shorter wait times and wait lists for treatment/services. The fourth 
theme in the Access category addressed wanting better access for the underinsured, or individuals 
with insurance and ineligible for County services, but unable to afford other private providers. 
Finally, the fifth most frequently mentioned theme in the Access category detailed suggestions for 
improvements in Call Center procedures (14 comments across 6 community conversations). 
Stakeholders mentioned wanting better service (“complaints aren’t taken seriously), and suggested 
that Call Centers use a universal admission packet, collect information about whether a caller 
wants a translator, whether someone is already engaged in treatment, what school youth attend, 
and one’s Native American identity to facilitate referral to the Indian Health Center. Others 
mentioned a need for the upcoming 988 access system, and asked for more language options on 
the Call Center lines. 
 

The need for more Prevention and Outreach options 
was the second most commonly identified need. 
Specifically, stakeholders called for more mental 
health and substance use prevention/early 
intervention efforts, community outreach (including 
in-person events in physical spaces, community 
building, and media outreach), and suicide 
prevention efforts. Many stakeholders pointed to 
more community trainings on mental health, 
substance use, and related issues as an important  

way to fulfill these prevention and outreach needs – and a way to reduce mental health and 
substance use stigma in the community. 
 
LGBTQ+ related needs was the third most frequently discussed category within the Access and 
Unplanned Services system of care, with 64 comments across 9 community conversations groups. 
Within this category of LGBTQ+ needs, there were four main themes. First, stakeholders 
mentioned a need for LGBTQ+ youth-focused services, particularly TGI+ youth services and 
school-related work (e.g., train counselors, teachers, PE teachers; more SOGI training; and school 
collaborations). Second, data pointed to the need for more LGBTQ+ services or resources, with 
specific identification of TGI+ related services such as more comprehensive gender-affirming 
therapy beyond repeating one’s gender identity journey, more trans-affirming medical care, and 
more gender affirming care in crisis and residential treatment. The third most frequently mentioned 
LGBTQ+ related need was more LGBTQ+ training for BHSD staff, including SOGI, non-English, 
and TGI+ community-related trainings.  
 
 
 
 
 
 
 
 
 
The fourth theme related to LGBTQ+ needs was a need to address several cultural considerations 
in BHSD policies, procedures and practices related to the LGBTQ+ community. For example, 
stakeholders expressed concern that the data collection system/practices within BHSD may create   

Stakeholders called for 
more prevention, 

outreach, and 
community training 

efforts 

Main LGBTQ+ related needs 
• LGBTQ+ services for youth (particularly TGI+ youth & schools) 
• TGI+ and LGBQAP2S+ services & programming 
• LGBTQ+ focused training for BHSD staff to provide affirming care 
• Improve system-wide BHSD policies, procedures, & practices that 

affect (and even harm) LGBTQ+ consumers & communities 
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inequities and harms to the LGBTQ+ community, for example when asking about sex assigned at 
birth (e.g., no need to ask “sex assigned at birth” unless there is a medical reason), neglecting to 
collect comprehensive SOGI information needed to understand service use patterns and needs of 
the LGBTQ+ community, or having inconsistent training of staff around collection of SOGI data. 
Consumers also pointed to a need for county-wide gender-affirming restrooms, better connections 
between BHSD and the LGBTQ+ community, and suggested that BHSD should name, recognize, 
and acknowledge historical harms. 
 
The area of Cultural Considerations in Access and Prevention 
was the fourth most commonly identified Access & Unplanned 
Services need, with stakeholders providing numerous 
suggestions for bringing mental health and substance use 
service access to cultural communities who are historically 
underserved or experience heightened levels of stigma (see the 
Appendix for specific comments for each community). Overall, 
stakeholders suggested culturally and linguistically matched 
connections that are community-based.  
 
For example, for Native American communities, access to the 
Indian Health Center, creation of an ethnic wellness center, as well as rebuilding of trust and 
connections between BHSD and Native American communities, were suggested as important 
priorities. Suggestions for improving access and prevention in Filipino communities included 
using de-stigmatizing language (e.g., “community/family support” instead of “mental health”), 
restarting the Filipino CCWP team, and increasing outreach. In the Middle Eastern North African 
immigrant group, stakeholders identified a desire for reconnection with BHSD and a physical 
space to meet. Suggestions for LGBTQ+ communities included providing a LGBTQ+ drop-in 
center and a physical space for TGI+ communities. For the Latino/a/x or Hispanic communities, 
comments pointed to specific outreach needs in Spanish and for undocumented individuals. 
Among older adults, individuals suggested a warm line to decrease social isolation. Finally, for 
immigrant communities, stakeholders called for community education. 
 
 
 
 
 
 
 
Workforce, Education, and Training needs were the fifth most commonly identified area of need. 
Within this WET category, the Access & Unplanned Services-focused feedback from community 
conversations mirrored the comments and conclusions from the Department-level analyses in 
relation to the need for more staff. Stakeholders called for more crisis-related staff (e.g., Crisis 
Intervention Trained, Emergency Psychiatric Services, and Adult Protective Services staff), Call 
Center staff, and staff who can handle more community outreach. 
 
 
  

Consumers identified 
the need for culturally-

tailored strategies to 
address the need for 

prevention and access 
to care in numerous 

cultural communities  

Important Access & Prevention Needs for the Native American Community: 
Facilitating better access to the Indian Health Center, 

Providing an ethnic wellness center 
Rebuilding of trust & connections between BHSD & Native American communities 
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ACCESS & UNPLANNED SERVICES COMMUNITY CONVERSATION SUMMARIES 
 
Although Access & Unplanned Services programs were discussed across all 25 community 
conversations, there was one community conversations which focused on Access & Unplanned 
Services: 
 
Providers of Access & Unplanned Services (N = 10) 
 
Four strengths were mentioned: NAMI, crisis protocols in schools (SPOC partnerships), 
Wellness Centers, and tobacco cessation programs. In terms of current needs/changes, the primary 
identified need during this conversation was Access; specifically, stakeholders noted the need for 
reduced call center wait times and increased community awareness of BHSD services. The second 
identified need was Quality of Care; specifically, participants noted the need for more 
collaboration between primary care and mental health and more collaboration between BHSD and 
Family Resource Centers. Additionally, stakeholders noted the need for more BHSD staff trainings 
on suicide prevention and the need for more BHSD services in South County. For further 
information, see the Access & Unplanned Services Provider community conversation data table in 
the Appendix. 
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APPENDICES 
 
 
Themes from Community Conversations, Aggregate 
 

Primary Themes Number of 
comments 

Treatment Services 309 
Workforce Education and Training 225 

Access Pipeline 186 
Prevention/Outreach 158 

Youth & Families 116 
Quality of Care 90 

Housing 83 
Cultural Considerations 52 

Criminal Justice 32 
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Themes from Community Conversations, Aggregate, with Sub-Themes 
 

Primary Themes Sub-Themes Number of 
Comments 

Treatment Services 
(309 comments) 

Inpatient/Residential Treatment 82 
Dual Diagnosis Treatment 22 
LGBTQ+ (largely TGI+) Services 22 
Crisis Services 17 
Detox Services 13 
Longer-term Treatment 10 
Eating Disorder Services 8 
Flexible Treatment (Less Manualized Protocols) 8 
Services outside of San Jose (e.g., South County, North 
County) 6 
Hospitalization Follow-Up Services 5 
Domestic Violence Services 5 
More Services at Wellness Centers (e.g., yoga) 4 
More Support Groups 3 
Grief Counseling 3 
Other ("More Services" generally) 101 

Workforce, 
Education, and 

Training 
(225 comments) 

More Treatment Staff (non-specific) 57 
More Peer Support Specialists 49 
More Case Managers 44 
More Training for Treatment Staff 35 
Greater Pay for Treatment Staff 11 
More Psychiatrists 9 
More Therapists 8 
More CIT Staff 5 
More Full-Service Partnership (FSP) Services 4 
More Call Center Staff 3 

Access to Care 
(186 comments) 

Increase Community Awareness of BHSD Services 44 
Easier Access Overall/No-wrong-door 25 
More Treatment for the Underinsured (those ineligible 
for Medical or Medicare but unable to pay out-of-
pocket for private treatment) 21 
Improve Call Center Procedures 18 
Decrease Call Center Wait Times 14 
Shorter Waits for Treatment 10 
Transportation Support 8 
Other (General Access Concerns) 46 
General Prevention 43 
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Prevention / 
Outreach 

(158 comments) 

Community Education on Mental Health, Substance 
Use, and Suicide 27 
Community Outreach 26 
Decrease Community Stigma 24 
Physical Space for Community Resilience Building 15 
Youth Prevention 7 
Decrease Isolation 5 
Suicide Prevention Services 3 
Other 8 

Youth & Families 
(116 comments) 

Increase the role of Families in Treatment 95 
More School-based Services 21 

Quality of Care 
(90 comments) 

Increase Quality of Clinical Staff (e.g., compassion, 
hope, respect for consumers) 62 
Increase Collaborative Care 21 
More Recovery Based Treatment Approaches 4 
More Whole-Person Approach 3 

Housing 
(83 comments) More Housing 83 

Cultural 
Considerations 

(52 comments) 

Increase Spirituality as part of Treatment 14 
More Services in Consumers’ Languages 12 
Increase options for Demographically-Similar Clinical 
Staff 7 
Other Cultural Considerations 19 

Criminal 
Justice 

(32 comments) 

More Mental Health Treatment in Jail/Prison 11 
Continuity of Care / Warm Handoffs After Prison 
Release 11 
“No New Jail, More Mental Health Treatment” 5 
Train Police on Mental Health 3 
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Community Needs Appendix Tables & Figures 
 
Reasons for Not Seeking Help 
Survey responses to the question: “What were the reasons why you did not seek help for mental 
health, nervous, emotional, drug or alcohol problems?” 
 
Reasons for Not Seeking Help 
 

 
N = 220 

I’m not sure where or how to get help 98 
Services are hard to access (e.g., difficult to get appointments, inconvenient 
hours/locations) 

77 

I am concerned about privacy 77 
I don’t have the resources to get help (time, money, transportation, childcare) 67 
I’m not eligible for publicly funded services, and can’t afford other services 56 
Information on how to get help is hard to find 50 
Services and referrals aren’t as helpful as they should be 38 
There aren’t enough services focused on wellness, recovery, and hope 37 
I don’t think service providers understand my needs. 37 
Not enough services 36 
Mental health / substance use problems are not talked about in my family or 
community 

35 

Information on how to get help is confusing or difficult to understand 33 
There is a need for different types of services 29 
There aren’t enough service providers who go out into the community. 28 
There aren’t enough telehealth options 27 
Services providers don’t talk to each other enough and collaborate services with other 
agencies 

26 

Services don’t fit the needs of people who understand or share my culture 22 
Services don’t have enough peer support staff 21 
Services don’t focus on what I think is important for my recovery 20 
There is a lack of help in my language 15 
There is nothing anyone can do to prevent or treat mental illness 14 
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Ethnic group differences in help-seeking status within community survey sample 
 
 
Ethnic identity  

Non help-seeking 
(n=232) 

Help-seeking 
(n=446) 

White, Caucasian, European 107 (46.1%) 259 (58.1%) 
Asian, Asian American, or Pacific Islander 57 (24.6%) 71 (15.9%) 
Hispanic or Latino/a/x 32 (13.8%) 43 (9.6%) 
Black, African, or African American 7 (3.0%) 18 (4.0%) 
Native American, American Indian, or Alaskan 
Native 

5 (2.2%) 11 (2.5%) 

Middle Eastern, North/West African 2 (0.9%) 1 (0.2%) 
Multiracial 22 (9.5%) 43 (9.6%) 

Note: A response of “yes” = help-seeking and “no” = non help-seeking on the survey question “In the past 12 
months, did you seek help from anyone for these mental health, nervous, emotional, drug or alcohol problems?”) 
Note: There were 232 valid ethnicity responses for the non-help-seeking group, and 446 valid ethnicity responses 
for the help-seeking group. 
Note: Values denote number of respondents, followed by % of valid responses in parentheses. 
Note: Chi-square analyses showed significant ethnic differences in help-seeking vs. non-help-seeking status. These 
ethnic differences were driven by a greater number of Asian American Pacific Islander and Hispanic / Latina/o/x 
individuals in the non-help-seeking group as compared to the Caucasian/White/European group. 
 
 
Community Survey Responses to the question: “How easy was it to access the following 
services? (n=1283) 
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Pandemic-Related Needs 
Survey responses to the question: “As the pandemic improves and we all transition back to work, 
school, or other activities, do you have any specific issues in need of assistance from mental health 
or substance use services? (Check all that apply)” 
 
Pandemic-Transition-Related Need  n  
Stress/worry related to Covid-19, the pandemic, or vaccines 451 
More problems with sleep, diet, or exercise 446 
Having a hard time with work/life balance 366 
More mental health problems 359 
More physical health problems 275 
Having a hard time getting mental health care 225 
Fewer financial resources 166 
Having a hard time getting or keeping a job 115 
Having a hard time meeting basic needs (food, clothes, etc.) 104 
Having a hard time with childcare 104 
Having a hard time getting medical care 91 
Having a hard time accessing internet, phone, or other technology 76 
Having a hard time getting access to telehealth 60 
Having a hard time getting substance use services 43 

Note: A total of 1030 individuals responded to this item about pandemic-transition-related needs 
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BHSD Department-Level Analysis Tables 
 
 
BHSD Strengths Identified by Survey Respondents  

 
n 

Services are helpful. 61 
Services are focused on wellness, recovery, and hope.  55 
Service providers understand my needs. 39 
My mental health and substance use treatment providers talk to each other 
and coordinate services with other agencies. 

37 

Services are provided by people who understand or share my culture 
and/or speak my language. 

37 

Services help me accomplish my goals. 34 
I can get services in a crisis. 31 
Services are accessible (e.g., easy to get appointments, good 
locations/times). 

30 

I can get help from peers, people who have similar experiences. 26 
Services are consumer and family driven (families and clients have a 
primary decision-making role in their services). 

23 

 
 
 
BHSD Strengths Identified in Community Conversations, ranked  

 
n 

County & Community-based Organizations (e.g., LGBTQ+ 
organizations) 

37 

Cultural Communities Wellness Programs (CCWP) Staff 21 
Peer Support Services 12 
Mental Health Court  10 
Telehealth Services 8 
Full-Service Partnership (FSP) Services 6 
Community Education Trainings (Mental Health & Suicide) 5 
Recovery Focus 4 
Decriminalization Efforts 3 
SOGI Trainings 3 
School Wellness Centers 2 
Having a Single Call Line Number 2 
Mental Health Immigrant Screening 2 
Tobacco Cessation Programs 2 
Service Accessibility 1 
Parent Education 1 
Call Centers having non-English options 1 
Youth Services 1 
BHSD Leadership 1 
Housing transition services 1 
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Sobering Center 1 
Court Mental Health Assessors 1 
Community Solutions 1 
Community Dementia Trainings 1 
Continue Cross-Service Initiatives 1 
Harm Reduction Models 1 
Assisted Outpatient Programs 1 
Resettlement Agencies 1 
Valley Health Collaborative Care model 1 
Youth Diversion Program 1 

 
 

 
BHSD Areas of Growth Identified by Survey Respondents  

 
n 

There aren't enough services. 74 
Services are hard to access. 53 
We need different types of services.  42 
Services providers should talk to each other and coordinate services with 
other agencies. 

41 

Services should be focused on wellness, recovery, and hope. 32 
Services providers should go out into the community. 30 
Services should employ more peer support staff  30 
Services and referrals should be helpful. 27 
Services should be provided by people who understand or share my 
culture.  

24 

Services providers should understand my needs. 20 
Services providers should provide telehealth options. 19 
Services should be available in my preferred language. 18 
Services should focus on what I think is important for my recovery plan. 16 

 
 
 
BHSD Needs Identified in Community Conversations  

Number of 
comments  

Treatment Services 309 
Workforce Education and Training 225 
Treatment Access 186 
Prevention/Outreach 158 
Youth & Families 116 
Quality of Care 90 
Housing 83 
Cultural Considerations 52 
Criminal Justice 32 
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Note: The n represents the number of times a particular theme was mentioned in any community 
conversation, typically by different people. Total number of mentions was 1251. 
 
 
 
Quality of Care, by item 
 

 
Mean Score 

Provider created a safe and respectful space 3.2 
Good communication with my provider 3.1 
BHSD staff acted professionally 3.3 
Satisfied with my BHSD services 2.9 
Quality of Care Average Score 3.1 

Note: Items were rated on a Likert scale of 1 = Not at all true, 2 = A little bit true, 3 = Mostly 
true, and 4 = Very true. 
 
 
BHSD Access to Care (Ease of Access): Mean scores on the survey item “How easy was it to 
access the following services?”  
 
BHSD Service  

Ease of Access, 
Mean Score 

Suicide/Crisis Hotline 2.94 
Crisis Text Line 2.55 
Behavioral Health Urgent Care 2.44 
Behavioral Health Call Center Access Line 2.43 
Children's Mobile Crisis Response Team (Uplift) 2.32 
Mobile Crisis Response Team 2.29 
Mental Health and Substance Use Services, Adults 26-59 2.25 
Substance Use Services Access Line 2.21 
Criminal Justice Services 2.21 
Mental Health and Substance Use Services, Adults 60+ 2.14 
Mental Health and Substance Use Services, Children, Youth, and Family 2.14 
Mental Health and Substance Use Services, Tay (16-25) 2.06 

Note: Items were rated on a Likert scale of 1 = very difficult, 2 = somewhat difficult, 3 = somewhat 
easy, and 4 = very easy. 
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Access to Care, Item-by-Item Scores 
 

 
Mean Score 

I know where to go 2.8 
I know who to call 2.8 
Providers informed me about services/resources 2.9 
I don’t have to sit for long times in waiting rooms 2.9 
It’s not hard to get connected to my provider 2.5 
My BHSD team provides care when I need it 2.7 
Access to Care Average Score 2.8 

Note: Items were rated on a Likert scale from 1=Not at all true to 4=Very true, or 1=Not at all 
hard to 4=Very hard. 
 
 
Method of Connecting to Provider 
 

 
n (%) 

Referred from other providers 47 (28.3%) 
BHSD Call Center Access Line (MH or SU) 46 (27.8%) 
Word of Mouth 40 (24.1%) 
Called the Provider/Clinic Directly 34 (20.5%) 
Internet Search, Brochure, or Flier 15 (9.0%) 

*Note: Percentages were calculated using 166 as the denominator 
 

 
 
Survey Data, Recovery Orientation, by Item 
 

 
Mean Score 

I have choice/options in my care 2.9 
Services are focused on my goals/needs 2.9 
Recovery Orientation Average Score 2.9 

Note: Items were rated on a Likert scale from 1=Not at all true to 4=Very true, or 1=Not at all 
hard to 4=Very hard. 
 
 
Family Inclusion, by Item 
 

 
Mean Score 

Offered to include family in treatment 3.2 
Services helped family members better understand them 2.4 
Family members support my recovery 3.0 
Family Inclusion Average Score 2.7 

Note: Items were rated on a Likert scale from 1=Not at all true to 4=Very true, or 1=Not at all 
hard to 4=Very hard. 
 

 
 
Cultural Considerations, by Item 

 
Mean Score 
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Provider understands my culture 3.0 
Provider respects my cultural identities 3.4 
Services are available in my language 3.54 
Cultural Considerations Average Score 3.3 

 
 
 
Consumer Location During Telehealth Appointment 
 

 
n (%) 

Home (private space) 26 (54.2%) 
Home (shared space) 12 (25%) 
In public 5 (10.4%) 
At Work 1 (2.1%) 
Other 1 (2.1%) 

 
 
 
Telehealth, by Item 

 
Mean Score 

 
Comfortable receiving telehealth services 3.0 
Satisfied with providers during telehealth visits 3.1 
Few challenges accessing telehealth 3.1 
Telehealth Average Score 3.0 
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Children, Youth, and Family System of Care-Level Analysis Tables 
 

 
Community Survey Data from CYF Consumers 
 

CYF Survey Data Category Average Response 
(Consumers & Family, n = 27) 

Access to Care 3.0 
Quality of Care 3.6 
Cultural Considerations 3.8 
Recovery Orientation 3.3 
Family Inclusion 3.4 
Telehealth 3.0 

 
 
CYF Themes from Community Conversations, Aggregate Data 
 

Strengths (What should stay the same?) 
Number 

of 
Comments 

Telehealth services (5) 
LGBTQ+ organizations (3) 
School wellness centers (2) 
County-funded organizations (2) 
Current services for youth (e.g., “The services are great”) (2) 
Crisis Protocols in Schools (SPOC partnerships) (2) 
Youth diversion program (1) 
Parent education (n=1) 
Services accessibility (n=1) 19 

 
 

Areas of Growth (What should be added or changed?) 

Primary 
Themes Sub-Themes 

Number 
of 

Comments 

T
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m
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Inpatient/Residential Treatment 
• More capacity/space/beds – 22 
• More residential substance use programs that are focused on youth, 

instead of a single youth being placed into an adult program – 3 
• Need more transgender-affirming residential treatment – (double 

coded below) 25 
LGBTQ+ Youth Services 

• More services/resources for transgender & gender non-binary youth 
– 8 19 
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• More family services for trans youth – 3 
• Need more LGBTQ+ services for youth of all ages – 6 
• Need more transgender-affirming residential treatment – 1 
• More LGBTQ+ Resources – 1 
• Need a LGBTQ+ mental health liaison in schools – (double coded 

below) 
More Treatment (General) 

• More Therapy – 4  
• More Follow-up Services – 2  
• Support groups for family of suicide decedents – 2 
• Increase coping skills training for youth - 1 
• More youth support groups – 1 
• More mental health treatment, not medications – 1  
• More Services for non-Citizens – 1 12 

Schools 
• Need more therapy capability within the schools – 4 
• Need to expand school services – 4 
• Need to expand SLS into the schools – 1   
• Need a LGBTQ+ mental health liaison in schools - 1 10 

Eating Disorder Treatment 
• More services for eating disorders – 9 9 

Substance/Behavioral Addiction Services 
• “Don’t discharge family members because of their drug use” – 5  
• Services for gaming addiction – 1 
• Need more harm reduction treatment options – 1 
• More harm reduction for youth – 1 8 

Neurodiverse youth 
• More screening and treatment for neurodiverse youth – 3   3 

More Services at Wellness Centers 
• More Activities Like yoga, Zumba – 2 
• More funding for student wellness centers - 1 3 

Anxiety Disorder Treatment 
• Services for anxiety disorders – 2 2 

More Services for Marginalized 
Need better access for marginalized groups, like undocumented families – 1  1 
More therapy for parents - 1 1 
Other – 1 

• Need more transition services from youth to adulthood – 1 1 

Fa
m

ili
es
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9 
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m
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)  More family/parent inclusion/involvement in services 
• More family / parent inclusion – 22 
• Need more family support in cases when the loved one declines 

treatment – 12  
• More family follow-up after-care – 8 47 
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• More family integration when loved ones are in hospitals – 3 
• Allow parents of adults to make decisions that are favorable for the 

consumers/clients – 1  
• Help fathers stay connected to their children while in treatment – 1 

Increase resources or services for families/parents 
• More family resources or services - 10 
• More family services (life coaches, SW, therapists) – 8  18 

More services focused on parenting 
• More services focused on parenting – 2 
• Need additional resources for parents of trans youth – 1 
• Need parent-to-parent peer supports – 1 

 4 
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Increase staff positions or support 
• More peer support – 22 
• Need to hire more staff – 4 
• More access to psychiatry services – 4 
• More staff to help get connected to services – 3 
• Increase clinician pay – 2 
• Need more consistency in their providers – 2 
• More staff who are competent to work with trans youth – 2 
• Decrease documentation requirements – 1  
• Decrease caseloads – 1 41 

Staff Trainings 
• More staff training (non-specific) – 4  
• More BHSD trainings on the use of social media – 4  
• More BHSD training on motivational interviewing and harm 

reduction – 2 
• BHSD should make trainings accessible to school counselors by 

holding trainings outside of the school hours – 1 11 
Trainings Related to Families 

• Educate parents/families – 6 
• Teach families how to be an ally for substance use – 2 
• Need to teach parents how to talk to their children about mental health 

– 1 9 
Trainings Related to Schools / Students 

• Need to specifically train school counselors, teachers (e.g., to 
recognize mental health concerns) – 3 

• Need more SOGI training in the schools – 1 
• Need to train all freshmen/sophomores in the County – 1 
• Increase mental health awareness in grade schools – 1 
• More school trainings on trans youth – 1  

 
 
 7 



 

 
 

93 

A
cc

es
s 

(5
5 

co
m

m
en

ts
) 

Increase Community Awareness of BHSD Services 
• Make students/youth aware of the resources/services (e.g., “Youth 

don’t know what BHSD services exist, or how the process works”) – 
9 

• Need centralized information / a web page to advertise all BHSD 
services– 5 

• Need to increase awareness especially in those families that suffer 
from inter-generational mental health issues – 1  

• Need a resource fair for youth – 1 
• More awareness in Latin community via social media – 1 
• Need to increase marketing to make youth aware of 

services/resources – 1 18 
Decrease Call Center & Service Connection Wait Times 

• Need shorter wait for substance use and mental health treatment – 6 
• Shorter call center wait times – 4 
• Decrease wait time for Uplift services – 1 
• Need decreased wait times on substance use call line – 1 
• Decrease wait time on the suicide crisis line – 1 

Need to follow-through on the anonymous referral boxes – 2 15 
Increase Access (General) 

• Make it easier to access care – 4  
• Need ways for youth access resources/services without parental 

barriers – 1 
• Schools need to identify whether Native American services are 

appropriate – 1 
• Need to have only 1 phone number for all youth mental health 

substance use needs – 1  
• Need less obstacles to substance use treatment – 1  8 

Better access for the underinsured 
• Better access for the underinsured – 7 7 

Call Center Procedures 
• Better service at call centers ("Complaints aren't taken seriously") – 4  
• Call Centers should collect more information, including 

o Whether someone is already engaged in treatment – 1  
o What school the youth attends – 1 6 

Need free child care – 1 
 1 
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Community Education/Engagement on Mental Health, Substance Use, & 
Suicide Prevention 

• Need more community education – 11 
• Need more prevention services, outreach, and programming for youth 

– 9 
• Need more free community engagement events – 1 
• More suicide prevention in Palo Alto Unified School District – 1 23 
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Improved Quality of Clinical Services Provided by Staff 
• More compassion in clinical services provided by staff – 13 
• Need better trained therapists - 3 
• Need substance use treatment that:  

o Approaches youth as co-experts – 1  
o Doesn’t stigmatize or shame youth for their substance use - 1 
o Goes beyond lectures - 1 
o Addresses the underlying reasons for their substance use (e.g., 

pressure to succeed) – 1 
o Uses youth language (e.g., “blunt” instead of “cannabis”) - 1 

• Need to incentivize treatment for youth - 1 
• Need providers to be trained in intergenerational trauma – 1 
• More training for clinicians on LGBTQ+ challenges – 1 

Wellness / Recovery 
• Need more of a community approach – 1 25 

Collaborative Care - 5 
• More Collaborative Care – 1 
• Need better coordination between schools and families – 2 
• Need to coordinate with school wellness centers – 1  
• Increase collaboration between BHSD and the Family Resource 

Centers – 1 
Coordinate with private entities – 3 

• Coordinate with Stanford – 2  
Coordinate with Santa Clara University – 1 8 
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Youth Included in Decision-Making – 6  
• Youth should be included in the decision-making process – 4 
• “Is there a youth on the [Stakeholder Leadership] Committee?” – 2 

Other – 4 
• More volunteer opportunities – 1 
• Need more consistent assessment of community needs – 1 
• Bring the older and younger generations together – 2 10 
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Improve Continuity of Care after Prison Release (Warm Handoff) 2 
More treatment in the jails 

• Need more mental health treatment while individuals are in jail – 2 2 
Other  2 

• Use the Family Resource Centers to educate the community – 1 

Reduce community mental health stigma 11 
Prevention: Social activities - 4 

• Need more prosocial youth activities – 3 
• Need more safe social opportunities for trans youth - 1 4 

Need a physical space for the youth 1 
Need to collaborate with parents for mental health prevention 1 
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• Need more mental health treatment and less policing – 1 
• Restart diversion class for students – 1 
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Language 
• Need more access to services not in English – 1 1 

Need more culturally-appropriate therapy – 1 
 1 
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Housing Support 1 

Note: The total number of CYF-related comments was n=336. 
Note: For the purposes of the CYF System of Care analysis and report, relevant comments from the Family & Youth 
theme of non-CYF focused community conversations were recoded into categories based on function (e.g., training, 
access to services, treatment). This recoding allowed for more clarity in the description of CYF-focused conclusions 
and recommendations. All family and parenting-focused themes were kept in the original Family and Youth theme. 
As such, comment counts between the CYF and Department-level data tables may have some variability. 
Note: For themes that were most frequently occurring, information about the number of groups in which comments 
were discussed is provided. This information is not included for less frequently occurring themes. 
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Adult & Older Adult (AOA) System of Care-Level Analysis Tables 
 
AOA System of Care: Survey Category Averages 
Category Average Response (Consumers & Family) 

n = 82 
Access to Care 2.8 
Quality of Care 3.2 
Cultural Considerations 3.2 
Recovery Orientation 2.8 
Family Inclusion 2.6 
Telehealth 3.0 

 
 
AOA Themes from Community Conversations, Aggregate Data 
 

Strengths (What should stay the same?) 
Number 

of 
Comments 

CCWP Staff Members (40, 2 groups) 
Service Agencies (29, 7 groups) 

LGBTQ+ programs (12), Project Safety Net (11), Black Bird House (2), Good 
Samaritan (2), Community Solutions (1), Reentry Center (1), Momentum (1), 
Goodwill (1) 

Peer Support Services (12) 
Mental Health Court (10) 
Full-Service Partnerships (6) 
Recovery Focus (4) 
SOGI Trainings (3) 
Telehealth Services (3) 107 

 
 

Areas of Growth (What should be added or changed?) 

Primary 
Themes Sub-Themes 

Number 
of 

Comments 

T
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)  Inpatient/residential treatment  
• More inpatient availability (beds/doctors) – 27 
• More residential treatment – 22 
• More follow-up after hospitalization – 4 
• More hospitals – 2  
• Need more residential treatment for fathers with families – 2 
• Need mental health beds closer to communities, “not 3 hours away” 

– 2 
• More residential treatment for women – 1 
• Need more residential treatment for families – 1 

65 
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• Need more men-specific transitional housing units – 1 
• Increase sober living programs – 1  
• Need more respite programs for older adults – 1  
• More group home treatment – 1  

 
Substance Use Treatment 

• Dual Diagnosis – 18 
o Increased concurrent mental health & substance use 

treatment – 9 
o “Don’t discharge family members because of their drug use” 

– 5  
o Dual Diagnosis – 4 

• More detox services and beds – 11 
• More capacity for longer-term substance use treatment – 4 
• Need more substance use treatment options – 1 
• Need safe injection sites – 1  
• More in-person substance use services – 1  
• Need to disseminate community substance use treatment, such as 

test strip distribution – 1  
• Need to stop requiring 24 hours of sobriety before starting treatment 

– 1 
• More substance use follow-up – 1 
• More treatment for pain medication addiction – 1  
• Increase knowledge for accessing Alcoholics Anonymous – 1 
• Increase tobacco cessation programming – 1 

42 

 
More Mental Health Treatment 

• Need more capacity for mental health treatment (General) – 9 
• Longer-term therapy/treatment – 6 
• More step-down or intensive outpatient programs – 3 
• Longer-term case management – 2  
• More Grief Counseling – 2  
• More/in-person services for older adults – 2 
• Increase availability of expressive arts counseling – 2  
• Expand mental health treatment to reduce recidivism – 1  
• Services for postpartum depression – 1   
• More African American-focused services – 1  
• More eating disorder treatment – 1 
• Need additional services after Covid-19 – 1 
• More treatment for hoarding – 1 
• Longer-term medication support – 1  
• More support for psychiatric medication management (not a 

psychiatrist, but more follow-up between psychiatry visits) – 1 
• Need services for intergenerational trauma – 1 
• More treatment for co-occurring dementia and mental health – 1 
• More women-specific treatment options – 1  

38 
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• More father-specific services – 1  
 
Indigenous healing  

• Indigenous healing (e.g., medicine calls) – 14 

14 

 
Skills Support or Support Groups  

• More mental health skills training – 3 
• More occupational skills support– 3 
• More support groups – 2 
• Need socialization groups for older adults – 2  
• More rehabilitation programs – 2 
• Support groups for men – 1 
• Increase life skills training – 1  

14 

 
Flexibility  

• Need to allow more flexibility in therapy by de-emphasizing 
manualized protocols – 7 

• Need more flexibility to meet community’s cultural needs – 1 

8 

 
More LGBTQ+ Services 

• Need gender-affirming therapy beyond repeating gender journey – 1 
• Support and resources for older trans adults – 1  
• More service for older adult LGBTQ+ individuals – 1 
• More gender inclusive services – 1 
• More LGBTQ+ services in North County - 1 
• More services for LGBTQ+ individuals in jail - 1 
• Need a LGBTQ+ mental health liaison in schools – 1 
• More services for LGBTQ+ individuals – 1 

8 

 
Treatment outside of San Jose 

• Need more mental health and substance use treatment in South 
County – 3 

• Need a mental health crisis team based in South County for faster 
response times – 1  

• More options for substance use in South County – 1 
• Additional women’s facility in South County – 1  
• Need more services outside of San Jose – 1 

7 

More Domestic Violence Resources  
 

5 

Other 
• More home-based care – 4 
• Expand mental health screening for immigrants – 2  
• Increase availability of options that are appropriate based on social 

class – 1  
• Stop Covid vaccination requirements – 1  

8 
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More Clinical Staff  
• Case Managers – 46 
• More clinical staff (e.g., therapists, psychiatrists, FSP providers) - 

36 
• Peer Support – 32 
• More staff for LGBTQ+ organizations – 6  
• Additional Staff for Outreach – 6 
• More treatment providers for older adults – 1 

127 

Staff Training  
• Staff trainings on cultural topics - 26 

o Expand LGBTQ+ Training for BHSD staff (e.g., TGI+ risk 
factors, best practices for gender affirmation processes, 
SOGI training for staff, non-English LGBTQ+ trainings) – 
11 

o More understanding of Native American needs, history, 
historical harms, & the Indian Child Welfare Act (ICWA) – 
7 

o Older adult training, including substance use, physical 
illness, & cognitive decline – 5 

o Greater clinician training on the immigrant community – 2 
o Increase provider cultural competence – 1  

• “Staff need more training” (general) – 3  
• Recognize psychosomatic mental health symptoms – 1  
• Need more suicide training for BHSD staff – 1 
• More staff training on grief and loss – 1  
• BHSD should make trainings accessible to school counselors by 

holding trainings outside of the school hours – 1  
• Decrease cost of any BHSD trainings – 1 

34 

Support for Staff  
• Increase Staff Pay – 6 
• Need more support for BHSD clinicians (generally) – 6 
• Increase provider recruitment and retention – 6 
• Reduce clinical documentation requirements – 3 
• Realistic caseloads – 3 
• Make it easier to hire substance use counselors – 2 
• Increase burnout prevention for staff members – 1  

27 
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Access (General)  
• Easier access to services – 18 
• “Not sure where to get help” – 4  
• “System is hard to navigate” – 3  
• Need a “no-wrong-door” policy – 3 
• Decrease access barriers – 3 
• More clinic locations – 3  
• Community members need help in reaching out for assistance – 3  
• More resources on how to access substance use services – 3 

57 
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• Increase access for Hispanic/Latino/a/x community – 2  
• Need to reduce Covid vaccine requirements for care – 2 
• Need a universal admission packet for all BHSD services – 2  
• Increase access to trans-affirming medical care – 1  
• Easier access to specialty services – 1  
• Need easier access to treatment (instead of calling a hotline daily) – 

1  
• Need less rules for accessing residential/inpatient substance use 

treatment – 1  
• Easier access for undocumented individuals – 1 
• Less steps to access care – 1 
• Easier access for unhoused individuals – 1  
• Need consistent access to psychiatry – 1  
• Need warm hand-offs – 1  
• Need the *988 system – 1  
• Need to have only 1 phone number for all youth mental health 

substance use needs – 1  
Increase Community Awareness of BHSD Services 

• Increase community knowledge of BHSD services/resources – 20 
• Need to list all BHSD services/treatments (“it was very confusing to 

know what services you could even ask for”) – 6 
• Synthesize resources for BHSD clinicians to understand (e.g., one 

single email instead of 10 different email lists) – 1  
• Use the Family Resource Centers to educate the community – 1  
• Need increased community knowledge of who’s eligible for which 

services – 1 
• Increase marketing on Facebook – 1  

30 

Decrease Treatment Wait  
• Decrease wait times for evaluation/treatment – 5 
• Need to decrease wait times for mental health treatment – 3 
• Decrease wait times for substance use treatment – 3 
• Increase access to treatment – 1  

12 

Underinsured  
• Make services accessible to the middle class (those whose income is 

too high to qualify for BHSD services, but also can’t afford private 
pay treatment) – 8 

• Increased access regardless of insurance status – 4 

12 

Access to Indian Health Center  
• Need easier referral process to the Indian Health Center – 6  
• Schools need to identify whether Native American services are 

appropriate – 1  

7 

• Transportation Resources  7 

De-Stigmatizing Language – 2  2 
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• BHSD should change to de-stigmatized language to increase Filipino 
access (e.g., use “community/family support” instead of “mental 
health”) – 2 
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Outreach 
• More community outreach - 17 

o More community outreach (General) – 8 
o More community building / organizing / connections – 6 
o More in-person outreach events – 3 

• Cultural community outreach - 16 
o Need more outreach between BHSD and the Native 

American community – 6 
o Desire for a re-connection between BHSD and MENA 

immigrants – 3 
o Outreach to immigrants – 3 
o Outreach in Spanish – 1  
o Increase Filipino outreach – 1 
o Restart the Filipino CCWP team – 1 
o Outreach through mosques – 1 

• Media outlets – 4 
o More Media Outreach via TV and radio – 2 
o More Social Media Outreach – 2 

• More Outreach in medical offices (e.g., hospitals, physician offices) 
– 2  

39 

Prevention 
• More mental health and substance use prevention – 13  
• Facilitating cultural connection as a form of prevention – 4 
• More activities at Wellness Centers – 4 
• Need prevention plans – 1 
• More prevention of student vaping – 1  
• Increase access to spiritual lands – 1 
• Change the mental health paradigm to treat the community – 1 

25 

Community knowledge of mental health and substance use  
• Increase community awareness of mental health and substance use – 

16 
• Need community education on cognitive decline – 4  
• Increase mental health trainings for community members – 1  
• Increase community knowledge of domestic violence – 1  
• Increase community knowledge of child abuse – 1  

23 

Need a Physical Space  
• Need an Ethnic Wellness Center for Native Americans – 6  
• Need a LGBTQ+ Drop-In Center – 2 
• Need a physical space for TGI+ individuals – 2 
• Need a physical building in the South Bay to facilitate community 

outreach – 1  
• Need a Drop-in Center – 1 

14 



 

 
 

102 

• Need a “clubhouse” model physical space for older adults – 1 
• Need a place to meet for African immigrants – 1  

 
Decrease Community Stigma 

• Reduce mental health stigma in the community – 9 
• Need to reduce stigma in racial/ethnic minority communities – 3 

12 

 
Decrease Isolation  

• Need a “warm line” so older adults can have someone to talk to – 2 
• Need to decrease older adult isolation – 1  
• Increased social support – 1 
• Decrease isolation – 1 

5 

Housing 
(81 

comments, 
11 groups) 

Need More Housing 
 
 

81 
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Better Quality of Clinical Services Provided by Staff  

• Better quality of clinical services provided by staff (empathy, 
hopeful, understanding) (from Spanish-speaking stakeholders)– 50  

• More culturally-appropriate staff approaches to mental health – 3 
• Better care in hospitals – 1 
• Decrease stigma within BHSD staff/clinicians – 1 

55 

 
Collaborative Care  

• Decrease silos between BHSD programs – 9 
• Need to coordinate with teachers/schools – 2 
• More collaboration between BHSD and Physicians– 2 
• More collaboration between BHSD and County departments (e.g., 

BHSD and Housing Office) – 1  
• Increase collaboration between BHSD and the Family Resource 

Centers – 1  
• More collaborative care – 1 
• Better communication between the client and the treatment team – 1  
• A county-wide database for mental health histories – 1 

18 

 
Whole-Person Approach  

• Need a whole person approach to treatment – 4 

4 

 
Recovery Orientation  

• Need more recovery orientation – 2 
• Decrease dependence on medications – 1 
• Need more self-help centers – 1 

4 
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Spirituality  
• Need to collaborate with spiritual/faith-based leaders – 8 
• Need to increase spirituality as a part of treatment – 7 
• Increase community outreach through churches – 1 

16 

Language  
• Need services in immigrants’ language – 7 
• Services in languages besides English – 4 
• Increase access to services in Tagalog – 1  

12 

Demographic Match  
• Need more Native American Staff – 7  
• More culturally-matched therapists (e.g., same race/ethnicity) – 1  
• Need more African staff – 1 

9 

SOGI Data Collection  
• Change SOGI data collection across the BHSD system (e.g., no 

need to ask “sex assigned at birth” unless there is a medical reason) 
– 4 

• BHSD should guarantee that there is always a place for the true 
name of the trans/gender-nonbinary clients – 2  

6 

Other  
• More cultural-focused services – 2 
• More cultural awareness for BHSD providers, especially given the 

predominantly Hispanic/Latino/a/x population in Dependency 
Wellness Court – 1 

3 
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More Treatment in Jails  
• More therapy/mental health treatment while individuals are in jail – 

7 
• Need more staff in the jails – 1 
• “Less jail, more mental health treatment” – 1 
• More treatment, not a new jail – 1  

10 

Continuity of Care 
• Need warm handoffs from jail to community – 9  

9 

Training criminal justice personnel on mental health 
• Need more mental health education for police – 2 
• Police need to listen to parents more – 2 
• More mental health-trained probation officers – 1  
• Increase police knowledge of Alzheimer behaviors – 1 

6 

Other 
• Need a restorative justice model – 1 
• More criminal justice services for undocumented immigrants – 1 
• Keep Criminal Justice separate from Adult/Older Adult Services – 2 
• Increased financial support for court fines – 1 

5 

Note: The total number of AOA-related comments was n = 987. 
Note: For the purposes of the AOA System of Care analysis and report, comments regarding the CYF system of care 
and the AUP system of care were excluded and analyzed separately (see CYF and AUP reports). This process 
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allowed for more efficiency and clarity within the AOA system of care report. As such, comment counts between the 
AOA and Department-level data tables may have some variability. 
Note: For themes that were most frequently occurring, information about the number of groups in which comments 
were discussed is provided. This information is not included for less frequently occurring themes. 
  



 

 
 

105 

Access & Unplanned Services System of Care-Level Analysis Tables 
 
 
Access & Unplanned Services:  Survey Category Averages 

Category Average Response (Consumers & Family) 
n = 30 

Access to Care 2.7 
Quality of Care 2.8 
Cultural Considerations 3.0 
Recovery Orientation 2.7 
Family Inclusion 2.53 
Telehealth 2.7 

 
 

 
Access & Unplanned Services consumers’ response to the item: “Were 
you asked if you wanted family or other supports in your life to be part 
of your treatment?” 

 

 
Mean Score 

Yes 36% 
No 64% 

 
 
 
Family Inclusion items for Access & Unplanned Services consumers, 
by Item 
 

 
Mean Score 

Offered to include family in treatment 2.14 
Services helped family members better understand them 2.28 
Family members support my recovery 2.94 
Family Inclusion Average Score 2.53 

Note: Items were rated on a Likert scale from 1=Not at all true to 4=Very true, or 1=Not at all 
hard to 4=Very hard. 
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Access & Unplanned Services Themes from Community Conversations, Aggregate Data 
 

Strengths (What should stay the same?) 
Number 

of 
Comments 

Suicide Prevention efforts 
• Project Safety Net – 11 
• Suicide prevention trainings – 4 
• Crisis protocols in schools (SPOC partnerships) - 2 17 

LGBTQ+ organizations (Q Corner, LGBTQ Wellness Center, Gender Health Center, 
The Pride Center, Bill Wilson’s LGBTQ programming, New Haven’s LGBTQ 
programming) 15 
Community trainings 

• SOGI trainings – 3 
• Community Education Trainings (“Trainings for the public to become public 

mental health workers is the best prevention”) - 1 
• Community Dementia Trainings - 1 5 

NAMI 4 
Wellness centers 

• School wellness centers – 1 
• Wellness centers - 1 2 

Having a Single Call Line Number  2 
Call Centers having non-English options 1 
Service accessibility 1 
Tobacco cessation 1 

 
 

Areas of Growth (What should be added or changed?) 

Primary 
Themes Sub-Themes Number of 

Comments 
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Increase Awareness of Services 
Increase awareness of BHSD resources/services – 49 

• Need to increase community awareness of BHSD 
resources/services – 31 

• Make students/youth aware of the resources - 9 
• Need to increase awareness especially in those families that suffer 

from inter-generational mental health issues – 1  
• Need increased community knowledge of who’s eligible for which 

services – 1 
• Not sure where to get help – 4 
• More resources on how to access substance use services – 3 

70 (14 
groups) 
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Consolidated / user-friendly information about services - 17 
• Need centralized information about BHSD services (e.g., 

website/list)– 14 
• Synthesize resources for BHSD clinicians to understand (e.g., one 

single email instead of 10 different email lists) – 1  
• Need a resource fair for youth – 1 
• Should be Easier to find resources – 1 

 

Marketing - 2 
• Increase marketing on Facebook – 1 
• Need to increase marketing to make youth aware of 

services/resources – 1 
• More awareness in Latin community via social media – 1 

 

Other awareness - 2 
• Increase knowledge of non-police emergency mental health 

response – 1  
• Use the Family Resource Centers to educate the community – 1 

 
Increase Access (General) 
Make services easier to access/remove access barriers - 41 

• Easier & more access to services – 19 
• Ways to access help except a call center – 6 
• Decrease access barriers – 4 
• System is hard to navigate – 3 
• Should be easier to access help before a negative event – 2 
• Increase treatment access options – 1  
• Need easier access to treatment (instead of calling daily) - 1 
• Need less obstacles to substance use treatment – 1  
• Need less rules for accessing residential/inpatient substance use 

treatment – 1 
• BHSD needs to better explore why different services aren’t being 

used – 1 
• Need to reduce Covid vaccine requirements for care – 2 

 

Need better access for specific populations, services, or concerns - 6 
• Easier access to specialty services – 1  
• Easier access for unhoused individuals – 1  
• Need consistent access to psychiatry – 1  
• Need more wrap-around services – 1 
• Need more services in South County – 1 

 

Other general access concerns or suggestions - 8 
• Community members need help in reaching out for assistance – 3  
• More clinic locations – 3  
• Need to follow-through on the anonymous referral boxes – 2 

58 (16 
groups) 
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Need a “no-wrong door” policy - 3 
• Need a “no-wrong-door” policy - 3 

Decrease Call Center Wait times – 19   
 
Decrease Wait Times for Treatment – 12 

• Decrease wait times for evaluation/treatment – 8  
• Need immediate access to care – 1  
• Need more warm handoffs – 1  
• Need shorter wait lists – 1  
• Need shorter wait for substance use treatment – 1 

31 (10 
groups) 

Better access for the underinsured 
• Increase access for those with insurance unable to receive BHSD 

services – 14 
• Need more access regardless of insurance status – 5 

19 (10 
groups) 

Call Center Procedures  
• Better service at call centers ("Complaints aren't taken seriously") 

– 4  
• Need a universal admission packet for all BHSD services – 2  
• Call Centers should collect more information, including 

o Crisis call centers should ask if the caller wants a translator 
– 2 

o Whether someone is already engaged in treatment – 1  
o What school the youth attends – 1 
o Native American identity to facilitate referral to the Indian 

Health Center – 1  
• Increase language options at Access Call Line – 1  
• Need the *988 system – 1 
• Need to have only 1 phone number for all youth mental health 

substance use needs – 1  

14 (6 
groups) 

Adjunctive / Case Management Services to Facilitate Access  
• Need more transportation assistance – 8 

8 (4 groups) 
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More Prevention/Outreach (in general) 
 
More mental health and substance use prevention - 33 

• More mental health and substance use prevention / early 
intervention – 18 

• Need more youth prevention – 9 
• Increase social support or more prosocial youth activities – 4 
• Need prevention plan – 1 
• More prevention of student vaping – 1  
• Need to collaborate with parents for mental health prevention 

 

More community outreach - 21 
• More community outreach - 8 
• More In-person Outreach events – 3 
• Need more community building / organizing / connections – 3 
• More Media Outreach via TV and radio – 2 
• More Outreach in medical offices (e.g., hospitals, physician 

offices) – 2  
• More Social Media Outreach – 2 
• More Youth Outreach – 1 

 

Suicide Prevention – 3  
• More suicide prevention services – 1  
• More suicide prevention in Palo Alto Unified School District – 1  
• Older adult suicide prevention – 1 

 

Need more physical spaces - 3 
• Need a “clubhouse” model physical space – 1 
• Need a physical space for the youth – 1 
• Need a physical building in the South Bay to facilitate community 

outreach – 1 

56 (17 
groups) 

 

Community Trainings or Education on Mental Health, Substance Use, or 
Related Issues – 26 

• More community trainings on mental health and substance use – 
18 

• Need community education on cognitive decline – 3  
• Increase community knowledge of domestic violence – 1  
• Increase community knowledge of child abuse – 1 
• Need community dementia trainings to expand – 1  
• Need more youth education – 1 
• Need better mental health training for childcare providers – 1 

26 (12 
groups) 

Reduce Mental Health & Substance Use Stigma in the Community - 23 
• Need to reduce mental health and substance use stigma– 22 
• Decrease mental health stigma in youth – 1 

23 (10 
groups) 
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LGBTQ+ youth-related services - 18 
• TGI+ Youth – 9 

o More services for trans and gender non-binary youth – 7 
o Need more safe social opportunities for trans youth – 1 
o Need additional resources for parents of trans youth – 1 

• School collaborations and training– 6 
o Need to specifically train school counselors, teachers 

(specifically PE teachers) - 2 
o Need more SOGI training in the schools – 1 
o Need to train all freshmen/sophomores in the County – 1 
o Increase the collaboration between schools and BHSD 

mental health treatment – 1 
o Need a LGBTQ+ mental health liaison in schools – 1 

• More LGBTQ+ youth services – 3 

18 

More LGBTQ+ services or resources – 13 
• More TGI+ related services – 7 

o More resources for the Transgender & Gender Non-Binary 
community – 1 

o Need gender-affirming therapy beyond repeating gender 
journey – 1 

o Increase access to trans-affirming medical care – 1 
o More gender inclusive services – 1 
o Support and resources for older trans adults – 1  
o Need more transgender-affirming residential treatment – 1 
o Need more gender-affirmation in EPS services – 1 

• More LGBTQ+ related services – 6 
o More services, support, or resources for LGBTQ+ 

individuals – 3 
o More service for older adult LGBTQ+ individuals – 1 
o More LGBTQ+ services in North County – 1 
o More services for LGBTQ+ individuals in jail - 1 

13 

LGBTQ+ training for BHSD Staff – 12 
• Expand LGBTQ+ training for BHSD staff – 3 
• More LGBTQ+ training for EPS – 2 
• Mandate all BHSD staff complete a SOGI training – 2 
• Need non-English trainings for LGBTQ+ services – 1 
• Need to increase BHSD providers’ trans competency (e.g., risk 

factors) – 1 
• Need to provide training against gatekeeping – 1 
• More training for clinicians on LGBTQ+ challenges – 1 
• Increase provider cultural competence – 1 

12 

Cultural Considerations in BHSD policies,  procedures, and practices - 10 
• Concerns/gaps in SOGI Data Collection that can create harm for 

LGBTQ+ communities– 6  
o Change SOGI data collection across the BHSD system  – 4 

10 
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o BHSD should guarantee that there is always a place for the 
true name of the trans/gender-nonbinary clients - 2 

• BHSD should recognize historical harms, name them, and 
acknowledge the harms – 1 

• Gender-affirming restrooms County Wide – 1 
• Increase the community-BHSD connection – 1 
• Need a health equity approach to TGI concerns – 1 

 
WET – increase staff positions/support in LGBTQ+ programs - 6 

• More staff for LGBTQ+ organizations (Q Corner, The Pride 
Center, LGBTQ Wellness Center) – 6 

6 

LGBTQ+ Safe Housing – 5  
• Increase LGBTQ+-affirming housing opportunities – 2  
• Increase LGBTQ+-affirming sober living options – 1 
• Need more LGBTQ+-affirming housing options - 2 

5 
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Native American communities - 22 
• Access to the Indian Health Center - 8 

o Need easier referral process to the Indian Health Center - 6 
o Schools need to identify whether Native American services 

are appropriate – 1  
o Call Center needs to identify Native American identity to 

facilitate referral to the Indian Health Center – 1  
• Need an Ethnic Wellness Center for Native Americans - 5 
• Need more outreach between BHSD and the Native American 

community – 4 
• Need to re-build trust between BHSD and Native American 

community – 2 
• Increase access to spiritual lands – 1 
• Need a physical space for indigenous healing events - 1 
• Need a Drop-in Center – 1 

22 

General cultural considerations – 10 
• Facilitating cultural connection as a form of prevention – 4 
• Community-based cultural mental health prevention – 3 
• Need more access to resources/services not in English – 2 
• Need a health equity approach - 1 

10 

Filipino communities - 5 
• BHSD should change to de-stigmatized language to increase 

Filipino access (e.g., use “community/family support” instead of 
“mental health”) – 2 

• Increase Filipino outreach – 1 
• Restart the Filipino CCWP team – 1 
• Decrease stigma in the Filipino community – 1 

4 
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MENA immigrants - 5 
• Desire for a re-connection between BHSD and MENA immigrants 

– 3 
• Continue all mental health services for MENA immigrants  - 1 
• Need a physical place to meet – 1 

5 

LGBTQ+ communities - 4 
• Need a LGBTQ+ Drop-In Center – 2 
• Need a physical space for TGI+ individuals – 2 

4 

Latino/a/x or Hispanic communities - 3 
• Increase access for Latino community – 2  
• Easier access for undocumented individuals – 1 
• Outreach in Spanish – 1 

3 

Older adults - 3 
• Need to decrease older adult isolation – 1  
• Need a “warm line” so older adults can have someone to talk to – 

2 

3 

Immigrant communities - 2 
• Need community education on immigrants’ values – 1  
• More mental health education for immigrant individuals – 1 
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More Staff - 11 
• More CIT Staff – 5 
• Increase call center staff – 3  
• Need more case managers embedded within EPS – 2  
• Retain the mental health worker embedded within APS – 1 

 

Additional Staff for Outreach – 6 
• Outreach to immigrants – 3 
• Youth Outreach – 2 
• Outreach through mosques – 1 

17 (4 
groups) 

Staff Training 
• More LGBTQ+ training for EPS (e.g., gender affirmation) – 2  
• Need more training for EPS staff – 1 
• Need more suicide training for BHSD staff – 1 

4 (2 groups) 
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Family Integration in Crisis Care- 11 
• More family follow-up after care– 8 
• More family integration when loved ones are in hospitals – 3 

Crisis Services - 5 
• Need a mental health crisis team based in South County for faster 

response times – 1  
• Mobile Crisis: improve response times – 1  
• Additional crisis services – 1  
• Increase the hours for PES – 1  

16 (6 
groups) 
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• Decrease wait time for Uplift services – 1
Other 

• Need support groups for family of suicide decedents – 2
2 (1 group) 

Quality of 
Care 

(2 comments) Better care from crisis services 
2 

Note: The total number of Access & Unplanned Services-related comments was n = 464. 
Note: For the purposes of the Access & Unplanned Services System of Care analysis and report, relevant comments 
from the all community conversations were recoded into categories based on function (e.g., training, access to 
services, treatment). This recoding allowed for more clarity in the description of Access & Unplanned Services-
focused conclusions and recommendations. As such, comment counts between the Access & Unplanned Services and 
Department-level data tables may have some variability. 
Note: A multitude of LGBTQ+ specific services and programs are housed under the Access and Unplanned Services 
system of care; thus, non-access and prevention needs for the LGBTQ+ community are coded within this data table. 
The number of non-access / non-prevention LGBTQ+ related comments (64 comments) constituted the third most 
frequently mentioned theme, and is listed separately as a theme. 
Note: For themes that were most frequently occurring, information about the number of groups in which comments 
were discussed is provided. This information is not included for less frequently occurring themes. 
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Community Conversation Data Tables 
 

African/African American Ancestry Community (N = 6) 

What Should Stay the Same? N 
Continue Efforts to treat low-level offenses instead of punishing them 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Treatment Services  Flexibility – 7  

• Need to allow more flexibility in therapy by de-
emphasizing manualized protocols – 6 

• Need more flexibility to meet community’s cultural 
needs – 1  

Dual Diagnosis Services – 3  
• Need more concurrent mental health & substance use 

treatment - 3 

10 

Cultural 
Considerations 

Spirituality – 4  
• More collaboration with faith leaders – 3 
• More faith/spirituality in care – 1  

Other – 1  
• Need increased cultural sensitivity and cultural care 

in treatment – 1 

5 

Prevention & 
Outreach 

Community Building – 4  
• Need more community building / organizing / 

connections – 3 
• Change the mental health paradigm to treat the 

community – 1 
Other – 1  

• Need more community education on mental health 
and substance use – 1  

5 

Criminal Justice • Need more mental health treatment in the jail – 2 
• Need more staff in the jails – 1 

3 

Families & Youth • Need to target families / parents – 3  3 
Housing • Need more housing – 2  2 
Access • Need easier access to BHSD services – 1 1 
Quality of Care • Need to “treat the whole person” – 1 1 
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African, Middle Eastern, and North African Immigrant Community  
(N = 23) 
What Should Stay the Same? N 
CCWP Staff 21 
What Should be Added or Changed?   
Themes Sub-Themes N 
WET Case Management – 5 

• More case managers – 3 
• More advocates – 1  
• More support – 1 

Additional Staff for Outreach – 6 
• Outreach to immigrants – 3 
• Youth Outreach – 2 
• Outreach through mosques – 1 

General – 3 
• More staff – 3 

14 

Treatment Services Crisis Services – 2  
• Need more case management embedded within EPS – 

2 
Treatment Beds In-County – 2  

• Need mental health beds closer to communities, “not 
3 hours away” – 2 

Other – 2  
• Need additional services after Covid-19 - 1 
• Need more skills training – 1 

9 

Prevention/Outreach Physical Space for African immigrants – 1  
• Need a place to meet – 1  

Other – 6  
• Desire for a re-connection between BHSD and MENA 

immigrants – 3 
• Continue all mental health services for MENA 

immigrants  
• Decrease isolation – 1 
• Decrease mental health stigma – 1 
• Need more youth substance use prevention - 1 

7 

Cultural 
Considerations 

Language – 3  
• Need services in immigrants’ language – 3 

Spirituality – 2 
• Need to coordinate with faith leaders – 2 

Demographic Match – 1  
• Need more African staff – 1  

 

6 

Access Pipeline Access Procedures – 3  3 
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• More resources on how to access substance use 
services – 3 

 

Housing • Need housing – 3  3 
Families & Youth • More Family Inclusion – 2  2 
General • Need to have more opportunities for community 

feedback - 1 
1 
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Chinese-Speaking Community (N = 3) 

What Should Stay the Same? N 
Call centers having non-English options  1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Access Access (General) – 3  

• Community members need help in 
reaching out for assistance – 3  

Call Center Procedures – 2  
• Crisis call centers should ask if the 

caller wants a translator – 2  

5 

Prevention & 
Outreach 

Community Education – 2  
• More community trainings on mental 

health and substance use help-seeking 
– 2 

Prevention – 1  
• Because adults will worry about youth, 

it is probably best for youth to have 
options for help from other youth – 1  

3 

Cultural 
Considerations 

Spirituality – 1  
• Need to incorporate 

religion/spirituality into treatment – 1  

1 
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Dependency Wellness Court Stakeholders (N = 7)  

What Should Stay the Same? N 
Full-Service Partnerships (FSP) 3 
Blackbird House 2 
BHSD Leadership (“We are so fortunate to have such a great County of committed 
leaders.”) 

1 

Housing transition (“The housing transition from residential to THU is going well”) 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Treatment Services Substance Use Treatment – 8  

• Decrease wait times for substance use treatment – 3 
• Need more detox bed availability – 3 
• Need more substance use treatment options – 1 
• Need to stop requiring 24 hours of sobriety before 

starting treatment - 1 
Residential Treatment – 5  

• Need more residential treatment for fathers with 
families – 2 

• Need more residential treatment for families – 1 
• Need more crisis residential services – 1 
• Need more men-specific THUs – 1 

More Mental health Treatment – 4 
• Need to decrease wait times for mental health 

treatment – 3 
• Need more capacity for mental health treatment – 1 

Other – 4  
• Need more treatment in the jails – 1 
• More job skills training – 1  
• Stop Covid vaccination requirements – 1  
• More women-specific treatment options – 1  

21  

Housing • Need more housing – 6 
• Need long-term housing – 3 
• Collaborate with other Counties on housing – 2 
• Need more housing support – 2 
• Need longer-term housing for families – 1 
• Need a simpler process for housing – 1 
• More financial housing support – 1 
• People falling into the gaps between THU and their 

next housing situation – 1  

17 

WET Case Managers – 5  
• Need more case management – 4 
• Need more case management for psychiatric 

medication compliance – 1 
Peer Support – 1  

6 
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• More peer support - 1 
Access Transportation – 5  

• Need more transportation assistance – 5 
Increase awareness of BHSD services – 2  

• Need a common place for community members to see 
the BHSD services – 2 

7 

Families & Youth Family – 2  
• Need more treatment related to parenting for parents - 

1 
• Need additional resources for entire families - 1 

2 

Cultural 
Considerations  

Demographic Match – 1  
• More culturally-matched therapists (e.g., same 

race/ethnicity) 
Other – 1  

• More cultural awareness for BHSD providers, 
especially given the predominantly 
Hispanic/Latino/a/x population in Dependency 
Wellness Court 

2 

Quality of Care Collaborative Care 
• Better communication between the client and the 

treatment team – 1  
 

1 
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Tagalog / Filipino Community (N = 6) 

What Should Stay the Same? N 
Current Services for Youth 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Access Increase awareness of BHSD services – 3 

• Increase community members awareness of BHSD 
resources – 2 

• Increase marketing on Facebook – 1 
De-Stigmatizing Language – 2  

• BHSD should change to de-stigmatized language to 
increase Filipino access (e.g., use “community/family 
support” instead of “mental health”) – 2 

5 

Outreach & 
Prevention 

• Increase Filipino outreach – 1 
• Restart the Filipino CCWP team – 1 
• Decrease stigma in the Filipino community – 1 

3 

Cultural 
Considerations 

Spirituality – 2  
• Increase community outreach through churches – 1 
• Collaborate with spiritual leaders – 1 

Language-Matched Services – 1  
• Increase access to services in Tagalog - 1 

3 

Treatment Services • Increase coping skills training for youth - 1 
• Increase support groups – 1 

2 

Family & Youth • Need more family/parent involvement - 1 1 
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Lesbian, Gay, Bisexual, Queer, Asexual, Pansexual, and Two-Spirit (LGBQAP2S+) 
Community (N = 6) 

What Should Stay the Same? N 
SOGI Trainings 3 
LGBTQ+ organizations in the County (Q Corner, Gender Health Center) 3 
Mental Health Court 2 
What Should be Added or Changed?   
Themes Sub-Themes N 
WET General Staffing - 2  

• Increase provider recruitment and retention – 2  
Case Managers – 1  

• More case management – 1  
Peer Support – 1  

• Increase use of peers in substance use recovery – 1  
Expand LGBTQ+ Training for BHSD staff – 4  

• Expand LGBTQ+ training for BHSD staff - 2 
• Mandate all BHSD staff complete a SOGI training – 1 
• More LGBTQ+ training for EPS - 1 

8 

Cultural 
Considerations 

SOGI Data Collection – 6  
• Change SOGI data collection across the BHSD system 

(e.g., no need to ask “sex assigned at birth” unless there 
is a medical reason) – 4 

• BHSD should guarantee that there is always a place for 
the true name of the trans/gender-nonbinary clients  

Staff Training – 1  
• Increase provider cultural competence 

7 

Treatment Services  Increase LGBTQ+ Services – 6  
• More service for older adult LGBTQ+ individuals – 1 
• More gender inclusive services – 1 
• More LGBTQ+ services in North County - 1 
• More services for LGBTQ+ individuals in jail - 1 
• Need a LGBTQ+ mental health liaison in schools – 1 
• More services for LGBTQ+ individuals – 1 

Other – 1  
• Increase tobacco cessation programming – 1  

7 

Access Increase Access for Underinsured - 2 
• Increased access regardless of insurance status – 2 

Access Procedures - 2 
• Need a universal admission packet for all BHSD 

services – 2  
Increase community awareness of BHSD services – 1  

• Increase knowledge of non-police emergency mental 
health response – 1  

5 
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Housing LGBTQ+ Safe Housing – 3  
• Increase LGBTQ+-affirming housing opportunities – 2  
• Increase LGBTQ+-affirming sober living options - 1 

3 

Outreach & 
Prevention 

Physical Space for LGBTQ+ community – 2  
• Need a LGBTQ+ Drop-In Center – 2  

2 

Quality of Care Collaborative Care – 2  
• Increase the collaboration between schools and BHSD 

mental health treatment – 1  
• Break down silos and increase clinician collaboration – 

1  

2 

Criminal Justice • “Less jail, more mental health treatment” – 1  1  
General • Increase the community-BHSD connection – 1  1 
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General Clients/Consumers (N = 23) 

What Should Stay the Same? N 
Community Solutions (The case management was very useful”) 1 
El Camino Hospital’s outpatient support groups after hospitalization 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Treatment Services  Inpatient/Residential – 7 

• Residential treatment options – 6 
• Need access to longer-term crisis stabilization – 1  

Dual Diagnosis – 2  
• Need more integrated mental health and substance use 

treatment – 2 
Detox Services – 2  

• Detox Services 
Skills training – 1 
Other – 6 

• More Therapy Services – 3  
• Intensive outpatient programs – 1 
• More mental health skills training – 1 
• More occupational skills support– 1 

18 

WET General Staffing – 4  
• Need increased staffing at BHSD agencies  

Case Managers – 10 
• More case managers 

14 

Outreach & 
Prevention 

Community Stigma Reduction – 3  
• Need to reduce stigma in the community – 3 

Increase community knowledge of mental health and substance 
use – 2  

• Need more general education on mental health and 
substance use (symptoms, treatments, types of 
providers) – 2 

Prevention – 1  
• More prevention– 1 

Outreach – 1  
• More outreach– 1 

Need a Physical Space – 1  
• Need a “clubhouse” model physical space – 1 

8 

Housing • More housing options – 6  
• More housing support – 1  

7 

Quality of Care Recovery Orientation – 4  
• Need more recovery orientation – 2 
• Decrease dependence on medications – 1 

7 
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• Need more self-help centers – 1 
Collaborative Care – 2  

• More integrated treatment (less silos) – 1 
• A county-wide database for mental health histories – 1 

Quality of Services Provided by Staff – 1  
•  Decrease stigma within BHSD staff/clinicians – 1 

Access Increase awareness of BHSD services - 5  
• Need to list all BHSD services/treatments (“it was very 

confusing to know what services you could even ask 
for”) – 5  

5 

Family & Youth Family 
• Need to educate/include families in treatment models – 

2 

2 
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Native American Community (17) 

What Should Stay the Same? N 
CCWP program and staff 19 
What Should be Added or Changed?   
Themes Sub-Themes N 
Prevention Prevention – 17 

• More mental health and substance use prevention, for 
adults and families – 5  

• Facilitating cultural connection as a form of 
prevention – 4 

• Community-based cultural mental health prevention 
– 3 

• Need more youth programming – 3 
• Increase access to spiritual lands – 1 
• Need more youth education & prevention – 1 

Outreach – 6  
• Need more outreach between BHSD and the Native 

American community – 4 
• Need to re-build trust between BHSD and Native 

American community – 2 
Physical Space – 7  

• Need an Ethnic Wellness Center for Native 
Americans - 5 

• Need a physical space for indigenous healing events 
- 1 

• Need a Drop-in Center – 1 

30 

Access Access to Indian Health Center – 8  
• Need easier referral process to the Indian Health 

Center - 6 
• Schools need to identify whether Native American 

services are appropriate – 1  
• Call Center needs to identify Native American 

identity to facilitate referral to the Indian Health 
Center – 1  

Easier Access to Treatment – 4  
• Increase access to treatment – 1  
• Need more mental health funding – 1  
• Need consistent access to psychiatry – 1  
• Need more wrap-around services – 1 

Increase Community Awareness of BHSD services – 3  
• Need to increase community awareness of BHSD 

resources/services – 3 
Better Access for the Underinsured – 3 

• Better access for the underinsured – 3 

20 
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Remove Covid-19 Vaccination Requirements – 2  
• Need to reduce Covid vaccine requirements for care 

– 2 
Treatment Services Indigenous healing – 14 

• Indigenous healing (medicine calls) – 14 
Domestic Violence – 2  

• More resources and prevention for domestic violence 
– 2 

Support Groups – 1  
• More support groups – 1  

17 

Quality of Care Staff Training – 8 
• More understanding of Native American history and 

historical harms – 3 
• Need more BHSD training on the Indian Child 

Welfare Act (ICWA) – 2 
• Recognize California Native American tribes – 1   
• Better understand/appreciate diversity within the 

Native American community – 1  
• Recognize psychosomatic mental health symptoms – 

1  
Need to Train Police – 1  

• Need a whole-person approach – 1  

9 

Cultural 
Considerations 

Demographic Match – 5  
• Need more Native American Staff – 5  

Spirituality – 1  
• Native spirituality in recovery – 1 

Language – 1  
• More language services 

7 

Housing • Need more housing – 3  3 
WET • Need more Native American staff – 2  

• More peer support – 1  
2 

General • Need an ongoing Native American advisory council 
– 6  

• Need government apologies for historical harms – 3 
• Need better access to legal counsel – 1  
• Need County RFP to come out in staggered timeline 

– 1  

11 
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North County Community (N = 21) 

What Should Stay the Same? N 
Community Suicide Prevention Trainings 4 
Recovery Focus 4 
Keep Project Safety Net 11 
Continue cross-system initiatives to coordinate care  
What Should be Added or Changed?   
Themes Sub-Themes N 
WET More Therapists – 4  

More Psychiatrists – 4  
Staff Trainings – 4 

• Increase BHSD trainings – 2  
• BHSD should make trainings accessible to school 

counselors by holding trainings outside of the school 
hours – 1  

• Decrease cost of any BHSD trainings – 1 
General Staff Concerns – 3 

• Increase burnout prevention for staff members – 1  
• Increase support for clinicians of all education levels 

– 1  
• More support for BHSD clinicians – 1 

More case management – 1 

16 

Access Increase community awareness of BHSD services – 6  
• Need to educate the community on BHSD 

resources/services – 4  
• Need a centralized website/list – 1  
• Need increased community knowledge of who’s 

eligible for which services – 1 
Decrease Call Center Wait times – 2  

• Decrease wait times on call lines – 2  
Access Procedures – 2  

• Need to have only 1 phone number for all youth 
mental health substance use needs – 1  

• Need shorter wait lists – 1  
Increased Access for the Underinsured – 2  

• Make services accessible to the middle class (those 
who can’t access BHSD services because they are 
insured, but also can’t afford private pay treatment) 
– 2 

Easier Access – 1  
• Need a “no-wrong-door” policy – 1  

Transportation – 1  
• Increase transportation resources – 1  

15 
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Other – 1  
• BHSD needs to better explore why different services 

aren’t being used – 1  
Outreach & 
Prevention 

Prevention – 6  
• More prevention and early intervention – 5  
• More prevention of student vaping – 1  

Community Education – 4  
• Increase community knowledge of:  

o Mental health - 1 
o Substance use – 1  
o Domestic violence – 1  
o Child abuse – 1 

Suicide Prevention – 3  
• More suicide prevention services – 1  
• More suicide prevention in Palo Alto Unified School 

District – 1  
• Older adult suicide prevention – 1 

Decrease Community Stigma – 2  
• Decrease cultural stigma in community members – 

2 

15 

Family & Youth Family – 6  
• Need more services for parents and caregivers – 3 
• More parent/family education – 2  
• Need ways for youth access resources/services 

without parental barriers – 1  
Schools – 5  

• Need more therapy capability within the schools – 3  
• Need better coordination between schools and 

families – 1  
• Need to teach school teachers to recognize mental 

health symptoms – 1 

11 

Treatment Services Crisis – 2  
• Increase the hours for PES – 1  
• Decrease wait time for Uplift services – 1  

Services Outside of San Jose – 1  
• Need more services outside of San Jose – 1  

Other – 4  
• Increase availability of expressive arts counseling – 

2  
• Increase availability of options that are appropriate 

based on social class – 1  
• More eating disorder treatment – 1  

7 

Criminal Justice • More treatment, not a new jail – 1  
• More harm reduction for youth – 1  

4 
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• Restart diversion class for students – 1  
• Need a restorative justice model – 1  

Cultural 
Considerations 

Language – 2  
• Increase language options at Access Call Line – 1  
• Increase language-matched clinical care – 1  

Other 
• More cultural-focused services – 1  

3 

Quality of Care Collaborative Care – 1  
• Break silos; increase care coordination 

1 

Housing • Resources for the unhoused – 1  1 
General  Coordinate with private entities – 5  

• Coordinate with Stanford – 2  
• Coordinate with Santa Clara University – 1  
• Coordinate with other Counties – 1  
• Coordinate with private employers (e.g., tech 

companies) – 1 
Other – 1  

• Need a health equity approach – 1  

6 
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Older Adult Community (N = 20) 

What Should Stay the Same? N 
Community Education Trainings (“Trainings for the public to become public mental 
health workers is the best prevention”) 

1 

Community Dementia Trainings 1 
Alcoholics Anonymous  1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Treatment Services Substance Use Treatment – 4  

• Increased access to substance use services – 2  
• More treatment for pain medication addiction – 1  
• Increase knowledge for accessing Alcoholics 

Anonymous – 1  
Inpatient/Residential Treatment – 2  

• Increase sober living programs – 1  
• Need more respite programs for older adults – 1  

Grief Counseling – 1  
• Need more Grief Counseling – 1  

Other – 10  
• More home-based care – 4 
• More treatment, generally – 1  
• In-person treatment options for older adults – 1  
• More treatment for co-occurring dementia and mental 

health – 1  
• More treatment for hoarding – 1  
• Longer-term medication support – 1  
• Keep the mental health worker embedded within APS 

– 1  

17 

WET Clinical Staff Training – 5 
• More BHSD training on older adult sub-populations, 

by age groups – 2  
• More BHSD training on mental vs. physical illness in 

older adults – 1  
• More BHSD training on substance use in older adults 

– 1  
• More BHSD training on cognitive decline – 1  

Case Managers – 5  
• More case managers – 3  
• Need more home-based case management – 2 

Staffing General – 1  
• More treatment providers for older adults – 1  

11 

Outreach & 
Prevention 

Increase Community Knowledge of Mental Health & 
Substance Use - 5  

10 
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• Need community education on cognitive decline – 3  
• Need community dementia trainings to expand – 1  
• Increase mental health trainings for community 

members – 1  
Decrease Isolation – 3  

• Need to decrease older adult isolation – 1  
• Need a “warm line” so older adults can have someone 

to talk to – 2 
Other – 2  

• Increase prevention services – 1  
• Need more outreach – 1  

Access Reduce Call Center Wait Times – 1  
• Shorter call center wait times 

Easier Access – 1  
• Need a “no-wrong-door” policy 

Increased Access for Underinsured – 1  
• Increased access regardless of insurance status 

Call Center Procedures – 1  
• Need the *988 system 

Transportation – 1  
• Increase transportation services 

5 

Cultural 
Considerations  

Spirituality – 3  
• Need more faith/spirituality included in care – 1  
• Need to collaborate with spiritual/faith-based leaders 

– 2  

3 

Criminal Justice  Training Police on mental health – 2  
• Increase police knowledge of Alzheimer behaviors – 1  
• Need more mental health education for police – 1  

2 

Quality of Care • Decrease silos between BHSD programs – 2  2 
Family & Youth • More family involvement – 1  1 
General • Need to keep the Older Adult program separate from 

the Adult program – 1  
• Create an advisory council for older adults – 2 

3  
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Parents Helping Parents (Children, Youth, and Families) 
(N = 1) 

What Should be Added or Changed?  N 
Increase Student 
Wellness Centers 

• More funding for student wellness centers 1 
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Providers: Access & Unplanned Services (N = 10) 

What Should Stay the Same? n 
NAMI 2 
Crisis Protocols in Schools (SPOC partnerships) 2 
Wellness Centers 1 
Tobacco Cessation  1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Access Reduced Call Center Wait Times – 3  

• Need decreased call line wait times – 3  
Increase awareness of BHSD services – 3  

• Increase community knowledge of BHSD 
services/resources – 2  

• Use the Family Resource Centers to educate the 
community – 1  

General Access – 1  
• Need easier access to treatment – 1  

7 

Quality of Care Collaborative Care – 3  
• Increase collaboration between primary care and 

mental health services – 1 
• Increase collaboration between BHSD and the 

Family Resource Centers – 1  
• More collaborative care – 1  

3 

Treatment Services More services outside of San Jose – 1  
• Need more services in South County 

More LGBTQ+ Youth Services – 1  
• More LGBTQ+ youth services 

Other – 1  
• More African American-focused services 

3 

WET Staff Training – 1  
• Need more suicide training for BHSD staff – 1 

Other – 1  
• Need more support for BHSD clinicians 

2 

Housing • Need more housing 1 
General • Need a health equity approach  1 
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Providers: Adults & Older Adult Services (N = 20) 

What Should Stay the Same? N 
Telehealth 3 
LGBTQ+ organizations 2 
Harm Reduction Approaches 1 
Consistent Call Line Number 1 
Assisted Outpatient Program 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
WET Staffing General - 12 

• More clinicians – 2 
• Make it easier to hire substance use counselors – 2 
• Reduce clinical documentation requirements – 2  
• Realistic caseloads – 3 
• Reduce therapist burnout – 3 

Staff Training – 1  
• More staff training on grief and loss 

13 

Access Decrease Call Center Wait Times – 5  
• Reduce call center wait times – 5 

Access General – 4  
• Decrease access barriers – 3 
• Increase treatment access options – 1  

Community Awareness of BHSD Services – 2  
• Increase community knowledge of BHSD 

services/resources – 1  
• Synthesize resources for BHSD clinicians to 

understand (e.g., one single email instead of 10 
different email lists) – 1  

Better access for the underinsured – 1  
• Better access for the underinsured – 1  

12 

Treatment Services Inpatient/residential treatment – 4 
• Earlier access to higher-level (e.g., residential) 

mental health care – 1  
• More group home treatment – 1  

Decrease Isolation – 2  
• Need socialization groups for older adults – 2  

Dual Diagnosis – 1  
• More dual diagnosis services 

Domestic Violence – 1  
• Need more domestic violence services/resources 

Medication Support – 1  

9 
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• More support for psychiatric medication management 
(not a psychiatrist, but more follow-up between 
psychiatry visits) – 1  

Housing • Need more housing options – 4  
• More housing support – 1  

5 

Quality of Care Collaborative Care – 3  
• More collaboration between: 

o County departments (e.g., BHSD and 
Housing Office) – 1  

o Physicians and mental health – 1  
o BHSD departments/services – 1 

Whole-Person – 1  
• More whole-person programs – 1  

4 

Cultural 
Considerations 

Language - 1  
• Resources/services in non-English 

1 

General  • More transparency for MHSA funds – 1  
• Need more flexibility for budget modifications – 1 

2 
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Providers: Children, Youth, and Family Services (N = 35) 

What Should Stay the Same? N 
Telehealth 5 
LGBTQ+ organizations 3 
What Should be Added or Changed?   
Themes Sub-Themes N 
Treatment Services LGBTQ+ Youth Services – 8  

• More services for trans youth – 5 
• Need more LGBTQ+ services for youth of 

all ages – 2  
• Need more transgender-affirming 

residential treatment – 1 
Eating Disorder Treatment – 8  

• More services for eating disorders – 8 
Neurodiverse youth – 3  

• More screening and treatment for 
neurodiverse youth – 3   

Anxiety Disorder Treatment – 2  
• Services for anxiety disorders – 2 

Gaming addiction services – 1  
• Services for gaming addiction – 1 

Harm Reduction – 1  
• Need more harm reduction treatment 

options – 1  
Inpatient/Residential Treatment – 1  

• Need more transgender-affirming 
residential treatment – 1 

24 

WET Staffing General – 8 
• Need to hire more staff – 4  
• Increase clinician pay – 2 
• Decrease documentation requirements – 1  
• Decrease caseloads – 1  

Staff Trainings – 8 
• More BHSD trainings on the use of social 

media – 4  
• More HBSD training on motivational 

interviewing and harm reduction – 2 
• More staff who are competent to work with 

trans youth – 2 
Psychiatry – 4  

• More access to psychiatry services – 4 

20 

Family & Youth Family – 9  
• More family services / therapy – 5  

13 



 

 
 

137 

• More family services for trans youth – 3 
• Need parent-to-parent peer supports – 1 

Schools – 4  
• More school trainings on trans youth – 1  
• Need to expand school services – 1  
• Need to coordinate with school wellness 

centers – 1  
• Need to expand SLS into the schools – 1   

Access Better access for the underinsured – 4 
• Better access for the underinsured – 4 

Access General – 2  
• Need shorter wait for substance use 

treatment – 1  
• Need less obstacles to substance use 

treatment – 1  
Call Center Procedures – 2  

• Call Centers should collect more 
information, including 

o Whether someone is already 
engaged in treatment – 1  

o What school the youth attends – 1 
Decreased Call Center Wait Times – 1  

• Need decreased wait times on substance 
use call line – 1  

9 

Outreach & Prevention  • More mental health prevention – 2  
• Need to collaborate with parents for mental 

health prevention – 1  

3 
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Re-entry Community (N = 73) 

What Should Stay the Same? N 
Keep & Expand Peer support  12 
Mental Health Court 8 
County-funded organizations (Momentum, Good Samaritan, Goodwill) 4 
FSPs 3 
Keep Sobering Center 1 
Keep Court Assessor teams 1 
Decriminalization (Keep efforts to de-criminalize mental health) 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Treatment Services More Residential Services – 11 

• More residential treatment – 10 
• More residential treatment for women – 1 

Longer-Term Treatment – 10  
• Longer-term therapy – 4 
• Longer-term substance use treatment – 2  
• Longer-term case management – 2  
• Need more step-down programs – 2 

Detox – 8 
• Easier access to Detox services – 6 
• Longer-term treatment – 1  
• Longer-term treatment (1+ year) – 1  

Dual Diagnosis – 4 
• Increased concurrent mental health & substance use 

treatment – 4 
Flexibility – 1  

• More flexibility in treatment  
Crisis – 1  

• Additional crisis services – 1  
Other – 10  

• More Treatment (General) – 5  
• Expand mental health treatment to reduce 

recidivism – 1  
• Increase employment resources – 1  
• More father-specific services – 1  
• Increase life skills training – 1  

More criminal justice services for undocumented 
immigrants – 1  

45 

WET Peer Support – 12  
• Expand Peer Support – 12 

Case Managers – 9  
• More Case Managers – 9 

39 
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Staffing General – 8  
• Better staff retention – 4 
• More staff – 3  
• Less Documentation Requirements – 1  

Staff Pay – 5  
• Increase staff pay – 5 

FSP – 4  
• More FSP access – 4 

Psychiatry – 1  
• More psychiatry – 1  

More Staff Training (Generally) – 1   
Housing • More housing options/locations – 28  

• More housing support – 3  
• More housing with mental health services – 1  

32 

Criminal Justice Continuity of Care – 9  
• Need warm handoffs from jail to community – 9  

More Treatment in Jails – 4  
• More therapy while individuals are in jail – 4 

13 

Quality of Care Collaborative Care – 6  
• More interdisciplinary, integrative care teams – 4  
• More interdisciplinary care teams (therapist, 

psychiatrist, case manager) – 1  
• More collaboration between parole office and 

mental health programs – 1  
Recovery Orientation – 1  

• Increase recovery orientation – 1  
Whole-Person Model – 1  

• Need the whole-person model – 1  

8 

Access Access (General) – 2  
• Less steps to access care – 1 
• Easier access for unhoused individuals – 1  

“No Wrong Door” – 1  
• Need a “no-wrong-door” policy – 1 

Transportation – 1  
• Transportation support – 1  

Increase access for underinsured – 1  
• Increased access regardless of insurance status – 1  

5 

Outreach & 
Prevention 

• Need more community outreach – 3  
• Increased social support – 1  

4 

Family & Youth  • Increase family involvement – 2  
• Need to help father stay connected to their children 

while in treatment – 1  

3 
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Cultural 
Considerations 

Spirituality – 3  
• Need to increase spirituality as a part of treatment – 

1  
• More faith-based services – 1  
• Services in languages besides English – 1  

3 

General • Keep Criminal Justice separate from Adult/Older 
Adult Services – 2 

• More mental health-trained probation officers – 1  
• Increased financial support for court fines – 1  

4 
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Refugee Community (N = 13) 
What Should Stay the Same? N 
Mental Health Screening (New Refugee program) 2 
Resettlement Agencies 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
WET Case Managers – 8  

• More transition case managers for immigrants, preferably 
those who speak the native language – 8 

Peer Support – 2  
• Need more peer support for immigrants – 2 

Staff Pay – 1  
• Need to properly pay case managers 

11 

Treatment Services Screening – 2  
• Expand mental health screening – 2  

More Therapy (General) – 2  
• Need more therapy – 1  
• Services for postpartum depression – 1   

Grief Counseling – 2  
• More grief-focused treatment – 1  
• Need more grief-specific counseling – 1  

Support Groups – 1  
• Support groups for men – 1  

Domestic Violence – 1  
• Need resources for domestic violence – 1  

8 

Quality of Care More culturally-competent staff – 6 
• Cultural approaches to mental health – 3 
• Greater clinician training on the immigrant community – 

2  
• Need to coordinate with teachers/schools – 1  

Therapist Training – 1  
• Need services for intergenerational trauma – 1  

7 

Access Decrease Treatment Wait – 5 
• Decrease wait times for evaluation/treatment – 3  
• Increase access to treatment – 1  
• Need immediate access to care – 1  

Need more warm handoffs – 1  

6 

Outreach & 
Prevention 

Decrease stigma – 4  
• Decrease mental health stigma – 3  
• Need community education on mental health and 

substance use – 1  
Community Education on Mental Health & Substance Use – 2  

• Need community education on immigrants’ value – 1  

6 
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• More mental health education for immigrant individuals 
– 1  

Cultural 
Considerations 

Language-specific services – 4  
• More language-specific staff for immigrants – 4  

4 

Housing Housing – 1  
• Housing – 1  

1 

General Refugee Community Orientation Services – 3  
• More adjustment services for immigrants (e.g., 

community orientations, where/how to access resources) 
– 3 

Other – 3  
• More respect for refugees – 2  
• Need a task force for Refugee mental health & substance 

use needs – 1  

6  
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Spanish-Speaking Adult LGBTQ+ (N = 28) 

What Should Stay the Same? N 
Criminal Justice Treatment Programs 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Treatment Services Dual Diagnosis – 5   

• “Don’t discharge family members because of their 
drug use” – 5  

Crisis Services – 5 
• Suicide Prevention in Spanish – 2  
• Support groups for family of suicide decedents – 2  
• Mobile Crisis: improve response times – 1  

More Therapy (General) – 1  
• More Therapy – 1  

Other – 2 
• More Rehabilitation Centers – 1  
• More substance use follow-up – 1  

13 

Family & Youth More family involvement – 5  
• Educate Parents – 4 
• Allow parents of adults to make decisions that are 

favorable for the consumers/clients – 1  
School – 3  

• Mental health awareness in grade school 

8 

WET Train Clinical Staff – 4  
• “Staff need more training” (general) – 3  
• More SOGI Training – 1  

Staffing (General) – 3  
• More Staff (General) – 3  

7 

Criminal Justice • Police need to listen to parents more – 2  2 
Outreach & 
Prevention 

• Outreach in Spanish – 1  
• Need prevention plans – 1  

2 

General • Mental Health Shelters – 1  
• Gender-affirming restrooms County Wide – 1  
• Need to restructure BHSD – 1  

3 
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Spanish-Speaking Parents (N = 58) 

What Should Stay the Same? N 
County Services (“The services that are in place are great…”) 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Family & Youth Family – 34  

• More Family Integration – 10 
• More Family Resources – 8  
• More family follow-up after care– 8  
• More family services (life coaches, SW, therapists) 

– 8  
School – 3  

• More school services – 3  

37 

Treatment Services Inpatient/Residential Treatment – 22  
• More capacity/space/beds – 22 

More Treatment (General) – 8  
• More Therapy – 4  
• More Follow-up Services – 2  
• More mental health treatment, not medications – 1  
• More Services for non-Citizens – 1 

More Services at Wellness Centers – 2  
• More Activities Like yoga, Zumba – 2  

More LGBTQ+ Resources – 1  
• More LGBTQ+ Resources – 1  

33 

WET More Peer Support – 15 
More staff training (non-specific) – 4  
Other – 3  

• More staff to help get connected to services – 3  

22 

Access More Community Awareness of BHSD Services – 6 
• Need centralized information – 5  
• More awareness in Latin community via social 

media – 1 
Access Call Center: Procedures – 4  

• Better service at call centers ("Complaints aren't 
taken seriously") – 4  

Reduced call center wait times – 4 
• Shorter call center wait times – 4   

Access (General) – 4 
• Make it easier to access care – 4  

18 

Outreach & 
Prevention 

Community Education on Mental Health & Substance Use 
– 3  

9 
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• More education – 3 
Reduce community stigma – 3  

• Reduce community mental health stigma – 3  
Youth Prevention – 3  

• Youth Prevention & MH awareness – 3  
Quality of Care Improved quality of clinical services provided by staff – 5  

• Better quality of services provided by staff 
(compassion) – 5  

Collaborative Care – 1  
• More Collaborative Care – 1  

6 

Criminal Justice Improve Continuity of Care after Prison Release (Warm 
Handoff) – 2  

2 
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Spanish-Speaking Community (N = 6) 

What Should Stay the Same? N 
NAMI 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Treatment Services Inpatient/residential treatment – 24  

• More inpatient availability (beds/doctors) – 22  
• More hospitals – 2  

Other – 4  
• More Services (Generally) – 1  
• More Therapy (Generally) – 1  
• More follow-up after release from hospital – 1  
• More rehabilitation programs – 1  

28 

Quality of Care Better quality of care provided by clinical staff – 27   
• Better quality of clinical care provided by staff 

(empathy, hopeful, understanding) – 26  
• Better care in hospitals – 1  

27 

Access Access (General) – 19  
• Ways to access help except a call center – 6 
• Not sure where to get help – 4  
• System is hard to navigate – 3  
• Increase access for Latino community – 2  
• Should be easier to access help before a negative 

event – 2 
• More access (generally) – 2  

19 

Family & Youth Family Integration – 15  
• Need more family support in cases when the loved 

one declines treatment – 12  
• More family integration when loved ones are in 

hospitals – 3 

15 

Outreach & 
Prevention 

More Prevention – 2  2 

WET More Peer Support – 1  
More CIT Staff – 1  

2 

General Decrease barriers to conservatorship – 2  
More Money for BHSD – 1  

3 
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Spanish-Speaking Adult Group (N = 28) 

What Should be Added or Changed?   
Themes Sub-Themes N 
WET Peer Support – 6  

• More Peer Support – 6 
CIT Staff – 4  

• More CIT staff – 4  
Call Center Staff – 3  

• Increase call center staff – 3  
Staff Training – 1  

• Train staff on how to work with LGBTQ patients 
– 1 

14 

Access Access (General) – 14  
• Easier access to services – 10 
• More clinic locations – 3  
• Easier access for undocumented individuals – 1  

14 

Quality of Care Improved quality of care provided by clinical staff – 12  
• Staff should have empathy – 12 

Collaborative Care – 1 
More collaborative care within BHSD treatment teams – 
1  

13 

Treatment Services Crisis – 2  
• Better care from crisis services– 2  

More activities at Wellness Centers – 2  
Dual Diagnosis – 2  
More follow-up after hospitalization – 2  
Inpatient/Residential Treatment – 1  

• More hospital beds – 1  

9 

General • Need volunteers – 1  1 
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General Adult / Older Adult (N = 2) 

What Should Stay the Same? N 
Reentry Center 1 
Valley Health Interdisciplinary Teams 1 
Youth Diversion Program 1 
Simple Call Line Number 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Treatment Services Treatment outside of San Jose – 5  

• Need more mental health and substance use 
treatment in South Bay – 2   

• Need a mental health crisis team based in South 
County for faster response times – 1  

• More options for substance use in South County – 1 
• Additional women’s facility in South County – 1  

Substance Use Treatment – 3  
• Need safe injection sites – 1  
• More in-person substance use services – 1  
• Need to disseminate community substance use 

treatment, such as test strip distribution – 1  
Crisis Care – 2  

• Need a mental health crisis team based in South 
County for faster response times – 1 (note: duplicate 
with above) 

• Need faster care on suicide crisis line – 1 
Other – 2  

• More services for older adults – 1  
• More domestic violence resources/services – 1  

11 

Outreach & 
Prevention 

Youth Activities – 3  
• Need more prosocial youth activities – 3  

Physical Space in South Bay – 1  
• Need a physical building in the South Bay to 

facilitate community outreach – 1  
Prevention – 1  

• More prevention services – 1  
Decrease community mental health stigma – 1  

• Decrease mental health stigma in youth – 1  

6 

Housing  Need more housing – 5 5 
WET Therapists – 4  

• Need more independently-licensed therapists in 
South County – 4  

4 

Access Access (General) – 2  3 
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• Need easier access to treatment (instead of calling 
daily) 

• Need less rules for accessing residential/inpatient 
substance use treatment – 1  

Decrease Call Center wait times – 1  
• Decrease wait times for the substance use call line  

Family & Youth Family – 1  
• More family services – 1 

1 
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Transgender, Gender Non-Binary, and Intersex (TGI+) Community (N = 6) 

What Should Stay the Same? N 
LGBTQ+ organizations (Q Corner, LGBTQ Wellness Center, Gender Health Center, 
The Pride Center, Bill Wilson’s LGBTQ programming, New Haven’s LGBTQ 
programming) 

7 

What Should be Added or Changed?   
Themes Sub-Themes N 
WET Staffing General – 6  

• More staff for LGBTQ+ organizations (Q Corner, The 
Pride Center, LGBTQ Wellness Center) – 6  

Staff Training – 3 
• Need to increase BHSD providers’ trans competency 

(e.g., risk factors) – 1 
• Need to provide training against gatekeeping – 1 
• Need non-English trainings for LGBTQ+ services – 1 

9 

Treatment Services More LGBTQ+ Services – 5 
• Need more services for trans and gender non-binary 

youth – 2 
• Need gender-affirming therapy beyond repeating 

gender journey – 1 
• Need more safe social opportunities for trans youth – 1  
• Support and resources for older trans adults – 1  

Crisis Services – 2  
• Need more training for EPS staff – 1 
• Need more gender-affirmation in EPS services – 1 

7 

Family & Youth Schools – 4  
• Need to specifically train school counselors, teachers 

(specifically PE teachers) - 2 
• Need more SOGI training in the schools – 1 
• Need to train all freshmen/sophomores in the County – 

1 
Need Support for parents of Trans Youth – 1  

• Need additional resources for parents of trans youth – 
1 

5 

Access Underinsured – 2  
• Increase access for those with insurance unable to 

receive BHSD services – 1 
• Need more access regardless of insurance status – 1  

Access (General) – 2  
• Increase access to trans-affirming medical care – 1  
• Easier access to specialty services – 1  

Increase Awareness of BHSD services – 1  
• Increase awareness of BHSD services – 1 

5 
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Quality of Care Whole-Person Approach – 1  
• Need a whole person approach to treatment – 1  

4 

Outreach & 
Prevention  

Need a Physical Space for TGI+ –  2  
• Need a physical space for TGI+ individuals – 2 

Decrease Community Stigma – 1  
• Decrease mental health stigma in the community – 1  

3 

Housing LGBTQ+ safe housing options – 2  
• Need more LGBTQ+-affirming housing options - 2 

2 

General • Need a health equity approach to TGI concerns – 1  
• Decrease the cost of mental health services – 1  
• BHSD should recognize historical harms, name them, 

and acknowledge the harms – 1  

3 
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Vietnamese Community (N = 5) 

What Should Stay the Same? N 
BHSD Services (“The programs seem good; the community just needs to know about 
them”) 

2 

What Should be Added or Changed?   
Themes Sub-Themes N 
Outreach & Prevention  Outreach – 13  

• More Community Outreach – 3 
• More In-person Outreach events – 3 
• More Media Outreach via TV and radio – 2 
• More Outreach in medical offices (e.g., hospitals, 

physician offices) – 2  
• More Social Media Outreach – 2 
• More Youth Outreach – 1 

Community knowledge of mental health and substance use 
– 4  

• Increase community awareness of mental health 
and substance use – 4 

Decrease Community Stigma – 2  
• Reduce mental health stigma in the community – 2  

19 

Access Increase awareness of BHSD services – 4  
• Increase community awareness of BHSD resources 

and treatment - 4 
Access (General) – 1  

• Should be Easier to find resources - 1 

5 

WET Peer Support – 4  
• Need more peer support services (“have speakers 

who’ve been through it”) – 4  

4 

Family & Youth Teach families how to be an ally for substance use – 2  
•  Teach the community how to help family members 

who are struggling with substance use – 2  

2 

General • Bring the older and younger generations together – 
2  

2 
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Youth Group #1 (N = 6) 

What Should Stay the Same? N 
School Wellness Centers 1 
Service Accessibility 1 
Parent Education 1 
Allcove 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Quality of Care Better Quality of Clinical Care Provided by Staff – 10  

• Need better trained therapists - 2 
• Need substance use treatment that:  

o  Approaches youth as co-experts – 1  
o Does not stigmatize or shame youth for their 

substance use - 1 
o Goes beyond lectures - 1 
o Addresses the underlying reasons for their 

substance use (e.g., pressure to succeed) – 1 
o Uses youth language (e.g., “blunt” instead of 

“cannabis”) - 1 
• Need to incentivize treatment for youth - 1 
• Need providers to be trained in intergenerational 

trauma – 1 
• More training for clinicians on LGBTQ+ challenges 

– 1 
Wellness / Recovery 

• Need more of a community approach – 1  

11 

Access Increase awareness of BHSD services – 6 
• “Youth don’t know what BHSD services exist, or 

how the process works” – 3 
• Need a web page to advertise all BHSD services – 1   
• Need to increase awareness especially in those 

families that suffer from inter-generational mental 
health issues – 1  

• Need a resource fair for youth – 1 
Shorter Wait for Treatment – 2  

• Need shorter wait lists for people seeking therapy – 2  
Underinsured – 1  

• Need treatment access for the underinsured – 1 

9 

Outreach & 
Prevention  

Reduce Community Stigma – 5  
• Need to reduce mental health and substance use 

stigma– 5 
Prevention – 1 

• Need more prevention – 1 

8 
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Community Education/Engagement on Mental Health & 
Substance Use 

• Need more free community engagement events – 1 
Need a physical space for the youth – 1 

• Need a physical space for the youth – 1 
Treatment Services More Services for Marginalized – 1 

• Need better access for marginalized groups, like 
undocumented families – 1  

More therapy for parents – 1 
LGBTQ+ Services – 1  

• Need more support for LGBTQ+ individuals – 1  

3 

Family & Youth Family – 4  
• Need to teach parents how to talk to their children 

about mental health – 1 
• Services for the parents – 1 
• More family – 1 
• Need free child care – 1 

4 

Criminal Justice More treatment in the jails – 2  
• Need more mental health treatment while individuals 

are in jail – 2 
Other – 1  

• Need more mental health treatment and less policing 
– 1  

3 

WET Staff General 
• Need more consistency in their providers – 2 

Training - 1 
Need better mental health training for childcare providers – 
1 

3 

Housing Housing Support – 1  1 
Cultural 
Considerations 

Language – 1  
• Need more access to services not in English – 1 

1 
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Youth Group #2 (N = 10) 
What Should Stay the Same? N 
Keep CBOs 1 
Housing Options 1 
What Should be Added or Changed?   
Themes Sub-Themes N 
Access Increase awareness of BHSD services – 7  

• Make students/youth aware of the resources - 6 
• Need to increase marketing to make youth aware of 

services/resources – 1 
Access for Underinsured – 2  

• Need better treatment access for those who make too much 
for Medical or Medicaid, but too little to afford private-pay 
services – 2 

Decreased call center wait time – 1  
• Decrease wait time on the suicide crisis line – 1 

Access General - 2 
• Decreased wait lists for those seeking therapy – 3 
• Need to follow-through on the anonymous referral boxes – 2 

15 

Treatment 
Services 

Inpatient/residential treatment – 3  
• More residential substance use programs that are focused on 

youth, instead of a single youth being placed into an adult 
program – 3 

LGBTQ+ Services – 1  
• More resources for the Transgender & Gender Non-Binary 

community – 1  
Eating Disorder Treatment – 1  

• More eating disorder treatment – 1  
Support Groups – 1  

• More youth support groups 
Other – 1 

• Need more transition services from youth to adulthood – 1  

7 

Quality of 
Care 

Improved Quality of Clinical Staff – 9  
• Providers need to be compassion/hope-oriented – 8 
• Therapists need better training - 1 

9 

WET Peer Support – 6  
• Need more youth peer support – 6 

6 

Outreach & 
Prevention 

Decrease Stigma – 2   
• Need to decrease mental health stigma in the community – 2 

Increase community knowledge of mental health and substance use 
– 2  

• Increase awareness of mental health and substance use 
Prevention – 1  

5 
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• More prevention services for youth – 1  
Family & 
Youth 

Schools – 1  
• More therapy in the school systems – 1  

1 

Cultural 
Considerations 

Other – 1  
• Need more culturally-appropriate therapy – 1  

1 

General Youth Included in Decision-Making – 6  
• “Is there a youth on the [Stakeholder Leadership] 

Committee?” – 2 
• Youth should be included in the decision-making process – 

4 
Other – 2 

• More volunteer opportunities – 1  
• Need more consistent assessment of community needs – 1  

8 
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Copy of the Mental Health & Substance Use Community Survey 

 

0HQWDO +HDOWK 	 6XEVWDQFH 8VH &RPPXQLW\ 6XUYH\
6SRQVRUHG E\ WKH 6DQWD &ODUD &RXQW\ %HKDYLRUDO +HDOWK 6HUYLFHV 'HSDUWPHQW

7KLV TXHVWLRQQDLUH LV IRU LQGLYLGXDOV ZKR OLYH LQ 6DQWD &ODUD &RXQW\� KDYH XWLOL]HG PHQWDO KHDOWK RU VXEVWDQFH XVH
VHUYLFHV� RU KDYH IHHGEDFN RQZKDW VHUYLFHV DUH QHHGHG LQ 6DQWD &ODUD &RXQW\� HVSHFLDOO\ DIWHU &29Ζ'���� <RXU LQSXW
ZLOO SOD\ D NH\ UROH LQ FUHDWLQJ LPSURYHG DQG QHZ PHQWDO KHDOWK DQG VXEVWDQFH XVH UHVRXUFHV DQG VXSSRUWV LQ RXU
FRPPXQLW\� 7KH VXUYH\ LV VSRQVRUHG E\ WKH 6DQWD &ODUD &RXQW\ %HKDYLRUDO +HDOWK 6HUYLFHV 'HSDUWPHQW�

7KLV TXHVWLRQQDLUH WDNHV DERXW �� WR �� PLQXWHV WR FRPSOHWH� <RXU UHVSRQVHV DUH FRQȴGHQWLDO DQG DQRQ\PRXV�
DQG \RXU SDUWLFLSDWLRQ LQ WKH SURMHFW LV FRPSOHWHO\ YROXQWDU\� %H VXUH WR UHDG WKH TXHVWLRQV FDUHIXOO\�

7R WDNH WKLV VXUYH\ RQOLQH� XVH WKH IROORZLQJ ZHE DGGUHVV RU 45 FRGH� ZZZ�P\YRLFHRXUFKDQJH�RUJ

7KDQN \RX IRU \RXU FROODERUDWLRQ DQG LQSXW�
)RU DQ\ TXHVWLRQV� FRQWDFW �������������b0+6$#KKV�VFFJRY�RUJ� RU ZZZ�P\YRLFHRXUFKDQJH�RUJ�

3OHDVH UHWXUQ WKLV VXUYH\ WR \RXU FOLQLF IURQW GHVN RU SURYLGHU� <RX PD\ DOVR PDLO LW WR ��� 6� %DVFRP $YH� 6XLWH
���� 6DQ -RVH� &$ ����� RU HPDLO D VFDQQHG FRS\ WR 0+6$#KKV�VFFJRY�RUJ

'HPRJUDSKLF 4XHVWLRQV

�� $UH \RX FXUUHQWO\ D UHVLGHQW RI 6DQWD &ODUD &RXQW\"

<HV >ΖI <HV� FRQWLQXH@

1R >ΖI 1R� VNLS WR 4XHVWLRQ ���@

�� 3OHDVH LQGLFDWH \RXU DJH UDQJH�

8QGHU �� �� � �� �� Ȃ �� �� DQG ROGHU

FTNY 0001

7R UHVSRQG RU
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�� ΖQ ZKLFK SDUW RI 6DQWD &ODUD &RXQW\ GR \RX OLYH"

&DPSEHOO &XSHUWLQR *LOUR\ /RV $OWRV

/RV *DWRV 0LOSLWDV 0RQWH 6HUHQR 0RUJDQ +LOO

0RXQWDLQ 9LHZ 3DOR $OWR 6DQ -RVH 6DQWD &ODUD

6DUDWRJD 6XQQ\YDOH 2WKHU �SOHDVH VSHFLI\��

�� 3OHDVH WHOO XV \RXU UDFH DQG HWKQLF LGHQWLW\ EDVHG RQ \RXU DQFHVWU\ RU ODQJXDJH JURXS RU JURXSV ZLWK
ZKLFK \RX LGHQWLI\ WKH PRVW� 3OHDVH VHOHFW DOO WKDW DSSO\ WR \RX�

:KLWH� &DXFDVLDQ� (XURSHDQ� RU (XURSHDQ $PHULFDQ

:HVWHUQ (XURSHDQ �%HOJLXP� )UDQFH� /X[HPERUJ� 0RQDFR� 1HWKHUODQGV�

6RXWKHUQ (XURSHDQ �$OEDQLD� $QGRUUD� %RVQLD DQG +HU]HJRYLQD� %XOJDULD� &URDWLD� *UHHFH� ΖWDO\� 0DOWD� 3RUWX�
JDO� 5RPDQLD� 6DQ 0DULQR� 6ORYHQLD� 6SDLQ�

(DVWHUQ (XURSHDQ �%XOJDULD� &]HFK 5HSXEOLF� +XQJDU\� 3RODQG� 5RPDQLD� 5XVVLDQ )HGHUDWLRQ� 6ORYDNLD� 	 5H�
SXEOLFV RI %HODUXV� 0ROGRYD� 	 8NUDLQH�

1RUWKHUQ (XURSHDQ �'HQPDUN� )LQODQG� ΖFHODQG� ΖUHODQG� /LWKXDQLD� 1RUZD\� 6ZHGHQ� 8QLWHG .LQJGRP�

&DULEEHDQ

&DQDGLDQ

$XVWUDOLDQ

1HZ =HDODQGHU

2WKHU�

$VLDQ RU $VLDQ $PHULFDQ

&KLQHVH

-DSDQHVH

)LOLSLQR

9LHWQDPHVH

.RUHDQ

6RXWKHDVW $VLDQ �ΖQGRQHVLDQ� 7KDL� &DPERGLDQ� /DRWLDQ� %XUPHVH� 6LQJDSRUHDQ� 0DOD\VLDQ� +PRQJ� ΖX 0LHQ�

6RXWK $VLDQ �ΖQGLDQ� %DQJODGHVKL� 1HSDOL� 6UL /DQNDQ� 3DNLVWDQL� %KXWDQHVH� ΖQGLDQ 2FHDQ ΖVODQG FRXQWULHV�

2WKHU�

0LGGOH (DVWHUQ� 1RUWK $IULFDQ� RU :HVW $VLDQ

ΖUDQLDQ $IJKDQ

7XUNLVK ΖUDTL

6\ULDQ -RUGDQLDQ

/HEDQHVH <HPHQL

6DXGL 1RUWK $IULFD �0RURFFR� 7XQLVLD� /LE\D� (J\SW�

2WKHU *XOI 6WDWHV

2WKHU�

FTNY 0002

7R UHVSRQG RU
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3DFLȴF ΖVODQGHU RU 1DWLYH +DZDLLDQ

*XDPDQLDQ RU &KDPRUUR +DZDLLDQ

6DPRDQ )LMLDQ

7RQJDQ 0DUVKDOOHVH

2WKHU�

%ODFN� $IULFDQ� RU $IULFDQ $PHULFDQ

:HVW $IULFD �1LJHULD� ΖYRU\ &RDVW� &DPHURRQ�

(DVW $IULFD �LQFOXGLQJ WKH +RUQ RI $IULFD�

6XE�6DKDUDQ $IULFD �QRW LQFOXGLQJ 6RXWKHUQ $IULFD�

6RXWKHUQ $IULFD

&DULEEHDQ

2WKHU�

+LVSDQLF RU /DWLQR�D�[

0H[LFDQ 3XHUWR 5LFDQ

&DULEEHDQ �LQFOXGLQJ &XEDQ DQG 'RPLQLFDQ� 6SDQLDUG

6RXWK $PHULFDQ &HQWUDO $PHULFDQ

2WKHU�

1DWLYH $PHULFDQ� $PHULFDQ ΖQGLDQ RU $ODVNDQ 1DWLYH

1RUWK $PHULFDQ WULEDO DɝOLDWLRQ� LQFOXGLQJ &DQDGD 	 $ODVND

&HQWUDO RU 6RXWK $PHULFDQ WULEDO DɝOLDWLRQ

2WKHU�

ΖQGLFDWH DQ\ RWKHU UDFH RU HWKQLFLW\ QRW PHQWLRQHG DERYH�

�� :KDW LV \RXU JHQGHU LGHQWLW\"

&LVJHQGHU 0DQ�%R\ &LVJHQGHU :RPDQ�*LUO

7UDQVJHQGHU 0DQ�%R\ 7UDQVJHQGHU :RPDQ�*LUO

*HQGHU 1RQ�%LQDU\ *HQGHU TXHHU� *HQGHU QRQ�FRQIRUPLQJ

7ZR�6SLULW $JHQGHU

3UHIHU QRW WR DQVZHU

$QRWKHU *HQGHU ΖGHQWLW\ �SOHDVH VSHFLI\��

�� :KDW ZDV \RXU VH[ DVVLJQHG DW ELUWK"

)HPDOH 0DOH 1RQ�ELQDU\ 3UHIHU QRW WR DQVZHU

FTNY 0003

7R UHVSRQG RU
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�� :HUH \RX ERUQ ZLWK D YDULDWLRQ LQ \RXU SK\VLFDO VH[ FKDUDFWHULVWLFV" 7KLV LV VRPHWLPHV FDOOHG EHLQJ LQWHU�
VH[ RU KDYLQJ D GLHUHQFH LQ VH[ GHYHORSPHQW �'6'��

<HV 1R 'RQ
W NQRZ 3UHIHU QRW WR DQVZHU

�� :KDW LV \RXU VH[XDO RULHQWDWLRQ"

6WUDLJKW RU +HWHURVH[XDO /HVELDQ RU *D\

4XHHU %LVH[XDO

3DQVH[XDO 7ZR�VSLULW

$VH[XDO 4XHVWLRQLQJ�8QVXUH RI 6H[XDO 2ULHQWDWLRQ

3UHIHU QRW WR DQVZHU

$QRWKHU 6H[XDO 2ULHQWDWLRQ �SOHDVH VSHFLI\��

�� :KDW LV \RXU SUHIHUUHG ODQJXDJH"

(QJOLVK 6SDQLVK 9LHWQDPHVH 0DQGDULQ

7DJDORJ )DUVL 2WKHU �SOHDVH VSHFLI\��

��� 7KH IROORZLQJ TXHVWLRQV DUH DERXW JHWWLQJ KHOS�

� 1RW DW
DOO WUXH

� $ OLWWOH
ELW WUXH

� 0RVWO\
WUXH

� 9HU\
WUXH

1RW
$SSOLFD�
EOH

Ζ NQRZ ZKHUH WR JR LI Ζ QHHG PHQWDO KHDOWK RU VXEVWDQFH
XVH VHUYLFHV
Ζ NQRZ ZKR WR FDOO LI Ζ QHHG PHQWDO KHDOWK RU VXEVWDQFH
XVH VHUYLFHV

��� $UH \RX DZDUH RI DQ\ RI WKH IROORZLQJ VHUYLFHV"
�&KHFN DOO WKDW DSSO\�

���+RZ HDV\ ZDV LW WR DFFHVV WKH IROORZLQJ
VHUYLFHV"

3URJUDP � 6HUYLFH

Ζ DP
DZDUH
RI WKLV
VHUYLFH

� 9HU\
GLɝFXOW

� 6RPH�
ZKDW

GLɝFXOW

� 6RPH�
ZKDW
HDV\

� 9HU\
HDV\

1RW
$SSOLF�
DEOH�

ΖȇYH QHYHU
XVHG WKLV
VHUYLFH

%HKDYLRUDO +HDOWK &DOO &HQWHU $FFHVV /LQH

6XEVWDQFH 8VH 6HUYLFHV $FFHVV /LQH

6XLFLGH DQG &ULVLV +RWOLQH

&ULVLV 7H[W /LQH

&KLOGUHQȇV 0RELOH &ULVLV 5HVSRQVH 7HDP �8SOLIW�

0RELOH &ULVLV 5HVSRQVH 7HDP

0HQWDO +HDOWK 8UJHQW &DUH

0HQWDO +HDOWK DQG 6XEVWDQFH8VH 6HUYLFHV IRU $GXOWV
������ \HDUV ROG�

FTNY 0004

7R UHVSRQG RU
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3URJUDP � 6HUYLFH

Ζ DP
DZDUH
RI WKLV
VHUYLFH

� 9HU\
GLɝFXOW

� 6RPH�
ZKDW

GLɝFXOW

� 6RPH�
ZKDW
HDV\

� 9HU\
HDV\

1RW
$SSOLF�
DEOH�

ΖȇYH QHYHU
XVHG WKLV
VHUYLFH

0HQWDO +HDOWK DQG 6XEVWDQFH8VH 6HUYLFHV IRU2OGHU
$GXOWV ���� \HDUV ROG�

0HQWDO +HDOWK DQG 6XEVWDQFH8VH 6HUYLFHV IRU &KLO�
GUHQ� <RXWK� DQG )DPLOLHV

0HQWDO +HDOWK DQG 6XEVWDQFH8VH 6HUYLFHV IRU 7UDQ�
VLWLRQDO $JH <RXWK ������ \HDUV ROG�

&ULPLQDO -XVWLFH 6HUYLFHV

��� ΖQ WKH SDVW �� PRQWKV� KDYH \RX RU DQRWKHU SHUVRQ �UHODWLYH� IULHQG� QHLJKERU� PLQLVWHU� SULHVW RU RWKHU�
WKRXJKW \RX KDG D PHQWDO KHDOWK� QHUYRXV� HPRWLRQDO� GUXJ RU DOFRKRO SUREOHP"

<HV� PHQWDO KHDOWK� QHUYRXV� RU HPRWLRQDO SUREOHP >ΖI <HV� FRQWLQXH WR WKH QH[W TXHVWLRQ@

<HV� DOFRKRO SUREOHP >ΖI <HV� FRQWLQXH WR WKH QH[W TXHVWLRQ@

<HV� GUXJ SUREOHP >ΖI <HV� FRQWLQXH WR WKH QH[W TXHVWLRQ@

1R >ΖI 1R� VNLS WR 4XHVWLRQ ���@

��� +RZ VHULRXV GLG \RX SHUFHLYH WKHVH PHQWDO KHDOWK� QHUYRXV� HPRWLRQDO� GUXJ RU DOFRKRO SUREOHP�V� WR
EH"

� 1RW DW DOO VHULRXV

� 1RW YHU\ VHULRXV

� 6RPHZKDW VHULRXV

� 9HU\ VHULRXV

��� ΖQ WKH SDVW ��PRQWKV� KRZPXFK GLG WKHVHPHQWDO KHDOWK� QHUYRXV� HPRWLRQDO� GUXJ RU DOFRKRO SUREOHPV
PDNH LW GLɝFXOW IRU \RX WR FDUU\ RXW \RXU QRUPDO GDLO\ DFWLYLWLHV"

� 1RW DW DOO GLɝFXOW

� 1RW YHU\ GLɝFXOW

� 6RPHZKDW GLɝFXOW

� 9HU\ GLɝFXOW

��� ΖQ WKH SDVW ��PRQWKV� GLG \RX VHHN KHOS IURP DQ\RQH IRU WKHVHPHQWDO KHDOWK� QHUYRXV� HPRWLRQDO� GUXJ
RU DOFRKRO SUREOHPV"

<HV >ΖI <HV� VNLS WR 4XHVWLRQ ���@

1R >ΖI 1R� FRQWLQXH@

FTNY 0005
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��� :KDWZHUH WKH UHDVRQVZK\ \RX GLG QRW VHHN KHOS IRUPHQWDO KHDOWK� QHUYRXV� HPRWLRQDO� GUXJ RU DOFRKRO
SUREOHPV" ��&KHFN DOO WKDW DSSO\��

7KHUH DUHQȇW HQRXJK VHUYLFHV

7KHUH LV D QHHG IRU GLHUHQW W\SHV RI VHUYLFHV

6HUYLFH SURYLGHUV GRQȇW WDON WR HDFK RWKHU HQRXJK DQG FRRUGLQDWH VHUYLFHV ZLWK RWKHU DJHQFLHV

6HUYLFHV GRQȇW IRFXV RQ ZKDW Ζ WKLQN LV LPSRUWDQW IRU P\ UHFRYHU\

6HUYLFHV GRQȇW ȴW WKH QHHGV RI SHRSOH ZKR XQGHUVWDQG RU VKDUH P\ FXOWXUH

7KHUH LV D ODFN RI KHOS LQ P\ ODQJXDJH

7KHUH DUHQȇW HQRXJK VHUYLFHV IRFXVHG RQ ZHOOQHVV� UHFRYHU\ DQG KRSH

7KHUH DUHQȇW HQRXJK VHUYLFH SURYLGHUV ZKR JR RXW LQWR WKH FRPPXQLW\

6HUYLFHV GRQȇW KDYH HQRXJK SHHU VXSSRUW VWD �L�H�� SHRSOH ZLWK VLPLODU H[SHULHQFHV DV PH

Ζ GRQȇW WKLQN VHUYLFH SURYLGHUV XQGHUVWDQG P\ QHHGV

6HUYLFHV DQG UHIHUUDOV DUHQȇW DV KHOSIXO DV WKH\ VKRXOG EH

6HUYLFHV DUH KDUG WR DFFHVV �H�J�� GLɝFXOW WR JHW DSSRLQWPHQWV� LQFRQYHQLHQW ORFDWLRQV�KRXUV�

7KHUH DUHQȇW HQRXJK WHOHKHDOWK RSWLRQV

ΖȇP QRW VXUH ZKHUH RU KRZ WR JHW KHOS

ΖQIRUPDWLRQ RQ KRZ WR JHW KHOS �ZHEVLWH� SKRQH QXPEHUV� LQVWUXFWLRQV� LV KDUG WR ȴQG

ΖQIRUPDWLRQ RQ KRZ WR JHW KHOS �ZHEVLWH� SKRQH QXPEHUV� LQVWUXFWLRQV� LV FRQIXVLQJ RU GLɝFXOW WR XQGHUVWDQG

0HQWDO KHDOWK � VXEVWDQFH XVH SUREOHPV DUH QRW WDONHG DERXW LQ P\ IDPLO\ RU FRPPXQLW\

Ζ DP FRQFHUQHG DERXW SULYDF\

7KHUH LV QRWKLQJ DQ\RQH FDQ GR WR SUHYHQW RU WUHDW PHQWDO LOOQHVV

Ζ GRQȇW KDYH WKH UHVRXUFHV �WLPH� PRQH\� WUDQVSRUWDWLRQ� FKLOGFDUH� HWF�� WR JHW KHOS

ΖȇP QRW HOLJLEOH IRU SXEOLFO\ IXQGHG VHUYLFHV� DQG FDQȇW DRUG RWKHU VHUYLFHV

2WKHU�

FTNY 0006
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��� $V WKH SDQGHPLF LPSURYHV DQGZHDOO WUDQVLWLRQ EDFN WRZRUN� VFKRRO� RU RWKHU DFWLYLWLHV� GR \RXKDYH DQ\
VSHFLȴF LVVXHV LQ QHHG RI DVVLVWDQFH IURPPHQWDO KHDOWK RU VXEVWDQFH XVH VHUYLFHV" �&KHFN DOO WKDW DSSO\�

Ζ DP H[SHULHQFLQJ ZRUU\ RU VWUHVV UHODWHG WR &29Ζ'���� WKH SDQGHPLF� RU YDFFLQHV�

Ζ DP H[SHULHQFLQJ PRUH PHQWDO KHDOWK SUREOHPV

Ζ DP H[SHULHQFLQJ PRUH SK\VLFDO KHDOWK SUREOHPV

Ζ DP H[SHULHQFLQJ PRUH SUREOHPV ZLWK VOHHS� GLHW� RU H[HUFLVH

Ζ DP PRUH ORQHO\ RU PRUH LVRODWHG

Ζ DP KDYLQJ D KDUG WLPH PHHWLQJ P\ EDVLF QHHGV �IRRG� FORWKHV� KRXVLQJ� WUDQVSRUWDWLRQ�

Ζ DP KDYLQJ D KDUG WLPH ZLWK FKLOGFDUH

Ζ DP KDYLQJ D KDUG WLPH JHWWLQJ RU NHHSLQJ D MRE

Ζ KDYH IHZHU ȴQDQFLDO UHVRXUFHV

Ζ DP H[SHULHQFLQJ D KDUG WLPH ZLWK ZRUN�OLIH EDODQFH

Ζ DP KDYLQJ D KDUG WLPH DFFHVVLQJ LQWHUQHW� SKRQH� RU RWKHU WHFKQRORJ\ UHVRXUFHV

Ζ DP KDYLQJ D KDUG WLPH JHWWLQJ PHGLFDO FDUH

Ζ DP KDYLQJ D KDUG WLPH JHWWLQJ PHQWDO KHDOWK FDUH

Ζ DP KDYLQJ D KDUG WLPH JHWWLQJ VXEVWDQFH XVH VHUYLFHV

Ζ DP KDYLQJ D KDUG WLPH JHWWLQJ DFFHVV WR WHOHKHDOWK VHUYLFHV

2WKHU

)HHGEDFN IURP &OLHQWV�&RQVXPHUV RI 0HQWDO +HDOWK RU 6XEVWDQFH 8VH 6HUYLFHV

7KH IROORZLQJ TXHVWLRQV LQ WKLV VXUYH\ VHHN WR JDWKHU IHHGEDFN IURP FOLHQWV�FRQVXPHUV RI PHQWDO KHDOWK RU VXE�
VWDQFH XVH VHUYLFHV DQG WKHLU IDPLO\ PHPEHUV� &OLHQWV�&RQVXPHUV LQFOXGH DQ\ LQGLYLGXDOV ZKR UHFHLYH VHUYLFHV
IURP GRFWRUV� SV\FKLDWULVWV� SV\FKRORJLVWV� WKHUDSLVWV� FRXQVHORUV� FDVH PDQDJHUV� SUDFWLWLRQHUV� RU DQ\ SURIHVVLRQ�
DOV WKDW SURYLGH PHQWDO KHDOWK RU VXEVWDQFH XVH VHUYLFHV�
��� :LWKLQ WKH SDVW �� PRQWKV� KDYH \RX EHHQ D FOLHQW�FRQVXPHU RU D IDPLO\ PHPEHU RI D FOLHQW�FRQVXPHU
UHFHLYLQJ PHQWDO KHDOWK RU VXEVWDQFH XVH VHUYLFHV LQ 6DQWD &ODUD &RXQW\" �1RWH� ΖI \RX DUH D SURYLGHU FRP�
SOHWLQJ WKH VXUYH\ RQ EHKDOI RI D FOLHQW�FRQVXPHU� SOHDVH VHOHFW �\HV���

<HV >ΖI <HV� FRQWLQXH@ 1R >ΖI 1R� VNLS WR 4XHVWLRQ ���@

��� :KDW NLQG RI LQVXUDQFH �LI DQ\� GR \RX KDYH"

3ULYDWH KHDOWK LQVXUDQFH 0HGL�&DO 0HGLFDUH

0HGL�0HGL �ERWK 0HGL�&DO DQG
0HGLFDUH�

Ζ GRQȇW KDYH DQ\ KHDOWK
LQVXUDQFH

3UHIHU QRW WR DQVZHU

��� :HUH WKHVHPHQWDO KHDOWK RU VXEVWDQFH XVH VHUYLFHV SURYLGHG E\ D &RXQW\�SXEOLF RUJDQL]DWLRQ RU SULYDWH
RUJDQL]DWLRQ"

$ &RXQW\�SXEOLF RUJDQL]DWLRQ

$ SULYDWH RUJDQL]DWLRQ >ΖI SULYDWH RUJDQL]DWLRQ� VNLS WR 4XHVWLRQ ���@

ΖȇP XQVXUH

FTNY 0007
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��� +RZ DUH \RX UHODWHG WR WKH PHQWDO KHDOWK RU VXEVWDQFH XVH WUHDWPHQW FOLHQW�FRQVXPHU LQ \RXU OLIH"

6HOI 3DUWQHU 3DUHQW &KLOG

2WKHU )DPLO\
0HPEHU

)ULHQG 2WKHU �SOHDVH VSHFLI\��

��� :KLFK DJHQF\ GLG \RX SULPDULO\ UHFHLYH VHUYLFHV IURP" 3OHDVH ZULWH WKH QDPH RI WKH DJHQF\�

��� :KLFK SURJUDP GLG \RX SULPDULO\ UHFHLYH VHUYLFHV IURP"

0HQWDO +HDOWK DQG 6XEVWDQFH 8VH 6HUYLFHV IRU $GXOWV ������ \HDUV ROG�

0HQWDO +HDOWK DQG 6XEVWDQFH 8VH 6HUYLFHV IRU 2OGHU $GXOWV ���� \HDUV ROG�

0HQWDO +HDOWK DQG 6XEVWDQFH 8VH 6HUYLFHV IRU &KLOGUHQ� <RXWK DQG )DPLOLHV

0HQWDO +HDOWK DQG 6XEVWDQFH 8VH 6HUYLFHV IRU 7UDQVLWLRQDO $JH <RXWK ������ \HDUV ROG�

&ULPLQDO -XVWLFH 6HUYLFHV

%HKDYLRUDO +HDOWK &DOO &HQWHU $FFHVV /LQH

6XEVWDQFH 8VH 6HUYLFHV $FFHVV OLQH

6XLFLGH DQG &ULVLV +RWOLQH

&ULVLV 7H[W /LQH

&KLOGUHQ
V 0RELOH &ULVLV 5HVSRQVH 7HDP �8SOLIW�

0RELOH &ULVLV 5HVSRQVH 7HDP

0HQWDO +HDOWK 8UJHQW &DUH

��� 7KH IROORZLQJ TXHVWLRQV DUH DERXW \RXU H[SHULHQFHV JHWWLQJ KHOS RU UHIHUUHG WR RWKHU VHUYLFHV� &KRRVH
WKH UHVSRQVH WKDW EHVW DSSOLHV WR \RX�

� 1RW DW
DOO WUXH

� $ OLWWOH
ELW WUXH

� 0RVWO\
WUXH

� 9HU\
WUXH

1RW
$SSOLFD�
EOH

3URYLGHUV KDYH WDONHGZLWKPHDERXW UHVRXUFHV RU VHUYLFHV
WKDW PLJKW KHOS PH�

Ζ KDYH WR VLW LQ WKH ZDLWLQJ URRP IRU D ORQJ WLPH

��� +RZ GLG \RX ȴQG RU JHW FRQQHFWHG WR \RXU PHQWDO KHDOWK RU VXEVWDQFH XVH SURYLGHU" �&KHFN DOO WKDW
DSSO\�

&RXQW\ PHQWDO KHDOWK RU VXEVWDQFH XVH FDOO FHQWHUV RU DFFHVV OLQHV

Ζ ZDV UHIHUUHG IURP RWKHU SURYLGHUV

Ζ FDOOHG WKH SURYLGHU RU FOLQLF GLUHFWO\

ΖQWHUQHW VHDUFK RU EURFKXUHV�ȵLHUV

:RUG RI PRXWK � UHIHUUDO IURP IDPLO\� IULHQGV� RU RWKHU FRPPXQLW\ PHPEHUV

��� $ERXW KRZ PDQ\ ZHHNV GLG LW WDNH IRU \RX WR JHW FRQQHFWHG ZLWK \RXU SURYLGHUV" ȴOO

��� +RZ KDUG ZDV LW WR JHW FRQQHFWHG WR \RXU PHQWDO KHDOWK RU VXEVWDQFH XVH SURYLGHU"

� 1RW DW DOO KDUG � 1RW YHU\ KDUG � 6RPHZKDW KDUG � 9HU\ KDUG

FTNY 0008
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��� 7KH IROORZLQJ TXHVWLRQV DUH DERXW \RXU H[SHULHQFHV WDONLQJ ZLWK SURYLGHUV�VWD� &KRRVH WKH UHVSRQVH
WKDW EHVW DSSOLHV WR \RX�

� 1RW DW
DOO WUXH

� $ OLWWOH
ELW WUXH

� 0RVWO\
WUXH

� 9HU\
WUXH

1RW
$SSOLFD�
EOH

0\ SURYLGHU KDV SURYLGHG D VDIH DQG UHVSHFWIXO VSDFH IRU
PH WR VKDUH�
Ζ KDYH KDG JRRG FRPPXQLFDWLRQZLWKP\ SURYLGHU� DQGP\
SURYLGHU DQVZHUV DQG DVNV TXHVWLRQV WKDW DUH LPSRUWDQW
WR PH�

��� 7KH IROORZLQJ TXHVWLRQV DUH DERXW FXOWXUDO FRQVLGHUDWLRQV LQ VHUYLFH GHOLYHU\� &KRRVH WKH UHVSRQVH WKDW
EHVW DSSOLHV WR \RX�

� 1RW DW
DOO WUXH

� $ OLWWOH
ELW WUXH

� 0RVWO\
WUXH

� 9HU\
WUXH

1RW
$SSOLFD�
EOH

0\ SURYLGHU XQGHUVWDQGV P\ FXOWXUH�

0\ SURYLGHU LV UHVSHFWIXO RI ZKR Ζ DP DQGP\ RZQ XQLTXH
LGHQWLW\ �UHOLJLRQ� VH[XDO RULHQWDWLRQ� FXOWXUDO EDFNJURXQG�
HWF���

6HUYLFHV DUH DYDLODEOH LQ P\ ODQJXDJH�

��� 7KH IROORZLQJ TXHVWLRQV DUH DERXW \RXU H[SHULHQFHV ZLWK UHFRYHU\� &KRRVH WKH UHVSRQVH WKDW EHVW DS�
SOLHV WR \RX�

� 1RW DW
DOO WUXH

� $ OLWWOH
ELW WUXH

� 0RVWO\
WUXH

� 9HU\
WUXH

1RW
$SSOLFD�
EOH

Ζ KDYH FKRLFHV DQG RSWLRQV LQ P\ UHFRYHU\ SODQ�

6HUYLFHV DUH IRFXVHG LQ KHOSLQJ PH PHHW P\ QHHGV

��� :HUH \RX DVNHG LI \RX ZDQWHG IDPLO\ RU RWKHU VXSSRUWV LQ \RXU OLIH WR EH SDUW RI \RXU WUHDWPHQW"

<HV 1R

��� 3OHDVH GHVFULEH KRZ \RXU IDPLO\�RWKHU VXSSRUWV DUH D SDUW RI \RXU PHQWDO KHDOWK FDUH RU VXEVWDQFH XVH
WUHDWPHQW�

� 1RW DW
DOO WUXH

� $ OLWWOH
ELW WUXH

� 0RVWO\
WUXH

� 9HU\
WUXH

1RW
$SSOLFD�
EOH

Ζ KDG WKH RSWLRQ WR LQFOXGH P\ IDPLO\ PHPEHUV�RWKHU LP�
SRUWDQW VXSSRUW SHUVRQV LQ P\ UHFRYHU\�

3URYLGHUV KDYH KHOSHGP\ IDPLO\ PHPEHUV�RWKHU VXSSRUW
SHUVRQV XQGHUVWDQG EHWWHU KRZ WR VXSSRUW PH�

)DPLO\ PHPEHUV�RWKHU VXSSRUW SHUVRQV VXSSRUW P\ UH�
FRYHU\

7HOHKHDOWK 6HUYLFHV

��� ΖQ WKH SDVW �� PRQWKV� KDYH \RX DWWHQGHG D WHOHKHDOWK VHVVLRQ ZLWK \RXU EHKDYLRUDO KHDOWK SURYLGHU"

<HV >ΖI <HV� FRQWLQXH@

1R >ΖI QR� VNLS WR LWHP ���@

FTNY 0009
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��� 7KH IROORZLQJ TXHVWLRQV DUH DERXW \RXU H[SHULHQFHV ZLWK WHOHKHDOWK VHUYLFHV�
ΖQ WKH SDVW ��PRQWKV� KRZPDQ\ WLPHV KDYH \RX DWWHQGHG D WHOHKHDOWK VHVVLRQZLWK \RXU EHKDYLRUDO KHDOWK
SURYLGHU"

��� ��� ���� ����� ���

��� ΖQ WKH SDVW �� PRQWKV� ZKDW WHOHKHDOWK PHWKRG GLG \RX XVH WKH PRVW WR ZRUN ZLWK \RXU EHKDYLRUDO
KHDOWK SURYLGHU UHPRWHO\"

3KRQH FDOOV Ȃ $XGLR RQO\ 9LGHR FDOOV

��� ΖQ WKH SDVW �� PRQWKV� ZKHUH ZHUH \RX ZKHQ \RX DFFHVVHG PRVW RI \RXU WHOHKHDOWK VHVVLRQV

+RPH Ȃ 6KDUHG 6SDFH +RPH Ȃ 3ULYDWH 6SDFH :RUN ΖQ 3XEOLF

$W WKH &OLQLF 2WKHU �SOHDVH VSHFLI\��

��� +RZ FRPIRUWDEOH DUH \RX XVLQJ WKH WHOHKHDOWK V\VWHP"

� ([WUHPHO\
XQFRPIRUWDEOH

� 8QFRPIRUWDEOH � 1HXWUDO � &RPIRUWDEOH � ([WUHPHO\
FRPIRUWDEOH

��� 3OHDVH UDWH \RXU VDWLVIDFWLRQ ZLWK \RXU EHKDYLRUDO KHDOWK SURYLGHU GXULQJ \RXU WHOHKHDOWK VHVVLRQV�

� 9HU\
GLVVDWLVȴHG

� 'LVVDWLVȴHG � 1HXWUDO � 6DWLVȴHG � 9HU\ VDWLVȴHG

��� +DYH \RX KDG DQ\ FKDOOHQJHV MRLQLQJ VHVVLRQV EHFDXVH RI WHFKQRORJ\ RU LQWHUQHW DFFHVV"

� 1R
FKDOOHQJHV DW DOO

� 9HU\ IHZ
FKDOOHQJHV

� 6RPH
FKDOOHQJHV

� 0RGHUDWH
FKDOOHQJHV

� 6LJQLȴFDQW
FKDOOHQJHV

��� +RZ WUXH DUH WKH IROORZLQJ VWDWHPHQWV"

� 1RW DW
DOO WUXH

� $ OLWWOH
ELW WUXH

� 0RVWO\
WUXH

� 9HU\
WUXH

1RW
$SSOLFD�
EOH

0\ PHQWDO KHDOWK RU VXEVWDQFH XVH WUHDWPHQW WHDP SUR�
YLGHV DV PXFK KHOS DV Ζ QHHG ZKHQ Ζ QHHG LW�

7KH PHQWDO KHDOWK RU VXEVWDQFH XVH WUHDWPHQW WHDP DFWV
SURIHVVLRQDOO\�

ΖȇP VDWLVȴHGZLWKP\PHQWDO KHDOWK RU VXEVWDQFH XVH WUHDW�
PHQW VHUYLFHV�

FTNY 0010
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��� :KDW DUH WKH PRVW LPSRUWDQW DFFRPSOLVKPHQWV RI WKH PHQWDO KHDOWK DQG VXEVWDQFH XVH WUHDWPHQW
V\VWHP" 3OHDVH VHOHFW XS WR � DFFRPSOLVKPHQWV�

0\ PHQWDO KHDOWK DQG VXEVWDQFH XVH WUHDWPHQW SURYLGHUV WDON WR HDFK RWKHU DQG FRRUGLQDWH VHUYLFHV ZLWK
RWKHU DJHQFLHV�

6HUYLFHV DUH FRQVXPHU DQG IDPLO\ GULYHQ �IDPLOLHV DQG FOLHQWV KDYH D SULPDU\ GHFLVLRQ�PDNLQJ UROH LQ WKHLU
VHUYLFHV��

6HUYLFHV DUH SURYLGHG E\ SHRSOH ZKR XQGHUVWDQG RU VKDUH P\ FXOWXUH DQG�RU VSHDN P\ ODQJXDJH�

6HUYLFHV DUH IRFXVHG RQ ZHOOQHVV� UHFRYHU\� DQG KRSH�

6HUYLFHV DUH KHOSIXO�

Ζ FDQ JHW KHOS IURP SHHUV� SHRSOH ZKR KDYH VLPLODU H[SHULHQFHV�

6HUYLFH SURYLGHUV XQGHUVWDQG P\ QHHGV�

6HUYLFHV KHOS PH DFFRPSOLVK P\ JRDOV�

6HUYLFHV DUH DFFHVVLEOH �H�J�� HDV\ WR JHW DSSRLQWPHQWV� JRRG ORFDWLRQV�WLPHV��

Ζ FDQ JHW VHUYLFHV LQ D FULVLV�

2WKHU �SOHDVH VSHFLI\��

��� :KDW DUH WKH PRVW LPSRUWDQW QHHGV RI WKH PHQWDO KHDOWK DQG VXEVWDQFH XVH WUHDWPHQW V\VWHP" 3OHDVH
VHOHFW XS WR � DUHDV RI LPSURYHPHQW�

7KHUH DUHQȇW HQRXJK VHUYLFHV�

:H QHHG GLHUHQW W\SHV RI VHUYLFHV�

6HUYLFH SURYLGHUV VKRXOG WDON WR HDFK RWKHU DQG FRRUGLQDWH VHUYLFHV ZLWK RWKHU DJHQFLHV�

6HUYLFHV VKRXOG IRFXV RQ ZKDW Ζ WKLQN LV LPSRUWDQW IRU P\ UHFRYHU\ SODQ�

6HUYLFHV VKRXOG EH SURYLGHG E\ SHRSOH ZKR XQGHUVWDQG RU VKDUH P\ FXOWXUH�

6HUYLFHV VKRXOG EH DYDLODEOH LQ P\ SUHIHUUHG ODQJXDJH�

6HUYLFHV VKRXOG EH IRFXVHG RQ ZHOOQHVV� UHFRYHU\ DQG KRSH�

6HUYLFH SURYLGHUV VKRXOG JR RXW LQWR WKH FRPPXQLW\�

6HUYLFHV VKRXOG HPSOR\ PRUH SHHU VXSSRUW VWD �L�H� SHRSOH ZLWK VLPLODU H[SHULHQFHV��

6HUYLFH SURYLGHUV VKRXOG XQGHUVWDQG P\ QHHGV�

6HUYLFHV DQG UHIHUUDOV VKRXOG EH KHOSIXO�

6HUYLFHV DUH KDUG WR DFFHVV �H�J�� GLɝFXOW WR JHW DSSRLQWPHQWV� LQFRQYHQLHQW ORFDWLRQV�KRXUV��

6HUYLFH SURYLGHUV VKRXOG SURYLGH WHOHKHDOWK RSWLRQV

2WKHU �SOHDVH VSHFLI\��

��� ΖV WKHUH DQ\WKLQJ HOVH \RX ZRXOG OLNH WR VKDUH DERXW \RXU H[SHULHQFH" 3OHDVH ZULWH \RXU FRPPHQWV LQ
WKH ER[ EHORZ�

FTNY 0011
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��� +RZ GLG \RX KHDU DERXW WKLV VXUYH\"

0DLOHU�3RVWFDUG

6DQWD &ODUD &RXQW\
%HKDYLRUDO +HDOWK :HEVLWH

6DQWD &ODUD &RXQW\ %HKDYLRUDO +HDOWK 6RFLDO 0HGLD �)DFHERRN� ΖQVWDJUDP� HWF��

3URYLGHU RU RWKHU FOLQLF VWD

2WKHU

7KDQN \RX YHU\ PXFK IRU \RXU WLPH�
)RU DQ\ TXHVWLRQV DERXW WKLV VXUYH\� \RX FDQ FRQWDFW ������������ RU 0+6$#KKV�VFFJRY�RUJ�

FTNY 0012
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Glossary of Abbreviations, Acronyms, and Definitions 
 

AOA: Adult and Older Adult Services 

BHSD: Behavioral Health Services Department (of the County of Santa Clara) 

CYF: Children, Youth, and Family Services 

LGBTQAP2S+: Lesbian, Gay, Bisexual, Transgender, Queer, Asexual, Pansexual, Two Spirit + 

MENA: Middle East and North Africa 

MH: Mental Health 

TAY: Transitional Aged Youth 

TGI+: Transgender, Gender-diverse, and Intersex + 

SACS: Suicide and Crisis Hotline 

SCC: Santa Clara County or County of Santa Clara 

SOGI: sexual orientation and gender identity 

SU: Substance Use 

WET: Workforce, Education, and Training 




