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Message From the Director

Welcome to Alameda County Behavioral Health Care Services (ACBH)
Department’s Fiscal Year (FY) 2021-2022 Mental Health Services Act
(MHSA) Program and Expenditure Plan Update.

Fiscal year 2021-2022 marks the second year of our current MHSA Three-
Year Plan (FY 20/21-22/23) which has been guided and developed through
a clear vision of health equity, the California economy and the devastating
impact of the Novel Coronavirus (COVID-19). However, it is with hope and
purpose that | know our communities will weather any upcoming
difficulties and remain strong in service to the many diverse and culturally
enriched communities here in Alameda County.

As the Director of Alameda County Behavioral Health, | invite you to explore our new Plan Update and
provide public comment through our various forums. I’'m also looking forward to having a deeper level of
engagement with our consumer and family member community, local nonprofit stakeholders, community
advocates committed to system change, the Mental Health Advisory Board and our public systems. This
continued engagement will assist us in serving our most vulnerable communities utilizing a cultural and
racial/ethnic equity lens as well as the principles of trauma informed care.

As we weather economic uncertainty, the health implications from COVID-19 and the racial and ethnic
injustices we’ve experienced has informed my own vision of how our department may be poised to be of
service to our Community. We remain committed to ensuring that our system responds to critical needs
across the community, while balancing the very real need to ensure that services continue with the least
disruption possible during this most critical time. This national change has also affirmed our department’s
choice to adopt a priority framework designed to foster strategic decision-making while ensuring that we
are aligned with our county, agency, and departmental mission, vision and values; improve
communication with our internal and external stakeholders; and improve our organizational structure to
promote the development of a seamless and supportive care delivery system. These priorities have
served as a guiding light and helped to shape these three departmental priority areas during this next
Three-Year MHSA Plan:

e Non-traditional community organizations supporting system wellness (such as faith-based and
culturally relevant agencies and programs);

e (Care coordination and community outreach, and

e Stigma and social Isolation reduction — (particularly due to COVID-19).

Although we are all living through unprecedented times ACBH is here to support our clients and family
members while holding the spirit and core values of MHSA: Community Collaboration, Cultural
Responsiveness, Consumer and Family Driven, Wellness Recovery and Resiliency, and Integrated services.

Together we can make a difference. Together we have hope.

Sincerely,

D, LCSW, Director

Alameda ounty Behavioral Health Care Services

MHSA ANNUAL PLAN UPDATE - Approved | FY 2021-2022 | SUBMIT COMMENTS ONLINE AT HTTPS://ACMHSA.ORG
7




Alameda County Behavioral Health Mission and Vision

MISSION

Our mission is to maximize the recovery, resilience and wellness of all eligible alameda county residents who are
developing or experiencing a serious mental health, alcohol or drug concern.

VISION

We envision a community where individuals of all ages and their families can successfully realize their potential and
pursue their dreams and where stigma and discrimination against those with mental health and/or alcohol and drug
issues are remnants of the past.

SOCIALLY
INCLUSIVE



ACCESS we value collaborative partnerships with consumers, families, service providers, agencies and
communities, where every door is the right door for welcoming people with complex needs and assisting
them toward wellness, recovery and resiliency.

CONSUMER & FAMILY EMPOWERMENT we value, support and encourage consumers and their families
to exercise their authority to make decisions, choose from a range of available options, and to develop their
full capacity to think speak and act effectively in their own interest and on behalf of the others that the
represent.

BEST PRACTICES we value clinical excellence through the use of best practices, evidence-based practices,
and effective outcomes, include prevention and early intervention strategies top promote well being

and optimal quality of life. We value business excellence and responsible stewardship through revenue
maximization and the wise and cost-effective use of public resources.

HEALTH & WELLESS we value the integration of emotional, spiritual and physical health care to promote
the wellness and resilience of individuals recovering from the biological, social and psychological effects of
mental illness and substance use disorders.

CULTURALLY RESPONSIVE we honor the voices, strengths, leadership, languages and life experiences of
ethnically and culturally diverse consumers and their families across the lifespan. We value operationalizing
these experiences in our service setting, treatment options, and in the processes we sue to engage our
communities.

SOCIALLY INCLUSIVE we value advocacy and education to eliminate stigma, discrimination, isolation and
misunderstanding of person experiencing mental illness and substance use disorders. We support social
inclusion and the full participation of consumers and family members to achieve full lives in communities of
their choices, where they can live, learn, love, work, play and pray in safety and acceptance.




MHSA GUIDING PRINCIPLES

There are 5 principles which guide all MHSA planning and implementation activities:

&

@) O
O JO

Cultural Competence

Services should reflect the values, customs, beliefs,
and languages of the populations served and eliminate
disparities in service access.

Community Collaboration

Services should strengthen partnerships with diverse
sectors to help create opportunities for employment,
housing, and education.

Client, Consumer, and Family Involvement

Services should engage clients, consumers, and families

in all aspects of the mental health system, including planning,
policy development, service delivery and evaluation.

Integrated Service Delivery

Services should reinforce coordinated agency efforts
to create a seamless experience for clients, consumers
and families.

Wellness and Recovery

Services should promote recovery and resiliency by allowing
clients and consumers to participate in defining their own goals
so they can live fulfilling and productive lives.



Executive Summary

Alameda County Behavioral Health Care Services (ACBH) is pleased to present the Mental Health Services
Act (MHSA) Annual Plan Update for fiscal year 2021-22. The Annual Plan is based on data from fiscal years
2019-20 and 2020-21. This report is the second fiscal year report of the MHSA Three-Year Program and
Expenditure Plan (Three-Year Plan) covering fiscal years 2020-23. The Three-Year Plan began July 1, 2020,
and will be updated annually in fiscal years 2021-22 and 2022-23.

The Three-Year Plan and Annual Plan Update describe MHSA funded programs including; the program
purpose, the monies allocated to fund these programs, and the measures taken to evaluate plan
effectiveness and ensure that the programs meet the Mental Health Services Act requirements. The Plan
is comprised of five components: Community Services and Supports (CSS), Prevention and Early
Intervention (PEl), Innovation (INN), Workforce Education and Training (WET), and Capital Facilities &
Technology (CFTN).

California’s Mental Health Services Act

MHSA is funded by levying a one percent tax on personal annual incomes that exceed one million dollars.
The MHSA, known as Proposition 63, was passed by California voters in 2004 and provides increased
funding to support mental health services through five components for individuals with mental illness and
inadequate access to the traditional public mental health system.

Mental Health Services Act Expenditures

The importance of MHSA support is well known to our department, as a proportion of overall mental
health funding in Alameda County has grown over time. For State Fiscal Year (FY) 21/22, ACBH set aside
up to $136,068,732 million in budget authority, which is very similar to the previous fiscal year of 2020-
21. ACBH has been able to maintain this budget level due to increased allocation amounts from the State
and unintended carryover from the previous year’s budget where not all of the budget was spent due to
multiple factors including slow project start up, staff vacancies and service/engagement issues due to the
Novel Coronavirus (COVID-19).

Within the past few years all counties in California have experienced high MHSA allocations due to the
success of the California economy. However, it should be noted that the MHSA funding stream is highly
volatile; so, while counties are currently receiving stable or increased allocations year over year it’s
important for ACBH to monitor the allocation estimates closely and adjust funding as needed so that as
much funding as possible can be used in the communities of Alameda County. At this time, the actual
fiscal impacts or potential reductions for future years that associated with COVID-19 are unknown. ACBH
strives to balance community need in collaboration with fiscal responsibility so that there is not a fiscal
“cliff” where dramatic reductions will be needed. As an example of this accountability, in order to be
proactive and safeguard against significant impacts on the Alameda County community, fiscal planning to
evaluate and strategize surrounding future changes in our financial landscape was initiated Fall 2020.
Additional information on any potential future reductions will be included within the FY 22/23 MHSA Plan
Update.
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EXECUTIVE SUMMARY

MHSA Community Program Planning & Stakeholder Engagement Process

Exhibit 1 provides an overview of Alameda County’s ongoing Community Program Planning Process
(CPPP). Alameda County utilizes five MHSA principles to guide planning and implementation activities and
employs a range of strategies to engage stakeholders at all levels of planning and implementation. Our
CPPP provides a number of opportunities for a 15-member stakeholder group and other representatives
to participate in the development of our Plans and stay informed of our progress in implementing MHSA-
funded programs. During fiscal year 2019-20 and 2020-21, MHSA increased the membership of the MHSA
Stakeholder Group (MHSA-SG) by 27% and its underserved/unserved demographics (including
Transitional Aged Youth representation) by 250%.

Despite health factors precluding our department from convening large in-person forums due to COVID-
19, ACBH has been committed to identifying creative ways in which to engage the community and various
stakeholders over the course of our planning efforts. The CPPP for the Annual Plan Update is informed
by activities conducted during the Three-Year Plan CPPP. The CPPP consisted of more than 14,069
community input invitations via a social justice public relations firm, social media, e-mail requests, and
creation of a new Community Input webpage with 2,145 new users. A community input survey was
translated into 7 threshold languages with 627 unduplicated completions, which was a 14% increase from
the previous CPPP survey completion rate in FY 17/18.

In addition to the 12 focus groups facilitated during the Three-Year Plan CPPP (which included 198 group
participants), the MHSA Steering Committee and MHSA-SG coordinated a smaller CPPP between February
19, 2021- March 16,2021, and facilitated an additional 5 focus groups totaling 45 participants. Each focus
group represented an important cross section of Alameda County populations in accordance with data
from the Three-Year Plan CPPP. Some reoccurring themes form participants include: requests for housing
and homelessness programs, school-based wellness programs, conservatorship for the severely mentally
ill, long-term mental health care and substance abuse treatment programs to combat depression and
suicide, cultural recognition in clinical programs, digital kinship villages, subacute and acute beds,
increased license board and care facilities, and requests to target services for underserved and unserved
communities- specifically African-Americans, veterans, transition age youth (TAY), persons experiencing
homelessness and immigrants & refugees.

Exhibit 1: Major components of the MHSA Community Program Planning Process (CPPP)

Advisory : ~ Communication ( ,  Procurement Program/Service

Committee " Strategies " Process: Implementation

Steering MHSA website Conducted needs Collaborated with

Cammmee Social Media assessment and partm.pants to

consisted of 14 outreach developed establish

members program criteria performance
ACBH Webmaster ) c

Stakeholder Blast Reviewed RFPs measurements

Committee and convened

consisted of 14 Social Justice PR county selection

members Firm committee to

Groups governed Stakeholder interview bidders

communication Updates Selected qualified

priorities bidders

Monitored
implementation

Provide ongoing
feedback
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EXECUTIVE SUMMARY

Cross-Component findings:

e Factors Related to Expenditures: Expenditures to support an enhanced behavioral system of care
through Community Services and Supports comprises 76 cents out of every Mental Health
Services Act dollar. This proportion is in keeping with Welfare and Institutions Code Section 5892,
which specifies the percentage of Mental Health Services Act monies to be expended on each
component.

e local Trends Impact Report: Even though Alameda County is growing, the number of children is
decreasing and overall the county is aging. Women comprise 51% of the county population, and
is home to the second-highest number of veterans among Bay Area Counties. COVID-19 and
unemployment and homelessness rates represent indicators of the overall economic health of
Alameda County that are related to an increased need for public mental health services.
Examination of the impacts of the shelter-in-place policy on unemployment, housing and
homelessness, and environmental data over time suggest that MHSA funded providers are called
upon to serve more people in need, especially as the pandemic health emergency continues.

Program Update and Changes

Significant changes from the FY 2020-23 Three-Year Plan that are incorporated into the FY 2021-22 Annual
Plan Update are in response to the CPPP and operationalized through a three-pronged departmental lens:
that of Alignment, Communication, and Organizational Structure. Specifically, we have determined it to
be critical for the success of our MHSA strategies and programs to both be reflective of our community
needs and supported through departmentwide organizational improvement strategies. Our CPPP and
implementation of our new Three-Year Plan will primarily focus on our Alignment with county, agency
and departmental mission, vision, values; improving Communication (internal/external stakeholders);
and improving our Organizational Structure and service delivery. In February of 2021, our focus on
enhancing our care delivery system was also expanded to help chart our departmental course is it relates
to the direction, guidance, and set of principles that will shape our transformational efforts towards
quality improvement. We believe these metrics to be in line with the fundamental values of the MHSA,
and now represent five key areas: Quality, Investment in Excellence, Accountability, Financial
Sustainability, & Outcome-Driven Goals. \We are pleased that this focus and our dynamic efforts relative
to system improvement will continue to support the work and critical areas supported through our MHSA
planning efforts.

Several critical areas were identified and prioritized through the planning process and focused on a
spectrum of behavioral health services and support needs. A variety of key cultural and community-
centered strategies, supportive housing and crisis stabilization programming, and engagement and
support strategies which target persons most challenged by serious mental illness were prioritized.
Including, but not limited to:

e Assisting the startup of a Mental Health Urgent Care Service for East County/Tri-Valley residents.

e Introducing an 18-month pediatric care coordination pilot project within eight local Federally
Qualified Health Centers (FQHCs) in Alameda County.

e Expanding mental health collaborative courts by providing an additional 1.0FTE Behavioral Health
Clinician to assist with meeting the mental health needs of court clients.
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EXECUTIVE SUMMARY

e Absorption of the City of Berkeley MHSA’s trauma support group school-based program targeting
Albany Unified’ s elementary and high school age students.

e Launched the Community Assessment & Treatment Team (CATT) with three teams, one of each
in Oakland, Hayward and San Leandro. CATT pairs a clinician with an EMT to respond to individuals
who are experiencing a crisis due to mental health and or substance use.

e launched the Alameda County Loan Repayment Program (ACLRP) to provide up to $10,000
awards to mental health professionals in ACBH that share the same ethnic, cultural and language
backgrounds of the underserved and unserved communities that ACBH serves.

e Funding to support the planning and development of a new pilot project for Transition Age Youth
(TAY) focusing on African American TAY. This pilot will pair mental health and higher education
academic supports to reduce adverse negative outcomes associated with the criminal justice
system, hospitalizations, housing instability and unemployment.

e Funding to support an Asian and Pacific Islander (API) graduate student internship pilot program
to address the needs of APl consumers.

e Funding to support: 1) the replacement of the current billing system, which will be linked with
ACBH’s future electronic health record, 2) Updating ACBH’s web-based data and outcome
reporting system called YellowFin and 3) the finalization and usage of a newly created reporting
dashboard on Full Service Partnership (FSP) clients that covers hospitalizations, housing,
incarcerations, primary care linkage, employment, education, cost, and data quality.

General System Improvement Efforts

Performance indicators for the County’s FSP Programs and Prevention and Early Intervention component
have been updated for FY 21/22 based on FY19/20 data, and include performance measurements and
outcomes. In addition, a new Performance Management section contains a summary of quality assurance
and improvement strategies. Appendices C and D contain individual program profiles of MHSA programs
and plan elements.

Closing

In summary, ACBH has aggressively approached its CPPP process in a manner designed to eliminate as
many barriers as possible to promote inclusive outreach and engagement. Our resulting MHSA Annual
Plan for fiscal year 2021-22 is reflective of a Departmental recalibration and attempt to regard our
valuable stakeholder feedback with a commitment towards Alignment, Communication, and
Organizational Structure. Our goals are to create a basis for future efforts that represent a variety of
stakeholder and community needs such as culturally-relevant, clinically pragmatic, and community-
centered support and care. We are pleased to present our process, plans, and commitment to the future
of our county with you at this time.
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Summary Of Changes From Previous MHSA Plan Update
(FY20/21)

Alameda County Behavioral Health Care Services (ACBH) began implementation of its MHSA Plan upon
receiving approval of our Community Services & Supports (CSS) component plan from the California
Department of Mental Health in 2007. Subsequently, ACBH received approval of four additional
component plans: Prevention & Early Intervention (PEl), Workforce Education & Training (WET) Capital
Facilities and Technology (CFTN) and Innovative Programs (INN), which account for the full MHSA
funding received by Alameda County?.

COMMUNITY SERVICES AND SUPPORTS

a. Outreach, Engagement and System Development (OESD) Programs

PREVENTION AND EARLY INTERVENTION (PEl)
a. Albany Unified School-based Trauma Support Groups

INNOVATIONS (INN)
a. Approved INN Programs being Implemented in FY 20/21
b. New INN Programs under Development

WORKFORCE, EDUCATION, AND TRAINING (WET)
a. Alameda County Loan Assumption (Repayment) Program
Greater Bay Area Workforce Development Needs Assessment Survey

b
c. New TAY Focused Academic and Career Pathway Pilot Project
d. Asian and Pacific Islander (API) Graduate Student Internship Program

CAPITAL FACILITIES AND TECHNOLOGICAL (CFTN) NEEDS
a. African American Wellness Hub Update
b. Electronic Health Record System Update

11t should be noted that MHSA ongoing budget allocations are set on an annual basis and any unused funds at the end of a
fiscal year do not roll over into future years.




PLAN UPDATE FROM FY 20-21

l. COMMUNITY SERVICES AND SUPPORTS

a. Outreach, Education and System Development (OESD) Programs in
Development or Start Up

Mental Health Urgent Care Pilot Project

ACBH will be supporting the startup of a Mental Health Urgent Care Service for East County/Tri-Valley
residents through the use of MHSA one-time funds in Fiscal Year 2021/2022 (July 1, 2021 through June
30, 2022). The proposed Axis Community Health, Mental Health Urgent Care Center will be available to
all members of the community, regardless of income or insurance status. Individuals and families with
urgent mental health needs will be able to call for same-day appointments. During the COVID
pandemic, mental health services will be provided via telehealth; long term plans would include a walk-
in access point as well. The Axis MH Crisis Center will also serve as a central entry point for assessment,
triage, treatment, and care coordination for individuals seeking mental health treatment, regardless of
insurance type or status. Like a medical urgent care setting, the MH Urgent Care Center will provide
assessment and timely connection to services in a setting that is less costly than an emergency
department.

This program will be listed in the FY 22/23 MHSA Plan Update under the Primary Care Integration
WorkPlan, OESD # 25.

Pediatric Care Coordination Pilot through the Alameda Health Consortium (AHC)

ACBH will be supporting an 18-month pilot to introduce care coordination activities for the
pediatric systems within eight local Federally Qualified Health Centers (FQHCs) in Alameda
County.

Each FQHC will hire 1 care coordinator (8 care coordinators in total). The Pediatric Care Coordinator will
be responsible for linking pediatric clients to medical, behavioral, and social services in a preventative
and comprehensive manner. This position will act as the liaison between the client and the community,
and will serve to dissolve the silos between the Medical and Behavioral Health departments within the
FQHCs. This role will also work to support young clients with the basic health and social needs to
minimize their risks for entering the criminal justice system as adults.

The AHC will serve as the centralized hub for these care coordinators, providing technical assistance,
peer-group formation, and problem-solving for the duration of this program. Furthermore, AHC will
embed a process and outcome evaluation to assess impact, effectiveness, and long-term potential of the
Pediatric Care Coordinator Program.

This program will be listed in the FY 22/23 MHSA Plan Update under the Primary Care
Integration WorkPlan, OESD # 25.
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PLAN UPDATE FROM FY 20-21

Collaborative Courts Mental Health Expansion

The partnership between Alameda County Behavioral Health and the Superior Court goes back to 1990
when together they created the county’s first treatment courts for people with co-occurring disorders.
These courts are behavioral health’s change agents in the justice system. The staff who lead the
collaborative court system have witnessed countless judges, prosecutors, probation officers and child
welfare workers change their perspective to become effective, trauma-informed practitioners of
collaborative justice.

There are eight collaborative courts serving about 200 participants on any given day. These are justice-
involved people assessed at high risk to recidivate due to high need for mental health (and addiction)
services. This expansion will provide one additional FTE Behavioral Health Clinician to assist with
meeting the mental health needs of the court clients for the goal of reduced recidivism and increased
quality of life.

This program will be listed in the FY 22/23 MHSA Plan Update under the Mental Health Court Specialist
Program WorkPlan, OESD # 7.

Service Team Case Management Program

ACBH will be supporting the development and change process to bring the existing Service Teams and
Case Management programs under the umbrella of MHSA for the goal of system transformation and
increase in quality of life for our clients who have a severe and persistent mental illness (SPMI).

The Service Teams assist clients living with an SPMI in attaining a level of autonomy within the
community of their choosing. They also aim to help with:
e Increased community connections among clients;
e Promoting fiscal/benefits and stability;
e Supporting clients in maintaining basic needs including but not limited to housing, food,
o utilities, and clothing;
Increasing client choice around appropriate housing;
e Reducing utilization of emergency services and hospitalization, and
e Assisting and empowering clients to transition into the least intensive and most independent
level of service appropriate for their need, such as a wellness center or primary care.

Clients must be approved by ACBH Acute Crisis Care and Evaluation for Systemwide Services (ACCESS)
for services. Referrals to ACCESS can come from sources including but not limited to family members,
behavioral health care providers, primary care providers, and psychiatric hospitals. Clients may also self-
refer to ACCESS. All Client are 18+ years old.

These programs will be listed in the FY 22/23 MHSA Plan Update under the Service Team Program
WorkPlan, OESD # 29.

Re-entry Treatment Teams

ACBH will be supporting the continued development and implementation of two of the Re-
entry/Forensic Treatment Teams currently being administered by the community-based organizations
La Familia and Bay Area Community Services (BACS). During the public comment period for last year’s
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PLAN UPDATE FROM FY 20-21

Three-Year Plan FY 20/21-22/23 there were over one hundred comments about the positive mental
health impact and reduced recidivism of these two programs.

The Re-entry Treatment Teams are a multidisciplinary treatment and case management program that
serves adults who were previously incarcerated or involved in the criminal justice system. The program
pairs clinical staff with peer case managers with lived experience in systems impact from the criminal
justice system to meet the broad range of client needs. The program uses an eighteen month “critical
time intervention”-based framework, providing intensive services and wraparound resources during the
initial stabilization phase and then transitions the client to community care and supports.

These programs will be listed in the FY 22/23 MHSA Plan Update under the Re-entry Team WorkPlan,
OESD # 37.

Il. PREVENTION AND EARLY INTERVENTION (PEI)

b. Albany Unified School-based Trauma Support Groups

In FY 21/22 ACBH will support a small school-based program through Albany Unified to continue the
provision of trauma support groups to both elementary and high school age students. This was a
program previously funded by the City of Berkeley; however due to funding shortages and an
understanding that the City of Berkeley is not responsible for the City of Albany under MHSA regulations
this program is being transferred to ACBH from the City of Berkeley.

This program will be listed in the FY 22/23 MHSA Plan Update under PEIl # 25, workplan: Trauma
Informed Services.

. INNOVATIONS (INN)

a. Approved INN Programs being Implemented in FY 20/21

The Community Assessment & Treatment Team (CATT) was approved by the MHSOAC on October 25
2018 and after an in-depth planning process CATT had a soft launch on July 21, 2020 with a team in
Oakland, San Leandro and Hayward, respectively. (An additional team will be launched in Fremont at a
later date). Limited coverage was begun in order to focus on identifying challenges and seeking solutions
to address these issues quickly before broadening team coverage.

Between the roll out date in July, 2020 and October 21, 2020, there were 364 requests for a CATT team
response. A CATT team was dispatched to 214 of these requests.

Of the 214 CATT responses, 33% (71) of the calls ended in transports to appropriate service facility or
safe location. The remaining 64 % (137) had alternative dispositions which included cancellations prior
to scene arrival or no patient located; refusal to be treated or transported; and patient treated/transfer
by another EMS professional or treated/transported by private vehicle.

More information can be found on the CATT project in the Innovation section of this Plan Update.

S
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PLAN UPDATE FROM FY 20-21

b. New INN Programs under Development

ACBH is currently exploring multiple new INN ideas based on the Community Program Planning Process
(CPPP) that took place this past spring.

The themes recurring most often include:

e Community and Home-base Services

e Services for Transition Age Youth (TAY)

e  Outreach/Education for Stigma Reduction

e  Housing Supports

e School-based Services
Increasing Culturally Responsive Services
Care Coordination/Provider Communication
Telehealth —individual and group
Creativity and recreation-based therapies
Increasing peers in the workforce
Supporting Families

Based on budget and funding, ACBH will be looking to embark on new INN programs in the next year
that will provide opportunities to engage more with consumer and family members, local nonprofit
stakeholders and our diverse communities here in Alameda County. At the same time, it is important to
acknowledge the effects of the pandemic, the extensive unemployment and current social movements.
Two Priority areas under Innovation, which will be linked to the above CPPP themes include:

e Community Holistic Response Teams
¢ New/Innovative Service Team Model with a focus on the forensic population

These priority areas will be further developed in FY 21/22.
Please see the INN section for more details on current and future INN projects.

IV. WORKFORCE, EDUCATION, AND TRAINING (WET)

Although WET and CFTN have completed their ten-year block grant period from the Mental Health
Services Act at the end of FY 2017/18 ACBH is committed to continue WET activities.

a. Alameda County Loan Assumption (Repayment) Program

In the beginning of FY 20/21 the WET unit restarted the Alameda County Loan Repayment Program
(ACLRP). This was unfortunately phased out in FY 17/18 when funding from the Office of Statewide
Health Planning and Development (OSHPD) was cut. ACBH recognizes the need and importance of this
type of financial incentive as a strategy to retain mental health professionals in ACBH who reflect
Alameda County’s diverse population and share the same ethnic, cultural and language backgrounds of
the underserved and unserved communities that ACBH serves.
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PLAN UPDATE FROM FY 20-21

Awardees may receive up to $10,000 after a twelve (12) month service obligation. Payment will be made
directly to the lender(s). This program is currently being administered through the California Mental
Health Services Authority (CalMHSA).

b. Greater Bay Area Workforce Development Needs Assessment Survey

In September 2020, the ACBH Workforce Education and Training (WET) unit participated in the
workforce development needs assessment survey and stakeholder engagement process funded, and
coordinated by the Greater Bay Area (GBA) Regional Workforce Education and Training group. The
purpose of the survey was to gather information from mental and behavioral health workforce
development stakeholders across the region and inform future WET Plan programs and strategies,
funding, and training opportunities. A total of 76 respondents completed the survey, with
representation from all 13 counties and cities in the Greater Bay Area Region. Alameda County made up
51% of the respondents for the GBA needs assessment survey. The results and data from the survey will
inform our system on further developing our workforce and training programs. The survey results can be
found in the Appendix. Please see the WET section for additional program and project information.

c. New TAY Focused Academic and Career Pathway Pilot Project

ACBH will be supporting the planning and development of a new pilot project for Transition Age Youth
(TAY) focusing on African American TAY, to assist in the goal of academic success and career exploration.
This pilot will pair mental health and higher education academic supports to increase positive impacts
and reduce other negative outcomes such as association with the criminal justice system,
hospitalizations, housing instability and unemployment.

In FY 22/23 this pilot will be listed under WET Action Plan #11.
d. Asian and Pacific Islander (API) Graduate Student Internship Program

ACBH will be supporting the development and implementation of a new pilot project funding an API
graduate student internship program to support the Department’s vision of equity and the needs of the
consumers from the APl communities.

In FY 22/23 this pilot will be listed under WET Action Plan #3.

CAPITAL FACILITIES AND TECHNOLOGICAL NEEDS (CFTIN)

a. African American Wellness Hub Complex
ACBH is excited to begin work on the development of an African American Wellness Hub Complex.
ACBH staff are working closely with community consultants and the Alameda County General Services

Agency department.

More information will be available on the progress of the land purchase or building purchase/renovation
as it becomes available and will be posted on the MHSA website and in the FY 21/22 MHSA Plan Update.

On November 11, 2020 the Alameda County Board of Supervisors approved to amend the Capital
Improvement Plan (CIP) to include the African American Wellness Center Project, and award $92K for
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PLAN UPDATE FROM FY 20-21

Architectural Services. ACBH is currently working with the General Services Agency (GSA) to set up this
architectural contract. Once in place, space planning and project development meetings can
commence. ltis the hope that these meetings will begin in February 2021.

This Complex will be developed over multiple years, starting in FY 19/20, and will be a beacon of hope
and energy for the African American community in Alameda County. Currently ACBH has budgeted $2
million/year for three years for a total of $6 million dollars (the funds will be transferred to the CFTN
component from CSS in FY 20/21, 21/22 and 22/23).

More information will be available on the progress of the land purchase or building purchase renovation
as it becomes available and will be posted on MHSA website and in the FY 22/23 MHSA Plan Update.

b. MHSA Technology Project

ACBH has utilized CFTN funds to:

1) Replace the current billing system, which will be linked with ACBH’s future electronic health record;
the contract with the vendor will begin in April 2021 for the pre-implementation planning phase. The
Implementation planning phase will begin in July 2021 (FY 21/22). More information will be published
as it becomes available.

2) Update ACBH’s web-based data and outcome reporting system called YellowFin and,

3) Finalize and begin using a newly created reporting dashboard on Full Service Partnership (FSP) clients
that covers hospitalizations, housing, incarcerations, primary care linkage, employment, education, cost,
and data quality.
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FY 2021/22 Mental Health Services Act Annual Update
Funding Summary

County: Alameda Date: Date: 3/19/21
MHSA Funding
A B C D E F
) . Capital
Community | Prevention and Workforce s
. ) . Facilities and Prudent
Services and Early Innovation Education and .
Supports Intervention Trainin Technological Reserve
PP & Needs
A. Estimated FY 2021/22 Funding
1. Estimated Unspent Funds from Prior Fiscal Years 46,215,178 1,434,630 18,912,997 (0) 2,327,776
2. Estimated New FY 2021/22 Funding 78,285,249 19,571,312 5,150,345
3. Transfer in FY 2021/223/ (13,355,890) 3,420,182 9,935,708
4. Access Local Prudent Reserve in FY 2021/22
5. Estimated Available Funding for FY 2021/22 111,144,537 21,005,942 24,063,343 3,420,182 12,263,484
B. Estimated FY 2021/22 MHSA Expenditures 99,718,125 16,218,767 8,991,126 3,420,182 12,263,483
G. Estimated FY 2021/22 Unspent Fund Balance 11,426,411 4,787,175 15,072,216 (0) 0
H. Estimated Local Prudent Reserve Balance
1. Estimated Local Prudent Reserve Balance on June 30, 2021 14,593,038
2. Contributions to the Local Prudent Reserve in FY 2021/22 0
3. Distributions from the Local Prudent Reserve in FY 2021/22 0
4. Estimated Local Prudent Reserve Balance on June 30, 2022 14,593,038

a/ Pursuant to Welfare and Institutions Code Section 5892(b), Counties may use a portion of their CSS funds for WET, CFTN, and the Local Prudent Reserve. The total amount of CSS funding used for this
purpose shall not exceed 20% of the total average amount of funds allocated to that County for the previous five years.
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FY 2021/22 Mental Health Services Act Annual Update
Community Services and Supports (CSS) Funding

County: Alameda Date: 3/19/21
Fiscal Year 2021/22
A B C D E F
Estimated Total 3 3 . . Estim?ted 3
Mental Health Estlmatc?d CSS | Estimated Medi Estlma;lted 1991 Behavioral Estlmatec'l
Expenditures Funding Cal FFP Realignment Health Other Funding
Subaccount

FSP Programs
FSP 3 Support Housing for TAY 2,969,073 1,389,526 1,579,547
FSP 4 Greater Hope Project 4,398,759 3,197,898 1,200,861
FSP 7 SSI Advocacy & Support Services 1,753,736 973,695 145,241 634,800
FSP 10 Housing Services 15,221,992 13,809,076 1,287,330 125,586
FSP 11 Community Conservatorship 1,230,364 824,344 406,020
FSP 12 Assisted Outpatient Treatment (AOT) 127,462 86,674 40,788
FSP 13 CHANGES 4,462,982 4,462,982
FSP 14 STRIDES 2,974,105 1,799,334 1,174,771
FSP 16 Alameda Connections 0-8 734,580 448,094 286,486
FSP 17 East Bay Wrap 8-18 735,585 367,793 367,793
FSP 18 Homeless Engagement 4,398,760 3,054,499 1,344,261
FSP 19 No. Co. Senior Homeless 2,905,008 2,905,008
FSP 20 Lasting Independence Forensic Team 2,969,072 2,197,113 771,959
FSP 21 Prevention, Advocacy, Innovation, Growth, and Empowerm 1,484,534 979,792 504,742
FSP 22 Justice and Mental Health Recovery 4,237,129 3,918,222 318,907
Non-FSP Programs
OESD 4A Mobile Integrated Assess Team for Seniors 668,495 375,694 292,801
OESD 5A Crisis Response Program - Capacity for Valley and Tri-City 2,891,875 2,024,313 867,563
OESD 7 MH Court Specialist Program 596,230 417,361 178,869
OESD 8 Juvenile Justice Transformation of Guidance Clinic 165,456 115,819 49,637
OESD 9 Multisystemic Therapy 907,385 593,430 281,289 32,666
OESD 11 Crisis Stabilization Service 11,198,757 7,661,927 3,536,830
OESD 14 Staffing to Asian Population 4,045,190 2,739,460 1,305,730
OESD 15 Staffing to Latino Population 855,196 627,418 227,778
OESD 17 Residential Treatment for Co-occurring Disorders 981,057 163,837 686,740 130,481
OESD 18 Wellness Center 7,299,360 5,701,062 1,525,729 72,569
OESD 19 Medication Support Services 3,995,301 2,216,167 1,775,781 3,353
OESD 20 Individual Placement Services 6,172,779 4,183,905 1,988,874
OESD 23 Crisis Residential Services 1,685,716 1,636,079 49,637
OESD 24 Schreiber Center 365,919 256,143 109,776
OESD 25 Behavioral Health - Primary Care Integration Project 6,149,482 5,561,947 538,903 48,632
OESD 26AB Culturally-Responsive Treatment Programs for African-Anf 721,062 721,062
OESD 27 In Home Outreach Team 2,893,531 1,598,673 1,294,858
OESD 28 SAGE Case & Care Management 2,669,040 1,046,511 1,612,586 9,942
OESD 29 Older Adult Service Team 6,261,792 3,682,343 2,323,517 255,932
OESD 30 Peer Respite 1,056,352 1,056,352
OESD 31 1st Onset 1,340,001 972,841 367,160
OESD 32 Suicide Prevention/Crisis Line 275,165 275,165
OESD 33 Deaf Community Counseling Services 297,752 276,046 16,049 5,657
OESD 34 School-Based Behavioral Health 1,363,634 1,363,634
OESD 35 Family Education Resource Center & MH Outreach 1,917,125 1,917,125
OESD 36 Presumptive Transfer Program 762,973 762,973
OESD 37 Re-entry Treatment Teams 1,477,358 1,034,151 443,207
€SS Administration 14,746,631 10,322,639 4,423,992
CSS MHSA Housing Program Assigned Funds 0
Total CSS Program Estimated Expenditures 134,363,754 99,718,125 33,326,012 0 0 1,319,617




FY 2021/22 Mental Health Services Act Annual Update
Community Services and Supports (CSS) Funding

County: Alameda Date: 3/19/21

FSP Programs as Percent of Total 50.7462%




FY 2021/22 Mental Health Services Act Annual Update
Prevention and Early Intervention (PEIl) Funding

County: Alameda Date: 3/19/21
Fiscal Year 2021/22
A B C D E F
Estimated
Estimated Total
stimated Tota Estimated PEI |Estimated Medi-| Estimated 1991| Behavioral Estimated
Mental Health ) . )
. Funding Cal FFP Realignment Health Other Funding
Expenditures
Subaccount

PEI Programs - Prevention
PEI 1A School-Based Mental Health Consultation in Preschools 924,725 825,452 99,273
PEI 1B School-Based Mental Health Access & Linkage in Elementary,

Middle, & High Schools 1,007,655 1,007,655
PEI 1C Early Childhood Mental Health Outreach & Consultation 303,063 300,000 3,063
PEI 1D Unaccompanied Immigrant Youth Outreach 749,901 472,438 277,463
PEI 4 Stigma & Discrimination Reduction Campaign 1,439,220 1,439,220
PEI 5 Outreach, Education & Consultation for Latino Community 1,364,922 818,953 545,969

Outreach, Education & Consultation for Asian Pacific Islander
PEI 6 Community 1,849,643 1,507,247 331,591 10,805

Outreach, Education & Consultation for South Asian/Afghan
PEI7 Community 1,549,525 1,376,908 172,617

Outreach, Education & Consultation for Native American
PEI 8 Community 309,905 267,758 23,553 18,594

Outreach, Education & Consultation for Middle Eastern
PEI9 Community 309,905 309,905
PEI 10 Outreach, Education & Consultation for African Community 309,800 309,800
PEI 12 Suicide Prevention and Trama-Informed Care 1,704,044 1,704,044
PEI 17AB TAY Resource Centers 1,027,933 1,027,933
PEI 19 Older Adult Peer Support 298,924 298,924
PEI 20A-E  Community 909,147 907,433 1,714
PEI 22 LGBT Support Services 339,671 339,671
PEI 24 Sobrante Park Comm Proj 350,000 350,000
PEI 25 Trauma Informed Servcies 114,042 114,042
PEI Programs - Early Intervention

Mental Health for Older Adults, Geriatric Assessment &
PEI 3 Response Team 949,348 664,543 284,804
PEI Administration 2,570,434 2,176,842 393,592
PEI Assigned Funds 0
Total PEI Program Estimated Expenditures 18,381,806 16,218,767 2,128,862 0 0 34,177




FY 2021/22 Mental Health Services Act Annual Update
Innovations (INN) Funding

County:  Alameda Date: 3/19/21
Fiscal Year 2021/22
A B C D E F
Estimated Total Estimated
Mental Health Estimate'd INN | Estimated Medi Estime'\ted 1991 Behavioral Estimatet'i
Expenditures Funding Cal FFP Realignment Health Other Funding
Subaccount
INN Programs
INN 2 Co%munity Assessment & Transport Team 8,424,492 7,419,505 1,004,987
INN 4 Supportive Housing Community Land Alliance 612,763 612,763
(SHCLA)Land Trust
INN5 MH Technology (MH Tech 2.0) 658,775 658,775 26,485
INN 6 INN CPPP Expansion 176,569 150,083
0
0
0
0
0
0
0
0
0
0
0
0
0
0
INN Administration 150,000 150,000
Total INN Program Estimated Expenditures 10,022,599 8,991,126 1,031,473 0 0 0




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

County: Alameda Date: 3/19/21
Fiscal Year 2021/22
A B C D E F
Estimated Total . . ) . EStim?tEd )
Mental Health Estlmate.d WET | Estimated Medi/ Estlmz.ited 1991| Behavioral Estlmate(.i
Expenditures Funding Cal FFP Realignment Health Other Funding
Subaccount
WET Programs
Action1  Workforce Staffing & Support 549,353 384,547 164,806
Action 2 Staff Development, Training/Conference and Consultants 140,526 140,526
Action 4 ACBH Training Institute 547,915 547,915
Action 5 Post Graduate Certificate Program 111,000 111,000
Action 6 Psychiatry and Integrated Behavioral Health Care 186,000 186,000
Action 7 Graduate Intern Stipend Program 125,000 125,000
Action 8 Loan Assumption Program 300,000 300,000
Action 9 PEER Training & Support 513,939 513,939
Action 10  MHSA Support and Public Education Campaign & CBL 479,366 479,366
Action 11  WET pipeline/academic support for TAY 631,889 631,889
0
0
0
0
0
0
0
0
0
0
WET Administration 0
Total WET Program Estimated Expenditures 3,584,988 3,420,182 164,806 0 0 0




FY 2021/22 Mental Health Services Act Annual Update

Capital Facilities/Technological Needs (CFTN) Component Worksheet

County: Alameda Date: 3/19/21
Fiscal Year 2021/22
A B C D E F
. Estimated
E:;g::f:g:::' Estimatefi CFTN | Estimated Medi Estim:'ated 1991| Behavioral Estimatefl
Expenditures Funding Cal FFP Realignment Health Other Funding
Subaccount
CFTN Program - Capital Facilities Projects
CF2 Respite Bed Expansion 2,000,000 2,000,000
CF3 County Facility Renovation 1,900,000 1,900,000
CF5 AA Wellness Hub 2,000,000 2,000,000
CF6 A Street Shelter Project 900,000 900,000
0
0
0
0
0
0
CFTN Program - Technological Needs Projects
TN1 Behavioral Health Management System 2,543,336 2,543,336
TN2 Web-based dashboard 97,000 97,000
TN3 County Equipment & Software Update 1,237,056 1,237,056
TN4 Consulting Services 727,980 727,980
0
0
0
0
0
0
CFTN Administration 1,225,874 858,111 367,762
Total CFTN Program Estimated Expenditures 12,631,246 12,263,483 367,762 0 0 0




Alameda County Profile

Alameda Lounty Is the seventh most populous county In Lalitfornia, with the City ot Dublin being one ot
the 15 fastest growing cities in the United States. Compared to neighboring Bay Area counties,
Alameda, experienced the highest estimated numeric increase in population from 2018 to 2019 with
over 4,500 people and the third highest percent of foreign-born residents (33%). Since the 2010

Census, the population has increased 11%, the highest of any Bay Area County (Table 1).

Table 1: Alameda and Select Bay Ares Counties Population Characteristics

Contra

Description
Census, April 1, 2010
Estimates base, April 1, 2010, (V2019)
Estimates, July 1, 2019, (V2019)
Change April 1, 2010 (estimates base) to July 1,
2019, (V2019)
Total change estimates, July 1, 2018 to July 1,
2019

Foreign-born residents, percent 2015-2019

Alameda
1,510,271
1,510,271
1,671,329

11%

4,576
33%

Costa
1,049,025
1,049,204
1,153,526

10%

3,311
25%

Marin
252,409
252,430
258,826

3%

-840
18%

San Santa
Francisco Clara

805,235
805,184
881,549

10%

-1,756
34%

1,781,642
1,781,686
1,927,852

8%

-9,718
39%

Source: 2020 Census Quickfacts and Annual Estimates of the Resident Population for Counties in California: April 1, 2010 to July
1, 2019, U.S. Census Bureau, Population Division, Release Date: March 2020, Retrieved: 1/12/2021

Even though Alameda County is growing, the number of children is decreasing and overall the county is
aging; according to the Census Bureau the median age has increased from 36.6 in 2010 to 37.9 years in
2019. Between 2010 and 2019 Alameda County was home to fewer children 0 to 4 years old (7% to 6%),
youth 5to 17 (16% to 15%), young adults 18 to 24 (10% to 8%), and adults 45 to 64 (26% to 25%). The two
age groups that increased between 2010 and 2019 were adults 25 to 44 (30% to 32%) and adults 65 and
older (11% to 14%) (Figure 1). Women are 51% of the county population and is home to 48,602 Veterans
(2015-2019), which is the second-highest number among Bay Area Counties with Santa Clara having the
most and Marin having the least.

Figure 1: Alameda County Age Group as a Percentage of Total Population, 2010 v. 2019
2019

7% Oto4

16% 5to17 15%

10% 18 to 24 8%

30% 25to 44

45 to 64

65 and
over

11% 14%

Source: Annual County and Resident Population Estimates by Selected Age Groups and Sex: April 1, 2010 to July 1, 2019
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Asian, 22.4% Hispanic/Latino, 10.3% Black or African American, 4.1% Two or more races, 0.8% Native
Hawaiian or Pacific Islander, and 0.3% American Indian or Alaska Native (Figure 2). The percent of
Asian residents in Alameda County is approximately double the State of California’s (14.8%).

Figure 2: Bay Area Counties Percent Race and Ethnicity Estimates as of July 1, 2019

100% I _
| 3.3% | | 3.1% |
0.5% 0.3% IEROAE | 0.2% 0.2% | mRiram 0.2%
103% EEETAN 277 B 0.2% 0.4% 0.3%
80%
[0)
60% 35.3%
17.4%
40%
71.5%
20% 43.2% 40.3%
0%
Alameda Contra Costa Marin San Francisco Santa Clara
m White H Asian
Hispanic/Latino m Black/African American
B Two or More Races W Native Hawaiian/Pacific Islander

Source: Annual Estimates of the Resident Population for Counties in California: April 1, 2010 to July 1, 2019, U.S. Census
Bureau, Population Division, Release Date: March 2020

At home, Alameda County residents speak a variety of languages. Among the neighboring Bay Area
Counties, Alameda has the second highest percent of residents who speak non-English languages at
home. While over half of residents speak English at home (54.3%), 20.0% of residents speak
Asian/Pacific Island languages, 15.9% speak Spanish, 8.3% speak Other Indo-European languages, and
1.5% speak Other Languages (Figure 3). Due to this diversity of languages, Alameda County has seven
threshold languages: English, Spanish, Vietnamese, Arabic, Tagalog, and Chinese if written Traditional
and Simplified or when spoken Cantonese and Mandarin. Threshold languages are those where at
least 3,000 residents or five percent of the Medi-Cal beneficiary population, whichever is lower,
identify that language as their primary one. Farsi is no longer a threshold language, but Alameda
County is committed to providing materials in this language because of how close it is to becoming a
threshold language. Mental health providers must comply with cultural competence and linguistic
requirements set out by the state for these languages, including oral interpreter services and general
program literature used to assist beneficiaries.
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Figure 3: Bay Area Counties Languages Spoken at Home by Residents Age 5 and Over
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Source: 2019 ACS 1-Year Estimates Subject Tables, Retrieved: 1/26/2021

Alameda County Behavioral Health Care Services (ACBH) clients face a variety of challenges around
income, housing, and food security. Compared to other Bay Area counties Alameda County residents
have the lowest median household and per capita income (Table 2). While the median rent is the

lowest among the Bay Area Counties, Alameda County has the higher rental rate compared to Contra
Costa, Marin, and Santa Clara counties, meaning a higher percentage of residents do not own a home.
Additionally, almost 50% of those that rent spend 30% or more of their income on their rent, this
means that the rent they pay is burdensome. Alameda County also has the second highest percent of
people in poverty for all ages and for children. The Supplemental Nutrition Assistance Program (SNAP)
is a federal program for low-income individuals that provides help with purchasing food and
beverages. Even though only 5.4% of Alameda County residents receive SNAP, this is tied for the
second highest percent compared to neighboring counties, and many ACBH providers report that they

connect their clients to food resources.

Table 2: Poverty Indicators for Bay Area Counties

Contra San Santa
Indicator Alameda  Costa Marin  Francisco  Clara
Median household incomes, 2015-2019| $99,406 | $99,716 |S$115,246 |$112,449 |$124,055
Per capita income, past 12 monthst, 2015-2019| $47,314 | $48,178 | $72,466 | $68,883 | $56,248
Median gross rent, 2015-2019($1,797.00 |$1,819.00 |$2,069.00 |$1,895.00 [$2,268.00
Rental Rate| 47.0% 34.6% 38.0% 62.9% 45.1%
Households whose rent is 30% or more of their
income| 49.7% 51.5% 54.8% 32.5% 44.8%
Poverty percent, all ages| 8.9% 7.9% 6.7% 9.5% 6.1%
Poverty percent, under 18| 9.7% 10.4% 7.5% 7.3% 5.1%
Households with SNAP, percent| 5.4% 5.2% 2.6% 5.5% 3.7%

+In 2019 dollars; Source: 2020 Census Quickfacts; Annual Estimates of the Resident Population for Counties in California: April
1, 2010 to July 1, 2019; and 2019 ACS 1-Year Estimates Subject Tables; Retrieved: 1/26/2021

1 Mental Health Services Act FY 2020-2023 Plan
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required Point-in-Time Count. The 2019 count recorded 8,022 people experiencing homelessness,
which is a 43% increase from the last count in 2017. Seventy-nine percent were unsheltered—living in
tents, parks, vehicles, vacant buildings, underpasses, etc. According to the EveryOne Counts 2019
report, Alameda, San Francisco, and Santa Clara reported increases in overall homelessness in 2019.
The full report can be found here.

During the count, ACCC conducted a survey on a randomized sample of 1,681 unsheltered and
sheltered homeless persons. The top three reported causes of homelessness were: lost their job (13%),
mental health issues (12%), and substance use issues (10%). Participants reported that the following
might have prevented homelessness (multiple responses allowed):

A =

33% 30% 23% 17%

Rent Benefits/ Employment Mental Health Alcohol/Drug
Assistance Income Assistance Services Counseling

Survey respondents reported the following health conditions:
V|
30% 13% 30%

Post-traumatic Traumatic Psychiatric/Emotional Alcohol/Drug
Stress Disorder Brain Injury Conditions Counseling

Only three percent of respondents were not interested in independent, affordable rental housing, or
housing with supportive services. The lack of affordable housing has impacted Alameda County
residents, the workforce, and consumers and family members in MHSA programs. During the MHSA
Community Program Planning Process, the top concern that survey respondents named for all age
groups was housing and homelessness and persons experiencing homelessness were one of top three
groups that respondents felt were not adequately served by the ACBH system?.

Multiple populations were overrepresented in the homeless populations, veterans (9% versus 5%)
compared to the overall Alameda County population and adults with serious mental illness when
compared to the United States population (32% versus 5%). Compared to the general Alameda County
population the unhoused population has an overrepresentation of Black/African Americans, Two or
More Races, American Indian or Alaska Native, Native Hawaiian or other Pacific Islander (Figure 4), and
Hispanic or Latino (22% versus 17%). While Whites and Asians are seen in the homeless population at
lower rates than the general population. Those with a history of domestic violence or abuse were 26%
of the homeless population.

2 Mental Health Services Act FY 2020-2023 Plan
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Figure 4: Unhoused Race Compare to Alameda County's Population
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*Includes persons reporting only one race; Source: 2020 Census Quickfacts and Alameda County: Homeless Count and Survey
Comprehensive Report 2019

Physical Health
Alameda County has the second lowest life expectancy, at 82.9 years compared to the neighboring
counties (range 82.4 - 85.4). Alameda and San Francisco Counties have much higher rates of violent
crime than the other neighboring counties. Those without health insurance under the age of 65 (range
4.8% - 5.9%) have similar rates across all neighboring Bay Area Counties. The percent of those under
65 that are disabled, defined as limited or restricted to fully participate in activities at school, home,
work, or in their community, is 5.6% (Table 3).

Table 3: Health Indicators for Bay Area Counties

Contra San Santa
Indicator Alameda Costa Marin Francisco Clara
Life expectancy, years| 82.9 82.4 85.4 83.8 84.6
Violent crime rate (per 100,00 people)| 629 336 178 760 264

Persons without health insurance, under age 65 years| 5.0% 59% | 4.8% 4.8% 5.1%

With a disability, under age 65 years, 2015-2019| 5.6% 7.5% | 5.1% 5.7% 4.6%

Source: 2020 Census Quickfacts and Annual Estimates of the Resident Population for Counties in California: April 1, 2010 to July
1, 2019, U.S. Census Bureau, Population Division, Retrieved: 1/12/2021 and County Health Rankings 2019

In contrast to life expectancy, Alameda County has the second lowest age-adjusted?® death rates due
to drugs (9.6) or suicide (8.9) per 100,000 when compared to its neighboring counties (Table 4). These
are lower than the Healthy People 2020 Objective of 11.3 and 10.2 per 100,000, respectively.
However, these low rates do not reflect the differences in these rates among different populations in
Alameda County. For example, the Centers for Disease Control and Prevention reports that nationally
the highest rates of suicide across the life span occur among American Indian/Alaska Natives and
Whites. Veterans and sexual minority youth also have higher rates of suicide. Additionally, suicide is
the second leading cause of death for those between the ages of 10 to 34 and increased from 6.8 in

3 Rates are age-adjusted to correct for the influence of age on health outcomes, allowing counties with different
age profiles to be compared.
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Table 4: Selected Causes of Death, 2016-2018
Drugs Suicide

Deaths Age-Adjusted Deaths Age-Adjusted

(Average) Death Rate (Average) Death Rate
Alameda 173.0
Contra Costa 148.0
Marin 36.0
San Francisco 209.3
Santa Clara 170.7

Healthy People 2020 Objective -
Source: California Department of Public Health, California Comprehensive Master Death Files, [2016-2018] Compiled, April
2020.

Environmental Health
California’s Office of Environmental Health Hazard Assessment has created the CalEnviroScreen 3.0
model* to assess pollution burden and population characteristics that increase vulnerability to
pollution among census tracts throughout the state. The pollution burden is measured through the
averages of environmental exposures and effects. Population Characteristics are measured through
the average of sensitive populations and socioeconomic factors components. The total score is
calculated by combing the pollution burden and population characteristics. Below is a map of the 2018
CalEnviroScreen results for Alameda County (Figure 5). Briefly, the areas with lower burden and
vulnerability to pollution are green and the neighborhoods with the highest are red. Areas of Oakland,
San Leandro, and Union City have the highest burden of pollution and vulnerability to pollution.

Figure 5: Alameda County Burden of Pollution and Vulnerability to Pollution Scores

Callnntines 19 Raeim iune 2018 Lpdera!

B T o tions
v

4 A detailed explanation of the model can be found here: https://oehha.ca.gov/calenviroscreen/scoring-model.
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Mental Health
The California Health Interview Survey (CHIS) is conducted continuously through internet and
telephone surveys to give a detailed picture of health and the healthcare needs of Californians, this
includes a set of questions about mental health. Alameda has the second highest percentage of
people that reported to have “likely had psychological distress during the last year” (9.7%), moderate
or severe “social life impairment” during the past year (16.7%), and “ever seriously thought about
committing suicide” (11.2%) compared to other Bay Area counties (Table 5). Additionally, 20.8% of
Alameda County respondents reported that they “needed help for emotional/mental health problems
or use of alcohol/drugs” and of those, 74.8% of them reported receiving treatment, which is the
second lowest percent. The ratio of mental health providers to residents is 160:1 in Alameda County,
which makes it in the middle among neighboring counties.

Table 5: Mental Health Indicators for Adults in Bay Area Counties
Santa
Clara

San
Marin Francisco

Contra

Indicator Alameda Costa

Likely has had serious psychological distress in the past year, 9.7% |9.4% | 5.8% | 10.7% | 7.6%
Moderate or severe social life impairment in the past year| 16.7% |15.6%|13.2% | 19.5% | 13.6%
Ever thought about committing suicide] 11.2% |10.9%| 8.8% | 14.2% | 9.2%

Needed help for emotional/mental health problems or use
of alcohol/drugs 20.8% [19.4%|23.7% | 28.8% |17.0%

Of those that needed help, received treatment for
mental/emotional and/or alcohol/drug issues| 74.8% [81.8%|78.9% | 81.1% | 74.0%

Mental health providers| 160:1 |300:1| 130:1 | 110:1 | 290:1
Source: 2015, 2016, 2017, 2018, and 2019 California Health Interview Survey and County Health Rankings 2019

While Alameda County and neighboring counties are similar on mental health indicators, overall there
are inequities in these same measures across racial and ethnic groups in the county (Table 6). Whites
have highest rates of all the mental health indicators, except needing help for emotional or mental
health or alcohol or drugs. Those that are Two or More Races had a much higher percentage reporting
that they “needed help for emotional/mental health or alcohol/drugs” (27.9%). Among those that
needed help for emotional/mental health problems African Americans were the least likely to receive
help (66.5%). These rates do not reflect the role that stigma might play in survey participant’s
responses that may result in underreporting among certain racial and ethnic groups.

Table 6: Mental Health Indicators for Alameda County Adults by Race

Two or

Hispanic/ African More
Indicator Latino |White American Asian Races

Likely has had serious psychological distress in the past year] 6.6% |9.8% | 7.9% |6.3%
Moderate or severe social life impairment in the past year| 11.5% |17.4%| 14.1% * *
Ever thought about committing suicide| 6.1% |13.3%| 11.4% * *

Needed help for emotional/mental health or alcohol/drugs| 15.0% |24.9%| 19.9% |14.1%|34.4%

Of those that needed help, received treatment for|

mental/emotional and/or alcohol/drug issues| 55.0% |69.2%| 61.8% [54.9%| *
* = suppressed because statistically unstable; Note: American Indian or Alaska Native and Native Hawaiian or Pacific Islander

suppressed due to statistically unstable or sample size.
Source: 2013, 2014, 2015, 2016, 2017, 2018, and 2019 California Health Interview Survey
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Alameda County Behavioral Health Care Services Utilization
During FY2019/2020, ACBH provided behavioral health services to total of 28,361 clients and
consumers. Adults 25 and over make up over half of the consumer population (53%), which is
less than the County’s population (72%). Children and Youth 0 to 17 are 37%, and Young
Adults 18 to 24 are 10% of the clients both of which are higher than the Alameda County
population. ACBH serves more men (55%) than women (45%). Nationally adult women have
higher rates of any mental illness (25% versus 16%), serious mental iliness (7% versus 4%), and
treatment for serious mental illness (71% versus 57%)°.

Figure 6: ACBH Clients and Alameda County Age Groups as a Percentage of the Total Population

100%
° 65 and over

80% 45 to 64

60% 25 to 44

40%

20% 5to 17

15%
0% o Oto4d o/
MHS Clients Alameda County

Source: Annual County and Resident Population Estimates by Selected Age Groups and Sex: April 1, 2010 to July 1, 2019 and
MHSA Demographic Yellowfin Data

Table 7 shows the mental health services penetration rate by race and ethnicity. The penetration rate
is the percentage of eligible Medi-Cal insured individuals who are utilizing mental health services.
Despite having the second highest number of beneficiaries, Asians and Pacific Islanders have the
lowest penetration rate at 1.6%. Alaska Native/American Indian represent the highest penetration
rate (8.2%), with the other rates by race/ethnic groups penetration rates as follows 7.8% of Black/African
Americans, 6.2% of Whites, 4.5% of Hispanic/Latinos, and 4.4% of Other/Unknown of Alameda County
Medi-Cal beneficiaries.

Table 7: Fiscal Year 19/20 Alameda County Mental Health Services Medi-Cal Penetration Rate by Race
and Ethnicity

Number Served Outpatient  Served

of with  Penetration Served in | Penetration without | Total
Race/Ethnic Group Recipients Medi-Cal Rate Outpatient Rate Medi-Cal | Served
Asian or Pacific Islander| 101,123 | 1,638 1.6% 1,452 1.4% 696 2334
Other/Unknown| 106,845 | 4,663 4.4% 3,781 3.5% 1,540 6,203
Hispanic or Latino| 117,183 | 5,306 4.5% 4,824 4.1% 172 5,478
White| 51,328 3,166 6.2% 2,603 5.1% 1,395 4,561

Black or African
American| 79,225 6,180 7.8% 4,998 6.3% 1,469 7,649

Alaska Native or
American Indian| 1,141 93 8.2% 70 6.1% 43 136
Total 456,845 | 21,046 - 17,728 - 5,315 | 26,361

5 Substance Abuse and Mental Health Services Administration’s National Survey of Drug Use and Health, 2019
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Exploring the Medi-Cal penetration rate by language shows that the lowest penetration rates are
among Chinese (0.9%), Tagalog (1.1%), Arabic (1.2%), and Vietnamese (1.3%) speaking individuals
(Table 8). English speakers are the largest group of beneficiaries and have the highest penetration rate
(5.6%). Overall, 4.6% of beneficiaries are accessing mental health services in the Alameda County
Behavioral Health system. Results from the Substance Abuse and Mental Health Services
Administration’s National Survey of Drug Use and Health (2019), showed that rates of serious mental
illness are 5.2% of adults and 21.7% of residents are provided health insurance through
Medicaid/CHIP®.

Table 8: Fiscal Year 19/20 Alameda County Mental Health Services Medi-Cal Penetration Rate by

Language
Served
Outpatient | without
Language  Number of Penetration Servedin Penetration Medi-
Group Recipients Rate Outpatient Rate (or:]
Chinese 37,393 334 0.9% 315 0.8% 28 362
Tagalog 3,468 39 1.1% 34 1.0% 0 39
Arabic 3,235 39 1.2% 36 1.1% 8 47
Vietnamese 11,419 144 1.3% 130 1.1% 6 150
Other 16,900 589 3.5% 529 3.1% 418 1,007
Spanish 83,583 3,227 3.9% 3,074 3.7% 737 3,964
Farsi 2,588 114 4.4% 109 4.2% 9 123
English | 298,259 16,560 5.6% 13,501 4.5% 4,109 20,669
Total | 456,845 21,046 - 17,728 - 5,315 26,361

COVID-19 in Alameda County
Alameda County’s first confirmed case of COVID-19 was reported on February 28, 2020 and the Bay
Area’s first shelter in place order went into effect on March 17, 2020. As of January 28, 2021, Alameda
County the highest number of cases of any Bay Area county with 72,024 cases and 929 deaths, which
is the second highest. However, the Alameda’s case rate is 4,381 per 100,000, which is the fourth
highest rate in the bay area, and the death rate is 56.5 per 100,000, which is the third highest (Table
9).

Table 9: Bay Area County's COVID-19 Case and Death Rates
Contra San Santa
Alameda Costa Marin  Francisco Clara
Number of Cases 72,024 56,252 12,118 30,674 99,702
Case Rate (per 100,000) 4,381 4,963 4,655 3,525 5,186
Number of Deaths 929 525 170 308 1,314

Death Rate (per 100,000) 56.5 46.3 65.3 35.4 68.4
Source: San Francisco Chronicle Coronavirus Tracker, https://www.sfchronicle.com/projects/coronavirus-map/#about-data;
Updated: 1/28/2021

Indicator

Residents of Alameda County are disproportionately affected by the virus. Figure 7 shows the cases
and deaths by race and ethnicity. The group with the most cases by far is Hispanics/Latinos which
make up 40% of the confirmed cases and followed by those of Unknown Race/Ethnicity with 25% of

6 Medi-Cal is called Medicaid nationally. CHIP is the Children's Health Insurance Program. Individuals aged 19 or
younger are eligible for this plan.
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cases. In the unlikely scenario that all the cases that have Unknown Race/Ethnicity were some other
race/ethnicity than Hispanic/Latino they would still have the highest burden of COVID-19 cases in
Alameda County. The group most affected by deaths is Whites with 31% followed by Hispanics/
Latinos with 23%. White people could be dying at a higher rate because they tend to be older on
average than Hispanics/Latinos. Figure 8 is a map of the cases in Alameda County by zip code, where
the darker the color the higher the case rate. This also reflects the disproportionate burden in
Hispanic/Latino neighborhoods.

Figure 7: Alameda County Cases and Deaths by Race/Ethnicity

share of share of
cases deaths
40% 23%
8%
25%

0 31%
13% 18%
12%

17%
7%
3% Two or More Races 4%

Source: Alameda County Department of Public Health's COVID-19 website; https://covid-19.acgov.org/data; Retrieved:
1/28/2021
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Figure 8: Alameda County Cases by Zip Code
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MHSA Community Program Planning Process (CPPP)

rc% MHSA Community Program Planning Process And Stakeholder Engagement
000 WIC Sec 5848 and Sec 3300 state all counties shall partner with stakeholders, including
clients and their families, throughout the community input process, and specifically
stresses the imprtance of meaningful stakeholder involvement.

The MHSA (MHSA) Community Program Planning Process (CPPP) engages stakeholders in various
outreach efforts, education forums, workgroups, and planning panels for the MHSA Three-Year Plan.
Since 2005, over one thousand six hundred Alameda County residents have contributed to the
development of all five MHSA component plans through formalized stakeholder meetings, focus groups
and planning councils.

During 2020, outreach and community input was solicited from more than 14,069 stakeholders in
Alameda County, and resulted in 627 unduplicated survey completions from stakeholders. The process
was faciliated by multiple leadership groups consisting of more than fourteen individuals each
representing the diversity of consumers, family members, and service providers. Stakeholder leads
were provided training on core MHSA elements, policies & procedures, participant expectations, and
focus group facilitation. The MHSA Senior Planner provided technical assistance and stipends to
consumer stakeholder members for their participation.

Community Program Planning Process Steering Committee

The MHSA CPPP Steering Committee (MHSA CPPP-SC) was a workgroup established in February 2020 to
develop an outreach mobilization strategy for three-year planning activities. In addition to the MHSA
Stakeholder Group (MHSA-SG), the MHSA CPPP-SC was leveraged as an additional resource to assure
continuity of services and adminsitrative transparency for all community outreach efforts, which
included: approving marketing plans, coordinating community focus groups, and approving assessment
instruments. The steering group participated in biweekly meetings, and participated in a total of 10
planning sessions during the planning period.

Table 10: MHSA Three-Year Plan CPPP Steering Committee Full Membership
Full Name Role/Title Affiliation

Alameda County Behavioral

MHSA Senior Planner/ Trauma Informed
/ Health Care Services (ACBH) -

Mariana Daile
'an ney Care (TIC) Coordinator

MHSA
Tracy Hazelton MHSA Division Director ACBH - MHSA
Mary Hogden Manager/ Program Specialist ACBH - Pool of Consumer
yHos & & P Champions (POCC)
Healthcare Policy & Communications Alameda County Board of
Asa Kamer . . -
Advisor Supervisors (BOS) - District 4
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L.D. Louis

Assistant District Attorney

Alameda County Mental Health
Advisory Board (MHAB)

Sarah Marxer

Program Evaluation Specialist

Peers Envisioning & Engaging in
Recovery Services (PEERS)

Cheryl Narvaez Prevention Specialist ACBH - MHSA

Carly Rachocki Management Analyst ACBH - MHSA
Prevention & Early Intervention (PEI

Kelly Robinson vent y Intervention (PEI) ACBH -MHSA

Coordinator

Darryl Stewart Senior Constituent Liaison & Organizer Alameda County BOS District 4

Talia Bennett Executive Director HHREC
Technical Assistance Program Manager
Ava Square HHREC
Amy Woloszyn Graphic Designer Amymade Graphic Design
Sally Zinman Mental Health Advocate POCC - Public Policy Committee

MHSA Stakeholder Engagement

The Ongoing Planning Council (OPC) was the initial stakeholder body which coordinated the first MHSA
planning process, developed the MHSA plans, and reviewed the initial program implementation. In
2010, the OPC transitioned to the MHSA Stakeholder Group (MHSA-SG). The mission of the MHSA-SG is
to advance the principles of the MHSA and the use of effective practices to assure the transformation of
the mental health system in Alameda County. This group of consumers, family members, providers and
other key constituencies from the commuity review funded strategies and provide input on current and
future funding priorities. The functions of the MHSA-SG include:

e Reviewing the effectiveness of funded strategies;

e Recommending current and future funding priorities;

e Consulting with ACBH and the community on promising approaches that have potential for
transforming the mental health systems of care, and

e Communicating with relevant mental health constituencies.

The MHSA-SG strives to maintain a focus on the people being service, while working together with
oppenss and mutual respext. The group convenes on a monthly basis, and all meetings are open to the
public allowing for significant public comment and discussion (see Appendix A for the MHSA-SG Meeting
Calendar).

During FY19/20 and FY20/21, the MHSA-SG exprienced a 27% increase in membership, growing from 11
participants to 15 participants (see Table 11). Membership selection is a multi-step process beginning
with a Selection Panel consisting of three MHSA-SG members. During FY19/20, the MHSA-SG increased
representation of underserved/unserved ethnic groups including TAY representatives by 250% percent.
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the MHSA-SG reviewed programmatic data, participated and coordinated CPPP focus groups, conducted
virtual site visits, provided input on program implementation, and made recommendations for quality
improvement.

Table 11: MHSA-SG Demographics, FY19/20

[

| South

e B
HNorth
All

I Older Adult
i | Adult
Specialization
All Ages
T | MHAB
Affliation Provider
Family
Consumer
0 1 ] 3 4 5 f 7

Table 12: MHSA Stakeholder Group Membership and Participating ACBH Leadership

Full Name Seat/Role Title/Affiliation
Viveca Bradley Consumer Mental Health Advocate
Jeff Caiola Consumer Recovery Coach
Lisa Carlisle ACBH — Agency Leadership

Children’s System of Care Director

Aaron Chapman

ACBH — Agency Leadership

Medical Director

Margot Dashiell

Family Member

Alameda County Family Coalition,
African American Family Support Group

Lee Davis

Mental Health Advisory Board
(MHAB)

Chair, MHAB

Tracy Hazelton

ACBH - Agency Leadership

MHSA Division Director

Katherine Jones

ACBH - Agency Leadership

Adult System of Care Director

Terri Kennedy

ACBH

MHSA Administrative Assistant

47




MHSA COMMUNITY PROGRAM PLANNING PROCESS (CPPP)

Yuan Yuan “Yona” Lo

Provider-TAY Student

Ohlone College Student- Mental Health
Ambassador

L.D. Louis

MHAB

Vice-Chair, MHAB/ Assistant District
Attorney

Sarah Marxer

Family Member

Evaluation and Policy Specialist Il, Peers
Envisioning and Engaging Recovery
Service (PEERS)

Imo Momoh

ACBH - Agency Leadership

Deputy Behavioral Health Director/ Plan
Administrator

Elaine Peng 52—

Consumer/ Family Member

Mental Health Association for Chinese
Communities (MHACC)

Katy Polony

Provider

Family Advocate, Abode Services

Mariana Real

ACBH

MHSA Senior Planner/TIS Coordinator

Liz Rebensdorf

Family Member

President, National Alliance on Mental
lllness (NAMI)- East Bay

Carissa Samuels

Provider-TAY Student

Ohlone College Mental Health

Ambassador
Karyn Tribble ACBH - Agency Leadership Behavioral Health Director
Danielle Vosburg Provider Administrator, Telecare Corporation
James Wagner ACBH Deputy Behavioral Health Director
Associate Director of East Ba
Mark Walker Provider y
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FY20/23 Three-Year Plan Community Input Process

During the MHSA community input process, ACBH staff provided programmatic updates and information
on current MHSA programs. Community members provided input on mental health needs and services
and submitted 627 unduplicated surveys, and participated in 12 community-based focus groups.

The MHSA community input process for the Three-Year Plan was conducted from April 27, 2020 — May
31, 2020. ACBH conducted outreach to providers, consumers, family members and residents of
Alameda County. For outreach, ACBH collaborated with the MHSA CPPP-SC consisting of community-
based providers, consumers, family members, and ACBH leadership. The MHSA CPPP-SC collaborated
with community-based agency Health & Human Resource Education Center (HHREC), and Alameda
County’s consumer empowerment group, Pool of Consumer Champions (POCC). More than 14,069
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MHSA Community Input Meeting invitations were distributed by mail, listservs, or email to stakeholders,
providers, consumers, family members, and other community members.

FY21/22 Annual Plan Community Input Process

The MHSA Steering Committee and MHSA-SG coordinated a smaller CPPP for the Annual Plan Update.
The MHSA community input process was conducted from February 19, 2021 — March 16, 2021. During
the process, MHSA staff provided programmatic updates and information on current MHSA programs.
Community members participated in 5 focus groups to provide input on mental health needs and

services, system gaps and barriers, and innovative ideas. A total of 45 participants attended the focus
groups and represented important cross sections of Alameda County populations in accordance with
data from the Three-Year Plan CPPP.

Some reoccurring themes from focus groups included: requests for housing and homelessness
programs, school-based wellness programs, conservatorship for the severely mentally ill, long-term
mental health care and substance abuse treatment programs to combat depression and suicide, cultural
recognition in clinical programs, digital kinship villages, subacute and acute beds, increased license
board and care facilities, and requests to target services for underserved and unserved communities-
specifically African-Americans, veterans, transition age youth (TAY), persons experiencing homelessness
and immigrants & refugees.

MHSA plans to collaborate with HHREC to produce a mental health podcast series featuring key
informant interviews from local community members. The podcast series topics would explore the rise
of telehealth and its impact on vulnerable populations, a spotlight on local MHSA programs and services,
and the impact COVID-19 has on the African-American community. The podcast is tentatively scheduled
to launch during the Annual Plan Update Public Comment Period beginning April 2021 - May 2021.
MHSA will also develop a “How to Read the Plan” webinar to help inform the community on the plan
contents and how to navigate the document to identify resources and services (see Appendix B-2: CPPP
Flyer)

COVID-19 Impact on All Planning Activities

The COVID-19 public health emergency is an urgent threat to extremely vulnerable populations,
including people experiencing mental health challenges, homelessness, those living in permanent
supportive housing, and mental health providers. COVID-19 produced a variety of challenges to CPPP
activities and required an immediate response to address implementation barriers as a result of social
distancing regulations and disruptions to programs and services. The MHSA CPPP-SC has identified the
following key implementation challenges:

o Administrative barriers:

o Communication delays: Public information offices prioritized COVID-19 safety messages
and/or participation in emergency response activities.

o Lack of state guidance related to the MHSA planning process.

o Resources: Many government agencies, government affiliates, and community providers
reported staff shortages related to emergency response deployment, COVID-19 time-
off, or noticed a decrease in responsivity.

e Resource Disparities

o Aremote/online process required emotional and social resources to know about the

information or be affiliated with MHSA service providers.

49




MHSA COMMUNITY PROGRAM PLANNING PROCESS (CPPP)

o Capacity Building: remote learning requires knowledge and illuminated the need for
capacity building.

o Digital Divide: POCC members reported some consumers lacked the technological
capacity or resources to complete online surveys, or used flip phones to collect survey
responses.

e Community Stress: Requests to prioritize/participate in community planning efforts may not
have been client-centered, addressed the immediate needs of the community during a COVID-
19 crisis, and could increase stress.

The MHSA CPPP-SC focused on reducing public outreach and awareness campaign barriers related to
social vulnerability factors such as poverty, lack of access to technology to complete online surveys (e.g.
computer, internet); lack of transportation access to provider sites where surveys were proctored, and
fragmented communication and messaging. From April 27, 2020— May 31, 2020, The MHSA CPPP-SC
adapted the MHSA public outreach campaign, launched a new community input website resulting in
2,145 new users, coordinated outreach through social media platforms (e.g. Facebook), social justice
distributions lists and media outlets (e.g. KPIC, KTVU, and KRON), and hosted teleforums where
community members were able to provide remote input in three different ways: 1) online innovations
webform, 2) remote focus groups, and 3) online community input surveys which were embedded in
electronic palm cards, e-flyers, and proctored by telephone assistants through the Office of Consumer
Empowerment. In the midst of COVID-19, MHSA identified key successes related to planning activities,
such as:

e  MHSA Staff Support: The MHSA CPPP-SC highlighted the importance of the MHSA Sr.
Planner/MHSA CPPP-SC chair who remained flexible with diverse members and opinions,
identified roles & responsibilities, established boundaries, encouraged engagement,
championed and increased visibility of efforts, and reduced duplication of efforts.

e Macro-level Outreach: The CPPP outreach strategies expanded to included macro-level
strategies such as utilizing paid ads on social media platforms; leveraging online ethnic-oriented
news outlets (e.g. Bay Area Reporter), posting PSAs on traditional media outlets (KRON, KPIX,
KTVU, Tri Valley Paper, Post News group, East Bay Times, Alameda Contra Costa Medical
Association newsletters), and utilizing social justice public relations firms to distribute
information to thousands of Alameda County residents.

o Stakeholder Engagement: The MHSA CPPP-SC leveraged the expertise and knowledge of
established and engaged MHSA funded programs, services and stakeholder groups to
coordinate planning and outreach strategies.

e Pool of Consumer Champions and MHSA-SG: Trained peer volunteers and partners exhibited
ownership of MHSA planning activities, provided community canvassing to help consumers
complete surveys, participated in steering committees’ workgroups, focus groups, and helped
brand outreach activities.

The revised strategy was coordinated in response to COVID-19 barriers and resulted in more than
14,069 Alameda County residents and employees receiving CPPP information. In addition, remote
focus group trainings were coordinated for 19 ACBH and community members who facilitated 16
remote focus groups between FY2019-20 and FY2020-21. Twenty-one POCC volunteers were trained
to provide telephonic outreach and proctor surveys. Six hundred and twenty-seven unique
respondents completed the 2020 MHSA Community Input Survey which was a 14% increase from
2018-20 (N=550). (See Appendix B-1 for MHSA CPPP Outreach & Marketing Plan)
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Figure 9: MHSA Community Input Website (at https://acmhsa.org/community-input): CPPP & 30-Day
Public Comment Outreach Period: February 19, 2021 — May 19,2021

Mental Health
Services Act (MHSA)

Alameda County Behavioral Health

WELLNESS - RECOVERY ° RESILIENCE
WE WANT TO HEAR FROM YOU!

Help shape and impact Alameda County’s mental health system!

Help Spread the Word! Want to know more about MHSA?

. . Watch this video.
Qutreach & Media Toolkit

»  MHSA Community Input FLYER

» Share your Innovative Ideas HERE!

» Press Release

» Sample Public Service Announcements (PSAs)
» Sample Social Media Messages

MHSA Overview

» MHSA 101 PowerPoint (PDF)

» MHSA 101: Fact Sheet

» Profile Sheet: MHSA Community Services & Supports

» Profile Sheet: MHSA Prevention & Early Intervention

» Profile Sheet: MHSA Innovation (coming soon)

» Profile Sheet: MHSA Workforce, Education, & Training
(coming soon)

» Profile Sheet: MHSA Capital Facilities & Technological
Needs (coming soon)

MHSA Focus Group Workbook
MHSA Focus Group Consent

Click here to preview all Community Participation &
Feedback Surveys (PDF)
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Figure 10: MHSA Community Input E-Flyer/Palm Card (see Appendix B-2)

WE WANT TO HEAR FROM YOUI!

Help shape and impact Alameda County’s mental health system!

COMMUNITY PROGRAM PLANNING PROCESS & 30-DAY PUBLIC COMMENT NOTICE
for the Alameda County Mental Health Services Act Annual Update FY21/22

- =/ ) -

EDUCATION CENTER

MHSA is funded by a 1% tax on individual incomes over $! million.

ALAMEDA COUNTY BEHAVIORAL HEALTH SERVICES INVITES YOU TO:
+ Contribute ideas about how to improve the County’s mental health services between 4/15/21 - 5/19/21
« Share information about the Mental Health Services Act.

Thu April 8 Podcast* COVID-19 Vaccine: Impact on African American’s mental health
Thu April 22 Podcast* How to effectively navigate Telehealth online platforms

Mon April 26  Webinar “How to Read the MHSA Plan”

2-3:30pm Please join the webinar from your computer, tablet,

or smart device: https:/global.gotomeeting.com/join/412991397
You can also dial in using your phone:
United States (Toll Free): 1(877) 309-2073 Access Code: 412991397#

Thu May 13 Podcast* MHSA Plan & Community Input for the upcoming May 17th Public Hearing

Mon May 17 Public Hearing Mental Health Advisory Board - Public Hearing

Spm
Thu May 27 Podcast* The Telehealth new “normal” and how it Impacts our youth
"View this podeast at: acmhsa.org WHREQ
1] wb o,
RSVPS encouraged, but not required. @ alameda county <%dre
Learn more about MHSA podcasts and events, read the MHSA plans, Q_mc_gl health
and provide pudlic comment at http://acmhsz.ong ae o sonce
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MHSA Community Input Focus Groups

Twelve focus groups were coordinated and hosted by ACBH, the MHSA CPPP-SM, the Alameda County
Mental Health Advisory Board (MHAB), and community-based organizations in which stakeholders
provided input on mental health needs, priority underserved populations and mental health services.

The MHSA Division developed a new focus group toolkit consisting of MHSA 101 Fact Sheets, MHSA
PowerPoint presentation, Consent Form, and a Focus Group Workbook (includes a standardized
Meeting Agenda, Facilitator Guide, and Q&A Sheet to record responses). The toolkit is publicly available
on the new MHSA Community Input website at https://acmhsa.org/community-input . Sixteen ACBH

staff and community volunteers participated in remote focus group trainings and facilitated twelve
community-based forums.

During the focus groups, MHSA Senior Planner, MHSA Division Director and MHSA CPPP-SC members
administered verbal consents and presented information regarding MHSA components and current
MHSA-funded services. Focus group participants provided verbal and/or written input on seven
guestions reflected from the CPPP Survey allowing respondent to identify mental health challenges,
prioritize existing services, identify unserved/underserved populations, and recommend future
innovative programs and services. Approximately one hundred ninety-seven participated in the MHSA
Community Input Focus Groups. Interpreter services were available if requested, and surveys were
available in Spanish, Chinese, Korean, Tagalog, Vietnamese, and Farsi.

Table 13: MHSA Community Input Focus Groups (Please see Appendix B-3 for complete list of focus
group recommendations)

Description /

MHSA Focus Group # Participants Recommendations
Alameda County Behavioral Health Group consisted of senior ISSUES: 0
Care Services Department (ACBH) executives and the finance RECOMMENDATIONS: 6

division held on 2/10/21, 8
participants

Mental Health Services Act 15-member group consists of ISSUES: 9

Stakeholder Group (MHSA-SG) consumers, family members, RECOMMENDATIONS: 14
and providers from each
supervisorial district. The group
reviews funded strategies,
recommends priorities, and
consults with ACBH held on
2/26/21, 11 participants

PEERS Wellness, Recovery Action PEERS’ WRAP is an evidence- ISSUES: 27

Plan (WRAP ®) based practice focusing on self- | RECOMMENDATIONS: 12
empowerment and wholeness,
and offers orientations,
workshops, & training. The
group consisted of Spanish
speaking participants, held on
2/19/21 with 9 participants.
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Law Enforcement Mental Health
Units: Crisis Intervention Team (CIT),
Mobile Evaluation Team (MET), &
MHSA Community Assessment and
Transport Team (CATT)

MHSA COMMUNITY PROGRAM PLANNING PROCESS (CPPP)

Law enforcement mental health
units and/or embedded
emergency response programs
including crisis intervention
teams (CIT), mobile evaluation
team (MET), MHSA Community
assessment treatment team
(CATT). Held on 3/10/21, 9
participants

ISSUES: 28
RECOMMENDATIONS: 19

African American Veterans with
Swords to Plowshares & African
American Family Outreach Project

African American and faith-
based community members
held on 3/10/21 with 5
attendees.

The group had less than 6
participants attend and was
rescheduled.

Ohlone College Ambassadors
Program- Transition Aged Youth
(TAY)

Target membership reflects
college students ages 18-24,
(including those involved in the

ISSUES: 27
RECOMMENDATIONS: 9

WET ambassador programs)
and other TAY from community-
based programs. Held on
3/16/21 with 8 participants.
Target membership are
veterans receiving services
through the Alameda County
Superior Court, Veterans Court—
specific emphasis on black,
indigenous and people of color
(BIPOC). Will be held in May
2021.

Total number participants: 45

ISSUES: TBD
RECOMMENDATIONS: TBD

Veterans

5 Completed Focus Groups

Local Review Process

The initial Approved of the FY 21/22 Plan Update was developed by the ACBH MHSA Division and Finance Unit. It was
approved by the ACBH Executive Leadership, planning staff and fiscal staff in consultation with the ACBH MHSA
Stakeholder Group. ACBH posted the Approved Plan Update on two websites: http://www.acbhcs.org/mhsa-doc-
center/and https://acmhsa.org/reports-data/#mhsa-plans on April 15, 2021 for thirty (30) days for public comments.
Announcements about the draft Plan being posted for the thirty day public comment period were circulated
throughout ACBH multiple times and listed in the Alameda County Health Care Services Agency newsletter on April 15,
2021. Additionally, targeted emails were conducted to various Stakeholder Groups (Mental Health Advisory Board,
Alameda County Consortium of Mental Health providers, Alameda County MHSA Stakeholder Group, etc.) to increase
awareness and outreach regarding the draft Plan Update.

The Mental Health Board hosted a public hearing on Monday May 17, 2021. Public comments received and response
from ACBH are listed in the Appendix F.
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FY 20/23 MHSA Community Input Survey Results

During the Three-Year Plan community input period of April 27, 2020 — May 31, 2020, community
members were asked to complete a 23-question survey that was hosted on SurveyMonkey and linked to
the MHSA website. The survey was available in English, Chinese, Spanish, Farsi, Korean, Tagalog, and
Vietnamese, seven of Alameda County’s threshold languages. A total of 627 unduplicated surveys were
completed, while the survey was translated into 6 non-English languages over 90% of the surveys were
English (Table 14). The following sections detail the demographics of survey participants and the results
of the survey.

Table 14: Number of Survey Respondents by Survey Language

Survey Languages ‘ Number of Responses
1. English 587
2. Chinese 31
3. Spanish 9
Total 627

Demographics
Survey participants were mostly adults aged 26-59 (68.58%), older adults 60 and over (24.08%), and

Female (69.38%) (Figures 11 and 12). Compared to the general Alameda County population these three
groups are overrepresented among the survey participants (Figure 1).

Figure 11: Participant’s Age Groups (n=627)

60 and over (24.08%)
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Figure 12: Participant’s Gender Identity (n=627)
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Fluid

*No Transgender Female participants.

Outreach was conducted throughout the county and compared to the previous MHSA Community
Program Planning Process there was an increase in resident representation throughout the county.
Oakland is 26.04% of the county’s population, however 41.19% of the survey participants reported living
in Oakland. Other cities that participants lived in were Alameda (10.54%), Hayward and Berkeley (both
with 7.41%), and San Leandro (6.26%). There are 5.77% of participants that live outside of Alameda
County, but most of this group are providers within Alameda. Figure 12 below shows details of
participant’s city of residence.
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Figure 13: Participant’s City of Residence (n=607

Oakland I 11.19%
Alameda I 10.54%
Hayward N 7.41%
Berkeley NN 7.41%
San Leandro I 5.26%
Other I 5.77%
Fremont I 5.560%
Castro valley HEEE 4.45%
Livermore HEEE 3,13%
Albany M 1.48%
Mewark H 1.32%
Dublin W 1.15%
Union City B 0.82%
Pleasanton 0 0.82%
Ashland/Cherryland 0B 0.82%
San Lorenzo 0 0.66%
Emeryville 1 0.66%
Piedmont 1 0.49%

When comparing the race and ethnicity of the survey respondents to Alameda County residents, White
(34.90% vs 31.08%), African American/Black (23.61% vs 10.29%), Two or More Races (4.34% vs 4.09%),
and American Indian/Alaskan Native were overrepresented. Hispanic/Latino (14.41% vs 22.38%) and
Asian (20.66% vs 31.10%) were underrepresented among survey respondents (Figure 13). The
percentages in the figure below are excluding the 44 participants that chose the response “prefer not to
answer” and the four participants that skipped the race and ethnicity questions.

Figure 14: Race and Ethnicity Survey Respondents (n=579) and Alameda County

1.04%
— 4,34%
14.41%
23.61%
Survey Respondents Alameda County
m White B African American/Black
Asian W Hispanic/Latino
W Two or More Races B American Indian/Alaska Mative

B Mative Hawaiian,/Pacific Islander
Alameda County Source: Annual Estimates of the Resident Population for Counties in California: April 1, 2010 to July 1, 2019
(CO-EST2019-ANNRES-06), U.S. Census Bureau, Population Division, Release Date: March 2020
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Among the 144 participants who chose an Asian or Pacific Islander nationality or country of origin,
Korean was chosen the most (38.46%). This is more than double the next highest, Vietnamese (15.38%)
and Chinese (13.99%) (Figure 14).

Figure 15: Participant’s Nationality or Country of Origin (N= 144)

korean | 2c.46%
vietnamese [ NG 1s.::%

chinese |GG 13.09%
Taiwanese _ 7.69%

Samoan _ 6.29%

other Nationality [ 5.59%

Filipino/a [ 4.90%
asian Indian [ 2.90%
Cambodian [N 2.90%

Japanese [ 2.80%
*Participants can choose more than one so the percent total is more than 100%.
Participants were asked what stakeholder group they represented and most identified as a provider
(54.41%), followed by family member (39.43%). Due to the nature of the outreach to participants it
makes sense that providers would be the most represented group and despite the barriers to

technology that our consumers may have they made up 32.78% of the participants (Figure 15).

Figure 16: Participant's Stakeholder Group (n= 601)

60.00% 54.41%
50.00%
39.43%
40.00%
32.78%
30.00%
20.00%
12.65%
0.00% — [ [
Active Law Other Faith Consumer  Family member Provider
Military/Veteran Enforcement Stakeholder Community
Agency

*Participants can choose more than one so the percent total is more than 100%.
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ACBH offers a variety of services to residents of Alameda County. Most participants of the survey are not
currently receiving services (n=449) or skipped the question (n= 18). Of the 160 participants that
recorded that they were currently receiving services 78.13% were receiving mental health services,
31.88% were in a community group, 8.75% were receiving vocational rehabilitation, 5.00% were
receiving homeless services, and finally, 3.13% were receiving alcohol and other drug services.
Participants were allowed to choose more than one service.

Table 15: Services Received by Participants (n= 160)

Mental Health Services 125 78.13%
Community Group 51 31.88%

Vocational Rehabilitation 14 8.75%
Homeless Services 8 5.00%

Alcohol & Other Drug Services 5 3.13%

*Participants can choose more than one so the percent total is more than 100%.

A variety of outreach methods were employed by the MHSA Stakeholder group to invite community
members to participate in the survey. Over half of the participants reported that they learned about the
survey through a community-based organization (53.89%). The other ways that the participants learned
about the survey were through listserv/newsletter (22.15%), friends/family member (16.46%), media
(7.82%), provider (6.84%), and employer (4.72%). Given that 54.41% of survey participants identified
themselves as a provider it is surprising that so few participants learned about the survey through their
employer (4.72%). Additionally, 83.89% of participants stated it was their first-time providing input for
the MHSA planning process reflecting the ability of community-based organizations to connect with
people (Table 17).

Figure 17: Learn about Community Participation and Feedback Survey (n=614)

50.00%
40.00%
30.00%
20.00%
10.00% I
ommunity- Listserv/ Friends/Family ) ospita’
Based Media Healthcare, or Employer
. Mewsletter Member )
Organization Other Provider
Percent 53.89% 22.15% 16.46% 7.82% 6.84% 1.72%

*Participants can choose more than one so the percent total is more than 100%.
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Table 16: First Time Participating in MHSA Community Program Planning Process (n= 627)

Response Number Percent
Yes 526 83.89%
No 51 8.13%
Not Sure 44 7.02%
No Response 6 0.96%
Total 627 100.00%

MHSA Survey Results

The following are the results of the MHSA Survey provided by 627 unduplicated individuals living and/or
working in Alameda County. In response to the community input, ACBH has provided information on
current programs and focus group recommendations that address each of the top identified needs.

Survey Question #2: Mental Health Issues for Children/ Youth/ TAY — Prioritized

Q2. What concerns related to Children/Youth/Transitional Age Youth (TAY) are most important to you
and/or your family member(s)? (Rate in order with 1 as "Absolutely Essential" to 5 as being "Not a
Priority at this time").

Participants identified the top three concerns for children, youth and, TAY as: 1) Housing and
Homelessness (66.83%); 2) Community Violence & Trauma (62.52%); and 3) Suicide (61.40%). See
Appendix E-2 for the other concerns.

Figure 18: Top Three Concerns Related to Children/Youth/Transitional Age Youth (n=627)

Community Violence & Trauma _ 62.52%

Mo Response Mot a Priority at this Time Somewhat Important
B M oderately Important W \Very ImportanT m Absolutely Essential

Analysis of Children/Youth/TAY Concerns
Table 17: Available Programs and Focus Group Recommendations for Children/Youth/TAY

Prioritized Needs for Children/ Youth/ Available Future Opportunity (for
Transitional Age Youth (Programs in future consideration)
implementation)
1. Homelessness X X
2. Community Violence & Trauma X X
3. Suicide X X
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Concern 1: Housing & Homelessness

Homelessness continues to be an overwhelming challenge in Alameda County, and impacts children,
youth, and, TAY. Participants reflected these concerns in the free response portion of the survey.
Selected quotes are below:

“There should be a safe place for this population to go to without an end date to address their
safety and mental health concerns if they need to leave their parents’ house, are homeless or
not in a safe place.”

“Safe place to lay one's head, be healthily fed, and access services free of political agendas
(including LGBTQ). Youth are in vulnerable seasons of life often unpacking heavy trauma amidst
it. They do not need pressure from ANY agenda. They need practical care and a safe place to
have life.”

Current Programs

To combat homelessness ACBH funds TAY Full Service Partnerships such as Supportive Services for
Transition Aged Youth (STAY) and Prevention, Advocacy, Innovation, Growth, and Empowerment
(PAIGE). PEI and CSS funded programs also helps TAY and families find housing opportunities:

e Berkeley Place - Casa De La Vida

e (Casa Maria

e Dream Youth Clinics with Sobrante Park Community Project
e Housing Solutions for Health

e No Place Like Home

Focus Group Recommendations
“There are inadequate subacute and acute beds in continuum of care facilities, and a quick
release of 5150s and those on holding, we need an increased supply of licensed board and care”
- MHSA-SG Focus Group participant

“[We need} more long-term facilities for adults and TAY (legal adults), so that people can be
stabilized both medically and therapeutically. TAY over 18 and families have no legal rights....
youth need services that support education, vocational training, peer support and family
support for families who need to be included early on.” — Family Dialogue Focus Group
participants

“Co-occurring substance use and mental illness is not well addressed and/or treated...youth’s
culture is frequently anti-pharmaceuticals and pro marijuana and alcohol to dampen symptoms
— Family Dialogue Focus Group participants

”

Concern 2: Community Violence & Trauma

Given the high violent crime rate of 629 violent crimes per 100,000 in Alameda County compared to 421
overall in California it is not surprising that community violence and trauma is one of the top concerns
among survey respondents. Participants reflected these concerns in the free response portion of the
survey. Selected quotes are below:
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“Need an African American Wellness Center like Native Americans [sic]. like La Clinica, like the
Asian Medical places Need Something that focuses on our needs such as our Historical trauma
and our Current trauma !!”

“young people are having trouble identifying unhealthy and abusive relationship behaviors in all
forms of relationships. they cannot advocate for themselves and seek out early intervention if
they do not realize their social environment is harmful to their development. They will be at risk
for engaging in abusive cycles in other areas of life, often leading to crime and self-destructive
choices.”

Current Programs

For Children and Youth: Trauma Trainings are available for faculty and staff on school sites so that they
can be better equipped to receive children and youth experiencing community violence and

trauma. Additionally, many of the children/ youth providers offer groups focusing on the effects of
trauma and offer those support for children and youth in schools. For TAY, current programs address
community violence and trauma include the STAY and PAIGE FSP programs and PEI funded programs
such as:

e Youth UpRising

e Beats Rhymes & Life (BRL)

e PEERS & Tri Cities Faith and Spirituality Based Program
e REACH Ashland Youth Center

e  Crisis Support Services Community Education trainings

Focus Group Recommendations

“...Programs like Dr. ke Silberman (neurologist) is working with Boldly Me to give children
mentors and a mental health doctor” - MHAB Children’s Advisory Committee

“More in-school counseling for at-risk youth. Better follow up after hospitalization for suicide
attempt”

Concern 3: Suicide

While Alameda County has the second lowest age-adjusted death rate due to suicide (8.6) compared to
other Bay Area Counties, it has the highest average deaths (149.3) (Table 4). Nationwide youth suicide
increased 56% between 2007 and 2017%. Participants reflected these concerns in the free response
portion of the survey. Selected quotes are below:

“...Children can't be compartmentalized. They need what they need and the adults have to
provide it. They must be treated holistically...” - MHAB Children’s Advisory Committee Focus
Group participant

“[Leverage] Senator Jim Beall’s bill SB 906 to certify peer providers” - MHAB Children’s Advisory
Committee Focus Group participant

! Curtin SC, Heron M. Death rates due to suicide and homicide among persons aged 10-24: United States, 2000—
2017. NCHS Data Brief, no 352. Hyattsville, MD: National Center for Health Statistics. 2019.
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Current Programs

Suicide prevention services for TAY are currently being provided by Full Service Partnerships (STAY and
PAIGE) and Crisis Support Services of Alameda County— Text Line (PEl), Suicide Prevention Crisis Line
(OESD 32), and school-based suicide prevention programming called Teens for Life (PEl), as well as other
crisis stabilization services, such as the In-Home Outreach Team (IHOT).

Focus Group Recommendations

“...Schools need educational assemblies that connect with teens —ask them how to run an
assembly on mental illness...” - MHAB Children’s Advisory Committee Focus Group participant

“...Bring AB22 to the forefront...” - MHAB Children’s Advisory Committee Focus Group
participant

“...Incorporate mental wellness into mandatory class to encourage youth to seek help...” -
MHAB Children’s Advisory Committee Focus Group participant

“... Use the ‘First Break Team’ mobile evaluation clinics similar to Planned Parenthood” - MHAB
Children’s Advisory Committee Focus Group participant

“... Diversion programs/location for youth experiencing mental health crisis and appropriate
training for law enforcement” - ACBH Operations Expanded Leadership Focus Group participant

Survey Question #3: Mental Health Issues for Adults and Older Adults — Prioritized

Q3. What concerns related to Adults/Older Adults are most important to you and/or your family
member(s)? (Rate in order with 1 as "Absolutely Essential" to 5 as being "Not a Priority at this time").

Participants identified the top three concerns for adults and older adults as: 1) Housing & Homelessness
(71.13%); 2) Depression (57.89%); and 3) Suicide (54.23%). See Appendix E-2 for the other concerns.

Figure 19: Top Three Concerns Related to Adults/Older Adults (n=627)

Housing & Homelessness _ 71.13%

Mo Response Mot a Priority at this Time B Somewhat Important
m Moderately Important m Very Important m Absolutely Essential
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Analysis of Adults and Older Adults
Table 18: Available Programs and Focus Group Recommendations for Adults/Older Adults

Prioritized Mental Health Needs for Available Services Focus Group
Adults and Older Adults Recommendations
1. Housing & Homelessness X X
2. Depression
3. Suicide

Concern 1: Housing & Homelessness

Similarly, to the concerns for Children/Youth/TAY, homelessness is also the top concern for Adults and
Older Adults. Of those interviewed by the Alameda County Continuum of Care (ACCC), during the Point-
in-Time over 67% first experienced homelessness as an adult over the age of 25. Participants reflected
these concerns in the free response portion of the survey. Selected quotes are below:

“If a person is homeless then a place where they can have their own room and wrap around
services on site is essential. Adults with severe mental health issues or that are homeless will
continue to cycle through our system unless something more solid is put into place.”

“...The root cause of homeless encampments is mental health and substance abuse. The only
solution is long-term mental health care and treatment in a humane, stable environment. The
criminal justice system should not be the default treatment as it is now.”

Current Programs
To combat homelessness ACBH funds Adult and Older Adult Full-Service Partnerships such as Abode’s
Greater Hope and Homeless Engagement Action team (HEAT) from BACS. PEl, CSS, and CFTN funded
programs also helps Adult, Older Adult, and families find housing opportunities:

e Housing Solutions for Health (ACBH Housing Office)

e Increased training and payment rates for locally contracted Board and Care homes

e No Place Like Home projects

e Alameda Point Collaborative Senior Housing and Medical Respite Center (in development)

e South County Homeless Project (A Street Shelter)

Focus Group Recommendations
“... We need housing subsidies for staff working at programs to address turnover and retention
issues” - UELP Focus Group participant

“... Partnership with managed care plans and rapid rehousing” - ACBH Operations Leadership
Focus Group participant

“... More licensed board and care and subacute and acute beds” - MHSA-SG Focus Group
participant

“... MHSA spending needs to focus on the seriously mentally ill--people who cannot lobby or
petition or agitate for their own treatment. The most important thing MHSA money can do under
current restrictions is build more board-and-cares. If the most seriously ill are not to be
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hospitalized, they need to be in the best possible housing specifically for them” - MHAB Criminal
Justice Committee Focus Group participant

Concern 2: Depression
Depression has not been a concern during previous planning process. Alameda County has the highest
percent of people that report having had serious psychological distress on the CHIS at 9.6% (Table 5).
Depression as a concern was reflected in the free response portion of the survey. Selected quotes are
below:
“More supports for adults who are experiencing moderate or mild mental health issues so that
they do not develop into more severe symptoms, especially those who are struggling with
parenting stress.”

“Help for vocational training and depression in life.”

Current Programs

Multiple programs in the ACBH system treat and work towards preventing and treating depression.
ACBH funds behavioral health and primary care integration, including the ACHCH/Lifelong TRUST health
center through CSS funds. The PEI component funds the following program support groups:

e Asian Health Services including their “Walking 4 Wellness”
e Center for Empowering Refugees and Immigrants (CERI)
e Afghan Path toward Wellness (International Rescue Committee (IRC))

Focus Group Recommendations
“... We have to have multifaceted approach. We need black police, more black teachers, and
healthcare providers. Education, Judicial system and Healthcare.... African Americans have
historically been a trusting people, we need to build the relationship and the village and get people
involved...create rites of passage [ceremonies] for adolescents.” -PEERS Hope & Faith Focus Group
participant

“Older Black lesbians can’t find their space that’s culturally responsive. We might have to go out the
mental health system to create a system of mental health for this group. Alameda County has the
Nia Collective, Women’s Cancer Resource Center that aren’t part of the system of care but want to
be, and they have the ability to penetrate into that grouping. Many women report they are on fixed
income but can’t find clinicians who will take their Medi-Cal. There is an income issue when it comes
to affordability” - LGBTQIA+ Focus Group participant

“[We need more services for] those who are cycling in and out of Santa Rita and John George, those
who do not have the capacity to direct their own care because they do not recognize their illness

such as schizophrenia, schizoaffective and bipolar.” — Family Dialogue Focus Group participant

“... trainings that address the digital divide.” -PEERS Hope & Faith and CyB Focus Group participants

“... cultural exchange or storytelling events to get exposure to other cultures...” -UELP Focus Group
participant
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“In Long Beach they created a community garden for Cambodian refugees which also connects
culturally.” -UELP Focus Group participant

“Nontraditional healers!” - UELP & PEERS Hope & Faith Focus Group participants

Concern 3: Suicide

Suicide was the third highest concern during the previous planning process as well. While Alameda
County has the second lowest age-adjusted death rate due to suicide (8.6) compared to other Bay Area
Counties, it has the highest average deaths (149.3) (Table 4). Nationwide male adults 75 and over
continue to have the highest suicide rates?. Suicide rates among females has increased by 50% from 4.0
per 100,000 in 2000 to 6.0 in 20163. Suicide was a concern reflected in the free response portion of the
survey. Selected quotes are below:

“Case management support is not sufficient for people suffering from severe mental illness.
More intensive care is essential to prevent hospitalizations, homelessness and suicide.”

“A campaign uses [sic] giant smartphone displays for suicide awareness.”

Current Programs

There are multiple programs that work towards deescalating people in crisis, preventing suicide, and
following-up with those affected by deaths by suicide, attempted suicide, and suicidal ideation. Adults
and Older Adults FSP teams such as Telecare STRIDES and BACS Circa 60. Other programs include:

e Suicide Prevention Crisis Line and the Activating Hope Project (OESD 32)

e In Home Outreach Teams (OESD 27)

e Crisis Residential programs, Amber House/Refuge (OESD 11/23)

e Family Education and Resource Center (PEI)

e ACBH Training Institute's Suicide Assessment & Intervention (WET)

e Crisis Response Program (OESD 5a/11)

e Community Based Voluntary Crisis Services Transition to Mobile Crisis Team (MCT) and
Mobile Evaluation Teams (MET) (OESD 5a)

e Mobile Integrated Assessment Team for Seniors (OESD 29)

e Older Adults Peer Support (PEI)

Focus Group Recommendations
“... [We should be] coordinating clinicians that have similar cultural backgrounds and resources to
help expand services...” -UELP Focus Group participant

Survey Question #4 and #5: Unserved & Underserved Populations

Q4. Are there any populations or groups of people whom you believe are not being adequately served by
the behavioral health system of Alameda County?

2 Hedegaard H, Curtin SC, Warner M. Suicide rates in the United States continue to increase. NCHS Data Brief, no
309. Hyattsville, MD: National Center for Health Statistics. 2018.
3 Hedegaard H, Curtin SC, Warner M. Suicide rates in the United States continue to increase. NCHS Data Brief, no
309. Hyattsville, MD: National Center for Health Statistics. 2018.
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The groups participants identified most often as being underserved were: 1) African-American/Black
(62.77%), 2) Persons Experiencing Homelessness (58.54%), and 3) Transitional Age Youth, ages 18-24
(48.90%). See Appendix E-2 for details on other identified underserved populations.

Figure 20: Top Three Populations or Groups not Adequately Served by System (n=591)

African American/Black 62.77%

Persons Experiencing Homelessnesss 58.54%

Transitional Age Youth (ages 18-24) 48.90%

*Participants can choose more than one so the percent total is more than 100%.

Q5. Based on your answers for Question 4, please identify who you feel are the three most underserved
groups (please be specific).

There were 554 participants that identified at least one group. The top three groups that participants
identified as most underserved are the most underserved were: 1) African American/Black (36.10%), 2)
Persons Experiencing Homelessness (23.47%), 3) Older Adults (14.44%). This top three is slightly
different than the results above in that Older Adults are in the top three among the free response but
TAY were in the top three for question four above.

Table 19: Available Programs and Focus Group Recommendations for Underserved Populations

Prioritized Underserved Populations Available Services Focus Group
Recommendations
1. African American/Black X X
2. Persons experiencing homelessness X X
3. TAY, ages 18-24 X X
4. Older Adults* X X

*Identified by free response in question 5.

Underserved Population 1: African American/Black

Compared to neighboring Bay Area Counties, Alameda County has the highest percentage of African
Americans/Black residents at 10.3% (Figure 2) and they are overrepresented in the population
experiencing homelessness (Figure 4). Among Alameda County residents that reported needing help for
mental/emotional and/or alcohol/drug issues on the California Health Interview Survey, African
Americans/Black self-report having the lowest treatment rates (Table 6). However, ACBH serves 8.0% of
African Americans/Black Medi-Cal recipients, which is the second highest percent (Table 7).
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Current Programs
Programs funded through the CSS component to serve or increase the quality of service to the African
American/Black community include Pathways to Wellness's trainings to providers on the complexity of
trauma in the community and accurate diagnosis, African American Wellness Hub Complex Planning
Phase, and ROOTS’s AfiyaCare. Culturally responsive PEI programs that serve the African American
community include:

e Partnerships for Trauma Recovery

e Beats, Rhymes and Life

e Restorative Justice for Oakland Youth

e PEERS’s and Tri Cities Faith and Spirituality Based Program, Everyone Counts Campaign,
and African American Action Team

e Sobrante Park Community Project- Roots Community Health Center.

Focus Group Recommendations
“... Trans community, and specifically, Black Trans are killed at a higher rate. I’'ve advocated to place
S1M towards this group. They need more resources and end up traveling to San Francisco for
resources which seem to be drying up...” -LGBTQIA+ Focus Group participant

“... African American males in their 20s-late 30s, experience community rejection, issues living as
mentally ill trying to integrate, living homeless with no connections...” -MHAB Criminal Justice
Committee Focus Group participant

“... Individuals who are stepping down from psychiatric hospitalization. It is not clear that there are
community resources that network residents to behavioral health services in a supportive peer and
professional environment....” -MHAB Focus Group participant

“... Undocumented Spanish speaking only communities, unaccompanied minors, Guatemalan
families speaking native dialects....” -UELP Focus Group participant

“... Those in board and care facilities such as Psynergy and Everwell...TAY consumers who have
“aged out” their housing and case management which results in destabilization at a critical time...” -
Family Dialogue Focus Group participants

Underserved Population 2: Persons Experiencing Homelessness

Alameda County’s Point-in-Time Count for 2019, recorded 8,022 people experiencing homelessness and
79% of these were unsheltered. This is a population that participants of the previous program planning
process felt was underserved.

Current Programs
For MHSA Housing programs serving persons experiencing homelessness, see FSP 10 Housing and above
for FSP programs.

Focus Group Recommendations
“... Asian LGBTQ are invisible. We know we don’t serve Asian American at the penetration rate they
are in Alameda County....” -LGBTQIA+ Focus Group participant

68 MHSA ANNUAL PLAN UPDATE - Approved | FY 2021-2022 | SUBMIT COMMENTS ONLINE AT HTTPS://ACMHSA.ORG



PREVENTION & EARLY INTERVENTION (PEI) PROGRAM SUMMARIES MHSA COMMUNITY PROGRAM PLANNING PROCESS (CPPP)

Underserved Population 3: TAY, ages 18-24
MHSA regulations mandate that at least 51% of PEIl funds served individuals 25 years and younger. TAY
make 8.3% of the county’s population (Figure 1).

Current Programs
See information about TAY services under question 2 above.

Focus Group Recommendations
“We need mental health services accessible via different platforms such as standard practices (e.g.
telehealth, use technology to deliver services) ....” -UELP Focus Group participant

Underserved Population 4: Older Adults
Adults 65 and older make up 13.8% of the county’s population (Figure 1) and those that are 60 and
above they are 14% of the homeless population.

Current Programs
See information about Older Adult services under questions 3 above.

Focus Group Recommendations
“... We have noticed the use of Zoom has allowed individuals that normally would not participate in
our program to join, we need a digital kinship network to address the digital divide.” -PEERS Hope &
Faith Program Focus Group participant

“... Give families a voice in commitment and conservatorship proceedings so they do not have to
fight with the Public Defender and the guardian....” -Family Dialogue+ Focus Group participant

Underserved Population: Emerging Populations

Participants were asked if there are other populations that are not adequately served by the behavioral
health system. Seventy-six participants responded filled in responses. Among those responses the three
groups below received the most responses:

e African Refugees, Immigrants, and Asylum Seekers (n=7)
e Severely Mentally lll (n=7)
e Women/Mothers (n=5)

ACBH will continue to monitor these emerging populations and evaluate their needs further.
Survey Question #6: Barriers towards Accessing Mental Health Services

Q6. What barriers make it more challenging for individuals and family member(s) with mental health
challenges to access mental health services?

Respondents prioritized the top three barriers to accessing mental health services as: 1) Stigma around
mental illness in the community (69.32%); 2) Embarrassed to ask for help (64.45%); and 3) No insurance
(63.64%). See Appendix E-2 for details on other identified barriers.
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Figure 21: Top Three Barriers to Accessing Mental Health Services (n=616)

Stigma around mental illness 69.32%
Embarrassed to ask for help 654.45%
Mo insurance 63.64%

*Participants can choose more than one so the percent total is more than 100%.

Table 20: MHSA Programs to Address Barriers to Mental Health Services

Barriers to accessing services Available Programs Focus Group
Recommendations

1. Stigma in community
2. Embarrassed to ask for help X

x

3. Noinsurance X

Barriers 1 and 2: Stigma in Community and Embarrassed to Ask for Help
Stigma around mental health and being embarrassed to ask for help can decrease access to needed
services and realizing that there is a need for services.

Current Programs

All programs funded through the CSS component of MHSA funding work towards reducing stigma
around mental health. These programs range from working with clients or outreach and education in
the community. For example, the Asian Health Services Specialty Mental Health Language ACCESS Asian
program has created an anti-stigma campaign targeting Asian American Youth through social media.
One of the treatment programs, Chrysalis, a Program of Horizon Services, Inc., educates clients and their
family members about stigma and discuss the effects on clients.

PEI funded Stigma Reduction Campaign called Everyone Counts
http://www.everyonecountscampaign.org/ provides education and training in community to combat
stigma which prevents consumers and family members in seeking help for mental health issues.
Consumer empowerment groups such as the Pool of Consumer Champions (POCC) and PEERS are
engaged in outreach, education and program decisions. See information above for more information
about PEERs.

A subset of PEI funded programs called Underserved Ethnic Language Population (UELP) Programs work
with traditionally underserved populations. During the program evaluation in FY 18-19, the data showed
a change in perception of mental health for both types of services, suggesting a reduction in personal
stigma. Ninety-one percent of Prevention respondents and 92% of Preventative Counseling (PC)
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respondents reported having a stronger belief that most people with mental health experiences have
the ability to grow, change and recover.

Focus Group Recommendations
“We need more Mum speaking services [at local provider sites] and media usage” Latinx Focus
Group participant

“We need more gender-specific groups for young men and mental health services accessible via
different platforms as a standard practice, such as telehealth...” - UELP Focus Group participants

“[We need] peer coaching and peer navigators....to conduct mental health outreach in the
church... we need programs that use African-American interventions or research, science
developed by African-Americans.” African American & faith-Based Focus Group participant

Barriers 3: No Insurance

MHSA acknowledges that a system of care for individuals with severe mental illness is vital for successful
management of mental health. It requires a comprehensive and coordinated system of care to address
mental illness and deliver cost-effective programs. Any MHSA funded service or program must be
identified in the three-year expenditure plan and annual update, and be vetted through a local
stakeholder process.

The County is authorized to fund CSS programs to include (but are not limited to): individualized
treatment plans, substance abuse treatment, referrals and linkages to community services, housing
assistance, medication management transportation, and psychiatric services. In addition to CSS
programs, PEl programs may also fund childhood trauma prevention and early intervention to address
the early origins of mental health, early psychosis and mood disorder detection, youth outreach,
culturally competent services, and strategies targeting the mental health needs of older adults.

Barriers: Emerging Populations
Participants were asked if there were other barriers that were not among the ones listed in the survey.
Eighty-seven participants listed other barriers. The top three were:

e lack of diverse workforce/Quality of providers (n=20)
e Bureaucratic/Hard to navigate system (n=18)
e Anosognosia/difficult to engage clients (n=16)

ACBH will continue to monitor the frequency of these barriers and will discuss with current providers at
their meetings to explore if there are needed services to decrease these barriers.

Survey Question #7. Effectiveness of MHSA Services

Q7. Which of the following MHSA Service areas do you feel have been effective in addressing our local
mental health concerns?

Respondents ranked top three effective programs: 1) Crisis Services (48.63%); 2) Suicide Prevention,
crisis hotline/training & education (40.07%); and 3) Mental Health Outreach Teams (39.21%). See
Appendix E-2 for details on other effective services.
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Figure 22: Top Three Most Effective MHSA Service Areas (n=584)

Crisis Services

48.63%

Suicide Prevention 40.07%

Mental Health Outreach Teams

39.21%

*Participants can choose more than one so the percent total is more than 100%.
Below are some selective responses from the focus group:

“[The most effective services] support family members, drive elderly and others to their doctor's
appt/grocery shopping.”- MHAB Criminal Justice Focus Group participant

“The Pacific Center has done amazing work. We should look at where they are located and
whether it reflects the population of hat Alameda County looks like. A Black trans youth in the
foster care told me they wouldn’t go there. Perhaps we can look at expanding what they do to
different regions and groups.” - LGBTQI2S Communities Focus Group participant

“I was unable to open up to my mother and during this age, our relationship is so rigged and |
just feel like | was so alone and helpless. This went on for 3 years until | met her Boldly Me
program.” - MHAB Children’s Advisory Committee Focus Group participant

Survey Question #8. Innovative Services (see INN Component Summary, Table 27 for innovative
priorities)

Q8. MHSA funds INNOVATIVE SERVICES to improve and transform our county mental health system. The
goal of the Innovations program is to contribute to learning and improving our system in three ways: (a)
introduce new mental health practices & approaches that have never been done before, (b) make a
change to an existing mental health service, and (c) introduce a new community-driven approach that
has been successful in a non-mental health setting.

There were 358 respondents with 556 unduplicated ideas. Of the ideas submitted the top three
innovative program areas were: 1) Community and Home-based Services (n= 69); 2) Outreach to
Educate about Services and Decrease Stigma (n=61); and 3) School-based Services (n= 44). See
Appendix E-2 for the top ten innovative ideas.
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Table 21: Top Three Innovative Ideas

Innovative ldea recommendations Available Ideas submitted virtually via
web form and/or Focus Group
recommendations for specific

populations
1. Community and Home-based Services X
2. Outreach to Educate about Services and X
Decrease Stigma X
X
3. School-based Services X

Innovative Idea 1: Community and Home-based Services
Below are some selective responses from the survey:

“Because of the limitations of Medi-Cal, | think more of these funds need to be utilized for
Family Resource Centers and Early Childhood Mental Health Consultation. ECMHC has been
proven to have positive impacts on development for children and FRC's have demonstrated
impact on economic mobility of immediate neighborhood, even for those who don't directly
receive services.”

“Have providers go the home, as often as necessary, like Trieste Italy does. Psychiatrists,
Registered Nurses, Psychologists, etc. go to the home to PREVENT hospitalizations. This county
does not have enough beds so this is the only way to help the SMI in crisis.”

Current Programs
There are a variety of community and home-based services that are provided via the CSS and PEl
components. Programs are listed below:

e |In Home Outreach Teams (OESD)

e Full Service Partnerships (CSS)

e Family Education and Resource Center (PEl)

e Crisis Response Program (OESD)

e Community Based Voluntary Crisis Services Transition to Mobile Crisis Team (MCT) and
Mobile Evaluation Teams (MET) (OESD)

e Mobile Integrated Assessment Team for Seniors (OESD)

e Center for Empowering Refugees and Immigrants (PEI)

e Afghan Path toward Wellness (International Rescue Committee) (PEl)

e Beats, Rhymes and Life (PEI)

e Restorative Justice for Oakland Youth (PEl)

Innovative Idea 2: Outreach to Educate about Services and Decrease Stigma
Below are some selective responses from the survey:

“One idea is to have a roving mental health information vehicle. Sites and times where people
can come to get more information via brochures, literature, etc., can be posted on various
medias and handing out via postcards. Set times and sites with service on weekends also.”

“Create a cultural wellness center for APl community with in language staff. Provide resource for
outreach and engagement to reduce stigma.”
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Current Programs

The current programs that are funded to decrease stigma and advertise services are listed under
question 6, barriers 1 and 2 above.

Innovative Idea 3: School-based Services
Below are some selective responses from the survey:

“possibly adding full spectrum of services in elementary, middle, and high school similar to a
full-scale family resources centers; accessibility to tangible services from 7am to 5pm. Monday
thru Friday. Possibly even adding a full-scale family resource center at Laney, Chabot, Merritt,
and Alameda community colleges.”

“Enhancing schools existing tiered support structures with tiered mental health services so that
mental health providers are able to provide prevention and early intervention services. This
allows schools to support students before their needs escalate to the point of medical necessity.
Mental health providers are then freed up to serve all students, including those who may
benefit from social skills groups that bolster protective factors and address risk factors before
they escalate.”

Current Programs
A variety of school-based programs are funded through the PEI components and are described under
guestion 2 above.

Web Form

MHSA invites community members to present new and innovative approaches for further exploration or
future funding. The previous innovation recommendation form was paper-based, time-limited, and
submitted to MHSA via email. MHSA developed a web-based form in response to COVID-19,
automation efforts, and the community interest in innovative projects. The nine-item questionnaire is
permanently available on the Alameda County MHSA Innovative & Community Based Learning website.
Community members are encouraged to (1) identify an innovative concept, target population
demographics, evidence-based rationale, and potential implementation obstacles. The form is
submitted via the website to the MHSA program email inbox, and reviewed weekly by division staff.

POCC and CAMPHRO Innovation Webinar

On May 27, 2020, ACBH, POCC and the California Association of Mental Health Peer-Run Organizations
(CAMPHRO) hosted the “Have your voice hear on MHSA Innovation (INN) Proposals” webinar which was
attended by community advocates and consumers. The webinar included a MHSA educational
presentation, a panel on Innovation projects and the procurement process, overview of the INN
Community Land Trust, and a series of interactive polling activities allowing attendees to recommend on
vote on innovative ideas. Fifty-six percent of participants indicated this webinar was their first-time
providing input and information for the MHSA CPPP. Additional demographic data was collected
through polls and demonstrated 78% of participants identified as a consumer, client, peer, survivor, or
ex-patient; 11% identified as mental health advocate; 6% identified as a county or community-based
agency provider; and 6% identified as a parent/family member or caregiver.

The webinar resulted in 11 INN recommendations. The following INN recommendations received the
most support:

e “2connect 2”: Laptop, Internet & Peer Trainer: Polling Vote: 78%
e Peer respite for new target population (for INN eligibility): Polling Vote: 47%

74 MHSA ANNUAL PLAN UPDATE - Approved | FY 2021-2022 | SUBMIT COMMENTS ONLINE AT HTTPS://ACMHSA.ORG



PREVENTION & EARLY INTERVENTION (PEI) PROGRAM SUMMARIES MHSA COMMUNITY PROGRAM PLANNING PROCESS (CPPP)

e Virtual live events online with mental health speakers: Polling Vote: 26%
Survey Question #9. Workforce, Education & Training Activities — Priorities

Q9. MHSA funds WORKFORCE, EDUCATION & TRAINING activities to help develop a behavioral health
workforce sufficient in size, diversity, language, and cultural responsiveness for consumers/family. Please
rank the importance of the following Workforce Development strategies. (Rate in order with 1 as
"Absolutely Essential" to 5 as being "Not a Priority at this time").

Respondents identified the top three essential WET services as: 1) Loan Repayment Program for
Qualified Educational Loans for Clinical Staff (57.37%); 2) Stipend Program to Support Graduate Level
Behavioral Health Internships (55.92%); and 3) Career Pathways Pipeline Programs (to promote and
increase career choices in the Mental Health field) (52.03%). Participants were asked if there are other
important workforce development strategies and training was written in by 15 people out of the 75
people that wrote in free responses. See Appendix G for details on the other WET activities.

Figure 23: Top Three Absolutely Essential WET Activities (n= 617)

Stipend Program Supportin
. & PPOFting 55.92%
Graduate Interships

Mo Response Mot a Priority at this Time Somewhat Important
® Moderately Important W Very Important m Absolutely Essential

*Participants can choose more than one so the percent total is more than 100%.

Table 23: MHSA WET Activities Available Programs and Future Opportunities
Prioritized Needs for WET Available
(Programs in
implementation)

1.Loan Repayment Program X
2.Stipend Program for behavioral health | X
internships

3.Career Pathways Pipeline Programs X

Financial Incentive Program

The Workforce, Education and Training (WET) Unit offers financial incentives to increase local workforce
diversity. Financial Incentives are offered to individuals employed in ACBH, graduate interns placed in
ACBH, and contracted community-based organizations who are linguistically and or culturally able to

75




MHSA COMMUNITY PROGRAM PLANNING PROCESS (CPPP)

serve the underserved and unserved populations of the County. During FY 18/19 WET launched the
seventh cycle of the Graduate Stipend Program, awarding twenty stipends of $6,000 each for 720
internship hours. Seventy percent of awardees represented the diverse communities of Alameda
County.

Career Pathways Pipeline Programs

WET currently collaborates with high schools, post-secondary educational partners, and industry
partners to develop mental health classroom curriculum and work-based learning experiences.

The Community College Career Pathway is a collaboration with community colleges to create pathways
for consumers, family members, and ethnically and culturally diverse students and individuals that can
lead to employment in the behavioral health care field. Educational pathways focus on cultivating
mental health career pipeline strategy in community colleges, which serve as an academic entry point
for consumers, family members, ethnically and culturally diverse students, and individuals interested in
human services education, and can lead to employment in the ACBH workforce.

During FY18/19 WET launched a two-year Infant & early childhood Mental Health Postgraduate Certificate
Program at Cal State University, East Bay. The overarching goals was to build capacity in a culturally diverse
early childhood mental health workforce to meet the social, emotional and developmental needs of young
children, ages birth to five, and families in Alameda County.
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FY 20/23 MHSA 30-Day Public Comment Results

The 30-day public comment period for the FY2020/23 MHSA Three-Year Plan commenced August 21, 2020 -
September 21, 2020. Out of 227 public responses, 223 were unduplicated. Public Comments fell into six broad
categories: (1) funding/sustainability, (2) quality improvement and assurance, (3) innovative ideas/future
project proposals, (4) public comment submitted in error, (5) validation/consensus for plan content, and (6)
CPPP/Outreach. The top six public comments comprised 90.58% of total responses and addressed categories

one through three.

Table 24: MHSA Public Comment Summary (F20/23 MHSA Three-Year Plan CPPP)

Top 6 Public Comment Number % Total Available in MHSA
Submissions | Unduplicated | Annual Plan, FY21/22
Submissions (Programs in planning
(n=223) implementation
phases)
1. Prop 47/Mental Health Treatment 175 78.47
Teams/Re-entry
2. Mental Health Collaborative 10 4.48 X
Courts-Telecare
(see Plan Update & Changes
section)
3. African Immigrants/African- 6 2.97 X
American Innovation grants
(see Plan Update & Changes
section)
4. PEl UELP 5: Outreach, Education & | 5 2.24
Consultation-Latinx Community
5. Zero Out Incarceration of Mentally | 3 1.34
11l
6. Increase Oversight & 3 1.34 X
Accountability of Contractors
(see Performance Management
Initiatives section)

The County is currently evaluating public input presented during the FY20/23 MHSA Three-Year Plan
CPPP and 30-day public comment period. These discussions have been narrowed to a number of
possible new projects and are broadly represented in the Plan Update and Changes section of this
annual plan update. Alameda County looks forward to working collaboratively with the community to
uncover additional recommendations to further strengthen and enhance the mental health system of
care.
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Community Services & Supports (CSS) Program Summaries
“Extending Our Hand”

The Community Services and Supports (CSS) is the largest component, which is focused
on community collaboration, cultural competence, client and family driven services and
systems, wellness focus. CSS uses funds for direct therapeutic services to adults with
severe mental illness (SMI) and children with severe emotional disturbance (SED).

As of FY 20/21, CSS component funds 12 Full Service Partnerships (FSP) programs and 43 Outreach
Engagement/System Development (OESD) workplans. CSS programs are implemented through ACBH’s
two age-based Systems of Care which serves four age groups:

e Children/ Youth (0-15 yrs.) and Transitional Age Youth (16 — 24 yrs.) and
e  Adults (18 —59 yrs.) and Older Adults (60+ yrs.)

CSS Components: CSS provides funding and direct services to individuals with severe mental illness
(SMI) and/or severe emotional disturbance (SED) and is comprised of two service areas: Full Service
Partnerships (FSPs) and Outreach Engagement/System Development (OESD) programs.

Service Recipients: Individuals living in Alameda County living with or in recovery from an SMI (adults)
and/or SED (children/youth).

Service Delivery Approaches: FSPs provide wrap around or "whatever it takes” services to consumers,
who are called partners. OESD programs cover multiple treatment modalities and services including:
outpatient treatment: crisis response: crisis stabilization and residential care; peer respite; behavioral
health court; co-occurring substance use disorders; integrated behavioral health & primary care;
integrated behavioral health & developmental disability services, and in-home outreach.

CSS programs focus on community collaboration, cultural competence, client and family driven services
and systems and wellness. Housing and housing support are also included in the CSS component.

Referral Process: All individuals seeking services are screened and referred through the ACBH ACCESS
system by calling 1-800-491-9099.
Outcomes: CSS programs address one of the following priorities developed in the community planning
process: Reduce homelessness; Reduce involvement with justice and child welfare systems; Reduce
hospitalization and frequent emergency medical care; Promote a client- and family-driven system;
Reduce ethnic and regional service disparities; Develop necessary infrastructure for the systems of care
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FY 19/20 AGGREGATED FSP DEMOGRAPHICS & PERFORMANCE INDICATORS
FY 19/20 FSP Demographic Data’

During FY 19/20 1,076 individuals were served in one of ACBH’s FSP programs. Below is demographic
information on these partners.

RACE/ETHNICITY

Ethnic Group % of Clients

FY 2019-2020  Alaska Native or American Indian 0%
Asian 39 4%
Black or African American 361 34%
Hispanic or Latino 74 7%
Other/Unknown 393 37%
Pacific Islander 2 0%
White 204 19%
1,076 100%
GENDER
| Fiscaivoar | Sex | Glent | %of Clnt
FY 2019-2020 Female 370 34%
Male 706 66%
1,076 100%

PRIMARY LANGUAGE

Language Group % of Clients

FY 2019-2020  Arabic <1%
Chinese 5 <1%

English 1,005 93%

Other 41 4%

Spanish 21 2%

Tagalog 1 <1%

Vietnamese 2 <1%

1,076 100%
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AGE
Age Clients % of Clients
0-8 yrs. 27
9-18 yrs. 59
18-24 yrs. 122
25-59 yrs. 668
59+ yrs. 200

1,076 100%

COUNTY REGION CLIENTS RESIDE IN

FY 2019-2020 1. North 52%
2. Central 383 36%

3. South 54 5%

4. East 32 3%

5. Out of County 47 4%

1,076 100%

FY 19/20 FSP Performance Indicators

FSP providers are continually working with ACBH to develop and/or refine performance indicators in
order to document and highlight the impact of FSP services. Additional metrics regarding reductions in
incarceration, increases in stable housing, employment/education have been developed and will be
shared in the upcoming FY 20/21 FSP Annual Outcome Report, which when available will be posted on
the www.ACMHSA.org website.

Below are a number of indicators ACBH is tracking for the FSP partners. This is data from FY 19/20.

1. Reductions in Psychiatric Emergency, Inpatient, Crisis Stabilization Days: Percentage of FSP partners
with a reduction in psychiatric emergency services/inpatient/crisis stabilization unit (CSU), comparing

unduplicated days from the 12 months prior to program enrollment to the latest 12 months of program
enrollment.

To qualify for this measure, an FSP partner must have at least one qualifying event (psychiatric emergency
service, inpatient, CSU) in the 12 months prior to program enrollment, and must be enrolled in the
program for at least six consecutive months during the reporting period.

Eligible Episodes  Episodes with Reduction % with Reduction

288 252 88%
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2. Primary Care visit within one year of service: The percent of active FSP partners who’ve completed at

least six months of treatment who received at least one primary care visit within one year of their
participation in the FSP.

Eligible Clients with Primary Care Visit % with Primary Care Visit

Clients During this FY During this FY

695 279 40%

Research shows that individuals with a severe mental illness die up to 25 years younger than the
average individual due to preventable illnesses; thus, connections with primary care are a vital part of
health and recovery.

3. FSP Acute Follow up within 5 Days: The percent of FSP partners who were seen (face-to-face) by their
FSP staff within five days of: discharge from a hospital for a mental health diagnosis, discharge from an
institution of mental disease, receiving crisis stabilization (CSU), discharge from psychiatric health facility,
and/or discharge from the County Justice System.

Hospital/Crisis

: Follow-Up in 5 Days Success Rate
Episodes

804 574 71%

4. FSP Average of 4+ Visits per Month: The percent of FSP partners who have been open to a provider for
at least 30 days who have had 4 or more face to face visits with FSP staff.

Clients with Clients with Average of  Success Rate

Episode(s) 4+ Visits Per Month (%)

836 594 71%

5. No Gaps in Service over 30 days: The percent of FSP partners who did not have a service gap of over 30
days during the fiscal year. To qualify for this metric FSP partners needed to be open for at least three
months during the fiscal year.

Clients with No Gap Over 30 % No Gap Over 30

Clients
I Days Days

35 23 66%
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6. Incarceration: The percent of active FSP episodes that were open during FY 19/20 compared to the
number of incarcerations from the year before enrollment to after one year enrolled in an FSP. The
number of eligible episodes for each age group is: Older adults (n=16); Adults (n=136); and TAY (n=28).

More than half of all age groups served during FY 19/20 had a decrease in the number of
incarcerations.

57% of open TAY 68% of open Adult 63‘.}6 of open Older Adult
episodes had a decrease episodes had a decrease episodes had a decrease
in the number of in the number of :"" the number of
incarcerations. incarcerations. incarcerations.

7. Housing: The percent of active FSP episodes that were open during FY 19/20 compared to the number
of episodes that had an increase in community living days from the year before enrollment to after
one year enrolled in an FSP. The number of eligible episodes for each age group is: Older adults
(n=99); Adults (n=273); and TAY (n=74).

Housing Types Considered "Community Living": - In an apartment or house - With one or both
biological parents - With adult family member - Assisted Living Facility - Unlicensed but supervised
individual placement - Unlicensed but supervised congregate housing - Unlicensed but supervised
congregate placement - Licensed Community Care Facility - Group home - Treatment Facility - Foster
Home - Single Room Occupancy (must hold lease)

Not community living — homeless [Emergency Shelter / Temporary Housing (includes people living
with friends but paying no rent) - Homeless (includes people living in their cars)]; institutional [- Acute
Medical Hospital - Acute Psychiatric Hospital / Psychiatric Health Facility (PHF) - Jail - Licensed
Residential Treatment (includes crisis, short-term, long-term, substance abuse, dual diagnosis
residential programs) - Long-Term Institutional Care (IMD, MHRC) - Skilled Nursing Facility (physical) -
Skilled Nursing Facility (psychiatric) - State Psychiatric Hospital]; and Other/Unknown Settings [-
"Other" - "Unknown" - Missing data]
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More than a third of all age groups served during FY 19/20 had an increase in the
number of community living days.

39% of apen TAY 42% of open Adult 48% of open Older Adult
episodes had an increase episodes had an increase episodes had an increase
in the number of in the number of in the number of
community living days. community living days. community living days.

Client Vignette (Success Story)

The Assisted Outpatient team (AOT) is run by the
Telecare Corporation. This is one of their success
stories of an AOT client.

When “Daniel” was first introduced to the AOT
team, he was receiving treatment at John George
Acute Psychiatric facility. He was dirty, disheveled,
experiencing psychosis and had paranoid and
delusional thoughts. He was admitted to JGP after
one of his delusions led to a physical altercation
with a family member. He was not adherent to
medications and spent his days wandering through
his parents’ home.

This is in stark contrast to the Daniel we know today. He is currently adherent to all his medications and
appointments. He engages with the AOT team 3 times a week and is receptive to increasing social
interaction by taking walks with the AOT team. Daniel has been successful maintaining housing stability:
he lives independently in his family home and his brother checks in on him daily. When the AOT team
meets with Daniel, he is pleasant, the house is clean and in order and he is receptive to being directed to
improving his hygiene so he can take walks with the team.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS16

PROVIDER NAME: Seneca Family of Agencies
PROGRAM NAME: Alameda Connections

Program Description: Alameda Connections serves children and their families who are experiencing
difficulties in any number of areas including: parent-child relationship problems, at risk of losing school
placement, at risk of CPS involvement, and/or behavioral issues with their child. Founded on the
Principles of Wraparound, Alameda Connections provides unconditional care that is family centered,
individualized, culturally responsive, and strengths-based. Our approach focuses on supporting young
children and their families by providing services in the child and family’s natural environment, including
in the home, at school/daycare, and in the community. Our program hopes to reduce stress for
caregivers and facilitate positive, healthy parent/child interactions and relationships; strengthen families
by enhancing natural supports and providing help with navigating service systems; provide
developmental guidance and behavioral coaching to families to promote healthy development and
emotional regulation; connect families to resources in their communities; and provide crisis intervention
and concrete assistance with problems of living.

Target Population: Alameda Connections serves the youngest Alameda County children (ages 0-8) who
are experiencing difficulties in school and/or may need intensive support services to stabilize.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 26

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: Our program works to reduce stigma related to mental
health by providing services on our clients’ terms — in the community and during flexible
times to meet the needs of our children and families. We work very hard to focus on the
families’ goals for services and build relationships through the delivery of
practical/tangible support (financial, transportation, etc.). For some families, we provide
a Family Partner who has personally experienced challenges with their own children
(CPS, IEPs, etc.) in ordert to validate the caregivers’ experiences and show them that
receiving mental health support is valuable.

b. Create a welcoming environment: In order to create a welcoming environment, we
work to meet families where they are most comfortable — in their own home, at a public
park, or a coffee shop. We regularly offer to bring food to appointments in order to
create a sense of community and safety. We strive to have a diverse staff team in order
to be able to reflect the diversity of our client population. Our staff works to talk openly
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about issues of difference, systemic oppression, and to validate the experiences of our
often marginalized children and families. Since COVID 19, we have worked to create
systems to continue to offer service as often as possible in a way that works for families.
For example, we often use technology to see clients “face to face” and we do meetings
in person, when clinically indicated and when we can maintain physical distancing and
safety.

lll. Language Capacity for this program: English and Spanish

IV. FY19/20 Challenges: COVID 19 has obviously impacted our service delivery model. We have
had to pivot from a largely in person to service to one delivered mostly via screens (cell phone
or computer). We have worked hard to mitigate as much disruption to our families as possible.
Additionally, COVID 19 has also had an impact on the finances of our families who have
historically struggled to find and maintain steady work outside their home. Schools have
continued with distance learning but, for our youngest clients, this remains a challenge.

Is Anyone Better Off?

V. FY 19/20 Client Impact: Alameda Connections has been working with a single mother and her 4
children since March of 2019. Her almost 3-year-old son was referred to our program due to intense
behavioral challenges at his preschool which included hitting other children, screaming, throwing
objects, and refusing to nap with his class. The referral indicated that his family had been homeless since
prior to his birth and the constant moving between motels, shelters, and sleeping in cars had a profound
impact on his ability to regulate. Our Care Coordinator quickly moved to gather her provider team and
work to ensure housing stability. However, the more our program worked with his family, the more we
realized how significant his mother’s mental health needs were. We could track that when mom was
taking her medication, she was more present and available to engage in services, while at other times-
she would disappear and be unreachable for chunks of time. Our Support Counselor provided in-school
support and would also work with our client and his siblings wherever they were staying at the time
(hotel room, etc.) Our Care Coordinator helped mom make a psychiatry appointment and accompanied
her to the appointment. Our Care Coordinator realized that housing applications would get started but
never turned in and that shelters knew of this family and would no longer work with this mother. The
complicated nature of this case meant that our Care Coordinator had to go above and beyond to
advocate and support mom in following-up and working with various agencies.

When the pandemic hit, our care coordinator worked closely with the school district to enroll
the family in a program that paid for longer-term motels. Our team worked to pick-up needed groceries
and delivered them to the family. We obtained masks and cleaning supplies for them as well. Although
we attempted to provide telehealth services, we quickly realized that they could not reliably engage in
virtual services, so we adjusted and offered to see them in-person (with PPE and in outdoor spaces). Our
Care Coordinator continued to search for new housing opportunities for the family and frequently
supported mom with filling-out low-income housing applications and hoping that they would win the
lottery. She also connected with the Women’s Drop-In Center in Berkeley and helped mom connect to a
new housing program there. Fortunately, the timing for this connection could not have been better. The
City of Berkeley had a new program which provided the Drop-In Center with a limited number of new
Section-8 housing vouchers. Our Care Coordinator worked relentlessly to support mom in completing all
the steps necessary to enroll in the program. Just two weeks ago, their family received the voucher! Our
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program will continue to support this family for another month or two to ensure that they find a home,
move into the home, and obtain what they need to set-up their home. This will be the first time in our
client’s life that he will benefit from the security of having a place to call home.

Although securing housing has been a huge priority for the family, we have also supported the
family in school enrollment, technological support, requesting IEP assessments, and obtaining TBS
services for an older sibling who has been experiencing regular crises. We are hopeful that the team
we’ve worked to establish will continue to support this family even after we close.

VI. FY 19/20 Additional Information: None
VII. FY 20/21 Projections of Clients to be Served: 20

VIII. FY 20/21 Program or Service Changes: None

% of FY 19/20 FSP clients

Metrics that achieved the metric

Received a follow up visit within five days after a mental
health hospitalization or crisis 0%

Average of four or more visits per month per client 84%
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS17

PROVIDER NAME: Fred Finch Youth and Family Services
PROGRAM NAME: East Bay Wrap FSP

Program Description: East Bay Wrap provides Wraparound services to youth and their families in the
community. The aim of the service is to promote wellness, self-sufficiency, and self-care/healing to
youth who live in Alameda County, receive Alameda County Medi-Cal, and have met the entry criteria
for services.

Target Population: East Bay Wrap-FSP serves youth aged 8-18. The entry criteria include having
repeated or recent hospitalizations; or having at least 2 of the following: Failed multiple appointments
with past providers; School absenteeism; Risk of homelessness; High score for trauma on CANS or Lack
of significant progress in Therapeutic Behavioral Services (TBS).

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 24

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: In FF, we aim to help families and youth talk about their
mental health issues openly and safely. Having Partner staff helps to reduce stigma by
having a staff share their own lived experiences and helping to normalizing some of the
frustrations associated with mental illnesses. We focus on what is going positively in a
youth’s life which are often the building blocks for more successful management of
symptoms.

b. Create a welcoming environment: In FF, we always try to create a welcoming
environment. Since we do most of our work in the community, it starts by being
respectful of time. We work around a youth and care giver’s schedule and aim to arrive
to those appointments promptly. Staff are trained to use Motivational Interviewing
strategies so we will meet a youth or family member where they are at. The Wrap
philosophy is to “do what it takes” to meet a need. Sometimes, this conveys welcome
and appreciation that staff attempted to “lighten the load” that a youth or family
member is carrying. We also strategically use flex funds to meet an important unmet
need for a family. All staff receive clinical supervision so that are addressing clinical
stuck issues as they arise. We want all staff to approach the youth/family with hope and
some clinical direction.
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lll. Language Capacity for this program: We have staff that speak Spanish that work both with
youth and Care Givers.

IV. FY19/20 Challenges: We saw some significant challenges this year. A main concern was
staffing. All 3 clinical staff members left their position after less than 1 % years of employment.
One clinician quit after only 8 months of employment. The Clinical Supervisor vacated their
position as well. We needed to place a hold on accepting new youth into the program for about
6 months. Additional challenges came in the form of COVID-19. The team had to quickly adapt
services to meet with youth and family safely. We quickly understood that our population was
at greater risk for poor outcomes with COVID. We learned how to do most of our services via
Telehealth, phone and when needed, in the community using social distancing practices. Some
youth adapted well to this modality, while others had a significant challenge with engagement.
During this shelter at home order, we were able to rehire the 3 Clinical positions, however the
training and on-boarding new staff under these conditions is still a work-in-progress. Another
challenge is the demanding paperwork requirements. Medi-Cal standards are difficult to
implement and manage. Most staff express that paperwork demands are the greatest factor
that they considered when they have left their position. Staff understand the importance of this
task but see that this work task is often excessive.

Is Anyone Better Off?

V. FY 19/20 Client Impact: We believe that our services have had a positive impact on our
youth served. In the incentive measurements, we partially met the goal of no gaps of 30 days or
more. We met the goal of having a face to face appointment with a youth within 5 days after
discharge from a crisis facility. On the incentives for this, we did not meet the threshold of 10
events. Perhaps our services helped to reduce the frequency of entering a psych hospital for
our youth.

The work we did with one of our clients truly highlights how a team worked to keep a youth
stable and safe. Client “L” identifies as transgender. Their Aunt (primary care giver) accepted
their identity whereas their Uncle was less accepting. During our services, the Aunt passed
away as her health deteriorated. Prior to our involvement, this youth had been hospitalized due
to suicidal ideation. Having our Care Coordinator support helped them deal with many of the
complex feelings that she had about her Aunt’s death. The Uncle had indicated that once the
youth turned 18, they would have to move out of their home right away. The Youth Partner and
Parent Partner worked with L’s support system and with L to navigate some of the family
disagreements. The Youth Partner found our client a supportive living home, but due to COVID,
that plan was placed on hold. L successfully transitioned to TAY support and they expressed
that our coaching and reassurance was very helpful in navigating Social Security and following
through on tasks that they tended to avoid.

VI. FY 19/20 Additional Information: 73% partially reached their treatment goals at discharge
and 82% stayed at the same level of care at discharge. We often get referrals and the care giver
is or has contemplated moving the youth to a residential facility. For the youth who ended up in
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a facility, we attempted to build skills in those homes but ultimately ended up helping the
youth and/or care giver that safety needs were not adequately being met in the home.

VII. FY 20/21 Projections of Clients to be Served: We hope to be fully enrolled and serving 20 youth.
We currently have openings.

VIII. FY 20/21 Program or Service Changes: With COVID, we are mainly doing services via Telehealth or
phone. We are trying to find ways to engage in care. We attempted to start a parent support group.
We will try to explore times that our families can attend this and hope to offer this opportunity in the
near future.

% of FY 19/20 FSP clients

Metrics that achieved the metric

Received a follow up visit within five days after a
mental health hospitalization or crisis. 100%

Average of four or more visits per month per client. 71%
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS3

PROVIDER NAME: Fred Finch Youth Center
PROGRAM NAME: STAY (Supportive Services for Transitional Age Youth)

Program Description: The STAY Program is located in Oakland and serves participants throughout
Alameda County. The majority of services are provided in the community. The program provides
clinical case management, crisis intervention, individual rehab, peer mentoring, medication
management, IPS employment support, housing assistance, collateral support for families, and skill
building and socialization groups.

Target Population: The STAY Program target group is Transition Age Youth ages 18 to 24 with serious
mental health conditions.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 66

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: The STAY Program acts to reduce stigma by providing
psychoeducation to participants and family aimed at normalizing mental health issues and
educating about treatment options, by employing Peer Mentors who serve as role models for
participants and family partners who help support family members in developing acceptance
and understanding of mental health issues, by providing employment services using a model
(IPS) promoting full inclusion of participants with mental health diagnoses in the competitive job
market, and providing ongoing psychoeducation and support to community members and
organizations we interact with to further acceptance and understanding of the needs of TAY
with mental health issues to replace fear and judgement.

b. Create a welcoming environment: The program creates a welcoming environment at the
program site by providing comfortable, TAY friendly spaces for participants for meetings or in
which to spend time. Program leadership communicates with other program leaders who share
our agency campus to assure that all agency staff on site understand the needs of our TAY
participants and are prepared to respond to them in a welcoming manner when the TAY come
to the agency campus. With the exception of the current pandemic restrictions, the program
invites program participants to the campus for participant social and skill building groups in our
agency community spaces. Program staff respond to all calls from participants, families and
community members promptly, and attempt to address their presenting needs or connect them
to needed resources. The program encourages participants who have aged out of the program
to return to attend program groups or to periodically drop by to say “hello” to STAY staff and
update them on their lives.
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Ill. Language Capacity for this program: The program currently employs a Peer Mentor who is can
provide services in Spanish. We use interpreter services, either in person or by phone, to meet most
participant and family language needs.

IV. FY19/20 Challenges:

Housing: The housing crisis continues to impact the STAY Program participants’ access to stable
affordable living spaces, and to squeeze available transitional and emergency resources.

COVID: The COVID pandemic impacted the program’s ability to outreach to participants and to provide
in person services, including participant groups. Since many of our participants lack smart phones or
computers, we were not able to provide telehealth services to most participants. Staff attempted to
support participants by phone primarily in the early months of the epidemic, and later, after establishing
clear safety protocols and obtaining PIP, resumed socially distanced face to face contacts.

Coordination of care: The program faced ongoing challenges with inadequate communication and
coordination of care when trying to support participants admitted to inpatient units and in jail. The
STAY Program learned of participant admissions to John George several days after they had happened
on more than one occasion, with no contact from social work staff. Weekend staff at John George do
not communicate with the STAY program regarding admissions or discharges. Nursing staff and
psychiatrists are often unreachable, and do not return calls in a timely manner when STAY staff need to
convey critical information regarding a participant’s need or discharge concerns. The STAY Program had
particularly difficulty when trying to work with the Heritage facility to obtain information about
participant status and collaborate regarding discharge. For participants at Santa Rita, lack of advance
notice or predictability regarding discharge and on-site support to help participant reconnect with
services after release impacted our ability to service several of our participants. This issue will hopefully
be ameliorated somewhat by the new onsite, trailer-based services at Santa Rita.

Staffing: The STAY Program had difficulty recruiting and retaining needed staff, particularly in the
positions of Family Partner, Personal Services Coordinator, and Psychiatric Nurse Practitioner. Staff
vacancies impacted the program’s ability to take on new referrals and meet expected contract capacity.

Is Anyone Better Off?

V. FY 19/20 Client Impact:

Housing: During the period, the program supported 10 participants in accessing permanent housing
options, 7 with independent apartments and 3 with licensed board and care placements. The program
supported 4 former foster youth in obtaining sec. 8 vouchers through the county’s new foster initiative
program.

“Assure that clients obtain and maintain enrollment in health insurance and other public benefit
program for which they are eligible.”

The STAY program supports participants in applying for GA and SSI benefits, and assuring assists them in
applying for or reactivating their Medi-Cal coverage when needed. During the fiscal year, the STAY
Program supported 9 participants in their SSl application process, whether by helping them begin the
application, or supporting them in accessing legal advocacy through BALA and HAC. Staff supported 7
participants in enrolling in General Assistance.

“Connect clients to ongoing primary healthcare services and coordinate healthcare with clients primary
care providers.”
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All STAY Participants who do not have an established primary care provider at intake are offered support
connecting to the on-site, TAY friendly Rising Harte Wellness Clinic. STAY staff support participants in
making and attending healthcare appointments and tending to needed follow up care. Of the 66
participants served during the year, 52 were connected to primary care providers. 10 STAY program
participants attended an onsite health fare in December sponsored by Rising Harte Wellness Center
where they received health education, and opportunities for dental screenings and HIV, Hep C testing.

“Increase education and vocational attainment among clients”

During the fiscal year, the STAY program supported 14 participants in enrolling in educational classes,
including diploma and GED program, vocational training programs, or community colleges. 1 participant
successfully completed their GED during the period. Another succeeded, with support from his STAY
clinician, in completing a multi-step assessment process in order to obtain needed accommodations for
the GED test. 29 participants received IPS employment services during the period and 13 IPS enrollees
secured employment at some point during the year. During the period, connected 3 participants with
the Department of Rehab and supported 4 in obtaining benefit counseling through the Center for
Independent Living in support of their interest in working.

“Help client increase their monthly income and financial assets.”

The STAY program supports participants in increasing income by assisting them in accessing public
benefits for which they qualify and supporting those interested in working with obtaining and
maintaining employment. As before mentioned, IPS supported 13 STAY participants in obtaining or
maintaining employment, 9 with their SSI application and appeal process and 7 in connecting to general
assistance. The program supported 1 participant in establishing an SSI ABLE savings account during the
year, and another in beginning the process.

“Decrease social isolation among clients”

The STAY program supports participants in accessing opportunities for social connection and friendship
building through bimonthly social and skill building groups. During the fiscal year the program also
collaborated with Beats Rhymes and Life (BRL)to offer a series of onsite support and self-expression
groups. 8 STAY participants attended the BRL groups.

“Assist and empower clients in transitioning to the least intensive level of services appropriate to meet
their needs”

The program supported 3 participants during the year in transitioning to less intensive services in the
TAY system of care. 5 participants who discharged from the program after aging out transitioned to less
intensive levels of care in the Adult System.

Participant Success Story:

During the year, a female participant in the STAY program continued to makes strides in maintaining
stability with her mental health and functioning, while taking steps forward with her goals. The
participant had stabilized on injectable medications a year and a half ago after a period of significant
crisis including a serious suicide attempt and long-term hospital stay. During this past year, the
participant completed a six-month stay in a transitional residential program, where she worked on
independent living skills, looked for a job and maintained regular engagement with her STAY treatment
team. In the late summer and early fall, with the support of her STAY team, the participant completed
all the necessary steps to apply for and secure a subsidized apartment unit in a brand-new complex in
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Berkeley. Since moving in to her unit the past November, the participant has created a home for
herself, and experienced living on her own for the first time. She has had friends over to spend time in
her new apartment and gone to visit her grandmother who lives nearby. She has continued to engage
with her STAY team, including her Employment Specialist. Just recently, after a period of ambivalence,
she asked her Employment Specialist to help her enroll in a GED prep program to continue her
education.

VII. FY 20/21 Projections of Clients to be Served: 75

VIII. FY 20/21 Program or Service Changes: The STAY Program has hired a psychiatrist to meet the
medication needs of our participants, in place of the Psychiatric Nurse Practitioner and Lead Psychiatric
Nurse Practitioner. The program will use this staffing pattern for the upcoming fiscal year to serve the
medication needs of our participants. Due to the health constraints imposed by the COVID pandemic,
the program will continue to refrain from providing in person groups to participants and will limit
transportation of participants.

% of FY 19/20 FSP clients
Metrics that achieved the metric
Reduction in Hospital Admits* 68%
Reduction in Hospital Days* 80%
Reduction in Psychiatric Emergency Services (PES)* 67%
Reduction in Incarceration Days* 53%
Increase in the number of days Stably Housed* 36%
Primary Care visit within the previous year 68%
With a vocational goal who are employed 30%
Received a follow up visit within five days after a mental
health hospitalization or crisis 69%
Average of four or more visits per month per client 52%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior
to enrollment in an FSP compared to the first year of FSP enroliment. This methodology is the
same for the housing stability metric, instead of a reduction it is looking for an increase in the
number of days someone was stably housed before FSP enrollment compared to their first
year of FSP enrollment.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS21

PROVIDER NAME: Bay Area Community Services
PROGRAM NAME: Prevention, Advocacy, Innovation, Growth, and Empowerment (PAIGE)

Program Description: Contractor shall provide full service partnership services within the philosophy of
‘whatever it takes’ to Alameda County Transition Age Youth (TAY) who live with serious mental illness.
Clients shall be those individuals at high risk of re-hospitalization who could live in the community if
comprehensive services and concentrated supports were available to accommodate their needs.

Target Population: Clients will include TAY individuals who are homeless or at risk of homelessness,
have been involved in the criminal justice system, have co-occurring substance use and / or physical
health disorders, frequently use hospitals and other emergency services, are at risk of
institutionalization, and / or have limited English proficiency. Contractor shall serve individuals who are
sex offenders.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 54

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: PAIGE works collaboratively with participants and their
families and any natural supports and utilizes a client-centered approach to meet
participants where they are at in terms of recovery, insight, and ability to manage
symptoms. PAIGE provides psychoeducation to families to support them in supporting
their loved ones, provides linkage support to receive much needed support (FERC,
NAMI) and develops community through peer support groups to help participants feel
less isolated in their recovery. As part of the PAIGE service model the participant’s
natural supports are drawn in as stakeholders in their care and contributors to the
treatment. This Wraparound approach supports building community around the
participant and empowers their voice and choice while reducing the isolation that so
frequently accompanies severe mental health challenges.

b. Create a welcoming environment: The PAIGE team is flexible in location, meeting time,
and engagement style to support participants and families to feel comfortable in their
desired setting. The PAIGE team will meet participants at parks, at their homes, at our
office or anywhere in the community that they prefer. PAIGE ensures safety by taking
steps during COVID-19 to both wear and provide PPE to participants during meetings
and take temperatures before entering buildings. PAIGE personnel are trained in Harm-
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Reduction and Trauma-Informed Care principles to meet the participant where they are
at in a whole-person manner. Cultural responsivity is a core axiom of the care provided
by the team as the PAIGE program was designed with Culturally and Linguistically
Appropriate Services (CLAS) standards in mind.

lll. Language Capacity for this program: Spanish, Dari/Farsi, limited Tagalog.

IV. FY19/20 Challenges: The pandemic and uncertainty of the “new normal” was a challenge
faced by the PAIGE team this year, however PAIGE met it with understanding and was able to
adapt. One challenge was problem solving how to outreach and engage with the new
parameters set by inpatient settings—where much of our engagement with new participants
had previously taken place. Adapting to technological differences between agencies has also
been challenging, when attempting to support with intakes. PAIGE has met the challenge
however, and managed increase participant engagement, including face to face contacts with
physical distancing parameters.

Is Anyone Better Off?

V. FY 19/20 Client Impact: Many participants served through PAIGE were able to successfully
begin and stabilize on medication, where they had previously refused causing great deficit in
functioning. One success story was a participant who had 60+ presentations in PES/ John
George Psychiatric Pavilion (JGPP/Kaiser ER in a span of 3 months before the PAIGE team
became involved. The participant had regular ideation of self-harm and would engage in these
behaviors often; this youth dropped her presentations to about 1-2x week, eventually going
over a month without any presentations in emergency settings. When the participant closed to
PAIGE program, she had gone without self-harm behaviors or ER visit for about 2 months and
was stable on meds, living independently with family support at time of closing.

Another youth, had multiple JGPP presentations and they had limited support and resources
due to participant’s sharp decline in functioning going from prom king, playing sports and
working full time to needing constant supervision due to paranoia, disorganization, auditory
hallucinations, insomnia that led to violence in the home, involvement with criminal justice, and
causing the mother to almost lose her job. This participant was hesitant to work with the PAIGE
team, but after about a month of sessions, they agreed to medication, and now is exploring an
opportunity at Amazon with limited symptom interference in daily life.

A 3™ success story is that we have two youth (1) who was referred due to a violent episode
leading to harm of a family member and (2) a youth who struggles with bipolar symptoms, both
of whom successfully graduated from the PAIGE program due to their great response to
treatment and obtaining employment and stability that made them ineligible for Medi-Cal.

The PAIGE team reduced the number of partners that were re-hospitalized, by providing
wraparound services 7 days a week with a passionate and dedicated team. These are a few
success stories, but the PAIGE team continues to be a great source of support to many
disenfranchised youth.
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VI. FY 19/20 Additional Information: One of the major successes for the team was their
response to the Covid-19 pandemic. Within a matter of weeks, the team was able to adjust and
adapt to a “new normal,” but still continue to provide support and resources to all the partners
and their natural supports. The team’s empathy and passion to “do whatever it takes,” was
clearly illustrated during this period of time. The PAIGE team was able to support clients in
meeting their basic needs (food, shelter, etc.) and goals in a safe and secure manner (masks,
social distancing, good hygiene, cleanliness).

Throughout these challenging times, the PAIGE team was able to maintain contact with
participants 1-7 days per week. The PAIGE team continued to facilitate regular TDMs with
family, participant, providers, and other members of the treatment team by utilizing MS Teams
for enhanced safety while continuing to support with goals. The team focused on supporting
participants in linking them to primary care and ensured all homeless partners had completed
the coordinated entry assessment. Prior to May, the PAIGE team was successfully hosting social
events, groups, and wellness activities (hikes, walks, movie night, game night) 3+ times a month
with typical attendance at these events between 3-18 participants.

VII. FY 20/21 Projections of Clients to be Served: 65

VIII. FY 20/21 Program or Service Changes: The PAIGE team would like to increase wraparound
services and increase the number of TDM'’s each partner has each month. We would like to get more
natural supports involved and engaged in each partner’s treatment plan. For this upcoming year PAIGE
would also like to increase the diversity and frequency of staff contacts with each partner to be closer
to exemplary fidelity standard. PAIGE did very well this fiscal year in ensuring that each partner was
seen at least once a week, even during the pandemic, but would like to increase contact with each
partner for this fiscal year. PAIGE is also working very closely with John George Psychiatric Pavilion,
Villa Fairmont, Jay Mahler, Woodroe and Amber House to be involved in all steps of discharge planning
and will continue to do so during this fiscal year.

% of FY 19/20 FSP clients

Metrics that achieved the metric
Reduction in Hospital Admits* 88%
Reduction in Hospital Days* 96%
Reduction in Psychiatric Emergency Services (PES)* 85%
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Reduction in Incarceration Days* 67%
Increase in the number of days Stably Housed* 53%
Primary Care visit within the previous year 71%
With a vocational goal who are employed 16%

Received a follow up visit within five days after a mental
health hospitalization or crisis 83%

Average of four or more visits per month per client 86%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior to
enrollment in an FSP compared to the first year of FSP enrollment.

This methodology is the same for the housing stability metric, instead of a reduction it is looking for an
increase in the number of days someone was stably housed before FSP enrollment compared to their
first year of FSP enroliment.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP #: FS4

PROVIDER NAME: Abode Services
PROGRAM NAME: Greater HOPE FSP

Program Description: Greater HOPE is Assertive Community Treatment team model serving 150 adults
who are experiencing chronic homelessness as well as symptoms from a Serious Mental lliness
throughout Alameda County. Service provided include: mental health services, case manager,
medication management, housing placement and support, peer mentorship, vocation services utilizing
the IPS model, social activities, and peer support.

Target Population: Chronically homeless adults

How Much Did We Do?

1. FY 19/20

a. Number of clients served: 235

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: Our team employs Peer Specialists and staff with lived
experience at all levels to support participants with linking to mental health services,
learning about the ways in which people recover and live in their communities with
mental health symptoms.

b. Create a welcoming environment: Participants are welcomed with water and food at
our office to ensure basic needs are met before engaging in treatment interventions.
Participants are treated with respect and dignity despite any behavioral or hygiene
challenges they are experiencing. We train our staff to engage participants warmly at
every interaction all the way from our front desk staff to Executive level staff. If
participants reach out or request assistance from anyone our staff are trained to do
whatever it takes to try to find assistance for anyone who reaches out.

lll. Language Capacity for this program: Portuguese, American Sign Language, Khmer, Spanish,
Cantonese

IV. FY19/20 Challenges: Hiring has been an ongoing challenge. COVID-19 also presented a lot of
new challenges for staff in regards to safety protocols, access to primary care, accessing homes
and locked settings. Staff are consistently trying identify work arounds to provide telehealth
linkage to primary care and psychiatry (not community based at this time) as well as in person
services while upholding safety protocols for themselves and partners.
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Is Anyone Better Off?

V. FY 19/20 Client Impact: The team has been able to provide 15 new participants with long
acting injectable antipsychotic medication in the last year. This is a tremendous increase from
previous years. This has resulted in an increase in engagement in services, housing placement,
connection to IPS services, and wellbeing for the participants served. The team has also seen an
increase in graduating to lower levels of care. Eight participants were stepped down to lower
levels of care in the last year, many of which had been with the program over 5 years.

VI. FY 19/20 Additional Information: N/A
VII. FY 20/21 Projections of Clients to be Served: 150+

VIIl. FY 20/21 Program or Service Changes: Our agency will expand to a second office in the next fiscal
year which has been approved by BHCS and is in process of being site certified. No other planned
program or service changes.

% of FY 19/20 FSP clients
Metrics that achieved the metric
Reduction in Hospital Admits* 78%
Reduction in Hospital Days* 81%
Reduction in Psychiatric Emergency Services (PES)* 67%
Reduction in Incarceration Days* 89%
Increase in the number of days Stably Housed* 38%
Primary Care visit within the previous year 68%
With an educational goal who are enrolled in school 0%
With a vocational goal who are employed 6%
Received a follow up visit within five days after a mental
health hospitalization or crisis 69%
Average of four or more visits per month per client 52%
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP #: FS10

PROVIDER NAME: Alameda County Behavioral Health Care Services (ACBH) Housing Services Office
(HSO) and multiple subcontractors.

PROGRAM NAME: Housing Solutions for Health

Program Description: The ACBH HSO coordinates a range of housing programs and services for
individuals with a serious mental illness and their families. Together these investments focus on
achieving the following core goals:

1. Increase the availability of a range of affordable housing options with appropriate supportive services
so that individuals with a serious mental illness and their families can “choose”, “get”, and “keep”
their preferred type of housing arrangement;

2. Minimize the time individuals with a serious mental illness spend living in institutional settings by
increasing and improving working relationships among housing and service providers, family
members, and consumers;

3. Track and monitor the type, quantity, and quality of housing utilized by and available to ACBH target
populations;

4. Provide centralized information and resources related to housing for ACBH consumers, family
members, and providers;

5. Coordinate educational and training programs around housing and related services issues for
consumers, family members, and providers;

6. Work toward the prevention and elimination of homelessness in Alameda County.

Target Population: HSO efforts focus on helping individuals with serious mental illness in Alameda
County to live in the least restrictive and most integrated setting appropriate to meet their needs. HSO
efforts focus primarily, but not exclusively, on helping individuals experiencing homelessness and those
with prolonged stays in institutional settings.

Age Group: Adults

Specific program categories that operate under the ACBH HSO include:

1) Long-term housing subsidy programs and housing partnership support contracts that make it
possible for individuals with serious mental illness to live in permanent supportive housing and
licensed board and cares;

2) Short-term housing financial assistance to help individuals with serious mental illness to obtain and
maintain housing with one-time and short-term payments of security deposits and rent;

3) Supportive services linked with permanent subsidized housing to create “permanent supportive
housing” options for individuals to live in community-based rental housing settings;

4) Temporary housing programs for individuals with serious mental illness experiencing homelessness
to be sheltered and supported while they work to return to permanent housing;

5) Street outreach and housing navigation services focused on helping homeless individuals with
serious mental illness living in public places and emergency shelters to return to permanent, safe,
and supportive housing as quickly as possible;
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6) Supporting an affordable housing search website and news alerts related to current housing
opportunities relevant to people with serious mental iliness and extremely low incomes;

7) Referrals, coordination, clinical consultation, training ,and oversight of a network of more than 450
licensed board and care and permanent support housing slots countywide;

8) Housing education and counseling sessions at ACBH-funded Wellness Centers and other community
locations;

9) Landlord Liaison Program recruits and works with landlords and property managers in the private
rental market settings to acquire safe, decent and affordable housing countywide and retain units
securing long-term housing for clients who have previously had barriers to locating affordable
housing or maintaining long term tenancy;

10) Staff involvement and financial support toward countywide efforts focused on addressing
homelessness;

11) MHSA affordable housing project application preparation in partnership with nonprofit affordable
housing developers.

Program Outcomes & Impact: FY19/20
PERFORMACE INDICATORS: How Much Did We Do?

Number of Clients Served: MHSA-funded housing service programs reach at least 1,500 people with
serious mental illness each fiscal year.

PERFORMANCE INDICATORS: How Well Did We Do?

Number of activities or services utilized: more than 450 households received long-term housing
financial assistance and supportive services to keep their housing, 128 households received short-term
housing financial assistance, over 120 stayed in MHSA-funded temporary housing, and more than 600
received housing-related services including outreach, navigation, or permanent supportive housing
services.

% Retention Rates: permanent housing programs supported by the HSO have maintained housing
retention rates of around 85%, temporary housing exits to permanent housing have remained around
35%.

Challenges: The most significant challenge facing the Housing Services Office is the rapidly rising costs of
housing within the County. The number of individuals experiencing homelessness has nearly doubled
between 2015 and 2019 with an estimate of over 8,000 people experiencing homelessness on any given
night - http://everyonehome.org/everyone-counts/.

The costs of housing impacts many of our service providers and their staff who cannot afford to live in
the community where they work. Several of our programs have underutilized budgeted funding due to
challenges with hiring and retaining staff members.

Alameda County’s Coordinated Entry System (CES) for addressing homelessness is relatively new and
involves many different stakeholders. Increased collaboration and coordination will be needed to
ensure the maximum effectiveness of CES. Much larger investments in affordable and supportive
housing are needed by multiple levels of government to ensure individuals with serious mental illness
have a place to call home.
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PERFORMANCE INDICATORS: Is Anyone Better Off?

FY 2019-20 Impact: Home is one of SAMHSA's four key dimensions of recovery (health, home, purpose,
and community). Stable, safe and supportive housing reduces emergency and crisis service utilization,
increases access to quality outpatient services, and improves overall health outcomes.

The HSO worked collaboratively with cities, other county departments, and affordable housing
developers to secure nearly $43 million from the statewide No Place Like Home (NPLH) Program for
creating more supportive housing for homeless individuals with a serious mental illness. This allocation
was the largest allocation in the state in Round 1 of NPLH. This funding will help create and support 140
new housing units set aside for the target population in buildings with 638 total affordable units. These
new opportunities will be available in the next 2-5 years.

ACBH moved forward with an expansion of its subsidized licensed board and care beds and an increase
in the rates paid to operators. The additional funding will help the program grow from a maximum of
250 clients to a maximum of 300 with funding for higher levels of support for some clients with
extensive physical health care needs in additional to mental health needs. The Alameda County
Independent Living Association (www.alamedacountyila.org) continued its efforts to raise the quality of
room and board housing for seniors and people with disabilities in the County. The number of
members that meet quality standards continues to grow.

ACBH resources helped Alameda Point Collaborative to secure and plan for the development of a
recuperative care and supportive housing project in the City of Alameda. The project will have 80-90
permanent supportive housing units for seniors age 55 and older with disabilities including serious
mental illness and 50 recuperative care/medical respite beds. Residents in the City of Alameda voted to
support the project moving forward and the project secured some additional local and private funding
to keep the effort moving forward. More information about the project can be found at:
http://caringalameda.org/

ACBH resources continue to support the implementation of countywide and coordinated matching to
permanent supportive housing opportunities through a effort known as Home Stretch
(http://everyonehome.org/our-work/home-stretch/). In the upcoming fiscal year, there will be over
100 new additional permanent supportive housing opportunities created through a combination of
additional HUD and ACBH MHSA housing resources.

The Landlord Liaison project has led to a growing number of Landlord participation is access to accurate
and dependable monthly rent payments, 1 months security deposits, risk mitigation funds that can be
used for damages that exceed the security deposit or cover one-month’s rent for a vacant units in
preparation for new tenants and a dedicated landlord hotline answered by staff with housing expertise
that may be utilized for crisis needs, property management needs and problem solving. Staff triage the
call and provide immediate problem solving based on the initial need which may include immediate
response to an emergency (e.g. property management or behavioral); next day scheduling of property
management or other service; or scheduling of non-urgent follow-up.

Over the past 3 years the program has acquired and currently maintains approximately 594 affordable
units. In the month of October 2020, Mental Health Services Act funded $300,000 in rental assistance
for 107 units and a housing retention rate of close to 95%.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS11

PROVIDER NAME: Telecare Corporation
PROGRAM NAME: Community Conservatorship (CC) Program

Program Description: Telecare CC staff will support individuals on their journey in healing and provide a
full range of services, including medical and psychiatric services, case management services, advocacy
and linkage, referral to safe and affordable housing, substance use interventions and counseling,
assistance with entitlements, support and education with family and significant others, connection with
community resources and self-help groups. Referrals come directly from psychiatric hospitals and focus
on individuals who are voluntarily willing to participate in ongoing mental health treatment and short-
term Conservatorship as a way to help them transition back to community settings with support of a
treatment team, conservator, and court supervision.

Target Population: Adults (Age 18 +) diagnosed with severe mental illness, many of whom would
otherwise require extended care in institutional settings.

This includes individuals who are high utilizers of mental health services and who are considered to be

at great risk for psychiatric hospitalization.

How Much Did We Do?

1. FY 19/20

a. Number of clients served: 29

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:
Reducing stigma is a natural part of the work that we do. We help partners reduce their
internalized stigma by always treating them with dignity and respect, meeting partners where
they are, using a strengths-based approach, having expectations that our partners that can
make progress in their recovery, helping them to identify their values and motivations for
change, appreciating their individual uniqueness. We provide partners with psychoeducation
so they can understand their symptoms and reduce self-blame. We teach them skills to help
them manage their symptoms, using concepts from CBT, DBT and Motivational Interviewing.
We also help reduce outside stigma by providing psychoeducation to family/loved ones and to
community members (medical providers, housing providers, etc). We coach staff at congregate
living homes to see our partners as unique individuals and encourage them take a strengths-
based approach with partners. We are out in the community with our partners and model
respectful interactions with them so other community members to observe and learn.

b. Create a welcoming environment:
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We warmly welcome our partners throughout their tenure with us, regardless of whether we
are meeting them at our office or in the community. When they are newly referred, we utilize a
long engagement period to build rapport and really get to know them and their individual
unique qualities. We meet our partners where they are in their recovery journey. We provide
ongoing education to staff about how to provide person-centered care, cultural humility and
curiosity, recognizing individual uniqueness and strengths. We take a harm reduction approach
to partners’ substance use and are not judgmental. We encourage meaningful activity and help
our partners work towards education and employment using the IPS model. We recognize and
celebrate successes large and small!

lll. Language Capacity for this program: Community Conservatorship program staff utilize a
certified language line to provide services in languages other than English. They can, at times, access
language capacity of other Telecare program staff in case of emergency. These languages include
Spanish, Khmer, Urdu, Taiwanese, Cantonese.

IV. FY19/20 Challenges:

All CC partners, by program definition, are on conservatorship, and as such, are required to reside in
licensed care homes. This greatly restricts the housing options available to our partners, and sometimes
results in partners being dropped from the program if they are not able to succeed in licensed care
homes. Covid 19 brought unique challenges in the past year. Our staff quickly stepped up, screening
and educating partners on safety and sheltering in place, learning to provide service while wearing PPE,
learning to provide service by telephone and telehealth, linking with new community services such as
Covid Motels, etc. Our staff increased their creative approaches to ensure that our partners continued
to have their needs met during Covid 19 restrictions, including; engaging with partners through the use
of art, poetry, music, journaling, book clubs, engaging in discussions using tools from Personal Medicine,
Seeking Safety and Telecare’s own Recovery Centered Clinical System. These services were provided
while practicing social distancing, through house windows or by telephone, celebrating milestones with
car parades, social distance lunches. The high cost of living in the Bay Area was an ongoing challenge
last year, limiting housing options, especially for partners who are traditionally not successful in
congregate living.

Is Anyone Better Off?

V. FY 19/20 Client Impact:

Partners were quickly provided education about Covid 19 and how to minimize their risks. Partners who
were unhoused were quickly linked to safe residences to allow them to reduce their risk of Covid by
sheltering in place. Mental health service provision changed, but partners were able to continue to
receive their much-needed services. Prior to Covid, partners were able to benefit from a new Seeking
Safety group to help them address how their trauma histories affected their current level of functioning.
Partners benefited from staff instruction on how to utilize art, journaling, music and poetry as part of
their personal set of coping skills. Families who took part in the monthly family support group gained
insight and education about how to best support their loved ones with mental health diagnoses.
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Client story:

When “Lisa” joined the Community Conservatorship program, she was a referral from Napa State
Hospital, where she spent many years in treatment. She was consistently at risk of ‘danger to self as
she spent her time cutting into her skin and sharing lengthy details of the feelings and sensations she
experienced while cutting. She experienced a high level of psychosis and delusional ideation. She
lacked the insight as to why her cutting could be dangerous and even possibly deadly for her.

By the time Lisa graduated from the Community Conservatorship program early 2020, she was
adherent with all her medications and appointments, taking swimming, parenting and Spanish

classes. She was able to manage her own money and use public transportation independently. Lisa
maintained her success long enough to move to family home in Arizona and become a part of her young
daughter’s life again. Lisa had insight into her risks, so much that she took responsibility for ensuring
that she was referred to a proper mental health agency in Arizona and had plenty of medications to tide
her over. She was instrumental in making sure that her transition from California to Arizona was as
seamless as possible. And when she said goodbye, she was pleasant and sweet as pie!

VI. FY 19/20 Additional Information:

VII. FY 20/21 Projections of Clients to be Served: CC will work towards meeting and maintaining a census
of 25 partners.

VIII. FY 20/21 Program or Service Changes:

Ongoing flexibility with service provision during rapidly changing directives regarding Covid 19 restrictions.
Instituting virtual groups; such as art group, family support group, Seeking Safety, Co-occurring education group,
etc. Increasing housing flexibility with the use of partner housing funds to ensure that partners can access
housing at a variety of levels of care depending on their needs.

% of FY 19/20 FSP clients

Metrics that achieved the metric
Reduction in Hospital Admits* 89%
Reduction in Hospital Days* 100%
Reduction in Incarceration Days* 100%
Increase in the number of days Stably Housed* 64%
Primary Care visit within the previous year 53%
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With an educational goal who are enrolled in school 0%

With a vocational goal who are employed 0%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior to
enrollment in an FSP compared to the first year of FSP enrollment.

This methodology is the same for the housing stability metric, instead of a reduction it is looking for an
increase in the number of days someone was stably housed before FSP enrollment compared to their
first year of FSP enrollment.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS12

PROVIDER NAME: Telecare Corporation
PROGRAM NAME: Assisted Outpatient Treatment (AOT) Program

Program Description: AOT is the model connected to AB1421 in California that provides outpatient
services for adults with serious mental illness who are experiencing repeated hospitalizations or
incarcerations but are not engaging in treatment. The program is built on the Assertive Community
Treatment (ACT) model and provides intensive case management, housing assistance, vocational and
educational services, medication support and education, co-occurring services, and 24/7 support and
availability for crisis.

Target Population: Adults (Age 18 +) who are diagnosed with a severe mental illness, considered to be
resistant or reluctant to mental health treatment, who meet the Welfare and Institution Code Criteria as
outlined by AB1421.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 38

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:
Reducing stigma is a natural part of the work that we do. We help partners reduce their
internalized stigma by always treating them with dignity and respect, meeting partners where
they are, using a strengths-based approach, having expectations that our partners that can
make progress in their recovery, helping them to identify their values and motivations for
change, appreciating their individual uniqueness. We provide partners with psychoeducation
so they can understand their symptoms and reduce self-blame. We teach them skills to help
them manage their symptoms, using concepts from CBT, DBT and Motivational Interviewing.
We also help reduce outside stigma by providing psychoeducation to family/loved ones and to
community members (medical providers, housing providers, etc). We coach staff at congregate
living homes to see our partners as unique individuals and encourage them take a strengths-
based approach with partners. We are out in the community with our partners and model
respectful interactions with them so other community members to observe and learn.

b. Create a welcoming environment:
We warmly welcome our partners throughout their tenure with us, regardless of whether we
are meeting them at our office or in the community. When they are newly referred, we utilize a
long engagement period to build rapport and really get to know them and their individual
unique qualities. We meet our partners where they are in their recovery journey. We provide
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ongoing education to staff about how to provide person-centered care, cultural humility and
curiosity, recognizing individual uniqueness and strengths. We take a harm reduction approach
to partners’ substance use and are not judgmental. We encourage meaningful activity and help
our partners work towards education and employment using the IPS model. We recognize and
celebrate successes large and small!

Ill. Language Capacity for this program: Assisted Outpatient Treatment staff utilize a certified
language line to provide services in languages other than English. They can, at times, access language
capacity of other Telecare program staff in case of emergency. These languages include Spanish, Khmer,
Urdu, Taiwanese, Cantonese.

IV. FY19/20 Challenges: A challenge specific to the AOT program is that many of our partners are
homeless and disengaged from services. This impacts the staff’s ability to outreach, create rapport and
provide the services as expected. It also creates a challenge in meeting and maintaining our census.
Covid 19 brought unique challenges in the past year. Our staff quickly stepped up, screening and
educating partners on safety and sheltering in place, learning to provide service while wearing PPE,
learning to provide service by telephone and telehealth, linking with new community services such as
Covid Motels, etc. Our staff increased their creative approaches to ensure that our partners continued
to have their needs met during Covid 19 restrictions, including; engaging with partners through the use
of art, poetry, music, journaling, book clubs, engaging in discussions using tools from Personal Medicine,
Seeking Safety and Telecare’s own Recovery Centered Clinical System. These services were provided
while practicing social distancing, through house windows or by telephone, celebrating milestones with
car parades, social distance lunches. The high cost of living in the Bay Area was an ongoing challenge
last year, limiting housing options, especially for partners who are traditionally not successful in
congregate living.

Is Anyone Better Off?

V. FY 19/20 Client Impact: Partners were quickly provided education about Covid 19 and how to
minimize their risks. Partners who were unhoused were quickly linked to safe residences to allow them
to reduce their risk of Covid by sheltering in place. Mental health service provision changed, but
partners were able to continue to receive their much-needed services. Prior to Covid, partners were
able to benefit from a new Seeking Safety group to help them address how their trauma histories
affected their current level of functioning. Partners benefited from staff instruction on how to utilize
art, journaling, music and poetry as part of their personal set of coping skills. Families who took part in
the monthly family support group gained insight and education about how to best support their loved
ones with mental health diagnoses.

Personal Client Story:

When “Daniel” was first introduced to the AOT team, he was receiving treatment at John George Acute
Psychiatric facility. He was dirty, disheveled, experiencing psychosis and had paranoid and delusional
thoughts. He was admitted to JGP after one of his delusions led to a physical altercation with his
brother. He was not adherent to medications and spent his days wandering through his mother’s home.

This is in stark contrast to the Daniel we know today. He is currently adherent to all his medications and
appointments. He engages with the AOT team 3 times a week and is receptive to increasing social
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interaction by taking walks with the AOT team. Daniel has been successful maintaining housing stability:
he lives independently in his family home and his brother checks in on him daily. When the AOT team
meets with Daniel, he is pleasant, the house is clean and in order and he is receptive to being directed to
improving his hygiene so he can take walks with the team.

VI. FY 19/20 Additional Information:

VII. FY 20/21 Projections of Clients to be Served: AOT will be working towards meeting and maintaining a
census of 30 partners.

VIII. FY 20/21 Program or Service Changes:

Ongoing flexibility with service provision during rapidly changing directives regarding Covid 19 restrictions.
Instituting virtual groups; such as art group, family support group, Seeking Safety, Co-occurring education group,
etc. Increasing housing flexibility with the use of partner housing funds to ensure that partners can access
housing at a variety of levels of care depending on their needs. Increasing partner access to IPS vocational and
substance use services.

% of FY 19/20 FSP clients
Metrics that achieved the metric
Reduction in Hospital Admits* 86%
Reduction in Hospital Days* 71%
Reduction in Incarceration Days* 86%
Increase in the number of days Stably Housed* 11%
Primary Care visit within the previous year 100%
With a vocational goal who are employed 0%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior to
enrollment in an FSP compared to the first year of FSP enroliment.

This methodology is the same for the housing stability metric, instead of a reduction it is looking for an
increase in the number of days someone was stably housed before FSP enrollment compared to their
first year of FSP enroliment.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS13

PROVIDER NAME: Telecare Corporation
PROGRAM NAME: CHANGES

Program Description: Telecare CHANGES is an adult Full Service Partnership located in the Eastmont
Town Center in Oakland, CA. The CHANGES FSP provides comprehensive treatment and support services
using the Assertive Community Treatment (ACT) service delivery model in which services are delivered
by an integrated team including case managers, a vocational specialist, a peer support specialist, a
psychiatrist, and a nurse. Services provided by the FSP team include mental health services including
individual and group rehabilitation, medication support, nursing support, and targeted case
management. The latter service links the individual consumer to needed resources and supports in the
community such as housing, benefits, and medical/dental services. Individuals assigned to the CHANGES
FSP team can expect to meet with a team member at least twice a week. Additionally, 80% of the team
services are delivered in the community.

Target Population: Describe information about consumers’/ clients’ age group (i.e., Children/ youth,
Transitional Age Youth, Adults or Older Adults; and Partners’ unique needs.

The CHANGES FSP serves adult Alameda County residents, 18 years of age or older, with serious mental
health conditions or significant functional impairments in one or more major areas of functioning, who
are at high risk of re-hospitalization and/or frequent users of acute psychiatric services.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 100

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: CHANGES FSP uses Telecare’s Recovery-Centered Clinical
System (RCCS) to inform its program culture and the relationships that staff have with
consumers and the important people in their lives - friends, family members, landlords and
other housing providers, as well as other mental health and medical providers. The CHANGES
managers and staff consciously and deliberately use the RCCS in our conversations and
interactions with consumers and their significant others to decrease judgment and blame and
help explore the invisible burden of stigma in the lives of our members.

b. Create a welcoming environment: Prior to March 16, 2020, the CHANGES program created a
welcoming environment by encouraging members to “drop in” anytime during the program’s
hours of operation if they needed support, whether it was in the form of a quiet, clean space to
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hang out and watch TV, to take a nap or chat with staff, to get a snack or some clothes from the
free clothes closet, pick up mail, check their email or look for housing on the client computer, or
get a referral to a community resource. Due to the lockdown we’ve had to close our office
space to members, but we continue to serve them in front of our office, providing as many of
the “pre-Covid” drop in services as can safely be delivered.

Ill. Language Capacity for this program: The CHANGES staff have Spanish-language capacity and the
program has an account with Language Line for translation services.

IV. FY19/20 Challenges: Maintaining full FSP staffing was an ongoing challenge during FY20, requiring
a significant amount of time from managers in recruitment and hiring activities, as well as time spent
identifying and addressing factors impacting retention (ex: high housing costs, highly competitive job
market, etc.). The onset of the cornoravirus pandemic and the subsequent county shutdown were
unquestionably the greatest challenges faced by the CHANGES FSP staff and consumers during the past
year. The shutdown and the pandemic required major changes to service delivery methods, as well as
staff behavior, in order to keep both staff and members safe. A particular challenge to service delivery
uncovered by the shutdown is the lack of access to communications technology (ex: cell phones, smart
phones, tablets, computers, etc.) that is the reality for many CHANGES members. Without this
technology providing remote services was impossible, and scheduling in-person services extremely
difficult. Staff experienced an increase in work-related stress, combined with an increase in stress in
their personal lives, as they coped with childcare issues, school closures, spouses and partners losing
their jobs, and fears for their at-risk family members. Consumers also experienced increased stress as
stores, restaurants, parks, and social service providers closed their doors or limited their hours, and new
and unfamiliar safety protocols were put in place. Often the increased stress related to the pandemic
resulted in psychiatric de-stabilization.

Running a close second to the pandemic’s disruptive impact on the program were the demonstrations
and social unrest that followed George Floyd’s murder and which resulted in increased calls for racial
justice and equality. CHANGES Black staff and consumers were especially hard hit by these events, often
describing their experience as being “re-traumatized.”

Is Anyone Better Off?

V. FY 19/20 Client Impact: Two CHANGES FSP members epitomize the kinds of gains that individuals
can make with the support of an FSP program that has good ACT fidelity: (1) Client M is a middle-aged
African American male with a history of paranoid schizophrenia, substance abuse, and significant co-
morbid medical conditions. Last year the board & care where he lived and where he had achieved
relative housing stability for the first time in many years, was forced to close. As a result, Client M
experienced a period of psychiatric decompensation resulting in a period of homelessness and several
crisis contacts and an acute hospitalization. With the support of the CHANGES FSP, and especially the
FSP nurses, he was able to find new housing, where he’s been living stably for several months. He’s
begun managing his psychiatric and medical conditions with daily medication. He’s also partnered with
the FSP nurse to get linked to a PCP, a podiatrist, a cardiologist, and a dentist to get the health and
dental care that he desperately needed but which had been neglected in the past. He successfully
completed a sleep study, which determined that he suffered from severe sleep apnea, and he is now in
line to receive a CPAP machine. Perhaps most importantly, whereas in the past Client M always denied
having any behavioral health issues, he is now able to verbalize his mental health symptoms, as well as
the ways that his medication helps. He’s also developed a set of coping skills and knows when and how
to use them. (2) Client B is a mid-40s African American woman with Bipolar Disorder who early in her
time with the CHANGES FSP expressed the goal of returning to work. Some years ago, she had been an
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in-home care giver, but she had experienced her most recent mental health decompensation while on
the job. As aresult, she had a lot of anxiety and trepidation about returning to work, but she also knew
that she enjoyed the sense of independence and control over her life that came with working. With the
support of the CHANGES IPS specialist, Client B developed a “return to work” plan. First, she tried finding
employment through an in-home care agency, but found this route to be too stressful and over-
whelming. She processed her experience with the CHANGES IPS specialist and decided to take a short
break from job seeking. During the break, she continued to talk about her employment goal and her
return to work plan with the IPS specialist, and with her support decided to apply to IHSS. She
completed each step of the IHSS application process, applied for and got a job, and has been working
since April.

Some other less detailed examples of the positive impact of the CHANGES FSP program on client
outcomes include: (3) Client D has maintained his housing since his release from Napa State Hospital and
has been working with his FSP case manager to get his SSI reinstated. In the meantime, he’s applied for
GA and food stamps. (4) Client A, who has participated in the county sub-payee program for
many years, is currently collaborating with her FSP case manager and actively taking steps to
become her own payee. (5) Client T, who was described in her CHANGES FSP referral packet as
catatonic and selectively mute, successfully completed her first semester at a local community
college and has registered to continue her studies in the upcoming school year. (6) Client S
came to CHANGES after a very long hospitalization at Villa Fairmont. Since joining the program,
she has successfully maintained her housing, managed her mental health condition, and not
needed to be re-hospitalized.

VI. FY 19/20 Additional Information:
VII. FY 20/21 Projections of Clients to be Served: 100

VIIl. FY 20/21 Program or Service Changes:

% of FY 19/20 FSP clients

Metrics that achieved the metric
Reduction in Hospital Admits* 60%
Reduction in Hospital Days* 69%
Reduction in Psychiatric Emergency Services (PES)* 73%
Reduction in Incarceration Days* 89%
Increase in the number of days Stably Housed* 42%
Primary Care visit within the previous year 57%
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With an educational goal who are enrolled in school 0%

With a vocational goal who are employed 0%

Received a follow up visit within five days after a mental
health hospitalization or crisis 70%

Average of four or more visits per month per client 66%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior to
enrollment in an FSP compared to the first year of FSP enrollment.

This methodology is the same for the housing stability metric, instead of a reduction it is looking for an
increase in the number of days someone was stably housed before FSP enroliment compared to their
first year of FSP enrollment.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS14

PROVIDER NAME: Telecare Corporation
PROGRAM NAME: STRIDES

Program Description: STRIDES is a full service partnership program based on the Assertive Community
Treatment model.

Target Population: STRIDES serve individuals with severe mental illness and are high utilizers of mental
health services and who are considered to be at great risk for psychiatric hospitalization.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 107 unduplicated partners

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: Reducing stigma is a natural part of the work that we do. We
help partners reduce their internalized stigma by always treating them with dignity and respect,
meeting partners where they are, using a strengths-based approach, having expectations that
our partners that can make progress in their recovery, helping them to identify their values and
motivations for change, appreciating their individual uniqueness. We provide partners with
psychoeducation so they can understand their symptoms and reduce self-blame. We teach
them skills to help them manage their symptoms, using concepts from CBT, DBT and
Motivational Interviewing. We also help reduce outside stigma by providing psychoeducation to
family/loved ones and to community members (medical providers, housing providers, etc.). We
coach staff at congregate living homes to see our partners as unique individuals and encourage
them take a strengths-based approach with partners. We are out in the community with our
partners and model respectful interactions with them so other community members to observe
and learn.

b. Create a welcoming environment: We warmly welcome our partners throughout their
tenure with us. When they are newly referred, we utilize a long engagement period to build
rapport and really get to know them and their individual unique qualities. We meet our
partners where they are in their recovery journey. We warmly welcome everyone whether at
our office or in community. We provide ongoing education to staff about how to provide
person-centered care, cultural humility and curiosity, recognizing individual uniqueness and
strengths. We take a harm reduction approach to partners’ substance use and are not
judgmental. We encourage meaningful activity and help our partners work towards education
and employment using the IPS model. We recognize and celebrate successes large and small!
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Ill. Language Capacity for this program: In addition to English, STRIDES staff are able to provide
services in Spanish, Khmer, Cantonese and Taiwanese. We utilize a certified language line for all other
languages.

IV. FY19/20 Challenges: COVID 19 brought unique challenges in the past year. Our staff quickly
stepped up, screening and educating partners on safety and sheltering in place, learning to provide
service while wearing PPE, learning to provide service by telephone and telehealth, linking with new
community services such as COVID Motels, etc. Our staff increased their creative approaches to ensure
that our partners continued to have their needs met during COVID 19 restrictions, including; engaging
with partners through the use of art, poetry, music, journaling, book clubs, engaging in discussions using
tools from Personal Medicine, Seeking Safety and Telecare’s own Recovery Centered Clinical System.
These services were provided while practicing social distancing, through house windows or by
telephone, celebrating milestones with car parades, social distance lunches. The high cost of living in
the Bay Area was an ongoing challenge last year, limiting housing options, especially for partners who
are traditionally not successful in congregate living.

Is Anyone Better Off?

V. FY 19/20 Client Impact: Partners were quickly provided education about COVID 19 and how to
minimize their risks. Partners who were unhoused were quickly linked to safe residences to allow them
to reduce their risk of COVID by sheltering in place. Mental health service provision changed, but
partners were able to continue to receive their much-needed services. Prior to COVID, partners were
able to benefit from a new Seeking Safety group to help them address how their trauma histories
affected their current level of functioning. Partners benefited from staff instruction on how to utilize
art, journaling, music and poetry as part of their personal set of coping skills. Families who took part in
the monthly family support group gained insight and education about how to best support their loved
ones with mental health diagnoses.

Personal client story: George was part of STRIDES program from 2015-19, when he went missing for
over a year during which time he was transient. Eventually, he was closed to services. He resurfaced at
a crisis residential program in March 2020, where it was discovered that he had a connection with
STRIDES. STRIDES staff was successful in re-engaging and re-establishing rapport with George, and linked
him to Social Security so he could reinstate his benefits. STRIDES also supported George with assistance
in finding stable independent housing, connecting him to primary care, and helping him create a plan to
stabilize on his psychiatric medication. Since March 2020, George has not required rehospitalization and
he has been able to manage the symptoms of his mental health diagnosis. He has returned to being the
resilient, independent, and self-sufficient man he was previously.

VI. FY 19/20 Additional Information:

VII. FY 20/21 Projections of Clients to be Served: We project that we will be able to serve 110 unique
individuals this year.

VIII. FY 20/21 Program or Service Changes: Ongoing flexibility with service provision during rapidly
changing directives regarding COVID 19 restrictions. Instituting virtual groups; such as art group, family support
group, Seeking Safety, Co-occurring education group, etc. Increasing housing flexibility with the use of partner
housing funds to ensure that partners can access housing at a variety of levels of care depending on their needs.
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Metrics

% of FY 19/20 FSP clients

that achieved the metric

Reduction in Hospital Admits* 77%
Reduction in Hospital Days* 94%
Reduction in Psychiatric Emergency Services (PES)* 78%
Reduction in Incarceration Days* 91%
Increase in the number of days Stably Housed* 62%
Primary Care visit within the previous year 50%
With an educational goal who are enrolled in school 50%
With a vocational goal who are employed 0%
Received a follow up visit within five days after a mental

health hospitalization or crisis 61%
Average of four or more visits per month per client 64%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior to

enrollment in an FSP compared to the first year of FSP enroliment.

This methodology is the same for the housing stability metric, instead of a reduction it is looking for an
increase in the number of days someone was stably housed before FSP enrollment compared to their

first year of FSP enrollment.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS18

PROVIDER NAME: Bay Area Community Services
PROGRAM NAME: Homeless Engagement Action Team (HEAT)

Program Description: Contractor shall provide full service partnership services within the philosophy of
‘whatever it takes’ to Alameda County homeless adult residents who live with serious mental illness.
Clients shall be those individuals at high risk of re-hospitalization who could live in the community if
comprehensive services and concentrated supports were available to accommodate their needs.

Target Population: Clients will include individuals who are homeless or at risk of homelessness, have
been involved in the criminal justice system, have co-occurring substance use and / or physical health
disorders, frequently use hospitals and other emergency services, are at risk of institutionalization, and /
or have limited English proficiency. Contractor shall serve individuals who are sex offenders.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 127

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: As a program HEAT strives to reduce mental health
stigma through the stories they tell, by creating trauma informed approaches, and
discussing the importance of therapy for everyone including providers. HEAT has team
members who experienced mental health challenges, this is part of the supervision, the
understanding of the work as a team, and the way HEAT interfaces with the larger
county system. As part of the HEAT service model the participant’s natural supports are
drawn in as stakeholders in their care and contributors to the treatment. This
Wraparound approach supports building community around the participant and
empowers their voice and choice while reducing the isolation that so frequently
accompanies severe mental health challenges HEAT reframes the stories about clients
to be strengths based, focusing on the intelligence and drive of the client to remain
resilient despite ongoing adversity.

b. Create a welcoming environment: HEAT creates a welcoming environment through
playfulness, centering around family, relationships and connection. HEAT looks our
partners in the eye, and smiles. HEAT welcomes them in. HEAT calls them partners, so
they know they are a member of their treatment team, and are the manager of their
lives. These folks have been surviving for many years without the HEAT team and the
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team is there to support opening the doors, and elevating partners to create the lives
that they can look forward to living.

HEAT personnel are trained in Harm-Reduction and Trauma-Informed Care principles to
meet the participant where they are at in a whole-person manner. Cultural responsivity
is a core axiom of the care provided by the team as the HEAT program was designed
with Culturally and Linguistically Appropriate Services (CLAS) standards in mind.

Ill. Language Capacity for this program: We have clinicians and staff who speak, English,
Spanish and Cantonese.

IV. FY19/20 Challenges: The biggest challenge faced by HEAT this year were the intersections of
three public health crisis’, racism, homelesness and COVID-19. Racism and homelessness are
ongoing public health issues that effect the lives of our clients, staff and programs everyday.
COVID-19 created more challenges with seeing clients, keeping clients and staff health, and
having new housing oppurtunties for clients. There was a decrease in permamate supportive
housing matches, transitional housing programs decreased their census, and nonprofits which
usually assist with support tasks were no longer seeing clients in the community.

Is Anyone Better Off?

V. FY 19/20 Client Impact: R. is a 40+ year old Mexican-American cis-male who uses he/him
pronouns. He came into our program after having one of the higher recidivism rates and
hospitalizations in Alameda County. When he was brought into program, he was able to secure
stable housing. He was a chronic methamphetamine user, who struggled with alcoholism. He
worked towards abstinence only for 2 months when he first came into program. He was
connected to the full-service partnership, HEAT, who offered him therapy, connection to
psychotropic medications, and a larger support system. We connected him to outside recovery
support system. He ended up using again, and HEAT utilized a harm-reduction model. R.
reached out to his support team instead of utilization the hospital for de-escalation. He has not
been hospitalized or used.

VI. FY 19/20 Additional Information:
VII. FY 20/21 Projections of Clients to be Served: 150

VIII. FY 20/21 Program or Service Changes: HEAT was expanded by 50 slots midway through. HEAT will
be focusing on ACT and wrap fidelity to increase compliance with metrics. HEAT will be hiring a care
coordinator with an emphasis on substance use counseling and will continue to work to assertively
outreach to our clients.
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% of FY 19/20 FSP clients
Metrics that achieved the metric
Reduction in Hospital Admits* 75%
Reduction in Hospital Days* 79%
Reduction in Psychiatric Emergency Services (PES)* 88%
Reduction in Incarceration Days* 73%
Increase in the number of days Stably Housed* 24%
Primary Care visit within the previous year 60%
With an educational goal who are enrolled in school 0%
With a vocational goal who are employed 0%
Received a follow up visit within five days after a mental
health hospitalization or crisis 63%
Average of four or more visits per month per client 71%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior to
enrollment in an FSP compared to the first year of FSP enrollment.

This methodology is the same for the housing stability metric, instead of a reduction it is looking for an
increase in the number of days someone was stably housed before FSP enrollment compared to their
first year of FSP enroliment.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS20

PROVIDER NAME: Bay Area Community Services
PROGRAM NAME: Lasting Independence Forensic Team (LIFT)

Program Description: Contractor shall provide full service partnership services within the philosophy of
‘whatever it takes’ to Alameda County adult residents who have been involved with the criminal justice
system and live with serious mental iliness. Clients shall be those individuals at high risk of re-
hospitalization and/or reincarceration who could live in the community if comprehensive services and
concentrated supports were available to accommodate their needs.

Target Population: Clients shall be adults who have been involved with the criminal justice system and
will include individuals who are homeless or at risk of homelessness, have co-occurring substance use
and / or physical health disorders, frequently use hospitals and other emergency services, are at risk of
institutionalization, and / or have limited English proficiency. Contractor shall serve individuals who are
sex offenders.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: We served 105 partners for the 2019/2020 fiscal year

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: We help the partners in mirroring the clients’ strong
points relative to their individuality and increasing self-esteem, confidence and holding
one-self in a positive regard. We include them in structured social activities in an effort
to reduce isolation and in creating a sustainable self-supportive community that they
can embrace and one that embraces them for their wellbeing. As the central axiom of
the LIFT treatment modality, the team uses a wraparound model to draw in natural
supports to increase connection, resiliency, and connection to their community.

b. Create a welcoming environment: The LIFT Team creates a welcoming environment by
providing an open, non-judgmental stance in meeting the partner no matter how
they’re presenting or what their needs may be. We meet partners in their natural living
environments and strengthen familial relationships which help ensure the family has
support outside of community resources and help ensures better outcomes because of
the support they have in their life. LIFT personnel are trained in Harm-Reduction and
Trauma-Informed Care principles to meet the participant where they are at in a whole-
person manner. Cultural responsivity is a core axiom of the care provided by the team as
the LIFT program was designed with Culturally and Linguistically Appropriate Services
(CLAS) standards in mind.
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lll. Language Capacity for this program: For the 2019/2020 fiscal year we had two of our team
clinical members who are fluent in Spanish, one who is fluent in Hindi and Gujurati, and a team
member fluent in Mandarin and Cantonese.

IV. FY19/20 Challenges: COVID-19 has created even more challenges for our resource deprived
partners who are more isolated now than they already have been, which exacerbates their
mental health symptoms. We have met the challenges of these external stressors in meeting
partners where they are by employing a combination of increased physical distancing protocol,
PPE, and tele-counseling, leaving them feeling supported and helping to stabilize them in the
face of heightened challenges.

Another challenge continues to be finding appropriate shelter housing placements due to
increased demand of resources in the community; particularly licensed board and care homes
that meet the needs of our partners and those which the partners are able to afford due to
their fixed monthly income.

Is Anyone Better Off?

V. FY 19/20 Client Impact: Here are a couple of stories that stood out to us in the last fiscal year
and we can think of several more that have made significant headway in moving towards their
treatment goals and objectives as well as improving the quality of their lives. We believe each
of the partners has become more independent and self-sustaining relative to their individual
level of functioning from when beginning services.

Partner has been doing really well in the community in the last fiscal year. He was someone
that had extensive incarceration history as well as assault history prior to his release in the
community this last time. Partner has been actively engaged with our employment coordinator
in efforts to find employment in the private sector in the community to supplement his SSI
income. He was initially reluctant to accept housing and medication support and has overcome
those challenges in maintaining his housing and consistent medication compliance.

When another partner began with the LIFT Team, he was expelled from his licensed board and
care due to impulsive sexual behavior towards another female resident due to his command
auditory hallucinations. Upon beginning LIFT services, partner was found a housing placement
at an all-male board and care and with the oversight of the LIFT team has been able to maintain
his housing by remaining medication compliant, attending structured day program, using
coping skills such as coloring, utilizing the supportive friendships he has developed with two
other males at the same housing placement and taking walks in his community. Medication
compliance has helped the partner with largely in minimizing the negative impact of his mental
health symptoms of auditory hallucinations, disorganized thinking, anxiety and rapid pressured
speech. Partner has dreams and aspirations to get to part time employment in the private
sector of the community doing landscaping which he is capable of to supplement his SSI
income.

VI. FY 19/20 Additional Information: N/A
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VII. FY 20/21 Projections of Clients to be Served: LIFT has a program goal and projects to serve 105-
110 individuals for FY 20-21.

VIIl. FY 20/21 Program or Service Changes: Changes for LIFT this fiscal year are revolving around
prioritizing safety for both our partners and personnel in the midst of COVID-19. We anticipate no
drop off in our services.

% of FY 19/20 FSP clients
Metrics that achieved the metric
Reduction in Hospital Admits* 72%
Reduction in Hospital Days* 75%
Reduction in Psychiatric Emergency Services (PES)* 73%
Reduction in Incarceration Days* 81%
Increase in the number of days Stably Housed* 24%
Primary Care visit within the previous year 53%
With an educational goal who are enrolled in school 50%
With a vocational goal who are employed 9%
Received a follow up visit within five days after a mental
health hospitalization or crisis 66%
Average of four or more visits per month per client 70%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior to
enrollment in an FSP compared to the first year of FSP enrollment.

This methodology is the same for the housing stability metric, instead of a reduction it is looking for an
increase in the number of days someone was stably housed before FSP enrollment compared to their
first year of FSP enrollment.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS22

PROVIDER NAME: Telecare Corporation
PROGRAM NAME: JAMHR

Program Description: JAMHR is a full-service partnership program based on the Assertive Community
Treatment model.

Target Population: JAMHR serve individuals with severe mental illness who have a history of justice
involvement, are high utilizers of mental health services and who are considered to be at great risk for
psychiatric hospitalization and recidivism.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 101 unique partners

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: Reducing stigma is a natural part of the work that we do.
We help partners reduce their internalized stigma by always treating them with dignity
and respect, meeting partners where they are, using a strengths-based approach, having
expectations that our partners that can and will make progress in their recovery, helping
them to identify their values and motivations for change, appreciating their individual
unigueness. We provide partners with psychoeducation so they can understand their
symptoms and reduce self-blame. We teach them skills to help them manage their
symptoms, using concepts from CBT, DBT and Motivational Interviewing. We also help
reduce outside stigma by providing psychoeducation to families/loved ones and to
community members (medical providers, housing providers, etc.). We coach staff at
congregate living homes to see our partners as unique individuals and encourage them
take a strengths-based approach with partners. We are out in the community with our
partners and model respectful interactions with them so other community members can
observe and learn.

b. Create a welcoming environment: We warmly welcome our partners throughout their
tenure with us, whether at our office our out in the community. When they are newly
referred, we utilize a long engagement period to build rapport and really get to know
them and their individual unique qualities. We meet our partners where they are in
their recovery journey. We provide ongoing education to staff about how to provide
person-centered care, cultural humility and curiosity, recognizing individual uniqueness
and strengths. We take a harm reduction approach to partners’ substance use and are
not judgmental. We encourage meaningful activity and help our partners work towards
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education and employment using the IPS model. We recognize and celebrate successes
large and small!

Ill. Language Capacity for this program: In addition to English, JAMHR has capacity to provide
services in Spanish and Urdu. We also use a certified language line to provide services in other
languages.

IV. FY19/20 Challenges: COVID 19 brought unique challenges in the past year. Our staff quickly
stepped up, screening and educating partners on safety and sheltering in place, learning to
provide service while wearing PPE, learning to provide service by telephone and telehealth,
linking with new community services such as COVID Motels, etc. Our staff increased their
creative approaches to ensure that our partners continued to have their needs met during
COVID 19 restrictions, including; engaging with partners through the use of art, poetry, music,
journaling, book clubs, engaging in discussions using tools from Personal Medicine, Seeking
Safety and Telecare’s own Recovery Centered Clinical System. These services were provided
while practicing social distancing, through house windows or by telephone, celebrating
milestones with car parades, social distance lunches. COVID prevented face-to-face visits with
partners who were incarcerated and made re-entry planning more difficult. The high cost of
living in the Bay Area was an ongoing challenge last year, limiting housing options, especially for
partners who are traditionally not successful in congregate living.

Is Anyone Better Off?

V. FY 19/20 Client Impact: Partners were quickly provided education about COVID 19 and how
to minimize their risks. Partners who were unhoused were quickly linked to safe residences to
allow them to reduce their risk of COVID by sheltering in place. Mental health service provision
changed, but partners were able to continue to receive their much-needed services. Prior to
COVID, partners were able to benefit from a new Seeking Safety group to help them address
how their trauma histories affected their current level of functioning. Partners benefited from
staff instruction on how to utilize art, journaling, music and poetry as part of their personal set
of coping skills. Families who took part in the monthly family support group gained insight and
education about how to best support their loved ones with mental health diagnoses. Partners
gained increased awareness about risk factors for justice-involvement, and were coached on
skills to minimize those risks and avoid recidivism.

Personal client story: Jessie was referred to JAMHR when his previous FSP closed. At the time of his
referral, he was living in a supported apartment with his beloved dog. JAMHR team spent four months
visiting his door at least once a week to engage, but Jessie was experiencing so much paranoia, bizarre
behavior and grandiose delusions, that he would not open the door or respond verbally. JAMHR
received regular desperate phone calls from his mother and listened actively to her concerns, providing
general psychoeducation, but without confirming or denying Jessie’s referral to the program, as he had
not signed a release of information. Eventually, Jessie got into an altercation with a neighbor while
walking his dog, and the neighbor hit Jessie with his car, breaking his femur and requiring surgery.
While in the hospital emergency room, JAMHR staff was finally able to see Jessie’s face in person for
the first time. JAMHR advocated that Jessie desperately needed longer term sub-acute psychiatric care
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after recovery from his surgery. During his three months in the sub-acute setting, JAMHR staff visited
weekly, built rapport and trust with Jessie, learned about his many strengths and helped him transition
back into the community. Jessie lived successfully in a congregate living home for the past year,
recently moved to an SRO for increased independence, has a plan to work his way off of payee
services, and studied to take the guard card test, finally achieving his dream of landing a job as a
security guard. Next step — finding somewhere to live so he can get his dog back!

VI. FY 19/20 Additional Information:

VII. FY 20/21 Projections of Clients to be Served: JAMHR currently has 94 partners enrolled with 6
referrals. JAMHR projects to be at full census with enrolled partners at 100 this year, with the ability to
transition at least 5 to a lower level of care, opening up spots for new referrals.

VIII. FY 20/21 Program or Service Changes:

- JAMHR will demonstrate ongoing flexibility to meet the latest recommendations for providing
COVID-informed services.

- JAMHR will restart groups that partners and families can attend virtually, such as; Creative
Coping Art Group, Seeking Safety, Family Support Group, and Motivational Group to help
partners consider their motivations for change

- JAMHR will utilize partner housing funds creatively to increase the opportunities for partners to
have safe and reliable housing at a variety of levels of care

% of FY 19/20 FSP clients

Metrics that achieved the metric
Reduction in Hospital Admits* 54%
Reduction in Hospital Days* 65%
Reduction in Psychiatric Emergency Services (PES)* 59%
Reduction in Incarceration Days* 82%
Increase in the number of days Stably Housed* 60%
Primary Care visit within the previous year 65%
With an educational goal who are enrolled in school 0%
With a vocational goal who are employed 0%
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Received a follow up visit within five days after a mental
health hospitalization or crisis 78%

Average of four or more visits per month per client 81%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior to
enrollment in an FSP compared to the first year of FSP enroliment.

This methodology is the same for the housing stability metric, instead of a reduction it is looking for an
increase in the number of days someone was stably housed before FSP enrollment compared to their
first year of FSP enrollment.
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FULL SERVICE PARTNERSHIP (FSP) REPORT
FSP # FS19

PROVIDER NAME: Bay Area Community Services
PROGRAM NAME: Circa60

Program Description: Contractor shall provide full service partnership services within the philosophy of
‘whatever it takes’ to Alameda County older adults who are homeless and who live with serious mental
illness. Clients shall be those individuals at high risk of re-hospitalization who could live in the
community if comprehensive services and concentrated supports were available to accommodate their
needs.

Target Population: Clients shall be older adults (age 60+) who are homeless or at risk of homelessness
and will include those who have been involved in the criminal justice system, have co-occurring
substance use and / or physical health disorders, frequently use hospitals and other emergency services,
are at risk of institutionalization, and / or have limited English proficiency. Contractor shall serve
individuals who are sex offenders.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 100

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: As a team Circa 60 works to integrate partners into their
communities. We provide psychoeducation to the partners, their families, housing
managers, and community organizations. We have a diverse, multidisciplinary team that
have a wide variety of lived experience, including struggling with mental health issues.
Circa 60 works to bring-in and build up natural supports through the use of Team
Decision Making (TDM) meetings. The purpose of TDMs are to highlight the partner’s
voice in treatment. Team Circa60 engages in family therapy, family outreach, and has a
family advocate on team to advocate for the families of our partners. We provide
medication services, including education, prescriptions, and monitoring. Circa 60 uses a
trauma informed approaches, motivational interviewing, and a harm reduction
philosophy to engage partners. Circa 60 also has established relationships with property
managers who understand mental health and strive to create a healthy independent
environment.

b. Create a welcoming environment: Team Circa60 uses the wrap-around philosophy and
this means the entire team outreaches and engages the partner wrapping around them
while pulling in significant community supports. Circa 60 build positive relationships
with its partners through a combination of community engagement, humor, comfort,
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and compassion. We support our partners through dialysis appointments, PCP
appointments, routine grocery shopping, walking around the community, and religious
services. Circa 60 and its partners are on a first name basis and we are highlight that the
partner’s “voice and choice” guide treatment. Circa 60 was also designed to with
Culturally and Linguistically Appropriate Services (CLAS) standards in mind. Circa 60
approaches substance abuse problems through the harm reduction philosophy and this

allows partners to feel safe and welcomed even if they continue to use substances.

Ill. Language Capacity for this program: Circa60 has the capacity to provide treatment fluently
in English and Spanish.

IV. FY19/20 Challenges: The main challenge confronting Circa 60 continues to be housing.
Many of Circa 60s partners have complex physical and mental health diagnoses. These complex
needs demand a level of supportive housing that is not achievable without a housing subsidy.
Often our partners with complex physical health needs disqualify them for the HSP program
meaning our partners end up in a lower level of housing support. Likewise, the community
based CRTs and CSUs have strict regulations regarding touching partners. Many Circa 60
partners require physical support when changing clothes or using the restroom and
unfortunately since this support is not allowed at community based residential crisis treatment
centers Circa 60 partners go to psychiatric hospitals. Finally, COVID struck towards the end of
the fiscal year and due to Circa 60’s unique population all of our partners are at high-risk. Circa
60 also has several staff at high risk population. Both staff and partners worked together to
safely engage and continue treatment.

Is Anyone Better Off?

V. FY 19/20 Client Impact: A 71-year-old partner who struggles with severe mania had been
banned from all dialysis centers due to behavioral issues. The partner will die without this
treatment. Circa 60 outreached to community dialysis centers and was able to forge an
agreement with one center. Circa 60 accompanies the partner to and through the entire dialysis
3-days per week. Circa 60 has maintained its part of the bargain and the partner continues to
receive life-saving dialysis treatment. Circa 60 has also been able to successfully house several
chronically homeless partners. Circa 60 has wrapped around these partners to buttress their
success. Circa 60 also continued providing services in the community throughout the pandemic
educating all partners, providing masks, hand-sanitizer and making sure they have the ability to
socially distance.

VI. FY 19/20 Additional Information:

VII. FY 20/21 Projections of Clients to be Served: 100

VIII. FY 20/21 Program or Service Changes: Circa60 promoted two program supervisors from with-in
the program during the 19-20 fiscal year. Circa60 also brought on a new program manager promoted
from with-in the FSPs. Circa60 will build on the foundation established with a focus on its psychiatry
department. Circa 60 will also continue to build up its staff to full capacity and focus on meeting all
fidelity requirements.
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% of FY 19/20 FSP clients
Metrics that achieved the metric
Reduction in Hospital Admits* 69%
Reduction in Hospital Days* 71%
Reduction in Psychiatric Emergency Services (PES)* 76%
Reduction in Incarceration Days* 86%
Increase in the number of days Stably Housed* 51%
Primary Care visit within the previous year 41%
With an educational goal who are enrolled in school 0%
With a vocational goal who are employed 0%
Received a follow up visit within five days after a mental
health hospitalization or crisis 84%
Average of four or more visits per month per client 73%

*The metrics above measuring “reductions” are looking at FSP clients served in FY 19/20 who
experienced one of these negative events (crisis, hospital admission, and incarceration) prior to
enrollment in an FSP compared to the first year of FSP enrollment.

This methodology is the same for the housing stability metric, instead of a reduction it is looking for an
increase in the number of days someone was stably housed before FSP enrollment compared to their
first year of FSP enrollment.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 4A
PROVIDER NAME: City of Fremont
PROGRAM NAME: Mobile Integrated Assessment Team for Seniors

Program Description: Clients are offered a range of outpatient mental health services including individual,
family and group therapy, medication management, case management and crisis services. As clients
become more stable they can join a step-down program that supports resiliency and recovery prior to
discharge from program. Some clients are trained to become peer coaches to support other clients in
need of social inclusion and support.

Target Population: Older Adults (60 years or older) living in the Tri-City area (Fremont, Union City,
Newark) or Hayward with moderate to severe mental health diagnosis. Clients also have complicated
health conditions with almost 50% of clients having arthritis, 30% with hypertension, 25% with diabetes
and high cholesterol.

How Much Did We Do?

1. FY 19/20

a. Number of clients served: 54

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:

City of Fremont’s mission is to deliver excellent services to all consumers in a caring, nurturing and
respectful environment while improving their quality of life free of stigma and discrimination.

ACBHCS mission is to maximize the recovery, resiliency and wellness of all eligible clients who are
developing or experiencing mental illness so they can successfully realize their potentials and
pursue their dreams and free if stigma and discrimination.

In order to support City of Fremont and ACBHCS mission, we implement the following:

e Senior Mobile Mental Health program continues to conduct anti-stigma presentation to
community partners to increase their awareness about mental illness.

e The program takes the lead in educating other staff about mental illness to increase
awareness of their attitudes and behavior. The City of Fremont hired a consultant to provide
CLAS (Culturally and Linguistic Appropriate Services) training to all Human services staff and
have this training available to other city departments in the near future.

e During program presentations, we encourage potential clients and family to seek needed
mental health services as early diagnosis and treatment are predictive of improve outcome.
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e We invite our client/s to be part of the team when conducting program presentation to share
their lived experiences of mental illness and describe their challenges and stories of success.
When we integrate our peers into service provision, peers can help others to identify
problems and suggest effective coping strategies. They can also foster the provision of non-
judgmental and non- discriminatory services while identifying their own experiences.

e We continue to provide advocacy to our clients.

e We encourage our clients to openly talk about their illness and their treatment.

e We encourage our clients to not isolate and define themselves with their illness and to join
support groups. Lack of human contact fosters discomfort, distrust and fear. All Human
Services program facilitates positive interaction and connection between clients.

e  We support NAMI’'S motto “all members to become stigma “busters”

e Program administrator, Karen Grimsich, plays an active role as she participates in addressing
and reducing stigma on the mental health legislative and policy change level.

b. Create a welcoming environment:

e City of Fremont provides the following protective factors for our clients: sense of belonging,
positive work climate and access to needed services. Human Services Department provides
mental health training for staff to equip themselves with in order to help create and support
mental health friendly environment.

e City of Fremont promotes mental health friendly events to generate awareness in the creation
of workplace of culture of tolerance and acceptance.

e Posters supporting mental health can be found in many areas of Human Services Department
building.

e City of Fremont is ADA compliant

lll. Language Capacity for this program:
Aging and Family Services has the following language capacity:

Spanish

Farsi

Mandarin/Cantonese

Tagalog and other Philippine dialect
Hindi

American Sign Language

ok WwWNE

We also have other language capacity provided by our student interns. This year we have Vietnamese
speaking intern. We also utilize language line and volunteers for other languages we don’t have capacity
for.

IV. FY19/20 Challenges:

e Stigma and discrimination are still the foremost barriers deterring clients who need treatment
from seeking services which also extend to their family members.

e Our program clients have multiple co- occurring medical and physical conditions leading to
treatment cancellation thus trigger increase in their mental health symptoms.

e Due to their multiple medical/physical conditions, they also take so many medications. Some
clients prefer not to add any psychiatric medication to their regimen.
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e language. Using language translator could also affect the effectivity of the treatment process.

e Religious beliefs and rituals: During Ramadan celebration, most of our Afghan clients
postpone mental health services until the season is over.

e Most of our clients’ lack capacity to utilize high technology devices except for their smart
phones especially during the pandemic where the program must make a significant shift in
service delivery.

e Medication adherence: Some of our clients will discontinue prescribed medication after they
feel better without consulting with the prescriber.

e Losing independence: i.e. decline in mobility, losses, can easily trigger increase in symptoms.

e Low perceived need for services. There are referrals to the program who feel they don’t need
mental health services.

e Other mental health symptoms are very subtle and can be dismissed as attitude or
personality, i.e. depression can be dismissed as laziness or fatigue.

Is Anyone Better Off?

V. FY 19/20 Client Impact:

In the year 2019 to 2020, most of our clients were able to maintain needed stability and functioning
with the services we provided and no mental health hospitalization. Some clients were d/c to s step
down program to gain additional independent skills before d/c from R and R program and re-integrate
back to the community. Most of our clients are receptive to treatment once referred to the program
leading to successful treatment outcome.

During the public health crisis (pandemic) we needed to shift our service provisions to telehealth or other
high technology structure. Unfortunately, most of our clients do not have the capacity to use high
technology to connect at this time.

VI. FY 20/21 Projections of Clients to be Served:
55 clients for the Senior Mobile Mental Health Program
10 to 12 for the Recovery and Resiliency Program.

VII. FY 20/21 Program or Service Changes:

None currently. We will continue to use existing program structure and staffing.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 5A
PROVIDER NAME: Alameda County Behavioral Health

PROGRAM NAME: Crisis Services: Expansion and Transition to Mobile Crisis Team (MCT), Mobile
Evaluation Teams (MET), Community Assessment and Transport Team (CATT), and Outreach &
Engagement Teams

Program Description: In 2019, Crisis Response Program (CRP) underwent an expansion that transitioned
the program into a fully mobile crisis service that responds to 5150 calls, engages with consumers who are
in crisis, and assesses consumer needs and conducts follow up post crisis situation. The expansion also
added on a third mobile crisis team as well as three post crisis follow up teams. CRP effectively changed
it’s name to Crisis Services. Currently, all clinical staff work primarily out in the field, which increases
community-based crisis prevention and early intervention services, thereby ensuring clients are referred
to the appropriate type of mental health services. ACBH clinical staff work on the Mobile Crisis Teams
(MCT) for North County and South County as well as on the Mobile Evaluation Team (MET), a partnership
with Oakland Police Department. Bonita House clinicians staff the third mobile crisis team, the Community
Assessment and Transport Team (CATT) along with Alameda County’s Emergency Medical Services and
Falck. Three post crisis follow up teams focus on telephonic follow up, field-based services for ACBH’s high
utilizers, and field-based services focused on the county’s population that are not securely housed.

Prior to March 2019, CRP was also an out-patient clinic that provides brief mental health services
including case management, targeted crisis therapy, and psychiatry. On average, participants remained in
the program for 30-90 days. Once stabilized, participants were transferred to a level of care most
appropriate to meet the participant's needs. Consumers who may not need specialty mental health
services but need to be connected to a lower level of care such as primary care, substance use treatment,
and other community services were also evaluated and referred. However, given the recent expansion of
the Mobile Crisis Teams, the out-patient clinic function of Crisis Services no longer exists.

Target Population: Crisis Services serves residents of Alameda County along the entire lifespan who are
living with a serious and persistent mental illness and are in crisis.

The MCT, MET, and CATT Programs provide on-the-spot crisis intervention, psychiatric assessment and
evaluation to all ages, and make referrals to other agencies and provides follow-up services. MCT
Responds to calls from police, shelters, designated community agencies, and community members
throughout Alameda County. The MET teams pair a police officer with an ACBH clinician to respond to
calls from police dispatch. The CATT teams pair a Bonita House clinician and EMT to respond to calls from
dispatch as well.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 963 unique clients
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How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: The mobile crisis teams provide ongoing outreach, engagement,
and psychoeducation to individuals living with mental health challenges, their loved ones, law
enforcement, and the general community. Crisis Services Outreach and Engagement teams are
also 80% staffed by peers with lived experience. Many Crisis Services staff have been involved with
the Pool of Consumer Champions (POCC) in the past or are currently involved with POCC at this
time. Crisis Services has worked closely with ACBH’s Office of Consumer Empowerment to
incorporate consumer voices in the planning, delivery, and continuous quality improvement of our
expansion and current services. Crisis Services also incorporates views, feedback, and assistance
from the Office of Ethnic Services in the recruitment, staff retention, and diverse needs around
training and community resources in order to provide services to all residents of Alameda County.
In other efforts to reduce stigma, Crisis Services utilizes a fleet of vehicles that have “Crisis
Services” written on the side. This communicates the presence of Crisis Services in the
communities we serve.

b. Create a welcoming environment: In regards to service delivery, Crisis Services now provides crisis
intervention to individuals across the lifespan experiencing a mental health crisis anywhere in
Alameda County and we respond within a few minutes to a few hours of the request for service.

In regards to a working environment, Crisis Services has developed a comprehensive training on-
boarding program including a manual and at least two weeks of shadowing and learning from
current staff.

lll. Language Capacity for this program: Crisis Services currently has staff who speak fluent English,
Spanish, Cantonese, and Mandarin. We also have staff who speak conversational Japanese and American
Sign Language. The language line is utilized for all other languages when translation is needed or
requested. Video translation will be added in the future as well. The Office of Ethnic Services has assisted
with the translation of all Crisis Services brochures and Resource materials translated into all threshold
languages of Alameda County. Crisis Services staff also utilize consent forms and informing materials
packets in English and all threshold languages provided by the ACBH Quality Assurance when appropriate.

IV. FY19/20 Challenges: Crisis Services on-going expansion and services are impacted by this year’s effects
of COVID-19 as well as other current events that have affected staff and residents of Alameda County
including (but not limited to) political unrest and the spotlight on racial disparities, California wildfires and
subsequent poor air quality, etc. The global pandemic, concurrent with these additional environmental
factors, have increased crisis calls and requests for wellness checks (frequently requesting that Crisis
Services provided crisis intervention without the aid of law enforcement), and a decrease in staffing due to
staff going on leave to take care of COVID related family needs.

Is Anyone Better Off?

V. FY 19/20 Client Impact: Here are some examples of the impacts of Crisis Services has on individuals,
families, and the community at large (names have been changed and PHI has been removed):

e Law enforcement requested the MET team to evaluate an unidentified elderly woman who was
refusing to leave a storage unit and walking around partially nude. MET clinician determined that
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this woman was gravely disabled and unable to care for herself in the community and she was
transported to a psychiatric facility for treatment.

e A mother repeatedly called MCT to request evaluations for her 19 year old son, Raymond, who
was admitted to John George on multiple occasions. MCT clinicians were able to advocate for a
higher level of care for Raymond, who was eventually assigned to a full service partnership and
then assisted outpatient treatment as the ACBH system of care supports Raymond in his journey
towards recovery.

e Anita used to receive services from La Familia but discontinued services for several months due to
no active Medi-Cal. She stated that she medication support and therapy. After 3 phone calls, staff
successfully linked Anita to Tri-City for urgent med and reconnected her to La Familia.

e Helenis an elderly woman who was experiencing hearing impairment, lives in a senior housing
with IHSS supported by daughter. She was successfully referred to GART for mental health
treatment and additional linkages.

e Joe was referred to Crisis Connect after a crisis encounter with the Mobile Crisis Team. Staff
reached out to Joe to see if he needed to connected to any services. In response to Joe’s stated
needs, she provided him with resources to ACCESS, the Homeless Action, and peer support groups
such as the Hearing Voices Network, PEERS, and Pool of Consumer Champions. Joe was also given
parenting resources (at his request) for Dad Corps, First Five Alameda. Prior to closing Joe’s case,
staff followed up with Joe and confirmed that he had been connected to Bonita House as his on-
going mental health provider.

VI. FY 19/20 Additional Information: Crisis Services has received a fleet of new vehicles this year and has
more on the way. These vehicles increase client access to transportation by Crisis Services staff to various
mental health or community resources in Alameda County, including programs that divert clients from
involuntary hospitalizations if clients are willing to access voluntary mental health care.

Crisis Services has continued to operate and provide services as usual despite on-going effects of COVID-
19, California wildfires, and political unrest. We have taken precautions such as providing and requiring
staff use PPE, sanitize work areas, as well as socially distance in our offices. Crisis Services staff also
provide PPE to their clients in the community and provided support to Alameda County’s Operation Room
Key by having clinical staff provide telephonic outreach and follow up to clients who are residing in COVID
hotels. Crisis clinicians have also responded to numerous crisis calls from COVID hotels and provided
services to clients in person. Crisis Services Division Director Stephanie Lewis has conducted training and
provided on-going support to COVID hotel staff. Despite the challenges faced by mental health providers
this year, Crisis Services has actually continued to grow, hiring additional staff and moving forward with
the planned expansion.

VII. FY 20/21 Projections of Clients to be Served: As Crisis Services expands and grows staffing numbers, we
expect to increase our ability to respond to additional crisis calls in Alameda County within the next year. We also
project an increase in the number of clients served by Outreach and Engagement staff due to recent efforts with
John George and AC3 staff to collect more accurate phone numbers for follow up and provide all patients
discharged from John George with the number to post crisis follow up programs. In 2021, outreach and
engagement staff will also begin a partnership in the field with Healthcare for the Homeless, which will likely lead
to increased access and more services provided to individuals who are not securely housed.

VIII. FY 20/21 Program or Service Changes: Crisis Services will continue its expansion and continue to add staff to
the Mobile Crisis Teams and Outreach and Engagement Teams. We also hope to expand operating hours and
provide coverage into the weekends within the next year.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 7
PROVIDER NAME: Alameda County Behavioral Health
PROGRAM NAME: Behavioral Health Court (BHC)

Program Description: Alameda County Behavioral Health Court is a 12-24 month program of
court oversight and community treatment for persons experiencing severe mental illness whose
qualifying crimes result from their illnesses. The goals of BHC are to reduce recidivism and
improve the quality of life, and assist severely mentally ill offenders by diverting them away from
the criminal justice system and into community treatment with judicial oversight.

Target Population: Justice involved adults age 18 and older with serious mental illness and co-
occurring substance use disorder. Individuals must have pending criminal charges that were the
result of their symptoms of mental illness. Consumers include Transitional Age Youth, Adults and
Older Adults.

l. FY 2019-20 Outcomes

a. Number of unique consumers/clients served: 132 clients

FY 2019/2020 Impact: As a result of Behavioral Health Court, clients were able to have
improved access to treatment, increased engagement with wellness and recovery
activities, and reduced number of days in institutional settings. The BHC program also
improves public safety, health, and property of the surrounding community.

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:

BHC reduces stigma by reminding clients and the community that hope and recovery are
possible. By having regular engagement with treatment and ongoing court oversight,
clients are able to maintain stability in the community and make progress toward
recovery in discovering meaningful activities and holding meaningful roles, often
returning to school or work and becoming leaders and role models for their peers newly
enrolled in Behavioral Health Court.

b. Create a welcoming environment: BHC is a collaborative effort between the Alameda
County Superior Court, District Attorney, Public Defender, Alameda County Behavioral
Health, and community mental health treatment providers. The BHC Team consists of
dedicated staff from each department who have special knowledge and sensitivity to
mental health issues, in addition to representatives from forensic focused treatment
teams. BHC is non-adversarial. BHC Team members realize the importance of recognizing
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and rewarding individuals who do well. Participants are praised and rewarded in court for
their progress.

Ill. Language Capacity for this program:

The BHC program is able to utilize ACBH Language Phone Line and in person Language
Interpretation Services that are available to the court. The courts’ Language Services are able to
accommodate almost any language needed including sign language. BHC is also able to use the
language interpretation phone services that are contracted through the county.

IV. FY 2019/20 Additional Information:

It is important to note that BHC is partially funded by the Alameda County Behavioral Health
through funds made available by the Mental Health Services Act of 2004. ACBH provides the
funding for the Clinicians, Peer Specialist, and Clinical Supervisor. Funds for other court staff are
provided by their respective agencies.

V. FY2019/20 Challenges:

The BHC Program has had a steady decline in enrollment throughout 2020. Part of this is due to
the closure of the courts during the first part of 2020 and pause on all new admissions due to the
Covid pandemic. BHC has since resumed meeting in a virtual online platform, but continues to
operate on a limited basis. Some clients who were previously engaged on a weekly basis with the
court have become disengaged. While the online platform works for some individuals it does not
work for all clients and many lack the access to technology to be able to engage with the court
process. Mos providers who were previously able to provide transportation are no longer able to
transport clients. The collaborative partners continue to make adjustments to improve the
quality of the court experience for clients and those who support them.

Additional challenges to census include the COVID-19 emergency bail schedule that allows for the
discharge of potential clients/inmates from jail before connecting to behavioral health services
and in many of these cases the lack of contact information availalbe for their Public Defender or
ACBH Clinician to be able to locate them for initial assessment.

VI. FY 2020/21 Projections of Clients to be Served:

The BHC program was initially founded in 2009 with a collaborative agreement between ACBH,
The Superior Court, Alameda County Public Defender’s Office and District Attorney’s Office. Many
changes have evolved with the program since that time; growing from a small 30-person program
serving only individuals on Full Service Partnership Teams, to a 100 plus person program serving
individuals at all outpatient levels of care. The program has also grown from serving only those
with misdemeanor charges to expanding to serving individuals with misdemeanor and felony
charges as pre-plea and individuals with strike charges as post-plea. BHC does not admit
individuals who are post-conviction and/or on Probation unless there are new charges involved.
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Depending on the volume of arrests and charges brought against clients with severe mental
illness, BHC will continue to serve as many individuals as possible. To maintain the high quality of
engagement with current staffing available for assessments and collection of court reports, BHC
clinicians maintain a 1:30 for staff to client ratio.

VII. FY 2020/21 Program or Service Changes:

There have been several new laws implemented in the recent years that affect our community and
implementation of mental health services with the forensic population. As a result, we are actively in the
process of working toward a MOU with our collaborative court partners, and adjusting the work flow
procedures and related policies.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT
OESD #: OESD 7

PROVIDER NAME: Alameda County Behavioral Health
PROGRAM NAME: Court Advocacy Program (CAP)

Program Description: CAP increases access to community mental health services and reduces
recidivism through advocacy and release planning for the following services: 1. Identify and
connect defendants with a mental illness to treatment services while in jail and refer to
community treatment for post release follow up; 2. Involve community treatment providers in
the court process for their clients and notify them of court status to ensure continuity of care; 3.
Assist Judges, Public Defenders, District Attorneys & Probation in understanding mental illness
and treatment resources; 4. Identify underlying issues leading to recidivism; i.e. Housing,
Benefits, Medical Issues, Substance Abuse, etc.; 5. Advocate for specialty mental health
treatment, such as hospitalizations for acutely ill, suicidal, and gravely disabled individuals; 6.
Assist family members in navigating the courts and the mental health system of care.

Target Population: Justice involved adults age 18 and older with serious mental illness and co-
occurring substance use disorder. Individuals must be eligible for diversion or re-entry services to
the community. Consumers include Transitional Age Youth, Adults and Older Adults.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 72

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: CAP offers consultation and education to Judges, Public
Defenders, District Attorneys, Probation Officers, community treatment providers, and
family members. As a result, Criminal Justice Professionals were better able to recognize,
understand, and address the underlying issues leading to recidivism; families and
community treatment providers were better able to navigate the court system and
advocate for their loved ones/partners, and clients were linked to the right-matched level
of behavioral health care support.

b. Create a welcoming environment: CAP believes it’s our responsibility as clinicians to
create a safe and tolerant environment, whether seeing a client at the jail, or in the court.
CAP strives to be free from prejudice, stigma, and discrimination, to be respectful,
understanding, and trauma- informed. CAP focuses on the ethical practices of social work.
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Overall, CAP reduces recidivism back to jail by connecting people with serious mental health
issues to outpatient mental health services; and crafting mental health dispositions for re-entry
back into the community.

As a result of CAP services:

e Clients spent fewer days in jail and more time connected to community treatment at the
right-matched level of behavioral health care support

e Criminal Justice Professionals were better able to recognize, understand, and address the
underlying issues leading to recidivism

e Families and community treatment providers were better able to navigate the court system
and advocate for their loved ones/partners, and clients were linked to

lll. Language Capacity for this program: The CAP program is able to utilize ACBH Language Phone
Line and in person Language Interpretation Services that are available to the court. The courts’
Language Services are able to accommodate almost any language needed including sign
language. CAP is also able to use the language interpretation phone services that are contracted
through the county.

IV. FY19/20 Challenges: The Court Advocacy Project has had a steady decline in enrollment
throughout 2020. Part of this is due to the COVID-19 emergency bail schedule that allows for the
discharge of potential clients/inmates from jail allowing them to access services direcly in the
community. Additional census challenges due to Covid during the first part of 2020 include the
and increase of potential clients/inmates being cited and released instead of being booked at the
jail, resulting in few clients being transported to and from the court house, and the closure of
criminal courts.

Is Anyone Better Off?

V. FY 19/20 Client Impact: In reflecting on all of the clients | have had the opportunity to serve
this year, one stands out in my mind as someone whose recovery | was able to directly support
through the Court Advocacy Program. This referral was for a 62-year-old African American man
with a significant amount of mental health history in Alameda County, including multiple
hospitalizations and incarcerations. His referral came to me from a felony court room where he
was represented by a public defender who was concerned about his mental health issues. This
public defender sought support from CAP so we could craft an appropriate treatment-based
option for him in the community. As a Mental Health Clinician/Advocate, my primary tasks are to
engage with clients referred by the courts and make necessary referrals to mental health
treatment. Since | noticed this gentleman had no outpatient treatment provider, | referred him to
Alameda County’s ACCESS Program. Through ACCESS he was assigned to an outpatient program
in Alameda County. The team he was assigned to was one of our Full-Service Partnerships (FSP),
Bay Area Community Services, Living Independently Forensic Team (LIFT). As one of the FSP
teams who specialize in working with individuals with criminal justice history, they were uniquely
qualified to provide this gentleman with a full array of services aimed at reducing recidivism. |
also referred him to short term (2 weeks) Crisis Residential Treatment program to help in his
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transition from jail back into the community. When I initially met him, this man stated that his
main goal was “I need a place to live.”. LIFT, along with providing case management and
psychiatric services, connected him with their housing specialist. The LIFT housing specialist
found him a licensed board and care home, and moved him in. By finding this gentleman stable
housing, it has allowed LIFT to maintain his psychiatric stability in the community. Since CAP was
able to intervene and provide essential mental health referrals and services, this man was able to
effectively use these supports to break his pattern of recidivism.

VI. FY 19/20 Additional Information: Due to COVID-19 and the emergency bail schedule, large
numbers of clients were released from custody very quickly. During this time CAP staff joined
several outpatient mental health treatment programs to go to Santa Rita Jail, assist with
obtaining medications, offer transitional support, and link individuals being released to mental
health and other services as needed. One CAP clinician remarked that this process for release and
linkage on discharge was a dream come true.

VII. FY 20/21 Projections of Clients to be Served: Depending on the volume of arrests and
charges brought against clients with severe mental illness, CAP will continue serving as many
individuals as possible once COVID allows for engagement again in the courts. There is currently
no limit on the number of clients CAP may serve. CAP staff continue to work with clients deemed
incompetent to stand trial, provide support to Behavioral Health Court, and are also assisting
with other COVID related mental health programs at the Project RoomKey Hotels.

VIII. FY 20/21 Program or Service Changes: COVID, legal changes, increased pre-crisis services
available throughout Alameda County, and shifting political and societal awareness all have the
potential to impact our forensic behavioral health services and the Court Advocacy Project. As
always CAP remains flexible to meet clients’ needs and offer education and support to help
navigate the ongoing changes to the many systems it touches.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 8
PROVIDER NAME: Alameda County Behavioral Health
PROGRAM NAME: Juvenile Justice Transformation of the Guidance Clinic

Program Description: Provides in-depth assessment and treatment for youth in the juvenile justice
system. Coordinates referrals and linkages to mental health services in order to ensure seamless
continuity of care when discharged from juvenile hall to community based providers.

Target Population: Youth ages 12-18 years old who are involved in the juvenile justice system and their
families.

How Much Did We Do? . FY 19/20

a. Number of clients served: 437

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:

The Guidance Clinic (GC) actively works to reduce mental health stigma for youth involved in the Juvenile
Justice System. This fiscal year, the GC implemented a new process to have a GC clinician meet with every
youth upon their detainment into Juvenile Hall. During this initial meeting with youth, clinicians describe
the available mental health services and how mental health services can be helpful during incarceration.
The clinicians also help youth understand their rights in accessing mental health services and conduct a
brief initial mental health assessment on each youth. If youth are interested in mental health services, the
clinician will create a plan to connect them to regular and ongoing services. If youth are not interested in
services, the clinician will explain that mental health services are always available and show the youth how
to request/self-refer to services at any time. This new outreach approach helps reduce stigma by further
integrating mental health services as part of the standard programming for youth (i.e., it is part of the
intake process for every youth), and by helping youth understand that mental health services can be
beneficial during stressful and traumatic events.

Additionally, GC clinicians continue to maintain a regular presence on the detention units in the Juvenile
Hall and Camp Wilmont Sweeney (the other detention facility on the Juvenile Justice Center campus). The
clinicians are part of the milieu, actively checking-in with youth and engaging staff from the Probation
Department who work on the unit. Clinicians are seen as part of the daily functioning of the units and
youth know that they can always speak to a clinician whenever the clinician is not in a session. Maintaining
a presence on the units reduces mental health stigma by allowing the clinician to build trusting
relationships with youth and staff, while normalizing the services the clinicians provide.
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b. Create a welcoming environment:

This fiscal year, the GC worked with our Probation partners to make several changes in order to create a
more welcoming environment for our youth.

First, the Probation Department redesigned the detention units by adding new colors/paint to the walls in
order to move away from sterile colors and brighten-up the space. Additionally, Probation painted chalk-
walls inside the cells where youth sleep. This was an idea GC staff advocated for and allows youth more
opportunity to safely write on their walls to express themselves or decorate their cells. The clinical offices
(where clinicians met with youth prior to COVID-19 restrictions) were also updated with new furniture in
order to create a more comfortable space.

Changes were not limited to the physical environment, GC staff pushed for other changes to help Juvenile
Hall and Camp Wilmont Sweeney feel more welcoming and supportive of youth. These changes included
allowing youth to keep stress-balls in their rooms for youth to use as a coping tool or a distraction. GC staff
also convinced Probation to provide youth with eye masks (upon request) in order to help them sleep
better at night. GC staff also succeeded in influencing larger procedural changes to address feelings of
isolation experienced by some youth. For example, youth triggered by sleeping in the confined space of
their cell, can request to sleep with their door open.

While incarceration will never be a truly welcoming experience, the GC has worked closely with Probation
partners to improve the physical environment and ensure youth feel supported by staff.

lll. Language Capacity for this program:

During FY19/20, the GC staffed 1 clinician who spoke Cantonese, 1 clinician who spoke Spanish, and 1
clinician who spoke Vietnamese. The GC is looking to increase its capacity to serve Spanish-speaking
clients.

IV. FY19/20 Challenges:

The biggest challenge this fiscal year was the COVID-19 pandemic. In late fall of 2019, the GC, in
collaboration with Probation, started planning to implement new programs and services to better serve
youth and families. Specifically, there was a plan to increase mental health groups throughout the Juvenile
Hall and initiate family therapy with interested clients. The GC also hired a re-entry clinician to better
connect youth to mental health services in their home community after being released from Juvenile Hall.
However, everyone’s focus shifted to COVID-19 begning in March 2020. Shortly thereafter, the Juvenile
Hall and Camp Wilmont Sweeney implemented strict physical distancing restrictions, which prohibited any
groups as well as family visitation.

One positive outcome from the pandemic is that the numbers of youth in detention decreased
significantly, as polcie departments were arresting fewer youth and the Courts were less likeley to keep
youth detained. While this has impacted the number of youth served by the GC, it should be seen as one
of the very few positive impacts of the pandemic.

Is Anyone Better Off?

V. FY 19/20 Client Impact:

Below is an example of a Guidance Clinic (GC) staff member initiating support for a youth while in
detention and connecting the youth and family to services in the community.
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A youth was detained at the Juvenile Hall because of a domestic violence situation with mom. Youth had a
history of parents calling 911 and having the young person hospitalized. It was the youth’s first time at
Juvenile Hall.

The Courts mandated family therapy. However, the youth only wanted individual therapy because they
were not ready to talk to their parents. Upon the youth’s release, a GC staff member made a referral to
Eden Counseling Services. The GC staff member also provided the young person with her contact info in
case the youth needed to speak to someone urgently.

While waiting to be connected to a therapist in the community, the young person had several disputes
with the parents and would reach out to the GC staff person for support. The GC staff person was able to
provide social emotional support and psychoeducation, thereby avoiding escalation and potential arrest or
hospitalization. The GC staff person continued to support the youth until the youth was established with
the community therapist. When the therapist was prepared to see the youth, the GC staff person provided
a warm hand-off and shared any pertinent information to support the youth’s treatment. The youth was
also referred to an Alameda County Behavioral Health contracted provider who serves youth on
probation. The provider was able to work with the youth and parents to begin family therapy.

VI. FY 19/20 Additional Information:

There are several additional changes/improvements that occured this fiscal year:

e The Guidance Clinic (GC) hired a new Clinic Manager who started in August.

e The GC worked with the medical clinic at the Juvenile Justice Center to implment the Patient
Health Questionnere-9 (adolescent module) to better screen youth for risk of suicide/self-harm.

o The GC worked with Probation and the medical clinic to strengthen the care coordination process
for youth in order to begin referrals for community services as early as possible.

VII. FY 20/21 Projections of Clients to be Served:

Given the fact that the COVID-19 pandemic is still not under control, we anticipate fewer youth being detained for
FY 20/21. We project 400 youth will be served in the next fiscal year.

VIII. FY 20/21 Program or Service Changes: None confirmed.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 9
PROVIDER NAME: Seneca Family of Agencies
PROGRAM NAME: Multi-Systemic Therapy (MST)

Program Description: Multi-Systemic Therapy (MST) is a unique, goal-oriented, comprehensive treatment
program designed to serve multi-problem youth in their community. MST interventions focus on key
aspects of these areas in each youth's life. All interventions are designed in full collaboration with family
members and key figures in each system- parents or legal guardians, school teachers and principals, etc.
MST services are provided in the home, school, neighborhood and community by therapists fully trained in
MST. Therapists work in teams and provide coverage for each other's caseloads when they are on vacation
or on-call. MST therapists are available 24 hours a day, seven days a week through an on-call system (all
MST therapists are required to be on-call on a rotating schedule). Treatment averages 3-5 months.

Target Population: Youth (ages 0-21) referred who are on probation in Alameda County and are at risk of
out of home placement due to referral behavior and living at home with a parent or caretaker.

How Much Did We Do?

1. FY 19/20

a. Number of clients served: 42

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:
MST works to reduce stigma related to mental health by providing services on our clients

terms —in the community and during flexible times to meet the needs of our youth and
families. We work very hard to focus on the families’ goals for services and build
relationships through the delivery of practical/tangible support (financial, transportation,
etc.).

7

b. Create a welcoming environment:
Many of the families we provide services to have experienced multiple traumas and have
Family members who have mental health issues that have impaired their ability to
successfully function in the community. MST provides in home and community-based
service which reduces the stigma many families feel related to being in a facility that
provides mental health services. By providing services in the home and community, MST
strives to remove this stigma. MST is also present-focused and strength-based which
empowers the families to utilize the positive aspects of their family system to develop
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effective strategies and interventions that support and assist them with managing any
mental health issues they are encountering. The goal is to provide an experience with the
client and the family that will disconfirm their negative beliefs about mental health
treatment and the stigma that’s often attached to it.

One of the primary tenants of MST is engagement. Family and caregiver engagement is
critical to ensure positive treatment outcomes. The other purpose of engagement is to
ensure that the family feels heard and understood; we achieve engagement by spending a
great deal of time listening to the “story” of the family. This creates an environment of
acceptance and understanding which leads to higher level of engagement between the
clinician, the client and their family.

lll. Language Capacity for this program: English and Spanish
IV. FY19/20 Challenges:

Is Anyone Better Off?

V. FY 19/20 Client Impact:

MST is a service which demonstrates continuous effort and increasing responsibility of involved
participants to support youth in being released from the Juvenile Justice System. This is an account of a
young man, “Marcus,” who participated in services with his mother, Wendy, and MST clinician to manage
his decision making and target his responses to anger and frustration. Marcus was ultimately released
from probation due to the support that he received in working in collaboration with MST, Wendy, his
probation officer, and extended family members.

Marcus is a 17-year-old male who identifies as African-American and is Wendy’s youngest child. This was
his first time on probation, according to probation officer, Wendy, and self-reports. Marcus has had a
history of challenges with anger, frustration, and adverse decision making. Marcus was placed on
probation after having been arrested and charged for burglary of a store. Marcus was referred to the MST
program by his probation officer to target aspects of parenting such as communication, conflict resolution,
and supervision and monitoring of youth. Concerns at the time of referral also included Marcus’ ability to
make sound decisions that do not adversely impact him as well as his ability to utilize coping skills when he
is angry or frustrated. His behaviors when angry or frustrated also contributed to the probation officer
having a negative cognition of youth, officer also stating “I’'m worried that when he is angry he’s going to
make a dumb decision and create another crime.” Initially, at the beginning of treatment which consisted
of twice-a-week meetings between Marcus and Wendy, he expressed indifference to participation in the
program and expressed that the “problems” were with others and not necessarily with him. Marcus
engaged with a treatment team consisting of the MST clinician, a covering MST clinician for one month,
probation officer, school staff, and extended family members such as his older adult sister. Marcus
eventually came to participate less indifferently and more pro-actively. He was able to eliminate substance
use, which he connected as having an impact on his anger and frustration. He also grew in his ability to
communicate frustration to Wendy and his probation officer without exhibiting explosive behaviors such
as yelling and pounding on nearby objects. While participating in MST, Marcus also completed his high
school requirements six months early before graduation. He obtained employment and he was also
dismissed and discharged from the juvenile justice system. MST was instrumental in supporting the above
advances via focusing on Marcus’ adherence to his mother’s expectations and her increasing supervision
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and monitoring, thus increasing their home-to-school link. Marcus’ older sister, who was a full time
student, also supported Wendy.

Therapeutic trust and alliance were also built between the family and the two MST clinicians in order for
the family to trust and consider the interventions that were provided. Marcus and Wendy met their goals
through the continuous effort made by them, their supports, and the MST team.

VI. FY 19/20 Additional Information: None
VII. FY 20/21 Projections of Clients to be Served: 45

VIIL. FY 20/21 Program or Service Changes: None
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 11
PROVIDER NAME: Bay Area Community Services (BACS)
PROGRAM NAME: Amber House

Program Description: Amber House is a dual voluntary crisis stabilization unit (CSU) and voluntary crisis
residential treatment (CRT) program. Amber House CSU is a 12-bed voluntary-only CSU whose purpose is
to assess individuals who are having a mental health crisis and are in need of assessment, stabilization,
and brief treatment. The service is available to individuals for up to 24-hours. Amber House CRT has up to
14-beds for individuals in crisis who do not meet medical necessity criteria for hospitalization and would
benefit from treatment and supportive programming. Amber House crisis services are available to only
clients who are 18 and over and residents of Alameda County who possess and/or eligible for Medi-Cal.

Target Population: Amber House will serve adults 18 years or older (18-59 years) experiencing a mental
health crisis.

How Much Did We Do?

1. FY 19/20

a. Number of clients served:
Amber House CRT- 283 total (263 non-duplicated clients)
Amber House CSU- 949 total (383 non-duplicated clients)

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:

Amber House serves a disproportionately aided population, wherein chronic homelessness, severe
and persistent mental illness, and co-occurring substance use disorders are the primary concerns of
our partners. Amber House, both in philosophy and practice, encompasses a holistic, strengths-based,
and harm-reduction approach through crisis interventions and connecting our partners with a wide
array of services that can be utilized post-discharge. It is Amber House's practice to reduce mental
health stigma by providing interventions that foster collaboration, support, and community, while
simultaneously integrating culturally-sensitive interventions that elevate our partners’ strengths and
attempt to reduce the severity of symptoms via group and individual therapy, daily skill building, and
medication management.
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b. Create a welcoming environment:

Given the diversity of our population, Amber House strives to provide treatment that fosters a
multicultural approach. Staff are regularly trained in interventions that emphasize collaboration and
culturally-sensitive techniques that respect clients’ cultural backgrounds and identities. In addition, it is
our mission to provide a warm, welcoming environment via warm meals, a comfortable living space, and
unconditional support, in order to serve their basic needs; this is the catalyst for healing.

lll. Language Capacity for this program: All staff primarily speak English, with some able to speak Spanish
conversationally. When necessary staff utilize the interpretation line in order to meet the needs of clients
whose primary language is not Spanish

IV. FY19/20 Challenges:

COVID-19 has posed a particular challenge to congregate living facilities around protecting residents from
infections without disrupting a treatment model that relies on group care. Staff have put in thorough
protocols in place to ensure the milieu as as safe and socially-distanced as possible, with symptom
screening of staff and clients before entry. Additionally, previous methods of clients entering into the CSU
(in particular, provider drop offs) have declined, providing an additional barrier to access.

Is Anyone Better Off?

V. FY 19/20 Client Impact:

Amber House CRT clients discharged to lower level of care: 186 (65.9%)
Amber House CSU clients discharged to lower level of care: 869 (91.6%)
Amber House CRT clients discharged to higher level of care/5150: 25 (8.8%)
Amber House CSU clients discharged to higher level of care/5150: 33 (3.4%)
Amber House CRT clients discharged as a result of AMA: 72 (25.3%)

Amber House CSU clients discharged as a result of AMA: 47 (5%)

VI. FY 19/20 Additional Information:
VII. FY 20/21 Projections of Clients to be Served:

CSU: Pre-COVID, the CSU averaged a growth rate of 25-50% each month, with a disruption from March-May where
the unit rate held steady. June resumed similar growth, and projection for the upcoming year would be to double
the FY19/20 units.

CRT: Census average has risen to 12/day from 8/day, though COVID has temporarily increased client AMA
discharges due to the stricter regulations around leaving the site. Projection for FY 20/21 is to maintain census
average of 375 units per month.

VIII. FY 20/21 Program or Service Changes: None
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 11
PROVIDER NAME: Seneca Family of Agencies
PROGRAM NAME: Crisis Stabilization Unit (CSU): Willow Rock

Program Description: The Willow Rock Crisis Stabilization Unit (CSU) is an unlocked, specialty mental
health program for medically stable youth ages 12 to 17 years. The CSU also functions as the Alameda
County Receiving Center (Welfare and Institutions Code 5151) for youth who are placed on a WIC
5150/5585 civil commitment hold in Alameda County. All youth arriving at the Willow Rock Crisis
Stabilization Unit receive a physical health and a mental health assessment, and are provided ongoing
assessment, crisis intervention and crisis stabilization services prior to discharge to the community or
transfer to an inpatient psychiatric facility.

Target Population: The Willow Rock CSU serves medically stable youth ages 12 to 17 years experiencing a
mental health crisis. The program may serve up to a maximum of ten clients at a time. Youth may arrive
on a WIC 5585 civil commitment hold or as a voluntary "walk-up" from the community.

How Much Did We Do?

1. FY 19/20

a. Number of clients served: 1,036

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: psychoeducation for clients and caregivers; normalizing and
disconfirming stance toward presenting concern; sponsor trainings for school, community and
outpatient practitioners to orient them to suicide prevention and our program

b. Create a welcoming environment: gender affirming policies and practices in direct care and
clinical documentation; non-institutional décor; inclusive posters; culturally representative
staffing; access to religious/spiritual materials (texts, prayer rugs, etc.); library with
developmentally and culturally relevant reading material; sensory items for emotionally
dysregulated clients; proactive engagement and responsiveness to client survey comments

Ill. Language Capacity for this program: Spanish, Vietnamese, Japanese, Tamil

IV. FY19/20 Challenges: adapting face-to-face services while preventing COVID 19 exposure to staff and
clients; distance learning means less structure for youth with intellectual disabilities and ASD; telehealth
taking the place of face-to-face services creates gaps in the continuum of care; increased number of youth
from Riverside and San Bernardino counties placed in Alameda county without being connected to
psychiatry and/or therapy; inconsistent COVID 19 screening protocols across inpatient units creates
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bottlenecks in placing youth; no placement options for youth who are COVID positive or suspected
positive who need inpatient hospitalization.

Is Anyone Better Off?

V. FY 19/20 Client Impact:

e Only 4.9% of youth served at the CSU returned within 7 days;

e Only 6.87% youth served at the CSU returned within 30 days;

e 91% of youth responded positively when asked about feeling safe at the CSU;

e 92% of youth responded positively when asked about feeling supported at the CSU;

e 98% of caregivers responded positively when asked if staff responded in a timely manner;

e 98% of caregivers responded positively when asked if staff were professional and friendly, and

o 94% of caregivers responded positively when asked if staff kept them informed about their child’s
care.

VI. FY 19/20 Additional Information: N/A
VII. FY 20/21 Projections of Clients to be Served: 1,000

VIIl. FY 20/21 Program or Service Changes: N/A
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 14

PROVIDER NAME: Asian Health Services Specialty Menth Health (SMH)

PROGRAM NAME: Language ACCESS Asian (AHS ACCESS)

Program Description: AHS ACCESS operates a designated Intake and Referral phone line to provide API
language speaking/cultural screenings, evaluate medical necessity, and determine service levels for
community members requesting mental health services. Community outreach, psychoeducation, and
home/field visist are provided to promote mental health awareness, help seeking, and service
participation amongst AP| populations. The Program also provides short-term crisis stabilization
outpatient treatment and reduces utilization of higher levels of care via medication support, individual
therapy, individual rehabilitation, group rehabilitation, collateral, and case management services.
Target Population: AHS ACCESS provides services to all consumers living in Alameda County, with primary
focus on individuals and families who identify themselves as Asian and Pacific Islanders. The consumers
can range in age from Children/Youth (0-15), TAY (16-25), Adults (26-59) to Older Adults (60+).

How Much Did We Do?
I. FY 19/20

a. Number of clients served:
e Screening/service linkage — served 498 unduplicated intake clients with 2,112 service contacts.
e Crisis stabilization outpatient treatment - served unduplicated 120 clients.
e Outreach/psychoeducation — served 1,880 community members (21 street fairs & community
groups, 6 specialty clinic tabling, 3 community education events, 2 ZOOM service promotions)

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:

e Conducted tabling and screening at an API-focused dental clinic to foster trust building with
community members through leveraging API holistic health concept.

e Partnered with Stanford CHIPAO and/or APl-focused CBQO’s to conduct community education
events with skits, workshops, resource booths, cultural performances to address MH stigma.

e Tapped into standing community meetings, youth groups, and interest classes to mobilize
community leaders on raising MH awareness and promoting help seeking behaviors.

e Experimented the use of holiday season greeting cards in multiple languages (English, Chinese,
Vietnamese, Korean, Japanese) to raise MH awareness amongst API populations.

e Produced audiovisual/infographic materials to prepare for launching a sustainable mental
health awareness/anti-stigma campaign on social media.

b. Create a welcoming environment:
e All clinicians are bilingual/bicultural staff with experiences from immigration families to
effectively access clients’ social and cultural needs and deliver comprehensive MH services.
e Psychoeducation, flyers, and brochures are available in API languages (Chinese, Vietnamese,
Khmer, Korean, and Filipino) to meet cultural and language needs of the populations.
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e Mobile outreach and pre-treatment case management are piloted to help intake clients
address life stressors, remove help-seeking barriers, and prioritize mental health needs.

e Home-based and hospital-based visits are conducted to enhance clients’ engagement and
service participation.

e PCP, board and care home, pharmacy, ACVP, HSO, IHSS, para-transit, and relevant service
agencies are involved in ongoing collaboration to support clients and families.

I1l. Language Capacity for this program:

e Services are provided in APl languages including but not limited to Cantonese, Mandarin,
Vietnamese, Khmer, Korean, Japanese, Mien, and Tagalog. Interpretation for other API languages.

IV. FY19/20 Challenges:

= The exacerbation of COVID-19 pandemic in March and social justice rallies and protest later led to
client’s safety concerns, no shows, and appointment cancelations. Telehealth services were
promptly expanded to enable client’s access to continuous services.

= Challenges for recruiting bilingual and culturally responsive MH providers to fill staff openings
disrupted outreach efforts, referral process, case opening, and service delivery.

e Due to APl untimely service seeking and severe psychiatric symptoms upon referrals, difficulties
were encountered making urgent psychiatric service arrangement with limited resources.

e With service presentation and site visits to API-focused Prevention Programs, there was mild
improvement in the 2-way referral processes. More work has to be done for collaboration.

Is Anyone Better Off?

V. FY 19/20 Client Impact:

= Among 498 Intake clients, 182 clients were fully screened/referred to proper level of services.

= Among 120 Treatment clients, 49 recovered from distributing symptoms and were discharged to
PCP or lower level of care. 10 with chronic symptoms were referred to higher level of proper care.

= |Improved timely access to screening & service linkage by completing 1st phase of intake coverage
restructuring with both primary and secondary specialists for 40% of intake shifts.

= Presented API social/cultural barriers to MH Services and BHCS service info to 60 PCPs and
disseminated service info to all API-focused MediCal PCP clinics in Alameda County.

= Mailed service flyers to Chinese and Vietnamese churches/temples and promoted services in two
3" party “Psychological Dynamic in SIP” ZOOM sessions for Chinese Christian leaders.

= Explored alternative channels to promote community education events on school district e-flyer
platform (Peachjar), traditional media (World Journal, KEST 1450, KVTO 1400, KTSF 26, City
Councilmember newsletter), and social media (Facebook, WeChat, Eventbrite)

= Acase study “Mr. T is an 18 years old Chinese male. He immigrated from China with parents at age
13. He struggled with acculturation difficulties, communication issues with parents, depressive
mood, and suicidal ideation and attempts. Due to the lack of understanding about mental health
and available community resources from Mr. T and his parents, proper services were not sought
until his PCP made a referral to AHS ACCESS. During referral process and initial service
arrangement, Mr. T expressed concerns about frequent treatment sessions and refused his
parents’ involvement in his wellness recovery process. With engagement and psychoeducation
effort from his therapist, Mr. T managed to actively participated in therapy and medication
treatment and achieve gradual improvement in addressing his depressive symptoms and suicidal
struggles. Later he became open to join family sessions with his parents together to process
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intergenerational communication challenges, establish adaptive parental expectations, and
strengthen the support system. With the improvement in symptom management and overall
functioning, he was discharged back to PCP clinic for regular health care services.”

VI. FY 19/20 Additional Information:

e Post-event feedback from community members and service providers were collected, and clients
and caregivers involved throughout treatment to improve outreach strategy and service quality.

VII. FY 20/21 Projections of Clients to be Served:

e Qutreach and Linkage - 1,313 hours of service to 1,875 community members for outreach with the
target that screening/linkage will be completed for 600 unduplicated clients

e Crisis stabilization outpatient treatment - 3,691 hours of service to 130 unduplicated clients,
including 322 hours of medication support

VIII. FY 20/21 Program or Service Changes:

a. Mobile “ACCESS” Service Linkage - Expedite screening and service linkage through trust building

and multiple/easy access to culturally/linguistically responsive channels

e Implement a call center system with both primary and secondary intake specialists for all
intake shifts to improve timely access from clients to screening and service linkage

e Expand mobile outreach and pre-treatment case management to help clients address life
stressors, remove help-seeking barriers, and prioritize mental health needs

e Leverage API holistic health concept and help seeking pattern to provide consultation and
service referrals at health clinics, community service centers, and school/religious settings

b. Audience-targeting Outreach - Promote API help-seeking through audience targeting
outreach/psychoeducation at APl-focused cultural events and standing community meetings
e Conduct frequent small/medium scale community education events to address cultural
barriers and promote help-seeking in local communities
e Provide audience targeting psychoeducation at API-focused CBO’s and standing community
meetings of all natures to reach out active community leaders and members

c. Mental Health Awareness Campaign - Address stigma, shame, & denial of mental illness to raise
mental health awareness/acceptance among APl communities through social/traditional media
e Launch a MH awareness website and disseminate audience-targeting materials (recovery
stories, sound tracks, video clips, infographic materials, etc.) on social media
e Prepare PSA for API-focused traditional media newspapers/radio/TV channels

d. Service Delivery Decentralization - Increase case openings and service utilization by delivering
services at welcoming community spots and via Telehealth
e Leverage Telehealth to deliver treatment services by addressing client’s preference, limited
staff availability, and mobility/transportation challenges
e Define geographic clusters of clients by cultural and linguistic needs and secure pro bono or hourly
rented space at welcoming community spots for mobile/field-based service delivery
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 15
PROVIDER NAME: La Familia
PROGRAM NAME: ACCESS Staffing to Latino Population

Program Description: ACCESS Staffing to the Latino Population program operates a designated intake and
referral phone line to screen and evaluate callers for medical necessity and determine appropriate service
levels for community members requesting mental health services. ACCESS through La Familia also
provides short-term crisis stabilization outpatient services for clients in crisis to reduce utilization of higher
levels of care.

Target Population: ACCESS Staffing to the Latino Population receives call from consumers and family
members of consumers of mental health services who identify as Latino living in Alameda County. The
consumers can range in age from children (age 0-15) to older adult (60+). The ACCESS line provides
Spanish language speaking/culture mental health screenings to get clients connected with appropriate
level of services, and obtaining related information for their medical record.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 171

How Well Did We Do?

Il. Please describe ways that the program strives to:

Reduce mental health stigma and creating a welcoming environment for all:
La Familia‘s organizational values aligned with MHSA’s principles. We strive to operate our program with
these values in mind.

e Belonging — we help those around us feel important, connected, and confident in a community of
hope. This sense of belonging is rooted in compassion and respect for shared cultures, values, and
lived experiences

e Partnership —we engage in meaningful partnerships with organizations, communities, and the
people we serve.

e Self-determination — we help people to recognize and build on their talents, strengths and goals to
enhance their self-determination, leadership and power.

e Social Justice — we amplify the voices of our community to fight for systems, policies,
opportunities and services that promote social and economic justice and improve the quality of
life for all.

e Integrity — we hold ourselves to the highest standards of respect, truthfulness, follow through and
accountability. As a result we achieve measurable results for the people and communities we
serve.
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More specifically, in relation to MHSA principles.

e Cultural Competence — our staff is comprised of native Spanish speakers who practice cultural
competency and cultural humility to the clients we serve.

e Community Collaboration — we make many efforts to collaborate with other health institutions as
well as local educational and workforce institutions in the spirit of serving our clients and
connecting them to appropriate services.

e (Client, Consumer and Family involvement — we engage clients in developing their own treatment
goals. When appropriate we engage family members in this process.

Integrated Service Delivery — our agency

e Integrated Service Delivery — our agency has PEl services as well as Level 1 services and we work
collaborative throughout the agency when appropriate referral of services are needed in order to
make transitions for clients as seamless as possible.

e Wellness and Recovery — we work collaborative with clients to participate and define their own
goals.

lll. Language Capacity for this program:

The Spanish Language Acute Crisis Care and Evaluation for System-Wide Services (ACCESS)
program provides crisis stabilization services for Latino and/or Spanish speaking clients ages 18
and older who are experiencing acute mental health symptoms. Through the ACCESS program,
we provide needs assessment services, brief stabilization treatment, and referrals to longer-term
outpatient counseling, medication management or to the Service Team program.

Clients are referred to our Spanish Language ACCESS Program through the Alameda County
Behavioral Health Care Services (BHCS), psychiatric hospitals, primary care doctors, or by calling
the La Familia’s Adult Outpatient Department’s main phone number at 1-510-881-5921.

IV. FY19/20 Challenges:

La Familia was below target goal due to a few items that have already been addressed in previous reports:
-Our program was understaffed due to staffing changes. The program is working towards fully staffing as
of 8/1/2020: we have a full-time clinician and a full time Program Manager in our program. In addition, we
have on boarded two clinical interns for this program.

-Another item affecting our target goal was having fewer requests for services from Alameda County
ACCESS in the previous quarter. Sr. Director, Wajeeha Khan, LMFT, had reached out to Dr. Jon Stenson to
request more referrals and to inform them of availability. Requests have been coming through in the
month of July 2020 and August 2020. We will continue to collaborate with La Clinica and TVHC, Inc. to
increase support for our clients. We also contact our other internal programming, such as La Familia’s
EPSDT program and Cultura y Bienestar, to increase our referrals. Recently, perhaps due to COVID-19, we
have not seen referrals from neighboring primary clinics.

-We anticipate that our numbers will increase gradually increase, despite challenges currently faced with
the Shelter in Place. We continue to do our best with responding to new calls and attending to current
Client’s via phone and Telecare services.
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Is Anyone Better Off?

V. FY 19/20 Client Impact:

Requests for services have been increasing since June 2020. Client with anxiety, depression, and family
relationship problems have been the main concern and reason for clients seeking therapy.

VI. FY 19/20 Additional Information:

We have increased internal training with all staff such as:
Leadership Development, HIPPA training, Self-Care

VII. FY 20/21 Projections of Clients to be Served:

We are reaching out to intake calls and requests within 5 days to increase client support. Request for
Services are for clients in the Hayward, San Leandro, and San Lorenzo areas.

VIII. FY 20/21 Program or Service Changes:

e During this reporting period, La Familia continued to provide quality services in the Spanish
language. This includes administrative materials and culturally and linguistically congruent
services.

e La Familia continued to network and work collaboratively with other providers, especially other
Latino organizations such as La Clinica and Tiburcio Vasquez Health Center. When possible we also
worked collaboratively with County ACCESS, John George Pavilion, Hayward Wellness Center and
other county providers

e We constantly assessed client’s needs and provided inter-agency referrals to our own Early
Intervention and Prevention Program, “Cultura y Bienestar” to clients who did not meet the
moderate to severe criteria.

e (Clients who have engaged in services had low psychiatric relapses and were able to provide
services to stabilize clients who present in crisis.

e Clients connected well with La Familia’s clinicians.

e We successfully on boarded our ACCESS Program Manager, Jennifer Vazquez, LCSW

e We successfully on boarded our Senior Director of Adult Programs, Wajeeha Khan, LMFT

e We have trained our MHRS to complete ANSA forms for review by a licensed clinician.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 17

PROVIDER NAME: Berkeley Place

PROGRAM NAME: Casa de la Vida, Co-occurring Residential
Program Description:

Casa de la Vida is a 13-Bed Transitional Residential Facility & Day Program for adults with moderate
to severe mental illness. Founded in 1971 as an alternative to psychiatric hospitalization, Casa de la Vida
has provided treatment to hundreds of clients, aiding them in learning to manage their mental health
symptoms and work toward independent living. We have a wonderful staff of Master’s and Doctorate
level mental health professionals whom reflect the diversity of our clientele. The program is centrally
located near Lake Merritt in Oakland, CA in a historic Julia Morgan home. The location is close to public
transit, schools, parks and ample work opportunities for clients to take advantage of.

Our Services Include:

e 24 Hour Staffing & Crisis Support

Casa de la Vida has well trained staff present 24 hours a day, 7 days a week to meet client’s needs & assist
in the event of a mental health crisis. Our staff are experienced in de-escalation techniques, suicide
assessment and conflict resolution.

e Day Program

Casa de la Vida provides 3 groups every weekday, all led by mental health professionals. These groups are
primarily mental health group therapy and psychoeducation, as well as independent living skills groups.
Clients are required to attend groups unless they have an outside structured activity, such as work or
school.

e One-on-One Counseling & Treatment Planning

Each client is assigned a Primary Counselor from our wonderful team of LMFT’s, AMFT’s, PsyD’s and
Mental Health Rehabilitation Specialists. Clients collaboratively create a Treatment Plan with their Primary
Counselor based on their self-defined goals, as well as mental health needs. Clients meet at least once a
week with their counselor, and counselors are available throughout the week to provide support. In
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addition, pre-crisis strategies are made with clients in order to reduce chances of hospitalization or
substance relapse.

e A Supportive Housing Environment

Clients generally live at our program for 3-6 months, although length of stay varies based on client needs.
While living in the house, clients have the opportunity to make lasting friendships and learn pro-social
conduct and communication through staff observation and intervention. These skills can increase client’s
chances of success in maintaining stable housing in the future.

e Substance Use Support

Clients whom need support with substance use receive counseling and often simultaneously attend
outpatient substance use treatment programs. Casa de la Vida can be a wonderful steppingstone from
drug treatment facilities to being able to maintain sobriety independently. This is due to the larger level of
freedom given to clients, while still providing counseling and support as real life triggers arise.

e Family Counseling

Many of our clients and their families have struggled tremendously due to mental health issues. Clients
stay at Casa de la Vida can be a much-needed break for caregivers and a time to heal. We provide family
counseling in order to provide psychoeducation to families about mental illness, repair relationships and
for those moving home after the program, strategize for a successful stay in the family home.

e Independent Living Skills Training

For many of our clients struggling with severe and moderate mental illness, daily life can be challenging.
Our highly trained staff support clients in learning to maintain their hygiene, budget money, cook, clean
and manage their medications. These skills can greatly increase client’s chances of success in their next
living environment, whether it be with family, roommates or alone.

e Recreational & Cultural Activities
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 18
PROVIDER NAME: Network of ACNMHC
PROGRAM NAME: Wellness Centers

Program Description: Wellness Centers provide a welcoming entry point for outpatient
services for individuals who are unserved or underserved by the mental health system.
They provide step-down service for individuals transitioning from ACBH specialty mental
health services in an environment of inclusion and acceptance in facilities that are
commonly managed and staffed by consumers who provide or arrange for peer support.
Wellness Centers are contracted providers who perform outreach and engagement;
offer outpatient services such as mental health services, case management/brokerage,
crisis intervention, medication support/dispensing; provide peer support and wellness
services; and Tenant Support Services (TSP) for those with housing insecurity.

Target Population: Network of ACNMHC Wellness Centers provide services to some
TAY and Adults (ages 18+) who identify as being behavioral health consumers in
programs funded through ACBH. They make it a priority to serve behavioral health
consumers who: Have histories or current conditions of psychiatric disabilities; are
identified or labeled as having severe mental illness (SMI) or severe mental stress; have
experienced (or are at risk of experiencing) repeated psychiatric hospitalizations,
treatment placements, or episodes of incarceration in the criminal justice system; are
experiencing housing insecurity; and those who are experiencing problems with alcohol
and/or other drug abuse.

l. FY 2019-20 Outcomes

a. Number of unique consumers/clients served: 16,268
b. FY 2019/20 Impact:

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: The Network reduces mental health stigma
through active peer support, community engagement/consumer input and
consumer employment. Housing advocacy and intensive case management
provided by individuals who have lived experience receiving mental health
services mold recovery.

b. Create a welcoming environment: The Network strives to maintain a welcoming
environment by offering a warm presentation, possibly a program volunteer, is

there to greet consumers when they arrive and a safe and clean waiting space.
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Minimally, all of our spaces provide water, coffee and snacks. All of our
programs have brochures about the agency available as well as a variety mental
health recovery motivated materials.

lll. Language Capacity for this program:

A. English, Minimal Spanish. Materials provided in other languages besides English
and Spanish

IV. FY 2019-20 Additional Information:

V. FY2019-20 Challenges:

A. Staff shortage / retention: We are developing a more suitable staffing structure
to address this challenge.

B. Increased operating costs: Rent, Fringe benefits, Liability insurance

C. Reduced service deliverables: This may impact the quality of what services are
being offered.

VI. FY 2019/20 Projections of Clients to be Served:

1. 10% increase in consumer contact. We have increased our contacts by at least 10%
annually

VII. FY2019-20 Program or Service Changes:

1. Tenant Support Program: WRAP Groups - 5 cohorts annual off site / 1 weekly
open WRAP group on site

2. BestNOW!: The training program will Mental Health Peer Support and
Substance Use Disorder. This will include internship opportunities.

3. Reach Out: Increase curriculum and wellness activities
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CASA UBUNTU WELLNESS CENTER
OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 18
PROVIDER NAME: Bonita House
PROGRAM NAME: Wellness Centers

Program Description: Wellness Centers provide a welcoming entry point for outpatient services for
individuals who are unserved or underserved by the mental health system. They provide step-down
service for individuals transitioning from ACBH specialty mental health services in an environment of
inclusion and acceptance in facilities that are commonly managed and staffed by consumers who provide
or arrange for peer support. Wellness Centers are contracted providers who perform outreach and
engagement; offer outpatient services such as mental health services, case management/brokerage, crisis
intervention, medication support/dispensing; provide peer support and wellness services; and Individual
Placement and Support (IPS) Supported Employment services.

Target Population: The Bonita House Wellness Center provides services to adults (age 25+) experiencing
mental health challenges. These individuals may or may not be currently enrolled in ACBH specialty
mental health programs (such as Service Teams, Full Service Partnerships, etc.).

Additional Requirements for IPS Supported Employment

Contractor shall work with individuals who have expressed interest and motivation in pursuing
competitive employment, regardless of their employment readiness, diagnoses, symptoms, substance use
history, psychiatric hospitalizations, homelessness, level of disability, or legal system involvement.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 52 Unduplicated Clients were served, which is 30% more than the
contracted 40 unduplicated clients which the . Those strong numbers are recorded even though
Casa Ubuntu operated completely virtually during March through June 30™.

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:

1. Inteam meetings we process and educate ourselves about mental health stigma and how it might
apply to each one of our clients. We look for ways to reduce those stigmas and address them at an
individual and family level. Below is a link to the webinar that we asked all our employees to
attend in May. The topic of the training focused on relating more empathetically with our clients,
especially vial telehealth during the COVID-19 epidemic and how to exercise self-care while we are
offering empathy to many clients in distress.
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https://www.cibhs.org/post/empathic-communication-and-engagement-behavioral-telehealth

The above training consists of an 1.5 hour webinar plus handouts our staff downloaded to review.

2. We educate ourselves around the stigmas that serious mental health issues create for people. For
example, we know from research that people with serious mental health issues are no more
violent than the general public.

3. We facilitate daily positive interactions in our groups that promote connection and meaning. The
topic of stigma is addressed in the majority of our daily groups, and there is signage on the
Wellness Center walls that is meant to identify stigma reduction efforts.

4. We utilize Peer support specialist who have lived experience with mental health and substance
use issues

5. As an agency, we advocate for the reduction of mental health stigmatization and promote mental
health awareness through the use of the “Green Ribbon” international symbol during May, the
month for raising mental health awareness and reducing mental health stigma.

6. As a staff, we use our words carefully and help each other and our clients overcome any
tendencies toward stereotypes and/or implicit biases against mental illness or substance use.

7. Ourrecovery model is strengths-based, so we focus on the positive components of our clients’
lives and affirm their resilience, their potential, and their willingness to work on recovery one step
at a time.

b. Create a welcoming environment:

1. When in the facility, our clients are greeted by staff who sit near the front entrance. Clients
are kindly directed to the location of the group they wish to attend or the staff person with
whom they are meeting.

2. We have beautiful, multi-cultural art work on the walls of the facility. The paintings set the
tone for a joyful, celebratory and inviting community environment.

3. Our peer support specialists, clinicians and staff focus on being positive and present in groups
and individual sessions each and every day.

4. During Shelter-in-place, our staff reach out to their clients via phone on a regular basis and
invite them to Zoom groups. We host Zoom groups every day and maintain the same
welcoming and caring environment virtually as we do in person.

5. We apply our cultural competency skills when working with the African American, Latino and
other minority populations. We create a space for them to share openly about their racial and
ethnic challenges and how they impact their overall mental health. We identify the challenges
affiliated with systemic racism and identify ways that each member can feel safe, supported,
and empowered to reduce systemic racism.

lll. Language Capacity for this program:

e We have one Spanish speaking Peer Support Specialist who orients and supports Spanish-
speaking clients

e We have and offer consumers access to the Alameda County Behavioral Health Language Line in
our meetings with them. Many languages other than English and Spanish can be accessed
through this line and our staff and clients just need to call the language line number and enter
the following numbers for these particular languages:
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e Press 1 for Spanish

e Press 2 for Mandarin

e Press 3 for Cantonese

e Press 4 for Viethamese

e Press 5 for Farsi

e  Press 6 for Russian

e Press 7 for Kmer (Cambodian)

e Press 8 for Korean

e Press 9 for Arabic

e Press 0 for All Other Languages to Connect with an Operator

IV. FY19/20 Challenges:

e The biggest challenge of the next year will most certainly be the Shelter-in-Place mandate due to
COVID-19 and the temporary closure of our Eastmont facility.

e Due to the necessity of telehealth services while we remain in temporary closure, technology
issues are also paramount. They include the following:

o Many residents do not have access to a device to access Zoom meetings. Some do not

have phones either or are not wanting to engage in telephonic services.
o Some do not yet fully understand and/or trust some components of telehealth
Connectivity issues due to location and/or quality of services and quality of their devices
o The COVID-19 Pandemic and racial injustice is overwhelming to many and increased
isolation is a byproduct of clients’ increased anxiety and/or depression

o Getting informed consents signed, assessments and treatment plans processed virtually

o Increasing comfort levels and productivity of Zoom groups

o Adding new clients into the Wellness Center when they have never visited the facility or
met staff in person

o Our leadership transition

o Intervening in meaningful ways when consumers are in crisis

o With the flailing economy and unemployment rates high, job searches and job placements
will likely be challenging for the next several months

O

Is Anyone Better Off?

V. FY 19/20 Client Impact: Please see the latest results of our Satisfaction Survey, which indicates clearly
that 95% of our consumers think that they are significantly better off because of the services they are
receiving at Casa Ubuntu. The sample population of 22 for the 4™ quarter (while operating virtually) gave
our services very high satisfaction marks.

Satisfaction Survey Results July 31 2020.docx

VI. FY 19/20 Additional Information:

e The Wellness Center has new leader, Greg Becker, LMFT, Director of Acute, Residential and
Wellness
e A .5PTE clinician will begin working at Casa Ubuntu in August
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e Thereis an IPS (Individual Placement and Support) specialist on staff. We use an evidence-based
model for supported employment.

VII. FY 20/21 Projections of Clients to be Served:

In spite of all the COVID-19 related challenges, we expect to meet the following 2010/2021 contracted guidelines
of:

e 4,500 hours of MAA billable services
e Peer Support and Wellness services to 100 clients
e 1,220 hours of Outpatient service to 40 unduplicated clients

VIIL. FY 20/21 Program or Service Changes:

New:

e Medi-Cal and Federal Funding Requirements Apply
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 18
PROVIDER NAME: Bay Area Community Services (BACS)
PROGRAM NAME: Wellness Centers (HEDCO)

Program Description: Wellness Centers provide a welcoming entry point for outpatient services for
individuals who are unserved or underserved by the mental health system. They provide step-down
service for individuals transitioning from ACBH specialty mental health services in an environment of
inclusion and acceptance in facilities that are commonly managed and staffed by consumers who provide
or arrange for peer support. Wellness Centers are contracted providers who perform outreach and
engagement; offer outpatient services such as mental health services, case management/brokerage, crisis
intervention, medication support/dispensing; provide peer support and wellness services; and Tenant
Support Services (TSP) for those with housing insecurity. Wellness Center personnel are trained in Harm-
Reduction and Trauma-Informed Care principles to meet the participant where they are at in a whole-
person manner. Cultural responsivity is a core axiom of the care provided by the team as the program was
designed with Culturally and Linguistically Appropriate Services (CLAS) standards in mind

Target Population: Wellness Centers provide services to some TAY and Adults (ages 18+) who identify as
being behavioral health consumers in programs funded through ACBH. They make it a priority to serve
behavioral health consumers who: Have histories or current conditions of psychiatric disabilities; are
identified or labeled as having severe mental illness (SMI) or severe mental stress; have experienced (or
are at risk of experiencing) repeated psychiatric hospitalizations, treatment placements, or episodes of
incarceration in the criminal justice system; are experiencing housing insecurity; and those who are
experiencing problems with alcohol and/or other drug abuse.

How Much Did We Do?

1. FY 19/20

a. Number of clients served: Hedco Wellness Center served 1,161 unduplicated individuals for the FY
19/20

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: Hedco Wellness Center strives to provide an open and non-
judgmental space to be able to have conversations about mental health and overall wellness and
recovery. The center provides educational groups for mental health, resources, and ways to take
better care of oneself. Hedco has peer lead groups to create a safe environment for all the partners
to freely discuss challenges and coping skills. Staff continue to have trainings about mental health,
harm reduction, and ways to better support the partners. The staff at Hedco provide daily groups
to support partners with new ways to manage their mental health symptoms. The first group every
morning is a wellness check in, during that time partners discuss current events and the impact on
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our well-being and our community. Staff also provide resources during the group. The Art and
Crafts group is to help understand emotions, behaviors, and feelings through the creative art
process, learning to apply art as a coping skill to resolve issues, reduce stress, and increase
awareness. One of the most popular and valuable groups at Hedco is Building Self-Esteem. Most
of our partners are homeless and struggling with their image of themselves and struggles with their
daily ADLs/IADLs. The group teaches techniques to handle mistakes, respond to criticism, foster
compassion, achieve goals, and visualize self-acceptance. Dialectical Behavioral Therapy (DBT)
group is facilitated by staff that has been through trauma or training them-self.

b. Create a welcoming environment: We engage with partners to implement their feedback about the
center and collaborate with partners to work on welcoming and safe place for everyone. Starting
the day with breakfast and community group helps with creating a welcoming environment and
sense of community. Personnel at the Wellness Center are trained in Harm-Reduction and Trauma-
Informed Care principles to meet the participant where they are at in a whole-person manner.
Cultural responsivity is a core axiom of the care provided by the team as the Wellness Center
program was designed with Culturally and Linguistically Appropriate Services (CLAS) standards in
mind.

lll. Language Capacity for this program: At Hedco Wellness Center, we have staff that speak Farsi, Spanish,
Hindi, and Gujarati to support partners and provide services.

IV. FY19/20 Challenges: During the pandemic and shelter in place, the Wellness Center is able to support
partners daily with resources and meals. Our partners have communicated to staff that Hedco has been a
safe place for them and that they will continue coming to Wellness Center for support. The biggest
challenge has been with the program now being able to provide services from within the center, including
not being able to have structure to the days and providing daily groups. Instead, partners call via telephone
to check-in with staff inquiring about when the center will be open again because they miss the daily
structure Hedco provides, groups, and their social interactions with peers. Our staff work hard to continue
providing support to partners with community resources and follow-up check-in phone calls if requested.

Is Anyone Better Off?

V. FY 19/20 Client Impact: At Hedco, staff would provide a housing and employment workshop once a week
to support the partners that are struggling on locating stable housing and financial income. The housing
workshop creates a safe place for individuals to learn more about housing resources and low-income
housing waiting list and also get assessed. The employment workshop support partners with mock
interviews, work appropriate presentation, and barriers that presents for partner. During the pandemic,
we were able to place two individuals in two different support programs. The first partner was having some
difficulties with his mental health symptoms and was referred to Woodroe Place for stabilization and then
transferred to Life House for housing. The second partner was struggling with alcoholism and didn’t know
of any resources on how to get help. He spoke Farsi and staff was able to communicate with him, support
him with resources, and get him into cherry hill detox. He is now enrolled in an in-patient program in San
Francisco for 3 months. He checks in weekly over the phone to update us about his recovery progress.
Partner S.G was struggling with substance use and mental health symptoms such as auditory and visual
hallucinations. Partner was encouraged daily by staff at Hedco to reach out to case manager for support,
and staff supported partner with community resources. Staff encouraged partner to seek help after
encouraging the partner multiple times, she reached out for support. She was admitted into John George
Psychiatric Hospital for 3 months for stabilization. When partner was discharged, she came back to the
center and was very engaged in the program and groups. Partner shared she is doing much better now, and
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thanked staff at the center for always being there for emotional support. Partner was housed in a Board
and care in Oakland for housing.

VI. FY 19/20 Additional Information: The Fiscal year 19/20 we served 6,571 individuals here at Hedco
Wellness Center. The center provides breakfast and lunch, Monday to Friday until March 16, 2020. During
the pandemic, Hedco had 345 individuals here every month for daily support. Hedco still provides snacks,
meals, hyigene kits, and resources daily outside the center. Hedco also provided information about COVID-
19 and resources for COVID-19 motels. Hedco also hands out masks and hand sanditzers to individuals that
need them. We also have a charging station outside for anyone that needs to charge their phone or any
electiconic devices.

VII. FY 20/21 Projections of Clients to be Served: Hedco projects that with the pandemic, and shelter in place as of
now that we continue serving 20 to 25 people daily at Hedco.

VIII. FY 20/21 Program or Service Changes: The wellness Center does not anticipate any changes right now.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT
OESD #: OESD 18

PROVIDER NAME: Bay Area Community Services (BACS)

PROGRAM NAME: Wellness Centers (Fremont)

Program Description: Wellness Centers provide a welcoming entry point for outpatient services for
individuals who are unserved or underserved by the mental health system. They provide step-down
service for individuals transitioning from ACBH specialty mental health services in an environment of
inclusion and acceptance in facilities that are commonly managed and staffed by consumers who
provide or arrange for peer support. Wellness Centers are contracted providers who perform outreach
and engagement; offer outpatient services such as mental health services, case
management/brokerage, crisis intervention, medication support/dispensing; provide peer support and
wellness services; and Tenant Support Services (TSP) for those with housing insecurity. Wellness Center
personnel are trained in Harm-Reduction and Trauma-Informed Care principles to meet the participant
where they are at in a whole-person manner. Cultural responsivity is a core axiom of the care provided
by the team as the program was designed with Culturally and Linguistically Appropriate Services (CLAS)
standards in mind

Target Population: Wellness Centers provide services to some TAY and Adults (ages 18+) who identify as
being behavioral health consumers in programs funded through ACBH. They make it a priority to serve
behavioral health consumers who: Have histories or current conditions of psychiatric disabilities; are
identified or labeled as having severe mental illness (SMI) or severe mental stress; have experienced (or
are at risk of experiencing) repeated psychiatric hospitalizations, treatment placements, or episodes of
incarceration in the criminal justice system; are experiencing housing insecurity; and those who are
experiencing problems with alcohol and/or other drug abuse.

FY 2019/20 Outcomes

l. How Much Did We Do?

a. Clients Served: The total number of clients served is 1,612. This number represents
unduplicated individuals.

1. How Well Did We Do?

a. The Fremont Wellness Center is reducing mental health stigma using two methods. First, we
normalize conversations about mental health conditions by checking in with each client during
their initial intake. During this time, we help clients identify wellness goals and support them in
achieving them. If a client needs mental health assistance, we provide support with navigating
the mental health system. These supports include; assessments, Medi-Cal coverage,
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medications, and connection to case management according to their level of need. Additionally,
staff are always ready to lend support through active listening.

Second, we host a weekly mental health support group. Pre- Shelter in Place these groups
included: Anger Management, Art Therapy, Coping Skills, and Creative Writing. Due to the
shelter in place, the meetings occur right outside our office, each participant standing at least six
feet away from one another. When our participants share their mental health concerns with
their peers, it promotes a culture of connection and understanding at the Fremont Wellness
Center. Clients who once stigmatized by their mental health conditions are now more willing to
seek help when needed.

b. Our staff at the Fremont Wellness Center understand that our clients often feel stigmatized and
unwelcomed in the larger community. So, it is especially important that our staff always engage
with clients with warmth and respect. When a client requests help or resources, we meet their
needs in a timely fashion to indicate that we value their time and engagement. In the event that
they do not request help, we act proactively by asking them if they have any present needs,
such as food, water, and housing or employment services. Additionally, our staff hand out flyers
that contain information about new resources or changes in social services due to the shelter in
place. Actively engaging with our clients is the primary way we show that they are welcome to
the Fremont Wellness Center. Personnel at the Wellness Center are trained in Harm-Reduction
and Trauma-Informed Care principles to meet the participant where they are at in a whole-
person manner. Cultural responsivity is a core axiom of the care provided by the team as the
Wellness Center program was designed with Culturally and Linguistically Appropriate Services
(CLAS) standards in mind.

1. Language Capacity

At the Fremont Wellness Center, we provide services in Spanish, Cantonese, Vietnamese
and Farsi.

Iv. FY 2019/20 Challenges

The success of social service interventions is often determined by the quality of the client-
provider relationship. Thus, building strong relationships with our clients has always been a
priority at the Fremont Wellness Center. Prior to the shelter-in-place order, we relied heavily on
face-to-face interactions between staff and clients to strengthen client engagement. Since our
clients can no longer utilize the interior of the Fremont Wellness Center, a place they often
came to socialize with one another and staff, some clients visit the center less frequently, or
have reduced the time they spend at our property. We continue to make efforts to combat this
barrier by actively engaging clients each time they visit, checking in on their housing and
employment status, as well as their mental health conditions. Additionally, if we don’t see a

client for a week or so, our staff calls them to reconnect and offer any supports they may still
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need. The Wellness Center has virtual support capacity as well and continues to reach out to our
community members.

Is Anyone Better Off?

V. Impact: Every time a client comes to the Fremont Wellness Center, our staff have the
opportunity to engage them in services that can help them out of homelessness, such as
employment services, housing assistance, or mental health supports. For our clients, these
services and the relationships they develop with our staff provide steps towards greater
economic stability and improved mental health—both of which are necessary to achieve
sustained independence. Additionally, improving our clients’ financial and housing
outcomes benefit the community as a whole; as homelessness is reduced, public safety
increases, crime decreases, and the community’s overall sanitation improves.

Case Study: ScGa is a Hispanic female in her late 30’s who started coming to the Fremont
Wellness Center about 2 years ago. Her and her 18-year old daughter fled an abusive living
situation and came to Fremont in search of safety. They were living out of their car and ScGa
had recently had stroke that had left her wheel-chair bound. As part of her physical
recovery, she started attending the Creative Writing group and the Coping Skills group to
address her symptoms of PTSD. After staff at the wellness center assisted with completing
an assessment with ACCESS, she was connected to a case manager who placed her with a
therapist she was comfortable with. The Housing Coordinator at the Wellness Center
completed a Coordinated Entry Assessment and developed a housing search plan with her.
Her daughter enrolled in the Supported Employment program and with the support of our
Employment Coordinator was able to complete her GED and was placed at a retail job she
loved. After months of waiting on a housing voucher, she found a landlord with the help of
the Housing Coordinator who was willing to give her a chance and accepted her housing
voucher. ScGa has been stably housed and is now attending her court mandated Domestic
Violence classes via Zoom.

VL. Additional Information

In the months of April- June the Fremont Wellness Center provided 80 meals a day, 5,200
meals served this quarter. 650 showered this quarters, with hygiene kits included to
increase safety and reduce spread. Services provided included; carry out meals (breakfast,
lunch and dinner), hygiene kits, shower services, food pantry, clean clothing and shoes,
linkage to housing resources, CEA assessments, and education regarding COVID-19
(including masks). This quarter the Fremont Wellness Center had 204 new unduplicated
sign ins. The Wellness Center hosted a testing event in partnership with the Fremont Fire
Department, in which 20 of our most vulnerable partners were tested for COVID-19. It took
a team effort to encourage participants to get tested and the team did an amazing job
providing education and monitoring the event.
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VII.

VIII.

FY 2020/21 Projections of Clients

We project that the number of clients served this year will increase due to reduced services
provided by partnering agencies and the increase of families seeking services. We believe it
will increase to 1,700.

FY 2020/21 Program or Services Changes

The changes that we expect will be coordinated closely with the CDC and county Public

Health Department to observe Shelter in Place restrictions and regulations set to mitigate
Covid-19 spread amidst the pandemic. We will adjust according to those changes.

177




COMMUNITY SERVICES & SUPPORTS (CSS) PROGRAM SUMMARIES

OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 18
PROVIDER NAME: Bay Area Community Services (BACS)
PROGRAM NAME: Wellness Centers (Valley)

Program Description: Wellness Centers provide a welcoming entry point for outpatient services for
individuals who are unserved or underserved by the mental health system. They provide step-down
service for individuals transitioning from ACBH specialty mental health services in an environment of
inclusion and acceptance in facilities that are commonly managed and staffed by consumers who provide
or arrange for peer support. Wellness Centers are contracted providers who perform outreach and
engagement; offer outpatient services such as mental health services, case management/brokerage, crisis
intervention, medication support/dispensing; provide peer support and wellness services; and Tenant
Support Services (TSP) for those with housing insecurity. Wellness Center personnel are trained in Harm-
Reduction and Trauma-Informed Care principles to meet the participant where they are at in a whole-
person manner. Cultural responsivity is a core axiom of the care provided by the team as the program was
designed with Culturally and Linguistically Appropriate Services (CLAS) standards in mind

Target Population: Wellness Centers provide services to some TAY and Adults (ages 18+) who identify as
being behavioral health consumers in programs funded through ACBH. They make it a priority to serve
behavioral health consumers who: Have histories or current conditions of psychiatric disabilities; are
identified or labeled as having severe mental illness (SMI) or severe mental stress; have experienced (or
are at risk of experiencing) repeated psychiatric hospitalizations, treatment placements, or episodes of
incarceration in the criminal justice system; are experiencing housing insecurity; and those who are
experiencing problems with alcohol and/or other drug abuse.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 342 unduplicated clients for 19/20

How Well Did We Do?

Valley Wellness Center (VWC) continues to provide an abundance of services that take each individual’s
need into perspective, and assist according to that need. Linkage to greater services in the area are a prime
example of the level of commitment to mental health and stability, that the center imbues. The staff at the
center is well versed in the services that we provide as well as what is available in the general Tri-Valley
area.

Many people now call for services or come to the door for a range of services including just needing to talk
about life, needing basic hygiene products, and a connection to housing/mental health/and case
management services.

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: Valley utilizes psychoeducational materials, as well as conducting
clinical groups which address stigma and other mental health challenges. Valley staff have been
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well-trained in harm reduction, cultural responsiveness, and crisis intervention, and utilize an
empathetic approach to all of the clients who seek services here. The staff at Valley understand
that stigma plays a big part in the lives of people who seek services here. Knowing that stigma is a
great barrier to seeking services, staff and peers alike have knowledge to help people overcome
some of the stigma by nonjudgmental attitudes and demeanor. The wellness center operates with
a wraparound lens to the work where drawing in natural supports and stakeholders in an
individual’s wellbeing are essential to the care.

b. Create a welcoming environment: Valley has a wealth of peers who greet newcomers as well as
familiar people. Valley embraces a resilience and non-judgmental approach and emphasis that in
groups and everyday interactions. Valley’s peers have been a big part of the success of the center,
and have been assisting individuals by running meditation groups and check-ins. Valley listens to
the participants and works with them to create groups that work for them as well as helping to
create the welcoming environment for all who enter the facility. Valley Wellness Center are
trained in Harm-Reduction, Trauma-Informed Care, and cultural responsivity in line with national
CLAS standards.

lll. Language Capacity for this program: At the present Valley’s employees are English speaking, but have
utilized the language line when there is a language barrier, which occasionally happens.

IV. FY19/20 Challenges: Challenges have been noted in the area of growth for the center. Valley staff
routinely outreach to other organizations and have had success with new clients through this means.
Covid-19 also presented challenges, but Valley maintains the standard of supplying resources to those in
need. The center maintains a check-in with many of the participants by phone and social distance at the
door of Valley Wellness. The community that frequents Valley Wellness Center is the greatest asset of the
center, so we try to maintain a level of involvement with those members in the time of Covid-19.

Is Anyone Better Off?

Many of our clients have benefitted greatly during the 19/20 year. Valley Wellness Center embodies a
helpful, humanitarian demeanor, and are redily available to assist in whatever is needed. Valley staff, a
small part of the bigger Bay Area Community Services (BACS), often have to refer out. If BACS is not able
to assist then we help them call 211 for referals. We have one client who was referred to John George
Psychiatric Hospital for services. The client spent 2 months there. Valley staff provided transitional
services to the individual upon release, helping them to maintain housing, recover missing documents,
and now assists the new case manager from another organization to ensure the client does not go back
into the hospital unless absolutely necessary.

VI. FY 19/20 Additional Information:

Valley Wellness Center plays an important role in the Tri-Valley, as the region is fairly isolated from
services that are provided in the cities of Alameda County. Many of the clients that VWC serves are those
who are from this region and do not want to go to Oakland or Hayward, they want to remain here. That
being said, housing and other immediate services are very limited. VWC helps clients cope with the
absence, or slowness of such services, by meeting their daily needs. Staff hand out hygiene kits, snacks,
sometimes clothing like socks and in the winter jackets and gloves. We empathize with our participants
and do what we can to help someone.
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VII. FY 20/21 Projections of Clients to be Served: VWC projects that we will have at least the same amount of
people through the door, but with Covid-19, Shelter in Place (SIP), and other hardships that people are facing
during these times, it is easy to see that we may experience a rise in clients for the year. The virus has taken a toll
on the mental health and wellness of the citizens of this country, so an increase in mental health services will be
needed. Anticipated 500+ unduplicated to be served in 20/21.

VIII. FY 20/21 Program or Service Changes: We do not anticipate any changes to what we are currently providing
during the SIP pandemic. We will maintain what we are currently doing until the state and county change their
recommendations for Shelter In Place protocol.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 18
PROVIDER NAME: Bay Area Community Services (BACS)
PROGRAM NAME: Wellness Centers (TownHouse)

Program Description: Wellness Centers provide a welcoming entry point for outpatient services for
individuals who are unserved or underserved by the mental health system. They provide step-down
service for individuals transitioning from ACBH specialty mental health services in an environment of
inclusion and acceptance in facilities that are commonly managed and staffed by consumers who provide
or arrange for peer support. Wellness Centers are contracted providers who perform outreach and
engagement; offer outpatient services such as mental health services, case management/brokerage, crisis
intervention, medication support/dispensing; provide peer support and wellness services; and Tenant
Support Services (TSP) for those with housing insecurity. Wellness Center personnel are trained in Harm-
Reduction and Trauma-Informed Care principles to meet the participant where they are at in a whole-
person manner. Cultural responsivity is a core axiom of the care provided by the team as the program was
designed with Culturally and Linguistically Appropriate Services (CLAS) standards in mind

Target Population: Wellness Centers provide services to some TAY and Adults (ages 18+) who identify as
being behavioral health consumers in programs funded through ACBH. They make it a priority to serve
behavioral health consumers who: Have histories or current conditions of psychiatric disabilities; are
identified or labeled as having severe mental illness (SMI) or severe mental stress; have experienced (or
are at risk of experiencing) repeated psychiatric hospitalizations, treatment placements, or episodes of
incarceration in the criminal justice system; are experiencing housing insecurity; and those who are
experiencing problems with alcohol and/or other drug abuse.

How Much Did We Do?

1. FY 19/20

a. Number of clients served: 4,891

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma:

The Wellness Center whole goal is to create a welcoming, therapeutic, trauma informed space where
individuals can grow and get the resources they need in order to heal and survive. The Wellness Center
offers mental health resources so clients can learn how to deal with their trauma and learn how to
function in everyday life. The Wellness Center reduces mental health stigma by bringing together a
population of individuals that have similar experiences, so they can grow and heal together. The Wellness
Center also provides programs and case management services where trained staff can coach and guide
partners to function with their mental health diagnosis and cope with their trauma. The Wellness Center
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also offers therapeutic and psychiatric services in order to reduce mental health symptoms and provide
skills and resources for our clients to thrive with their diagnosis.

b. Create a welcoming environment:

Towne House Wellness Center provides a warm and welcoming environment for individuals to feel safe
and be able to grow and learn in a peer managed socially inclusive space. The Wellness Centers model
encourages the clients to be involved in everyday tasks which creates pride and helps staff form a strong
connection with the clients. The Wellness Center is a partner lead facility, meaning that our clients help
with everyday tasks that contribute into the functioning of the center. These tasks are meant to help
clients learn life skills that enable them to be successful in everyday functioning. The Wellness Center
helps clients build an individualized wellness plan, so clients can cope with the diversity and struggles that
they are going through. The Wellness Center is a place opened for all individuals no matter economic,
housing, or mental health status and urges partners to participate in daily activities that promotes a
healthy lifestyle and reduces anxiety. When the pandemic hit the Wellness Centers structure had to make
drastic changes in order to follow CDC guidelines and make sure our staff/partners remain safe. The
Wellness Center had to modify the services that are provided and unfortunately limit client interaction at
the center. However, the center is still open and is providing resources, psychiatric services, case
management services, food/hygiene kits and housing referrals. Many partners depend on the Wellness
Center during the pandemic to receive food, psychiatric services and interact with our staff to decrease
mental health symptoms. Wellness Center staff are trained in Non-violent crisis de-escalation techniques
as well as Harm Reduction and Trauma-Informed Care. The program’s orientation is rooted fundamentally
and to compliance for the Culturally Linguistic Appropriate Languages (CLAS) Standards.

Ill. Language Capacity for this program:

Our agency uses language assistance services that are free of charge for our clients to access. They can
translate in any language, so we can best assist our clients. BACS employs personnel who work out of the
Wellness Center who can speak Spanish, Cantonese and Mandarin fluently with partners who speak those
languages.

IV. FY19/20 Challenges:

The biggest challenges and barriers for program implementation has been connecting with our partners
during the pandemic and shelter in place orders. Many of our partners depend on the structure and daily
activities that the Wellness Center provide to reduce their mental health symptoms and receive mental
health resources. Since the pandemic hit it has been extremely hard to get in contact with the partners
that utilized the wellness center every day. Even though we are still offering resources and
psychiatric/therapeutic services, it is still challenging to connect with clients when they are not able to
come into the wellness center and participate in daily activities and access the center. At Towne House
have engaged partners outside the building observing physical distancing practices to mitigate risks of
Covid-19 transmission. The Wellness Center has deployed some telehealth services as well, including
psychiatry.
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Is Anyone Better Off?

V. FY 19/20 Client Impact:

The Wellness Center provides a place where partners and their family members can come and receive
psychiatric/therapeutic services, case management services and local resources. The wellness center has a
prescriber on site that provides psychiatric services to many of our programs, per alameda contact. Also,
per our alameda contract under peer support and wellness services: Towne House Wellness Center tracks
the engagement and peer support.

Case study: A mother came to the center in tears and was saying she had been searching for her son for
the last couple months. Her son who has been on the streets for years, struggles with homelessness and
has severe mental health issues. She said she had not been able to find him and was extremely worried
about him. The mother entered the Wellness Center to take a second to process her emotions. While she
was inside, her son was utilizing the Wellness Center services. The staff at the center was able to host a
family unification and connect the son to mental health resources and housing. This partner was
reconnected with their service team - in which they helped him receive his SSI. From there he was
connected to Intensive Case Management program (a program within Bay Area Community Services) for
long term support. He receives weekly case management services and ICM was able to house him in
transitional housing. His mother had said that “if it wasn’t for the wellness center, she truly believes her
son would be dead and that the wellness center has truly changed his life”. The partner still comes to the
wellness center daily to receive resources and check in with his case manager.

VI. FY 19/20 Additional Information:

During the pandemic our partners are relying on the Wellness Center more than ever. Some clients are
coming everyday to get food resources and hygeine resources. Along with meeting with case management
services and psychatric services. One partner said “ if it wasnt for coming to the wellness center everyday,
i wouldnt talk to anyone the whole day”. Alot of clients come to Towne House for social interaction (at a
safe distance), which helps decrease their mental health symptoms.

VII. FY 20/21 Projections of Clients to be Served:

With the shelter in place orders and the pandemic happening it is very hard to project how many clients the
center will be serving. However, the Wellness Center has adjusted the services that are provided and are still
providing psychiatric, therapeutic, case management and housing services on the daily bases.

VIIL. FY 20/21 Program or Service Changes:

Bay Area Community Services is changing the structure and dynamics at the wellness center which include
combining the wellness center services with our Housing resource center. As an agency there is a disconnect
between mental health services and housing services. One of the biggest services we are missing at the Wellness
Center is to connect our partners to housing resources. Bay Area Community Services strongly believes in the
housing first model and by combining the Wellness Center and our housing resource center together the partners
that are served will be able to receive all the resources under one program.
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OUTREACH/ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 19

PROVIDER NAME: Hiawatha Harris, M.D., Inc./Pathways to Wellness Medication Clinic
PROGRAM NAME: Medication Support Services

Program Description: Pathways to Wellness provides the following clinic-based services determined by
the client’s acuity of needs. Our staffing consists of Psychiatrist, Psychiatric Nurse Practitioners, Clinical
Pharmacists, RNs, Licensed Therapists and Case Managers. Our services promote the successful transition
of patients from our services to primary care through the following modalities: 1. Medication Support
Services including an initial assessment and annual assessments; 2. Providing medication management
through the issuance of medication prescription(s) for the most accurate medication therapy for the
client; 3. Administration of injectable medication(s,) when applicable; 4. Evaluation and monitoring
including consultations with physicians, clients, and family members as authorized by the client. Face-to-
face evaluation and monitoring for possible drug interactions, contraindications, adverse effects,
therapeutic alternatives, allergies, polypharmacy, side-effects, dietary conflicts or any other medication
related issues; 5. Mental Health Services including assessment, collateral, plan development, individual
rehabilitation, brief individual therapy, group therapy, case management, brokerage, and crisis
intervention services, and 6. Outreach efforts made in the field by a psychiatric nurse specifically in North
County to meet client needs.

Target Population: Pathways to Wellness provides services to adults (18-59 years old) who have moderate
to severe mental health impairments resulting in at least one significant impairment in an important area
of life functioning. All clients must meet the ACBHS specialty mental health criteria for moderate to severe
with impairments in an important area of life functioning. All clients are referred by Alameda County
Acute Crisis Care and Evaluations for System-Wide Services (ACCESS). Services are provided in North
County, South County, and East County, located in Oakland, Union City, and Pleasanton, California.

How Much Did We Do?
I. FY 19/20
Number of clients served: 2,685

How Well Did We Do?

Il. Please describe ways the program strives to:

Reduce mental health stigma: We reduce MH stigma by hiring staff that are diverse, are culturally
competent, and who understand, embody, and implement the standards of the MHSA model of
care. This includes a commitment to reduce mental health stigma through utilizing client centered
assessment, strength-based services, trauma informed care, and culturally competent training
within the psychiatric and social-behavioral frameworks of mental health care.

Client Centered Assessment: is an ongoing service activity of gathering and analyzing information
about the client, from multiple sources to help identify behaviors serve in the client’s
environment. Assessment includes, but is not limited to, one or more of the following: mental
status determination, analysis of the client’s clinical history; gathering relevant cultural issues,
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analysis of behaviors and interpersonal skills, a review of family dynamics and diagnosis.
Assessments view the client from a comprehensive social cultural lens keeping in mind the daily
stressors a client may go through specifically if they are from an underserved population. Utilizing
a social justice perspective of how race, class, culture, sexual orientation, and gender identity
impact a person’s expression of symptom and we ensure that clients are diagnosed correctly. We
account for the impact of how these qualifiers can drive diagnosis including African Americans
being disproportionally diagnosed with schizophrenia and other psychotic disorders when they
actually have a trauma disorder. We at Pathways to Wellness differentiate between cultural and
functional paranoia in symptoms and encourage an accurate portrayal of client symptoms. By
focusing on what the client is experiencing in the world as who they are, we can differentiate
between what is the client’s symptom and what is the malady of systemic racism. This way, we
can treat the person and not the illness of the institution.

Trauma Informed Care: In alignment with the MHSA standards of treatment and care, Pathways
to Wellness utilizes trauma informed care which includes program participant empowerment and
choice, collaboration among service providers and systems, ensuring physical and emotional
safety and trustworthiness for program participants. When a client has been exposed to abuse,
neglect, discrimination, violence and adverse experiences, they are at risk for health-related issues
especially mental health complications. By acknowledging the client’s life experiences, our
providers improve patient engagement, treatment adherence, medication management, and
potential mental health recovery.

Strength Based Model: Our Strengths Based Model uses a set of values and philosophy of practice
that encourages clients to become experts in their own mental health recovery. This includes the
potential to recover from adversity through mutually identified strengths, community resources
and other opportunities. Program staff and providers assist clients in assessing their strengths,
establishing meaningful goals, and developing a recovery plan. Pathways to Wellness encourages
program clients to recover from mental health and reclaim their lives. We focus on client
strengths rather than deficits in order to increase self-worth and enhance the potential for mental
health recovery. We encourage the participant to be an expert of their own recovery. We
encourage a collective treatment approach as primary and essential while working together as
copartners.

We provide ongoing culturally responsive trainings for our staff and our communities at large in
order to better engage and serve African American consumers which represents the largest client
population at Pathways. These trainings are provided to both our staff and to our community. We
train providers about the complexity of trauma within the African American population and how
to best serve their psychiatric and biopsychosocial needs.

Create a welcoming environment: Our welcoming environment includes providing a client driven
comprehensive community-based specialty mental health services. We remodeled all of our clinic
waiting rooms, laid new carpet and painted. This increased both client and staff fulfillment. We
support adults ages 18 years and older living with a serious mental illness, at risk of or
experiencing homelessness, who may also have a co-occurring substance use disorder, and/or
who may be engaged in the criminal justice system. Our services implement a phased approach
with the provision of intensive services during the early phase of treatment. When applicable, we
see clients frequently within their first 90 days in order to ensure they are out of crisis and
stabilized on their medications, and have community resources. Our waiting rooms are set up so
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that clients may experience a welcome home environment with decaf coffee and water provided
daily, special food luncheons once a month, clothing and food drives, as well as our yearly mental
health picnic for clients, and our consumer council that encourages participation from consumers.
Clients are provided with art supplies while they wait for their appointments and are met with our
engagement team to ensure they have their needs met and are welcomed.

lll. Language Capacity for this program:
Multiple providers speak different languages including: Farsi, Spanish, Tagalog,
When clients have language needs, we utilize a language line to provide services for any language
spoken and including ASL.

IV. FY19/20 Challenges:
We have seen a significant increase in acuity levels of clients being referred to our clinics from
ACCESS. This fiscal year some did not meet medical necessity for this level of care and often
needed a Level 1 program vs. the level 3 program that we provide. Clients who were without
housing or telephone numbers made it extremely challenging this year to serve as the numbers
who are homeless in our county increased considerably.

In early March 2020, a national emergency was declared due to COVID-19. The COVID-19
pandemic impacted local businesses, public transportation, and mental health services across the
County, State, and Country. This significantly impacted our clients both in terms of access to
mental health services and created a high risk for illness and death. Specifically, the CDC reports
that people of color (which are our most seen client population) are at an increased risk for
serious illness if they contract COVID-19 due to higher rates of underlying health conditions, such
as diabetes, asthma, and hypertension. They are also more likely to live in housing situations, such
as multigenerational families or low-income and public housing that make it difficult to social
distance or self-isolate; and use public transportation that puts them at risk for exposure to
CoVID-19.

Pathways to Wellness put an immediate plan of action together to ensure client safety so that
there is a continuity of care. We shifted our entire face-to-face model to a telemedicine model
that serves client via telephone in order to maintain appropriate social distancing and protect our
clients from additional risk when receiving mental health care.

In addition to changing the format of how clients are served, we have also adjusted our treatment
goals with clients. Clients who struggle with social skills and isolation, we are encouraging them to
distance physical socialization. We now encourage clients to engage social and community events
with significant caution with preference being online. The isolation that clients regularly
encountered has become heightened producing more stress, greater symptoms, and
hopelessness. This is increased when lack of resources are present and or when family members
are becoming ill and or die due to COVID-19.

V. FY 19/20 Client Impact:
During the year of 2019-2020, we impacted clients through serving them throughout the entire
year at rates higher than previous years even during a pandemic. Our tireless dedication to the
well-being of clients even when they are impacted by a serious health disorder, has proven
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successful. This is evidenced by the rates of no shows and timeliness with appointments due to
telemedicine outreach. We have been able to accommodate all referrals with appointments
within 7 days or under who are discharged from the hospital. This year our referral to admission
time has improved due to hiring an Intake physician.

VI. FY 19/20 Additional Information:
We were able to improve the amount of services provided by creating organization related to
telemedicine. As a result, we were able to encourage on time services with a much lower no show
rate. We also transitioned fully onto an electronic medical records system which reduces wait
times when sharing a client’s chart between providers and staff. We also still continue to
struggle with discharging high volumes of clients to lower level of care due to the inability
for PCPs to take our clients.

VII. FY 20/21 Projections of Clients to be Served: 2,800

VIII. FY 20/21 Program or Service Changes:
Currently, we are providing ongoing telemedicine services, we implemented an intake assessment
form which provides more clinical and health information for the provider prior to the
commencement of the initial assessment.
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OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 20
PROVIDER NAME: Alameda County Vocational Services
PROGRAM NAME: Alameda County Vocational Program - Individual Placement and Support (IPS)

Program Description: Vocational Services is a division of the Adult System of Care for Alameda County
Behavioral Health (ACBH). The Vocational Services Division is comprised of three units: A specialized, IPS
supported employment direct service unit (Alameda County Vocational Program “ACVP”), an IPS training
and technical assistance team, and operational and contractual oversight for the CalWORKs Mental
Health and IPS programs (Funded by CA Dept. of Social Services, in joint partnership with Alameda
County Social Services Agency). The IPS Supported Employment model is seen as a treatment
intervention.

ACVP direct service staff are imbedded in ten county operated and four community based specialty
mental health programs (the TRUST Clinic, Asian Health Services, La Clinica and La Familia). The IPS
training and technical assistance staff oversee IPS services in nine different contracted Community

Based Organizations which use the evidence-based supported employment practice IPS.

Our service approach to supported employment is to partner with consumers and engage them around
their unique interests and needs in finding a job, meet them in their community to identify employers,
apply for jobs and assist with retention, while continuing to collaborate with their clinical team and
significant others to aid in their success.

After a consumer is working, providers continue to support the individual until the job is secure and they
are satisfied with the job match. If they want a different job or lose the one secured, we keep looking
for jobs to help find a better fit. There is a "zero exclusion" approach to recruiting consumers for
services, which means that as long as they are motivated to work and have expressed interest, they will
be engaged despite any presenting barrier.

The IPS Supported Employment model follows these core practice principles:

1. Focus on Competitive Employment: Agencies providing IPS services are committed to competitive
employment as an attainable goal for people with behavioral health conditions seeking employment.
Mainstream education and specialized training may enhance career paths.

2. Eligibility Based on Client Choice: People are not excluded on the basis of readiness, diagnoses,
symptoms, substance use history, psychiatric hospitalizations, homelessness, level of disability, or legal
system involvement.

3. Integration of Rehabilitation and Mental Health Services: IPS programs are closely integrated with
mental health treatment teams.

4. Attention to Worker Preferences: Services are based on each person’s preferences and choices, rather
than providers’ judgments.

5. Personalized Benefits Counseling: Employment specialists help people obtain personalized,
understandable, and accurate information about their Social Security, Medicaid, and other government
entitlements.




PREVENTION & EARLY INTERVENTION (PEI) PROGRAM SUMMARIEEOMMUNITY SERVICES & SUPPORTS (CSS) PROGRAM SUMMARIES

6. Rapid Job Search: IPS programs use a rapid job search approach to help job seekers obtain jobs
directly, rather than providing lengthy pre-employment assessment, training, and counseling. If further
education is part of their plan, IPS specialists assist in these activities as needed.

7. Systematic Job Development: Employment specialists systematically visit employers, who are selected
based on job seeker preferences, to learn about their business needs and hiring preferences.

8. Time-Unlimited and Individualized Support: Job supports are individualized and continue for as long
as each worker wants and needs the support.

Target Population: Youth (16-17 years old), Transitional Age Youth (TAY- 18-24 years old), Adults (18-
59 years old) and Older Adults (60+ years old) with moderate to severe mental health conditions in
finding and keeping competitive work using the Evidence Based Practice of Individual Place and Support-
Supported Employment. IPS services span across Alameda County: north-county, mid-county, Tri-Valley,
and Tri-City locations.

I. FY 2019-20 Outcomes:
a. Number of unique consumers/clients served: 259
b. FY 19-20 Impact: ACVP is reviewed annually based on the 25 standard Fidelity Review by
external reviewers and has sustained a “Good” level of fidelity.
(115 - 125 = Exemplary Fidelity, 100 -114 = Good Fidelity, 74 - 99 = Fair Fidelity,
73 and below = Not IPS).

ACVP has a 28% job placement rate for the fiscal year. Competitive employment rate
percentage is the number of clients in the IPS program who worked a competitive job in the
community (n=73) divided by the total number of people in the IPS program (n=259).
Benchmarks set by the Westat IPS Collaborative include 30% fair standard, 40% good standard,
and 50% exemplary standard.

ACVP helped consumers start 73 new jobs during the FY 19-20 as well as maintain 42 positions
with existing employers, for a total of 127 jobs (see list of employers and positions in appendix).

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: The majority of individuals (~65% according to NAMI studies)
with serious mental illness receiving specialty mental health services express a desire to work,
yet within the AACBH systems of care, fewer than 3% of people with serious mental illness have
access to evidenced-based IPS employment services. The employment rate of specialty mental
health consumers in California is estimated to be only 10% (SAMHSA 2015). In other words,
90% of consumers are unemployed (as compared to only 3% of the general regional population
pre COVID-19 Shelter-in-Place Directives). To compound matters, an even smaller fraction of
employed consumers are actually working full-time. Facts such as these only reinforce the
widespread stigma that mental health consumers are “too sick,” “too unreliable/unpredictable,”
or “too dangerous” to work.

Because of employment related stigma, consumers are typically steered toward volunteer
positions or sheltered work where they are paid a fraction of minimum wage while performing
trivial assignments/tasks. They are generally isolated from the rest of the workforce, further
worsening their experience of stigma.
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The ACBH IPS programs help consumers enhance their lives by supporting people fulfill a
universal human need of having purpose. Like anyone else, work helps boost consumers’ self-
esteem and provides an opportunity to be active in the workforce, and to be contributing
societal members. At work, consumers have an opportunity to develop meaningful
relationships with co-workers and to engage with the public. Through work, consumers are able
to dispel the fear, uncertainty and doubt that can be directed toward them. Employment
Specialists help reduce stigma as well, by introducing employers to qualified employees who can
contribute to their businesses in many ways. Consumer job seekers and employees, along with
IPS workers are ambassadors of mental health. They help reduce stigma in workplace settings
every day.

b. Create a welcoming environment: ACBH Vocational Services strives to create a welcoming
environment and promote the idea that work supports recovery. For example, over 100 mental
health consumers, workers and natural supports came together to celebrate employment
successes of IPS Program participants throughout the ACBH system during the Annual IPS
Participant Celebration event. This annual event highlights people’s achievement and progress
toward their employment goals, and also acts to inspire others to consider obtaining and
maintaining competitive/mainstream employment as part of their wellness. Consumer Back-to-
Work testimonials, a BBQ buffet lunch, raffle prizes, and inspiration stations were all a part of
the event.

In the everyday work, Vocational Services workers embrace the philosophy of figuratively and
literally “meeting people where they are.” That is, workers understand the importance of
building relationships with consumers through understanding their values, lens through which
they view the world, their unique style and personality, needs, emotions, dreams for a better
future, and connecting in a way that is effective for them. Vocational Services workers do this
by listening, observing, affirming, and asking questions at the right time. To reduce logistical
barriers and ensure consumers feel safe and secure, workers meet with people in community
settings largely determined by consumer preference.

lll. Language Capacity for this program: ACBH Vocational Services has on staff direct service providers
who are native speakers of Spanish, Korean and Tagalog. Services are provided to consumers regardless
of language capacity (incl. sign language services for people who are deaf or hard of hearing), and make
use of the available “Language Line” interpretation or sign language interpretation services as necessary.

IV. FY 2019-20 Additional Information: None

V. FY 2019-20 Challenges: The biggest challenge in this fiscal year has been the impact of COVID-19 on
our service delivery model. Staff have had to adjust to virtual tele-health platforms in order to provide
consumers with direct services, and also to engage with employers who are able to operate under the
regional Shelter-in-Place Directives. Many consumers have indicated they want to put their job
placements on hold to avoid infection, yet still want to talk with employment staff to stay motivated
towards work or educational goals. Another ongoing challenge has been to fill vacant staff and
supervisory positions. Staff have retired and promoted to better jobs faster than the civil service human
resource department can keep up. Atthe end of FY 19-20, 4 out of 20 direct service positions were
vacant (20% unit vacancy rate).

VI. FY 2020-21 Proiections of Clients to be Served: 275
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VII. FY 2020-21 Program or Service Changes: Vocational Services has three divisions — a direct service,
county operated, unit (which serve the 14 ACBH programs), a technical and training unit which reviews
other community based programs using the IPS model, and the oversight of the CalWORKs Mental
Health Program — which recently contracted three providers ( Family Paths/CHAA, Bonita House and La
Familia/ Fremont FRC) to both treat barriers to employment and assist recipients to find work using IPS.
There are currently 9 CBO Agency contracts with 24 programs that include IPS services. Each agency is
reviewed annually using a defined fidelity scale and provided with technical assistance by Vocational
Services. The Vocational Program intends to embed an IPS Employment Specialist in the Substance Use
Disorder program, Schreiber Center’s Regional Center service team as well as in the Supported Housing

Program.

Appendix

List of Employers:

99 CENT STORES

ABM COMPUTERS
AEROPOSTALE CLOTHING
AMAX ENGINEERING
AMAZON

AMAZON WHOLE FOODS
AMC THEATRE

AMERICA MEDIA

AMERICAN PORTWELL
TECHNOLOGY

ANOTHER PLANET
ASHLEY FURNITURE
ASIAN DELIGHT
BACK 2 NATURE

BAY BRIDGE
COMMUNICATION DBA THE
LIGHT DIGITAL

BEST HOME CARE
BURGER KING
CARDENAS MARKETS
CARE IN TOUCH
CAROL FERREYERA
CVS

CENTER FOR SOCIAL
DYNAMICS

COLOR ME MINE
COSTCO

DD ESTABLISHMENT
DENNY'S

DHL

DOLLAR TREE
DOORDASH

DR. LIU ACUPUNCTURE
ELEPHANT BAR
E-RECYCLE

FOOD MAXX

FRENCH AMERICAN
INTERNATIONAL SCHOOL

GOOD DOG DAY CARE

GRAND AVENUE SHELL
STATION

H&M

HEALTHFLEX HOME HEALTH
SERVICES

HOBBY LOBBY
HOME DEPOT
HOMESTEAD SENIOR CARE

HOODLINE
HOP SKIP DRIVE

HYVE SOLUTIONS

ILLUMINA

IN HOME SUPPORT SERVICES
INSPER SYSTEMS

JUN HAUNG COMPANY
KRISPY CREME DONUTS

LA QUINTA HOTEL

LABOR FINDERS

LITTLE CEASARS PIZZA
LUCKYS

MCDONALD'S

MERCY HOUSING

MERRILL GARDENS
MICHAEL'S

MURPHY MCKAY &
ASSOCIATES

OAKLAND UNIFIED SCHOOL
DISTRICT

OIL CHANGERS
OLD NAVY
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PAPA SAN ROLLS AND
BOWLS

PARTY CITY

PEOPLE READY

PORT OF OAKLAND

PUP TOWN STAY AND PLAY

ROBERT HALF STAFFING
AGENCY

RUBIANO'S PIZZA

List of Positions include:

Activities Assistant
Afterschool Program Monitor
Animal Provider/Care Taker
Assembler Tester Technician
Associate

Auto Mechanic Trainee
Barista

Behavior Specialist

Care Giver

Cart Attendant

Cashier/ Customer Service
Associate

Clerical Specialist

Client Success Strategist
Computer Assembler
Computer Technician
Courtesy Clerk

Crew Member
Custodian

Dishwasher

Driver

COMMUNITY SERVICES & SUPPORTS (CSS) PROGRAM SUMMARIES

SAFEWAY
SALLY BEAUTY SUPPLY
SMART AND FINAL

SOUTHGATE ELEMENTARY
SCHOOL

SPROUTS
STARBUCKS COFFEE
SWEET TOMATOES

Escort Care Giver
Flagger

Floor Associate

Food Service Worker
Hostess

Housekeeper

In Home Support Worker
Independent Contractor
Janitor

Laborer

Legal Assistant

Loader

Lot Attendant
Merchandise Associate
Oil Change Technician

Packaging Warehouse
Worker

Parking Lot Attendant
Peer Educator
Produce Clerk

Product Demonstrator

T MAXX

U S POST OFFICE

UBER

U-HAUL

UPS

WALMART

YOUNG'S AUTOMOTIVE

Quality Control Tester
Technician

Receptionist

Receptionist/Marketing
Specialist

Registered Nurse
Relocation Technician
Retail Clerk

Sales Associate
Service Assistant
Service Specialist
Shopper

Sortation Associate
Teacher

Usher

USPS Mail Carrier
Utility Clerk
Warehouse Assistant
Warehouse Clerk
Warehouse Lead

Writer (Freelance)

192 MHSA ANNUAL PLAN UPDATE - Approved | FY 2021-2022 | SUBMIT COMMENTS ONLINE AT HTTPS://ACMHSA.ORG



PREVENTION & EARLY INTERVENTION (PEI) PROGRAM SUMMARIEEOMMUNITY SERVICES & SUPPORTS (CSS) PROGRAM SUMMARIES

OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 22
PROVIDER NAME: Bonita House
PROGRAM NAME: Planning Project to Develop African American Wellness focused hub

Program Description: Bonita House will contract with local expert consultants for a 12 month project to
provide planning services for the development and design of a multi- dimensional African American
Holistic Wellness Hub Complex.

Target Population: The Wellness Hub Complex will be focused on services and supports for the African
American community of all ages.

NOT YET OPERATIONAL, STILL IN PLANNING PHASE.

Additional Information: At this juncture, we are approaching the end of Phase Two Operationalization of
the African American Wellness HUB, which concludes on December 31, 2020.

The HUB's Scope of Work for Phase Two consist of five deliverables and an allocation amount totaling
$528,867. The team continues to make progress to met those deliverables. The Office of Ethnic Services
also continues to partner with the Alameda County Behavioral Health (ACBH) Building Facility Manager
and Alameda County General Services Agency (GSA) to identify an outside architectural team.

The GSA brought their proposal to the Alameda County Board of Supervisors this month for approval to
hire an architectural team to help fine-tune and validate the programmatic template submitted by the
HUB Team. The architectural team will support GSA to validate the programmatic template and get
realistic expectations of what our budget will allow. In other words, the architectural team will provide
more specificity around the square footage for each room, the scope of what this project has set as a goal,
initial fit testing of the program into an idealized space, and an initial conceptual cost estimate.

The next steps will be to set up a meeting with all parties, which includes GSA, ACBH Building Facility
manager, Office of Ethnic Services and the Wellness HUB Team to discuss the project short-term and long-
term goals.
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COMMUNITY SERVICES & SUPPORTS (CSS) PROGRAM SUMMARIES

OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 23
PROVIDER NAME: REFUGE
PROGRAM NAME: Crisis Residential Services

Program Description: REFUGE offers a 24-Hour facility for TAY consumers in crisis. A supervised residential
facility for mental health treatment program that includes full-day social rehabilitation services for TAY
who need additional support as they step down from a restrictive setting into the community. REFUGE has
13 beds and offers residential treatment up to 6 months.

Target Population: REFUGE serves TAY consumers between 18 years of age and 25th birthday who are
living in Alameda County (including those who are homeless or at risk for becoming homeless); are
enrolled in Health Program Alameda County (HealthPAC County) or Full-Scope Medi-Cal eligible; who meet
medical and service necessity criteria for specialty mental health services; require a transitional period of
adjustment after a psychotic episode, and/or stepping down from hospitalization/restrictive setting before
returning to the community; are ambulatory and free of communicable diseases; are able to participate in
4+ hours of group programming daily; who have the ability to pay for room and board (program can
support client in obtaining benefits); and have been authorized for services by ACBH.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 23

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: Refuge aims to reduce mental health stigma by providing
education around each individual mental illness, normalizing their experience through peer to
peer interactions and staff support, and providing ways to better manage symptoms of mental
illness.

b. Create a welcoming environment: We come from a home setting that is used as a platform for
the “family” environment. Thus, allowing the participants to make relationships that they can
take with them for the rest of their lives.

lll. Language Capacity for this program: English

IV. FY19/20 Challenges: We had difficulty with client participating in the day treatment portion of the
program. As a result, the entire program was revamped making it easier and more accessible to the age
group that we serve.
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Is Anyone Better Off?

V. FY 19/20 Client Impact: | believe all clients are better off whether the impact is experienced
immediately or later o down the line. Our goal is to teach practical information while dually planting
seeds so that they have the opportunity to grow in positive ways.

VI. FY 19/20 Additional Information: Clients take sometime to aclimate to the program we see more crisis
in the beginning of placement and then it tapers off they gain employment, schieve educational goals and
become medication compliant.

VII. FY 20/21 Projections of Clients to be Served: 30

VIII. FY 20/21 Program or Service Changes: As of October 1, 2020, we will change our model per state mandate to
a reevaluation of care every 7-21days.
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COMMUNITY SERVICES & SUPPORTS (CSS) PROGRAM SUMMARIES

OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 24
PROVIDER NAME: Alameda County Behavioral Health
PROGRAM NAME: Schreiber Center

Program Description: The Schreiber Center (http://www.acphd.org/schreiber-center.aspx) is a specialty
mental health clinic developed in collaboration with Alameda County Behavioral Health, the Regional
Center of the East Bay, and Alameda County Public Health Department. The center is dedicated to serving
the mental health care needs of adults with intellectual and developmental disabilities. The team of
professionals specializes in supporting clients with complex behavioral, emotional, and/or psychiatric
needs.

Target Population: The Schreiber Center serves the mental health care needs of adults (ages 18-59) and
older adults (60+) with intellectual and developmental disabilities. The Schreiber Center also serves
residents of Alameda County, ages 18 and up, who are clients of the Regional Center of the East Bay
(RCEB). Clients must also meet the specialty mental health criteria and have a covered behavioral health
care plan to be considered eligible for services.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 75

How Well Did We Do?

Il. Please describe ways that the program strives to:

a. Reduce mental health stigma: At Schreiber Center we are committed to normalizing mental health
concerns for our clients, their caregivers, and families. We use person-centered, strength-based
language to help eliminate potential negative labels that can often surround mental health diagnosis.
We make certain from intake to discharge, that our clients are able to seek our care and treatment
without fearing judgment. Schreiber clinicians offer our clients opportunities to practice discussing
their mental health conditions in an informed way. We offer supportive, relevant resources to our
client’s and their families and listen carefully to their fears and concerns. Schreiber’s client base is
culturally diverse. The MD and clinicians are dedicated to cultural competency which allows for
individualized and flexible responses to the varying culturally specific stigmas that can arise during the
course of treatment.

b. Create a welcoming environment: Schreiber staff understands that many times the life of people
with disabilities is difficult. We understand that society doesn’t always accommodates the complex
needs of our clients. We make sure consumers feel seen and are respected for their unique struggle.
Schreiber Center staff are dedicated to trying to accommodate the needs of our clients. Schreiber’s
front desk staff offer warmth and acceptance and regularly help coordinate rides and accessibility
issues for our clients. Our clinicians, clinic managers, and psychiatrist alike are consistently committed
to approaching each of our clients with a sense of warmth, empathy, and hope. Schreiber aims to

196 MHSA ANNUAL PLAN UPDATE - Approved | FY 2021-2022 | SUBMIT COMMENTS ONLINE AT HTTPS://ACMHSA.ORG




accommodate people, no matter what they are struggling with by welcoming them to our office’s
culture of acceptance. Our staff culture provides a solid safe platform for Schreiber clients to return to
week after week with confidence that they are welcome to receive help in a way that honors their
humanity and dignity.

lll. Language Capacity for this program: Schreiber Center utilizes translation services offered by ACBH. Due to
the precautions taken currently related to COVID-19, clients are receiving services telephonically, in which case
a translator is available by phone if needed. To date there are only English-speaking staff available to our
clients.

IV. FY 20/21 Challenges: Schreiber Center is impacted by COVID-19 in that clients are receiving telehealth. Also,
there remains high demand for mental health services offered by Schreiber Center, increased staff would mitigate
long wait lists for services.

Is Anyone Better Off?

V. FY 20/21 Client Impact: Schreiber Center’s clients reap individual benefits measured both anecdotally
as well as evidenced by improvements in measurable treatment results. Our clients who engage in our
mental health counseling are offered skills to help prevent future mental health distress and report
benefitting from our services. Schreiber clients report developing personal insight into their diagnosis
and often improve relational and life skills. Our interventions also increase feelings of hope.

VI. FY 20/21 Additional Information: As mentioned previousely in this report, Schreiber Center is
impacted by COVID-19 in that clients are receiving telehealth.

VII. FY 20/21 Projections of Clients to be Served: Due to the facts that Schreiber Center staff have been on leave
this fiscal year as well as providing services during the COVID-19 pandemic, the center will strive towards maintain
the clients severed to 75.

VIIl. FY 20/21 Program or Service Changes: There are no planned changes with the Schreiber Center for the next
fiscal year.
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COMMUNITY SERVICES & SUPPORTS (CSS) PROGRAM SUMMARIES

OUTREACH / ENGAGEMENT & SYSTEMS DEVELOPMENT (OESD) REPORT

OESD #: OESD 25
PROVIDER NAME: Fremont-PATH/Tri-City Health Care
PROGRAM NAME: Behavioral Health - Primary Care Integration Project

Program Description: Tri-City Health Care operates a Federally Qualified Health Center (FQHC) to provide
co-located services at the Oakland Adult Community Support Center (OCSC) operated by ACBH. The
project provides coordinated, integrated health care to adults with serious mental illness. The project is
called "Promoting Access to Health" (PATH) and has a Wellness Program to provide group health
education and encourage socialization.

Target Population: PATH services are offered to all adults (18-59) and older adults (60+) assigned to the
service team at the support center.

How Much Did We Do?

I. FY 19/20

a. Number of clients served: 99

How Well Did We Do?

Il. Please describe ways that the program strives to:

b. Reduce mental health stigma: The reduction of mental health stigma occurs naturally in our
setting. PATH patients do not need to be reminded of their mental health diagnosis or to even
address the fact at primary care visits as the provider has been informed of current status before
the patient even arrives. The nurse and care coordinator are available to help with scheduling
specialty referrals, which is standard for our patients, whereas at other clinics this service might
only be available to “qualifying” patients.

c. Create a welcoming environment: We have strived 