County of San Mateo

Inter-Departmental Correspondence

Department: HEALTH
File #: 24-437 Board Meeting Date: 6/11/2024

Special Notice / Hearing: None
Vote Required: Majority

To: Honorable Board of Supervisors

From: Louise F. Rogers, Chief, San Mateo County Health
Jei Africa, Director, Behavioral Health and Recovery Services

Subject: San Mateo County Mental Health Services Act Annual Update FY 2024-2025

RECOMMENDATION:

Adopt a resolution authorizing the approval and submission of the San Mateo County Mental Health
Services Act Annual Update for Fiscal Year 2024-2025 to the State Mental Health Services Oversight
and Accountability Commission and the Department of Health Care Services.

BACKGROUND:

In 2004, California voters passed Proposition 63, known as the Mental Health Services Act (MHSA),
which made additional state funds available to expand and transform behavioral health services.
Since 2006, MHSA resources and expenditures have been approved by this Board as part of the
larger County Health budget. State legislation requires that the MHSA Three-Year Program and
Expenditure Plan and subsequent Annual Updates be approved by the County’s Board of
Supervisors.

On September 12, 2023, this Board approved the MHSA Three-Year Program and Expenditure Plan
FY 2023-24 through FY 2025-26 and Annual Update FY 2023-24.

On April 3, 2024, the Behavioral Health Commission held a public hearing and voted to close a 30-

day public comment on the MHSA Annual Update FY 2024-25. Behavioral Health and Recovery
Services (BHRS) is now recommending approval of the Update by this Board of Supervisors.

DISCUSSION:

The MHSA Annual Update is intended to describe any changes to the programs and expenditures
plans to the MHSA Three-Year Plan, previously approved by this Board, and report on annual
program outcomes.
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The MHSA Three-Year Plan included several priority strategies and plans to spend down the
unanticipated revenue and one-time revenue increase due to delayed tax filings, as well as a
projected and unprecedented annual adjustment to the MHSA revenue. The Plan’s priorities and
strategies included addressing behavioral health workforce capacity; expanding access to services
for youth and the Chinese community; and strengthening the behavioral health crisis continuum of
care and increases to Full Service Partnerships (FSP), including the new Community Assistance,
Recovery and Empowerment Courts FSP and FSP housing resources. FSP programs are evidence-
based and incorporate a “whatever it takes” approach to supporting adults living with serious mental
illness and children and youth living with serious emotional disturbance, in achieving their individual
recovery goals and needs. A one-time spend plan included “big-ticket” items such as 1) housing
developments; 2) capital facilities purchases; 3) technology needs; and 4) system transformation
projects.

For this current MHSA Annual Update FY 2024-25, the strategies set forth in the MHSA Three-Year
Plan will continue as planned and includes proposed increases to the ongoing budget for the
sustainability of core BHRS services such as the Serenity House, which supports individuals
experiencing a behavioral health crisis, and the Bipolar Disorder Early Assessment and
Management, which supports youth and young adults in experiencing the onset of bipolar spectrum
or mood disorder with psychotic features.

The FY 2024-25 MHSA proposed budget can be found on Appendix 3 of this MHSA Annual Update.
The agreement and resolution have been reviewed and approved by County Counsel as to form.

A client is considered "maintained at the current or lower level of care" if, during the fiscal year, they
did not have a new admission to a higher level of care or had one or more new admissions to a
program with the same or lower level of care. One of the many BHRS programs funded by the MHSA
is its FSP program described above. It is anticipated that 75% of FSP clients shall be maintained at a
current or lower level of care.

PERFORMANCE MEASURE:

Measure FY 2023-24 Actual FY 2024-25 Estimated
Percentage of FSP clients 73% 297 of 409 clients*  [75% 335 of 446 clients*
maintained at a current or lower

level of care

*Based on data through 5/1/2024

EQUITY IMPACT:

MHSA funded programs and services positively impact marginalized communities, especially cultural,
racial, and ethnic communities struggling with severe mental health and substance use conditions.
These funded programs provide direct treatment and recovery supports (e.g., FSPs, Pathways
Program, California Clubhouse, Lived Experience Academy etc.), elevating the importance of
providing culturally responsive services. Such culturally responsive services include Cultural Humility
101 trainings for staff and contracted providers, Multi-Cultural Organizational Development, and
Trauma-Informed Systems. These offerings include prevention and early intervention programming
tailored to engaging marginalized cultural and racial communities (e.g., Pride Center, Carifio Project,
Health Ambassador Program, etc.). Marginalized communities are also engaged in the planning and
prioritizing of MHSA funding through the MHSA Three-Year Plan development. Over 400 community
members of diverse racial, ethnic, and cultural backgrounds (Asian Indian/South Asian 5%, Chinese
7%, Filipino 5%, Black/African American, 4% Hispanic/Latino 19%, Native Hawaiian or Pacific
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Islander 2%, White/Caucasian 43%) participated in planning via surveys, community input sessions,
key interviews, and a 30-day public comment process. A total of 642 stipends were provided to
clients and/or family members in FY 2022-23 through the ongoing participation in the MHSA Steering
Committee, the BHRS Office of Consumer and Family Affairs, and the BHRS Office of Diversity and
Equity programming including the Health Equity Initiatives.

FISCAL IMPACT:

BHRS estimates receiving $69,672,317 in MHSA funding, including interest, in FY 2023-24. BHRS
anticipates MHSA funding including interest for FY 2024-25, of $58,142,860. Funds that are not yet
allocated through our internal planning process or Request for Proposals to the community are held
in a Trust Account. This Account is also used to manage the fluctuations in funding that occur from
year to year, as well as to support maintenance of effort and cost increases for current programs.
There is no Net County Cost associated with this annual update.
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RESOLUTION NO. 080415

BOARD OF SUPERVISORS, COUNTY OF SAN MATEO, STATE OF CALIFORNIA

* % * * % *

RESOLUTION AUTHORIZING THE APPROVAL AND SUBMISSION OF THE SAN
MATEO COUNTY MENTAL HEALTH SERVICES ACT ANNUAL UPDATE FOR
FISCAL YEAR 2024-2025 TO THE STATE MENTAL HEALTH OVERSIGHT AND
ACCOUNTABILITY COMMISSION AND THE DEPARTMENT OF HEALTH CARE
SERVICES

RESOLVED, by the Board of Supervisors of the County of San Mateo, State of

California, that

WHEREAS, in 2004, California voters passed Proposition 63, known as the

Mental Health Services Act (MHSA); and

WHEREAS, State legislation requires counties to seek approval of their MHSA
Three-Year Program and Expenditure Plans and subsequent Annual Updates from their

Board of Supervisors; and

WHEREAS, Behavioral Health and Recovery Services has engaged in a public
comment process of at least 30 days and public hearing to review and comment on the

plans; and

WHEREAS, the Behavioral Health Commission has reviewed the public
comments and recommended approval of the MHSA Annual Update for Fiscal Year

(FY) 2024-25 to this Board.



NOW THEREFORE, IT IS HEREBY DETERMINED AND ORDERED that this
Board of Supervisors accepts the MHSA Annual Update FY 2024-25 and approves its
submission to the State Mental Health Oversight and Accountability Commission and

the Department of Health Care Services.

* % % * % *



RESOLUTION NUMBER: 080415

Regularly passed and adopted this 11" day of June, 2024

AYES and in favor of said resolution:

Supervisors: DAVE PINE

NOELIA CORZO

RAY MUELLER

WARREN SLOCUM

DAVID J. CANEPA

NOES and against said resolution:

Supervisors: NONE

President, Board of Supervisors
County of San Mateo
State of California

Certificate of Delivery

[ certify that a copy of the original resolution filed in the Olffice of the Clerk of the Board of
Supervisors of San Mateo County has been delivered to the President of the Board of Supervisors.

E

Assistant Clerk of the Board of Supervisors
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MHSA COUNTY COMPLIANCE

MHSA COUNTY COMPLIANCE CERTIFICATION

County/City: _ County of San Mateo L1 Three-Year Program and Expenditure Plan
W Annual Update

Local Mental Health Director Program Lead
Name: Jei Africa, PsyD, MSCP, CATC-V, FACHE Name: Doris Y. Estremera, MPH
Telephone Number: (650) 573-2748 Telephone Number: (650) 573-2889

E-mail: jafrica@smcgov.org E-mail:  destremera@smcgov.org

Local Mental Health Mailing Address:

San Mateo County, Behavioral Health and Recovery Services (BHRS)
2000 Alameda de las Pulgas, Ste. 235
San Mateo, CA 94403

| hereby certify that | am the official responsible for the administration of county/city mental health
services in and for said county/city and that the County/City has complied with all pertinent regulations
and guidelines, laws and statutes of the Mental Health Services Act in preparing and submitting this
Three-Year Program and Expenditure Plan or Annual Update, including stakeholder participation and
nonsupplantation requirements.

This Three-Year Program and Expenditure Plan or Annual Update has been developed with the
participation of stakeholders, in accordance with Welfare and Institutions Code Section 5848 and Title ©
of the California Code of Regulations section 3300, Community Planning Process. The draft Three-Year
Program and Expenditure Plan or Annual Update was circulated to representatives of stakeholder
interests and any interested party for 30 days for review and comment and a public hearing was held by
the local mental health board. All input has been considered with adjustments made, as appropriate.
The annual update and expenditure plan, attached hereto, was adopted by the County Board of
Supervisors on 6/11/2024

Mental Health Services Act funds are and will be used in compliance with VWelfare and Institutions Code
section 5891 and Title 9 of the California Code of Regulations section 3410, Non-Supplant.

All documents in the attached annual update are true and correct.

Jei Africa, BHRS Director Dr. Jei Africa G T03408 7158240700
Local Mental Health Director (PRINT) Signature Date

Three-Year Program and Expenditure Plan and Annual Update County/City Certification Final (07/26/2013)



MHSA COUNTY FISCAL ACCOUNTABILITY

MHSA COUNTY FISCAL ACCOUNTABILITY CERTIFICATION®

Courty/City: _County of San Mateo 1 Three-Year Program and Expenditure Plan
W Annual Update
L1 Annual Revenue and Expenditure Report

Local Mental Health Director County Auditor-Controller / City Financial Officer

Neme: Jei Africa, PsyD, MSCP, CATC-V, FACHE | Name: Juan Raigoza
Telephone Number: (650) 573-2748 Telephone Number: (650) 363-4777

E-mail: jafrica@smcgov.org E-mail:  controller@smcgov.org

Local Mental Health Mailing Address:
San Mateo County, Behavioral Health and Recovery Services (BHRS)

2000 Alameda de las Pulgas, Ste 235
San Mateo, CA 94403

| hereby certify that the Three-Year Program and Expenditure Plan, Annual Update or Annual Revenue and Expenditure
Report is true and correct and that the County has complied with all fiscal accountability requirements as required by law
or as directed by the State Department of Health Care Services and the Mental Health Services Oversight and
Accountability Commission, and that all expenditures are consistent with the requirements of the Mental Health Services
Act (MHSA), including Welfare and Institutions Code (WIC) sections 5813.5, 5830, 5840, 5847, 5891, and 5892; and Title
9 of the California Code of Regulations sections 3400 and 3410. | further certify that all expenditures are consistent with
an approved plan or update and that MHSA funds will only be used for programs specified in the Mental Health Services
Act. Other than funds placed in a reserve in accordance with an approved plan, any funds allocated to a county which are
not spent for their authorized purpose within the time period specified in WIC section 5892(h), shall revert to the state to
be deposited into the fund and available for counties in future years.

| declare under penalty of perjury under the laws of this state that the foregoing and the attached update/revenue and
expenditure report is true and correct to the best of my knowledge.

Digitally signed by Dr. Jei

Dr. Jei Africa i 05/31/2024
Jei Africa, BHRS Director 1E5500-0700.
Local Mental Health Director (PRINT) Signature Date
| hereby certify that for the fiscal year ended June 30, 2023 , the County/City has maintained an interest-bearing

local Mental Health Services (MHS) Fund (WIC 5892(f)); and that the County's/City’s financial statements are audited
annually by an independent auditor and the most recent audit report is dated 01/05/2024 for the fiscal year ended June
30, 2023 | further certify that for the fiscal year ended June 30, 2023 | the State MHSA distributions were recorded as
revenues in the local MHS Fund; that County/City MHSA expenditures and transfers out were appropriated by the Board
of Supervisors and recorded in compliance with such appropriations; and that the County/City has complied with WIC
section 5891(a), in that local MHS funds may not be loaned to a county general fund or any other county fund.

| declare under penalty of perjury under the laws of this state that the foregeing, and if there is a revenue and expenditure

report attached, is true and correct to the best of my knowledge. iR SRR

Kim-Anh Le 5.5
Juan Raigoza by Kim-Anh Le, Deputy Controller 222547 0700

County Auditor Controller / City Financial Officer (PRINT) Signature Date

! Welfare and Institutions Code Sections 5847(b)(9) and 5899(a)
Three-Year Program and Expenditure Plan, Annual Update, and RER Certification (07/22/2013)



)
Viulticul ral»\Aléjg\essCenter
enter/TMC) .
A\

INTRODUCTION



INTRODUCTION TO SAN MATEO COUNTY

Located in the Bay Area, San Mateo County is
bordered by the Pacific Ocean to the west and

San Francisco Bay to the east. The County was
formed in April 1856 out of the southern San Mateo County government protects and enhances
portion of then-San Francisco County. Within the health, safety, welfare and natural resources of the

its 455 square miles, the County is known fora eI A RO ES NEIVAS YRR eI g il
mild climate and scenic vistas. Nearly three and enrich the lives of the people of this community.

quarters of the county is open space and We are comm!tted to: _ _
agriculture remains a vital contributor to the * The highest gtgndards of p“t,’"c L]
economy and culture. The County has long ° A common vision of responsweness;
been a center for innovation. Today, San Mateo o The hlghest standgrds of ethical °°,”d9°t;
County’s bioscience, computer software, green e Treating people with respect and dignity.
technology, hospitality, financial management,
health care and transportation companies are industry leaders. Situated in San Mateo County is San
Francisco International Airport, the second largest and busiest airport in California, and the Port of
Redwood City, which is the only deep-water port in the Southern part of the San Francisco Bay. These
economic hubs have added to the rapidly growing vitality of the County.

The County is committed to building a healthy community. The County of San Mateo Shared Vision
2025 places an emphasis on the interconnectedness of all communities, and specifically of county
policies and programs. Shared Vision 2025 is for a sustainable San Mateo County that is 1) healthy, 2)
prosperous, 3) livable, 4) environmentally conscious, 5) collaborative community.

BEHAVIORAL HEALTH AND RECOVERY SERVICES

Behavioral Health and Recovery Services (BHRS), a division of San Mateo County Health, provides
services for residents who are on Medi-Cal or are uninsured including children, youth, families, adults
and older adults, for the prevention, early intervention, and treatment of mental

illness and/or substance use conditions. We are committed to supporting treatment of the whole
person to achieve wellness and recovery, and promoting the physical and behavioral health of
individuals, families and communities we serve.

The following statements were developed out of a dialogue involving consumers, family members,
community members, staff and providers sharing their hopes for BHRS.

BHRS Vision: We envision safer communities for all where individuals may realize a meaningful life
and the challenges of mental health and/or substance use are addressed in a respectful,
compassionate, holistic and effective manner. Inclusion and equity are valued and central to our
work. Our diverse communities are honored and strengthened because of our differences.
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BHRS Mission

We provide prevention, treatment and recovery services to inspire hope, resiliency and connection
with others to enhance the lives of those affected by mental health and/or substance use challenges.
We are dedicated to advancing health and social equity for all people in San Mateo County and for all
communities. We are committed to being an organization that values inclusion and equity for all.

BHRS Values

e Person and Family Centered: We promote culturally responsive person-and-family centered
recovery.

e Potential: We are inspired by the individuals and families we serve, their achievements and
potential for wellness and recovery

e Power: The people, families and communities we serve, and the members of our workforce
guide the care we provide and shape policies and practices.

e Partnerships: We can achieve our mission and progress towards our vision only through
mutual and respectful partnerships that enhance our capabilities and build our capacity

e Performance: We use proven practices, opportunities, and technologies to prevent and/or
reduce the impacts of mental illness and additions and to promote the health of the
individuals, families and communities we serve.

SAN MATEO COUNTY DEMOGRAPHICS

The 2024 estimated population of San Mateo County continues to decrease at 709,423 — with the
largest decline of 3.1% between 2020 and 2021. Daly City remains the most populous city followed by
San Mateo and Redwood City.

The estimated median age of residents is 39.8 and a median household income of $128,091. While
The town of Portola Valley has the highest median age of 51.3
years while East Palo Alto a much less affluent community has the

lowest at 28.1 years; an indicator of health inequities. San Mateo County

As the County’s population continues to shift, it also continues to Population
grow in diversity. 45.57% of residents speak a language other than

English at home, and 35.01% are foreign born. San Mateo

County’s threshold languages are Spanish, Chinese (Mandarin and

Cantonese), Tagalog and Russian (as identified by Health Plan of

San Mateo). County Health identified Tongan, Samoan as priority

languages based on a growing number of clients served and

emerging languages as Arabic, Burmese, Hindi, and Portuguese.
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San Mateo County Population by
Race/Ethnicity

American Indian and
Alaska Native, 1%

\Black, 2%

Two or more

Native Hawaiian and Pacific
Islander, 1%

By 2040, San Mateo County is projected to have a majority non-White population. The White
population is projected to decrease by 11%. The Latino and Asian communities are projected to
increase by 7% and 2%, respectively!. Additionally, the projected population by age group shows that
residents 65 and older are projected to almost double.

Projected Population by Race/Ethnicity Projected Population by Age Group
San Mateo County, 2010 and 2040 San Mateo County, 2010 and 2040
50% 70% -
42% — S4%
40% - , %]
33% 31% 50% -
30% - 25% 27% 26% 40% -
20% (Poeced  30%
0/
10%- = 7% 20%
3% 2% . 10% -
0% - 0%
Q& 0-17Years 18-64Years 65-84Years 85+ Years
¥ & 12010 12040
&

2010 12040 Data Source: State of California, Department of Finance

Data Source: State of California, Department of Finance

! sustainablesanmateo.org
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MHSA BACKGROUND

Proposition 63, the Mental Health Services Act (MHSA), was approved by California voters in November
2004 and provided dedicated funding for mental health services by imposing a 1% tax on personal
income over $1 million dollars. San Mateo County received an annual average of $41.2 million, in the
last five years through Fiscal Year (FY) 2022-23.

MHSA emphasizes transformation of the behavioral health system, improving the quality of life for
individuals living with behavioral health issues and increasing access for marginalized communities.
MHSA planning, implementation, and evaluation incorporates the following core values and guiding
principles:

4 Community collaboration @ Cultural competence ® Consumer and family driven services
@ Focus on wellness, recovery, resiliency @ Integrated service experience

MHSA provides funding for Community Program Planning (CPP) activities, which includes stakeholder
involvement in planning, implementation and evaluation. MHSA funded programs and activities are
grouped into “Components” each one with its own set of guidelines and rules:

Community Services & Supports (CSS)

760/0 5! Direct treatment and recovery services

for serious mental ilness or serious ) .
emotional disturbance Workforce Education and Training (WET)

Education, training and workforce
development to increase capacity and
diversity of the mental health

workforce

Interventions prior to the onset of mental ) o
ilness and early onset of psychotic Capital Facilities and Technology Needs (CFTN)

disorders Buildings and technology used for the
delivery of MHSA services to individuals
and their families.

Innovation (INN)

New approaches and community-driven
best practices
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SA Steering Committee members only:
TODAY: Rank the 8 categories of needs to
prioritize the areas of investments (funding and
planning) over the next three years. Due May 8%
RVEY: Prioritize across the Recommended
ategies within the top selected areas of

tment. Due May 12
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COMMUNITY PROGRAM PLANNING (CPP)

BHRS promotes a vision of collaboration and integration by embedding MHSA programs and services
within existing infrastructures. San Mateo County does not separate MHSA planning from its other
continuous planning processes. Given this, stakeholder input from system-wide planning activities is
considered in MHSA planning. The Behavioral Health Commission (BHC), the local “mental health
board”, is involved in all MHSA planning activities providing input, receiving regular updates as a
standing agenda item on their monthly meetings, and making final recommendations to the San
Mateo County Board of Supervisors (BoS) on all MHSA plans and updates.

ASSESSMENT OF MENTAL HEALTH NEEDS

To inform the FY 2023-2026 MHSA Three-Year Plan, a comprehensive Community Program Planning
(CPP) process framework was developed in collaboration with clients and families, community
members, staff, community agencies and stakeholders. The CPP framework guided decisions and
priorities for the plan and included three phases; 1) Needs Assessment; 2) Strategy Development; and
3) Three-Year Plan Development. The Needs Assessment phase begins with a review and analysis of
20+ local assessments, reports and data sets including the BHRS Cultural Competence Plan, which
cites data and narrative analysis on population demographics and needs of unserved, underserved/
inappropriately served communities. As per California Code Regulations, title 9, § 3650(a)(1)(A),
counties must identify the number of children, traditional-aged youth (TAY), adult, and older adults by
gender, race/ethnicity, and primary. The BHRS Cultural Competence Plan, specifically Criterion 2:
Assessment of Service Need, is included as Appendix 0 and supports this requirement for MHSA.

MHSA STEERING COMMITTEE

The MHSA Steering Committee continues to play a critical role in the development of MHSA program
and expenditure plans in San Mateo County. The MHSA Steering Committee makes recommendations
to the planning and services development process and as a group, assures that MHSA planning
reflects local diverse needs and priorities, contains the appropriate balance of services within
available resources and meets the criteria and goals established. The Steering Committee meetings
are open to the public and include time for public comment as well as means for submission of
written comments.

MHSA Steering Committee Roles and Responsibilities were developed to strengthen the
representation of diverse stakeholders by including member composition goals related to stakeholder
groups (e.g., at least 50% represent clients/consumers and families of clients/consumers; at least 50%
represent marginalized cultural and ethnic groups; maximum of two member representatives from
any one agency, etc.). In response to ongoing feedback from stakeholders the MHSA Steering
Committee was established as a standing committee in the by-laws of the BHC, San Mateo County’s
local mental health board, which requires the appointment of 1-2 chairperson(s) to the committee.
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The MHSA Steering Committee meets four times per year in February, May, September and
December. All MHSA Steering Committee meeting materials including slides, minutes and handouts
can be found on the MHSA website, www.smchealth.org/MHSA, under the MHSA Steering
Committee tab.

Fiscal Year (FY) 2023-24 MHSA Steering Committee Members

Stakeholder Group Name Title (if applicable) Organization/Affiliation
(If applicable)

Family Member Jean Perry MHSA Co-chairperson | Behavioral Health Commission,
Lived Experience Education
Workgroup (LEEW)

Public Leticia Bido MHSA Co-chairperson @ Behavioral Health Commission
Client/Consumers Jairo Wilches Program Coordinator BHRS, Office of Consumer and
Family Affairs (OCFA)

Cultural Responsiveness = Maria Lorente- Director BHRS, Office of Diversity and
Foresti Equity

Cultural Responsiveness | Kava Tulua Executive Director One East Palo Alto

Family Member Chris Rasmussen Chair Behavioral Health Commission

Family Member Juliana Board Member California Clubhouse
Fuerbringer

Health Care Jackie Almes Youth Behavioral Peninsula Health Care District

Health Programs

Health Care Jessica Ho/ Govt and Community North East Medical Services
Vivian Liang Affairs Manager

Other - Peer Support ShaRon Heath Executive Director Voices of Recovery

Provider of Behavioral Adriana Furuzawa | Division Director Family Service Agency

Health Services

Provider of Behavioral Melissa Platte Executive Director Mental Health Association

Health Services

Provider of Behavioral Mary Bier Coordinator North County Outreach

Health Services Collaborative

Public Michael Lim Commissioner Behavioral Health Commission,

LEEW
Public Paul Nichols Commissioner Behavioral Health Commission
Public Sheila Brar Commissioner Behavioral Health Commission

STAKEHOLDER ENGAGEMENT

MHSA Steering Committee meetings are open to the public and diverse stakeholder participation is
promoted through various means, including flyers, emails, announcements, postings, community
partners, clients/consumers, community leaders, and the general public.

Representation Across Diverse Race/Ethnicity Demographics Groups

When comparing race/ethnicity demographics of MHSA Steering Committee participants to San
Mateo County census data, all communities are represented. The most notable improvement is in the
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engagement of Asian/Asian American identifying communities, which were underrepresented by 10%
in FY 2021-22 and 15% in FY 2020-21.

The following table includes San Mateo County demographics and MHSA Steering Committee
participants demographics for unique participants throughout FY 2023-24.

San Mateo County Census Race/Ethnicity Steering Committee Participation Race/Ethnicity

White alone, not Hispanic 39%  White/Caucasian 39%
Asian 29% | Asian Indian/South Asian, Chinese, Filipino* @ 24%
Hispanic or Latino 24% Hispanic/Latino/x 17%
Black or African American 2% Black/African-American 9%
Native Hawaiian or Pacific Islander 1% Native Hawaiian or Pacific Islander 4%
American Indian, Alaskan Native 1% 0%
Two or More 4% Two or More* 4%,
Another Race/Ethnicity 0%

* Combined to allow for comparison as per MHSA legislation but, represented uniquely below

MHSA planning continues to engage diverse communities through regional collaboratives — North
County Outreach Collaborative, the East Palo Alto Community Service Area and the Coastside
Collaborative — and through the Office of Diversity and Equity’s Health Equity Initiatives (HEIs). HEIs
represent diverse cultural and ethnic groups including the African American Community Initiative,
Chinese Health Initiative, Filipino Mental Health Initiative, Latino Collaborative, Native and Indigenous
Peoples Initiative, Pacific Islander Initiative, PRIDE Initiative, Spirituality Initiative, and the Diversity
and Equity Council.

MHSA Steering Committee Participant Demographics, FY 2023-24
- Combined for Sep 2023, Dec 2023, and Feb 2024

What is your age range? What part of the county do you live in or work in?
16-25 4% Central County 49%
26-59 68% North County 13%
60-73 28% South County 13%
Coastside 4%
County-wide 15%
East Palo Alto/Belle Haven 1%
N/A (outside of County) 4%

San Mateo County MHSA Annual Update FY 2024-25 Page 14 of 352




Female/ Gender Identity

Woman

Male/M
an

Genderqueer/
Gender Non-  Decline to
Conforming State

[ AN

Race/Ethnicity
White/
Caucasian
Latino/a/x Black/ Native
African- Fili // Hawaiian
AmericanFilipino/alx o\ (o / Pacific )
Decline
Islander
—
Provider of
behavioral Stakeholder Group

health services

. Family of a )
Health care  Client/ client/ Community Provider

services  consumer member (no of social

consumer
affiliation)  services .
Education

. . b
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Peer, Client/Consumer and Family Engagement in MHSA

MHSA is committed to engaging individuals with lived experience in planning, implementation and
evaluation. Participation and expertise of individuals with lived experience is promoted and
compensated with stipends. During the FY 2022-23 reporting year of the enclosed MHSA Annual
Update, a total of $19,290 or 642 stipends ($30 per stipend for up to 2 hours of participation in any
one activity) were provided to clients and family members of clients participating in MHSA-funded
activities.

Activity (FY 2022-23) ‘Stipend $ Amount Distributed  # Unique recipients
Health Equity Initiatives $9,210 51
Help@Hand Evaluation $1,590 22
Advocacy Council $2,100 12
BHC Adult Committee $270 4
Crisis Care Mobile Units Feedback S30 1
Crisis Intervention Team S60 1
Cordilleras Renaming Committee S120 2
Mental Health Month Planning S300 6
MHSA Innovations Workgroup $120 2
MHSA 3-Year Plan Workgroup $300 2
MHSA Public Comment Video S60 1
MHSA Steering Committee $180 4
MHSARC Adult Recovery Committee S30 1
Recovery Happens Planning Committee $240 4
Suicide Prevention Committee $990 9
MHA Picnic Tabling Event S$120 2
Spanish Family Support Group S90 1
African American Community Assessment ($450 15
Canyon Oaks Youth Center Surveys S480 15
Minimum Standards Focus Group S30 1
Advocacy Academy - Spanish $2,400 11
FSP Evaluation Key Informant Interview  |$120 i\
TOTAL $19,290

30-DAY PUBLIC COMMENT AND PUBLIC HEARING

MHSA legislation requires counties to prepare and circulate MHSA plans and updates for at least a
30-day public comment period for stakeholders and any interested party to review and comment.

Additionally, the Behavioral Health Commission (BHC) conducts a public hearing at the close of the
30-day comment period.
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The MHSA Annual Update for FY 2024-25 with program data from FY 2022-23 was presented on
March 6, 2024, to the BHC. The BHC voted to open a 30-day public comment period and held a Public
Hearing. The BHC reviewed the public comments received, voted to close the public comment period
on April 6, 2024, and to submit the MHSA Annual Update to the Board of Supervisors. Please see
Appendix 1 for the presentation materials to the BHC and all public comments received.

The MHSA Annual Updates are submitted to the San Mateo County local Board of Supervisors for
adoption and to the County of San Mateo Controller’s Office to certify expenditures before final
submission to the State of California Mental Health Services Oversight and Accountability
Commission (MHSOAC) and the Department of Health Care Services (DHCS).

Various means are used to circulate information about the availability of the plan and request for
public comment and include:

e Announcements at internal and external community meetings

e Announcements to programs engaging diverse families and communities (Health Equity
Initiatives, Health Ambassador Program, Lived Experience Academy, etc.)

e E-mails disseminating information to an MHSA distribution list of over 2,400 subscribers; and
the Office of Diversity and Equity distribution list of over 2,100 subscribers

e Word of mouth on the part of committed staff and active stakeholders

e Posting on the MHSA webpage smchealth.org/MHSA, the BHRS Blog, smcbhrsblog.org, and
the BHRS Director’s Update, https://www.smchealth.org/post/directors-update, which
reaches over 2,600 subscribers

MHSA WORKGROUPS

The MHSA Steering Committee hosts up to two small workgroups per year focused on a specific
MHSA topic that is aligned with MHSA planning needs or programs and services that may require
more intensive input, improvements and/or other recommendations. Previous MHSA Workgroups
have focused on housing, full service partnerships, innovation, and community program planning. The
workgroups are open to public participation, are time-limited and 10-12 participants are selected via
an interest survey.

COMMUNICATIONS WORKGROUP

Between October and December 2023, an MHSA Communications Workgroup was convened made
up of diverse stakeholders including clients, family members, community members, service providers
and BHRS staff. The workgroup met monthly with the goal of enhancing public awareness and
understanding of the transformative impact of MHSA on behavioral health in the San Mateo County
community.
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MHSA Communication Workgroup Members (10 were selected, 8 attended regularly)

Participant Organization and/or Affiliations Stakeholder Group

Brenda Nufez StarVista; BHRS Diversity and Equity Council = Provider of other social services; youth
development and advocacy

Charo Martinez | BHRS Office of Diversity and Equity, Latino Provider of other social services; cultural

Collaborative and Pride Initiative competency and diversity; LGBTQ+
Jean Perry Behavioral Health Commission (BHC) Families of clients/consumers
Lanajean Lived Experience Academy (LEA), Advocacy Client/Consumer of behavioral health
Vecchione Academy, Diversity and Equity Council services; families of clients/consumers;

cultural competence and diversity; People
living with disabilities; peer support

Pat Willard Peninsual Anti-Racism Coalition Families of clients/consumers; cultural
competence and diversity
Rachel Day National Alliance on Mental Iliness, Mental Client/Consumer of behavioral health
Health Association of San Mateo County services; families of clients/consumers;

providers of behavioral health services
William Elting Lived Experience Education Workgroup, One  Client/Consumer of behavioral health
New Heartbeat, BHC Youth Committee, services
Heart & Soul, Suicide Prevention Committee,
MHFA Instructor, LEA Advocacy Academy
Leti Bido Behavioral Health Commission Families of clients/consumers

The MHSA Communications Workgroup was facilitated by an independent consultant, The Social
Changery. Specific objectives of the group included:
1) Review focus group feedback to help inform communication strategies.
2) Provide input on a marketing campaign strategy that will include a slogan, key messages,
services and stories to highlight and inclusive means to reach diverse communities.
3) Review and advise on a social media plan and content development.

Four focus groups were conducted by The Social Changery with over 70 total participants to
meaningfully engage individuals ages 16-60+ and ensure recommendations would resonate with
diverse audiences. Priority was placed on gathering insights from BHRS transition-age youth, adult
clients, family members, and stakeholders. Facilitation prioritized a culturally sensitive and inclusive
approach and included language appropriate groups in English, Spanish, and Chinese.

Key Findings included:

e Awareness of MHSA varies among communities.

e Program coordinators and community-based agencies play a pivotal role as trusted
messengers.

e Connecting MHSA to local, trusted community programs and existing County Health brand is
preferable to reinforce value.

e Participants spoke highly of the programs they were aware of but were unaware of
connection with MHSA.
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e MHSA awareness is not consistent across groups and most participants associated MHSA with
the state not local efforts.

Key Recommendations and Strategies include:
e Generate recognition and understanding of MHSA among stakeholders and decision-makers.

o Build brand recognition through logo and co-branding with County Health and BHRS.

o Emphasize the role of MHSA in funding programs that stakeholders know and trust.

e Equip CBOs with resources to educate and inform the communities they serve about the
importance of MHSA funding for critical programs.

o Collaborate with and provide educational institutions, community centers, and local
organizations with information materials and guidelines for promoting MHSA funded
programs and services.

e Develop and promote resource awareness available to stakeholders and their families that
showcase the impact of MHSA funding.

o Develop a single page microsite.

o Launch an advertising campaign.

o Engage in media relations to highlight individual success stories and testimonials of local
MHSA impact focused on individual direct, tangible effects on lives.

“My Journey, My MHSA” Campaign
The “My Journey, My MHSA” campaign was developed to meet the recommended strategies, see
Appendix 2 to view the resources included in the campaign:

e Infographic Poster to share about the impact of MHSA. MHSA The Mental et
e Partner Toolkit for stakeholders to help share the in San Mateo County

5 [ 1]
PEOPLE & &
FAMILES (7] 'M‘

PREVENTION & EARLY INTERVENTION PROGRAMS:

message of the campaign. It includes a tagline to use
VED:

on materials, logos and posts for MHSA—fundeFj o‘,mo INDVIDUALS s
pro.gram.s and par.tr'.mers to share on social media. ' s FUNDED PROGRAS TRANINGS,
e Digital billboard visible on Highway 101 southbound, in o 738 8
the city of San Carlos. /ﬁ P
e Digital ads posted online and connecting viewers to % S ﬁmmmm 3124
www.MyMHSA.org - a mechanism to: 1) link to BHRS HOUCIE: S rmturs | et
. g ]
services; or 2) learn more about MHSA. & You i s 0 B
2y 0.5, FROMEMERGENCY

SERVICES

e MHSA Impact Report to share data, highlights and
stories of the impact MHSA has had in San Mateo
County.
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ISSUE RESOLUTIONS

, MHSA
MHSA Issue Resolution Process (IRP) lssue \\_ﬂ
*
The purpose of the MHSA IRP is to resolve Inconsisten Access to Community Appropriate
process-related issues with 1) the MHSA cy of MHSA Planning use of
. . MHSA Proarams Process MHSA funds
Community Program Planning (CPP) process; _)—4
2) consistency between approved MHSA “No Wrong
plans and program implementation; and 3) Mental Health & MHSA
. . Subst: i
the provision of MHSA funded programs. Abuse Recovery Verbal or Community Ci‘;fn"lgge
Commissi Writt Planni
In San Mateo County, the MHSA IRP (BHRS e r;oer{] PZE:SS
Policy: 20-10) is integrated into the broader +
BHRS Problem Resolution Process facilitated MHSA Issue is logged, and
by the Office of Consumer and Family Affairs an acknowledgment letter is
(OCFA) to support clients in filing grievances sent by OCFA within one
about services received from BHRS or ¥ .
contracted providers, ensuring that client ﬁ" other procedures will
) ' . e followed as stated in
issues are heard and investigated. BHRS the Consumer Problem

clients receive client rights information upon
admission to any program, which includes information on the right to a problem resolution process
and how to file a grievance, appeal or request a state fair hearing after exhausting the internal
problem resolution process.

For the FY 2022-23 reporting year of this MHSA Annual Update, there were 22 quality of care-related
grievances filed with the BHRS Office of Consumer and Family Affairs (OCFA) for MHSA funded
programs. There were no MHSA process-related grievances.

Category of grievance # of Outcome

(FY 2022-23) grievances (from the client’s perspective: was the outcome
Favorable, Partially Favorable, Not Favorable?)

Access: Services not available 1 Partially Favorable

Case Management: Assessment, 6 3 Favorable, 1 Partially favorable, 1 Not
care or process concerns favorable, 1 No Response

Customer Service: Interactions 1 Partially Favorable

with plan services concerns

Quality of Care: Effectiveness, 10 3 Favorable, 3 Partially favorable, 2 Not
efficiency, acceptability concerns favorable, 1 No Response

Abuse, Neglect, Exploitation: 3 1 Favorable, 2 Partially favorable
Potential or actual client harm

Other Reasons 1 Partially favorable
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FISCAL SUMMARY

This Fiscal Summary section includes MHSA funding requirements and locally-developed guiding
principles, history of revenues and expenditures, available unspent funds, reserve amounts, reversion
projections and new funding allocations and ongoing priorities. See Appendix 3 for the FY 2024-25
Funding Summary by component.

MHSA FUNDING REQUIREMENTS

MHSA funded programs and activities are grouped into “Components” each one with its own set of
guidelines and rules:

Reversion
Component Categories Funding Allocation .
P & g Period
. . Full Service Partnerships (FSP) 76%
Community Services
d4s ts (CSS General Systems Development (GSD) | (51% of CSS must be | 3 years
and Supports (CSS) Outreach and Engagement (O&E) allocated to FSP)
e
Prevention and Early o . (51% of PEI must be
. Recognition of Signs of Mental Iliness 3 years
Intervention (PEI) . L allocated to program
Stigma and Discrimination ] 0-25)
Access and Linkages >erving ages L-
Innovations (INN) 5% 3 years

Additionally, Counties received one-time allocations in three additional Components, listed in the
table below. Locally, ongoing annual and one-time allocations are prioritized to sustain the work in
these components, as per the following guidelines:
o Up to 20% of the average 5-year MHSA revenue from the CSS Component can be allocated to
WET, CFTN and Prudent Reserve.
e A maximum of 33% of the average Community Services and Supports (CSS) revenue received
in the preceding five years maximum of 33% may fund the Prudent Reserve.
e Up to 5% of total annual revenue may be spent on administration and community planning

processes.
Component Amount Received Reversion Period
Workforce Education and
.. 3,437,600 FY 2006-07 and 2007-08 10 ded
Training (WET) S an years (expended)
Capital Facilities and
7,302,687 FY 2007-08 10 years(expended
Technology Needs (CFTN) > years(exp )
Housin $6,762,000 FY 2007-08 10 years (expended)
& Unencumbered FY 2015-16 3 years (expended)
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MHSA FUNDING PRINCIPLES

MHSA Funding Principles build from the County Health division budget balancing principles to guide
MHSA reduction and allocation decisions when needed. MHSA funding is allocated based on the most
current MHSA Three-Year Plan and subsequent Annual Updates. Any funding priorities being
considered outside of the MHSA Three-Year Plan priorities require MHSA Steering Committee
approval and stakeholder engagement, which will include a 30-day public comment period and public
hearing as required by the MHSA legislation.

The MHSA Funding Principles were presented to the MHSA Steering Committee in September 2018
for input and comment given a budget reduction planning throughout the county that was expected
to have implications for MHSA funding. These Funding Principles continue to lead budget decisions.

e Maintain MHSA required funding allocations.

e Sustain and strengthen existing MHSA programs - MHSA revenue should be prioritized to fully
fund core services that fulfill the goals of MHSA and prevent any local or realignment dollars
filling where MHSA should.

e Maximize revenue sources - billing and fiscal practices to draw down every possible dollar
from other revenue sources (e.g., Medi-Cal) should be improved as relevant for MHSA funded
programs.

e Sustain geographic, cultural, ethnic, and/or linguistic equity - MHSA aims to reduce inequities
and address gaps in services; reductions in budget should not impact any community group
disproportionately.

e Prioritize direct services to clients - direct services will be prioritized, over indirect services, as
necessary to strengthen services to clients and mitigate impact during budget reductions.
Indirect services are activities not directly related to client care (e.g., program evaluation,
general administration, staff training).

e Prioritize prevention efforts - at minimum, 19% allocation to Prevention and Early Intervention
(PEI) should be maintained and additionally the impact across the spectrum of PEl services
and services that address the root causes of behavioral health issues in communities should
be prioritized.

e Utilize MHSA reserves over multi-year period - MHSA reserves should be used strategically to
mitigate impact to services and planned expansions during budget reductions.

e Evaluate potential reduction or allocation scenarios — All funding decisions should be assessed
against BHRS’s Mission, Vision and Values and when relevant against County Health Budget
Balancing Principles.
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ANNUAL REVENUE GROWTH

Statewide, MHSA represents a little under a third of community mental health funding. In San Mateo
County, MHSA represents about 15% of BHRS revenue. The five-year average annual revenue for San
Mateo County, through FY 2021-22, totaled $39.2 million.

MHSA funding is based on various projections that consider information produced by the State
Department of Finance, analyses provided by the California Behavioral Health Director’s Association
(CBHDA), and ongoing internal analyses of the State’s fiscal situation. The following chart shows
annual revenue allocation for San Mateo County since inception. Below are factors that impacted the
decreases and increases in revenues throughout the years:

e FY 2005-06 and FY 2006-07: Community Services and Supports (CSS) funding only.

e FY 2007-08 and FY 2008-09: Prevention and Early Intervention (PEI) and Innovations (INN)
funding were released in those years, respectively.

e FY 2010-11 and FY 2011-12: the California recession of 2009 led to decreased revenues.

e FY 2012-13: Counties began receiving monthly MHSA allocations based on actual accrual of
tax revenue (AB100), resulting in a “one time” allocation.

e FY 2014-15: changes in the tax law that took effect on January 1, 2013, led to many taxpayers
filing in December 2012 resulting in a “one time” increase.

e FY 2019-20: “No Place Like Home” estimated cost for San Mateo County is $1.3 million, taken
from revenue growth or “off the top.” Additionally, there was an extension of filing of taxes to
July 2020, due to COVID-19 pandemic.

e FY 2020-21 to 2021-22: unanticipated revenue increases due to 2020 delayed tax filing and
COVID-19 pandemic.

e FY 2023-24: increases due to delayed tax filings and an unprecedented one-time adjustment
of actual revenues received from taxpayers during the COVID-19 pandemic.

e FY 2024-25 and FY 2025-26: decreases due to projected statewide recession.

5 $80 Revenue Growth
= $69.7*
S 570 ’
$60
49.4
§ 250 $341S
2 %40 <237 $279 302330777
g 320
S $10 s50 951
>
2 $0
© D @ O O DA D> OV O A DO OSSN D NS O
S Q9 QTN N N N N N N N N N VA NV N VY
FFIF F ISV I XFI NI QPN
Fiscal Year *projected revenue
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FISCAL CONSIDERATIONS

PROPOSITION 1 - LOCAL IMPACT

Subject to voter approval on the March 2024 ballot, Proposition 1 will reform the Mental Health
Services Act (MHSA) into the Behavioral Health Services Act (BHSA) and authorize $6.38 billion in
bond funding for supportive housing and behavioral health treatment beds.

Given uncertainty in actual impacts of Proposition 1, the MHSA Three-Year Plan funding priorities will
remain with no additional expansions and all MHSA-funded programs and services will continue
through June 30, 2026. Starting FY 2026-27, if Proposition 1 passes, funding will be redirected from
current MHSA allocations to meet the new funding requirements — as demonstrated in the following
table.

BHSA Funding Allocation Categories* BHSA Amount e

Amount Requirement
Housing Interventions (23%) $12,768,073 $6,375,362 $6,392,711
Full-Service Partnerships (32%) $17,764,276 $17,463,790 $300,486
Behavioral Health Services and Supports
(BHSS) — Early Intervention (12%) $12,740,316 $8,510,521 $4,229,795
BHSS — Other Services (11%) $12,240,696 $27,342,114 (515,101,418)
State Allocation** $2,984,589 0 $2,984,589
Administrative Expansions $1,193,836 0 $1,193,836

*estimates based on the current FY 2024-25 MHSA ongoing budget, leveraging transfer allowances
between categories; actual funding amounts will depend on future revenues.
**estimated impact to the overall MHSA budget based on the new 10% of revenue State allocation

Redirection of funds will most significantly impact the following types of programs and services.
e $8.0(43%) from outpatient treatment programs.
e 54.3M (100%) from population-based prevention programs.
e $2.8M (100%) from innovation and technology projects.

BHRS is exploring strategies to mitigate the impact of Proposition 1, including:
1. Restructuring programs to meet the new funding requirements.
2. Identifying alternate funding sources.
3. Planning for new positions to support the significant expansions to planning, fiscal and
performance outcome reporting requirements.

Decisions related to restructuring programs and/or termination of any services if Proposition 1 passes
will require a Community Program Planning process, per the legislation. This process will consider
program outcomes, equitable impact and engage stakeholders, community-based organizations, the
Behavioral Health Commission, and the Board of Supervisors.
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ONGOING OVER-REVENUE BUDGET STRATEGY

San Mateo County’s MHSA ongoing budget targeted the 5-year average revenue, as a strategy to
maintain sufficient expenditures, avoid reversion and to not overcommit revenues. Starting FY 2021-
22, the strategy shifted to an over-revenue budget. This allows us to spend down unprecedented
high revenues received. The proposed ongoing budget for FY 2024-25 is at $65.2M. The 5-year
average revenue is $41.2M.

The following MHSA Revenue and Expenditure chart depicts MHSA Revenue in blue, Total
Expenditures (including one-time allocations) in red, and Ongoing Expenditures in green per FY.
Ideally counties are spending at the same rate as they are receiving revenues yet, annual MHSA
revenue distributions are volatile and often difficult to project. For example, at the start of the
COVID-19 pandemic, a recession was projected. Counties across the state immediately shifted their
three-year planning to either include reductions in programming or keep their ongoing budget status
quo for FY 2020-21, as was the case in San Mateo. Actual revenues increased that year, through FY
2021-22 and included an unprecedented significant one-time adjustment in FY 2023-24.

MHSA REVENUE & EXPENDITURES

) $90
o $80.7*
= 80
S —e—Revenue 573.3*
$70 —l—Total Expenditures
Ongoing Expenditures $59.7
$60 $56.0
$49.4 552.5%
$50
546.8*
$40
532 ] 'v( 537.6*
$30 &8 $36.2 536.3*
420 $28.2 $28.7 *projections
19-20 20-21 21-22 22-23%* 23-24*% 24-25*%*

FISCAL YEAR

ONE-TIME SPEND PLAN STRATEGY

Planning for one-time funding is another strategy utilized to spend down unanticipated revenue
increases. The following is an analysis of funding availability for one-time spending. Given the
projected recession, a decrease in revenue is anticipated and may require the use of reserve to cover
the overage in FY 2025-26 expenditures.
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Annual Unspent Projections at Fiscal Year (FY) -end

‘ FY 2023-24 FY 2024-25 FY 2025-26
Projected Revenue $71,121,540 $47,746,625 | $38,798,004
Ongoing Budget Expenditures 852,519,237 $59,691,785 | 559,691,785
One-Time Plan Expenditures 510,415,000 5§12,650,000 | 511,030,000
Trust Fund Balance 583,208,757 558,613,597 | 526,689,816
Obligated Funds: $63,180,560 $49,684,952 | $39,214,750
Reserve $28,362,318 $28,362,318 | $28,362,318
5% Innovation (INN) $3,556,077 52,387,331 51,939,900
INN Ongoing 6,777,165 57,440,303 58,903,072
WET/CFTN/Housing Encumbered $800,000 $460,000 516,448
$34.1M One-Time Spend Plan $23,680,000 511,030,000 S0
Available for One-Time Planning 520,028,197 $8,928,645 | $12,524,934

The MHSA Three-Year Plan FY 2023-26 included a process for identifying “big-ticket” items for a
$34.1M One-Time Spend Plan. These items included: 1) Housing Development; 2) Capital Facilities; 3)
Technology; and 4) System Transformation Projects. Implementation of this $34.1M one-time plan
will continue through FY 2025-26. Following is an updated plan based on expenditures to-date:

$34.1M One-Time Spend Plan

| prority _tem | rv2324 | Fv2e25 Fr2s26 Toral

Housing

Capital Facilities

Hotel/Property
Acquisition

Supportive
Housing Units

Board and Care
Buyout

Clinic Renovations

Methadone Clinic
Youth Crisis
Stabilization and
Crisis Residential

2191-95 El
Camino Real
Property
Renovations

$700,000

$50,000

$11,000,000

$5,000,000

$1,800,000

$5,300,000 $2,000,000

$1,800,000

$590,000

$200,000
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$11,000,000

$5,000,000

$1,800,000

$8,000,000

$1,800,000

$590,000

$250,000

Hotels/properties for transitional
and/or supportive housing.

25 supported units for BHRS
clients via Department of Housing
(DoH) Affordable Housing
Notification of Funding Availability
(NOFA) - Jul 2022.

Behavioral Health Continuum
Infrastructure Grant (BHCIG) - 10%
match required.

Renovations focused on improving
safety at BHRS clinical sites and
creating spaces that are
welcoming for clients.

BHCIG - 10% match. On Veterans
Administration campus in Menlo
Park w/Santa Clara County.

BHICG - applying until round 6.

Newly purchased property to be
used by California Clubhouse and
Voices of Recovery renovation and
security enhancements.
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Technology Computer/phone refresh and
Needs Asset Refresh $260,000 $400,000  $540,000  $1,200,000 service coverage for BHRS.
Estimated cost for a limited-term
position services for Trauma

Trauma Informed Informed and Employee Wellness
Systems $100,000 $100,000 $200,000 supports.

Estimated cost for consultant
Youth Crisis services to assist with BHRS
Continuum of System transformation around
Care Consultant $100,000 $100,000 $200,000 Youth Crisis Continuum of Care.

Early Childhood Mental Health
Network: expansion of trauma-
informed services - training,

System Early Childhood, capacity building, implementation
Transformation  Children and San Mateo County Collaborative
Youth for Children and Youth: to design
Collaborative $555,000 $425,000 $980,000 an implement county-wide plan.

Infrastructure and training support
for contracted providers to
Contractor advance equity priorities and
Infrastructure $2,500,000 $2,500,000 CalAIM payment reform.
SMCHealth.org website update; a
more interactive and robust BHRS
site + consultant to support series
of BHRS/MHSA highlights and
Communications $140,000 $335,000 $100,000 $575,000 short 1-2 min videos.

GRAND TOTALS $25,940,000 $3,125,000 $5,030,000 $34,095,000

TOTAL OPERATIONAL RESERVE

Counties are required to establish a Prudent Reserve to ensure the County programs will be able to
serve clients should MHSA revenues drop. The California Department of Health Care Services (DHCS)
Information Notice 19-017, released on March 20, 2019, established an MHSA Prudent Reserve level
that does not exceed 33% of the 5-year average Community Services and Supports (CSS) revenue
received. For San Mateo County, this corresponds to $8,879,780, of which $4,755,145 was
transferred to the Prudent Reserve in FY 2021-22 and $600,000 in FY 2008-09. The remaining
$3,524,635 will be transferred in FY 2024-25. The exact amount will depend on revenue received.
Only 20% of the MHSA 5-year revenue average can be transferred to the Prudent Reserve, CFTN and
WET in a given year.

Additionally, as per the FY 2019-20 MHSA Annual Update, the MHSA Steering Committee, the
Behavioral Health Commission (local mental health board), and the Board of Supervisors, reviewed
and approved a recommended Total Operational Reserve of 50% (Prudent Reserve + additional
operating reserve), of the highest annual revenue for San Mateo County, which currently equals
$28,362,318. The additional Operational Reserve is maintained with local unspent funds. This allows
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the flexibility in budgeting for short-term fluctuations in funding without having to go through the
State’s administrative process to access the Prudent Reserve, in the event that revenue decline is less
than the State’s threshold or funding is needed in a timely manner. Given the anomaly projected
revenue increase in FY 2023-24, the recommendation is to keep the operational reserve at the
$28,362,318 level.

REVERSION

MHSA legislation requires that MHSA funding under the key components (CSS, PEl and INN) be spent
within 3-years, or it must be returned to the State for reallocation to other mental health agencies.
San Mateo County’s annual MHSA spending in CSS and PEI targets the 5-year average revenue and
more recently is over revenue to avoid reversion. As long as the budget amount is expended as
planned, there is no risk of reversion for CSS and PEI. For the INN component, Assembly Bill (AB) 114
established that the 3-year reversion time frame for INN funds commence upon approval of the
project plans; this will minimize the reversion risk for funds accrued while planning for new projects
and/or awaiting approval by the MHSOAC.

HOUSING FUNDS

DHCS Information Notice 16-025 required Counties to complete Ongoing Fund Release Authorization
for both existing and future unencumbered San Mateo County MHSA Housing Program funds (e.g.,
funds that are no longer required by a housing project, accrued interest, and/or other funds receive
on behalf of the counties). Funds will be released annually to Counties with a three-year reversion
term. The MHSA Housing Initiative Taskforce prioritized these funds to support ongoing “housing
assistance” in the form of flexible funding for clients for housing related expenses (moving costs,
deposits, first month rent). These unencumbered housing funds will be used for this flexible fund.

SUMMARY OF FISCAL PRIORITIES

The fiscal priorities set forth in the FY 2023-26 MHSA Three Year Plan will continue as planned:
e Continue implementing the $34.1M One-Time Spend Plan through FY 2025-26.
e Continue implementing the MHSA ongoing budget total of $59.7M and priorities:
o Full Service Partnerships (FSP) including Community Assistance, Recovery and
Empowerment (CARE) Court FSP and FSP Housing supports.
o Behavioral Health Workforce priorities related to workforce capacity development,
recruitment and retention strategies.
o Prevention and Early Intervention priorities related to improving access to services
specifically for youth and the Chinese community, implementing crisis continuum
priorities and substance use prevention strategies.

See Appendix 3 for the updated FY 2024-25 Annual Update Funding Summary by component.
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ANNUAL UPDATE
FY 2024-25

(Includes highlights and data from FY 2022-23 programs)



ANNUAL UPDATE FY 2024-25 (DATA FROM FY 2022-23)

Welfare and Institutions Code Section (WIC) § 5847 states that county mental health programs shall
prepare and submit an Annual Updates for Mental Health Service Act (MHSA) programs and
expenditures. The Annual Update includes any changes to the Plan and expenditures. This Annual
Update will focus on presenting the latest set of full FY 2022-23 data, including program and fiscal
planning highlights and updates, grievance data, program outcomes, and evaluation reports.

EVALUATION ACTIVITIES

MHSA PEI DATA COLLECTION AND REPORTING FRAMEWORK

In May 2023, PEI programs that primarily collect population-level data, or duplicated individuals
served, were incorporated into the PEI Data Collection and Reporting Framework to allow for a
broader evaluation of the impact of all MHSA PEI-funded programs. These programs focus on
community awareness campaigns, education, and trainings and include The Parent Project®, Health
Equity Initiatives, Mental Health First Aid, Suicide Prevention, and Storytelling - Photovoice.
Standardized questions based on the Outcome Indicators were identified and were embedded into
each program’s respective evaluation surveys beginning in FY 2023-24. See Appendix 4 for the
updated PEI Data Collection and Reporting Framework. Additional PEl programs, such as the
Outreach Collaboratives, will be incorporated over time. Programs that focus exclusively on systems
development, such as Trauma- and Resiliency-Informed Systems Initiative (TRISI), are not captured in
this framework, as the evaluation focus of these programs is on measuring organizational capacity.

The original PEI Data Collection and Reporting Framework was developed in June 2022 by an
independent consultant, Resource Development Associaties (RDA), in alignment with MHSA
requirements, BHRS Office of Diversity and Equity’s (ODE) Theory of Change, which engaged clients,
families, community partners, BHRS staff and County departments, and through discussions with local
MHSA PEI-funded programs. The framework focuses on individual demographics, referrals to BHRS
and other health and social services and individual outcomes that could be analyzed across PEI
programs that collect individual-level program data, or unduplicated individuals served. Data is
collected across 9 Outcome Domains including:

e Access to services

e Community advocacy

e Connection and support

e Cultural identity/cultural humility

e General mental health

e Improved knowledge, skills, and/or abilities

e Self-empowerment

e Stigma reduction

e Utilization of emergency services
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ONGOING EVALUATION REPORTS

Independent evaluation consultants provide annual evaluation reports for Full Service Partnerships
(FSP), Outreach Collaboratives, Adult Mental Health First Aid, Parent Project, and Innovation Projects.
Appendices 2-8 include the completed final evaluation reports as follows:

e Annual FSP Evaluation Report: American Institutes for Research (AIR) analyzes FSP data for
youth, transition age youth and adults to understand how enrollment in the FSP is promoting
resiliency and improved health outcomes of clients living with a mental illness. Appendix 5
includes the completed FSP Evaluation Report.

e Annual Outreach Collaboratives Evaluation Report: AIR also supports evaluation and analyses
of the PEI Outreach Collaboratives. See Appendix 6, Outreach Collaborative Evaluation Report.

e Annual Adult Mental Health First Aid (AMHFA) Report: Resource Development Associates
(RDA) supported the evaluation and analysis of AMHFA courses, see Appendix 7.

e Innovation (INN) Projects: RDA provided comprehensive evaluation reports for the following
Innovation projects.

o Final Help@Hand (Tech Suite) INN Evaluation Report - a statewide initiative to bring
technology-based solutions to county behavioral health systems, see Appendix 7.

o Year 2 Kapwa Kultural Center and Cafe (Social Enterprise) INN Evaluation Report: a social
enterprise cafe and cultural hub for Filipino/a/x youth in northern San Mateo County, see
Appendix 9.
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FULL SERVICE PARTNERSHIP (FSP) PROGRAMS

FSP programs do “whatever it takes” to serve medically fragile older adults, adults, transition-age
youth, and children, youth, and their families that are living with serious mental health challenges
and help them on their path to recovery and wellness. FSPs include 24 hours a day, 7 days a week
services; peer supports; high staff to client ratios for intensive behavioral health treatment including
medications; linkage to housing; supported education and employment; treatment for co-occurring
disorders; skills-based interventions, among others.

In San Mateo County, the FSP programs, Edgewood, Fred Finch, and Telecare, have been fully
operational since 2006. A fourth site, Caminar ‘s Adult FSP, was added in 2009. Edgewood Center and
Fred Finch Youth Center serve children, youth, and transition age youth (C/Y/TAY) using the
Wraparound model? and Caminar and Telecare offer Assertive Community Treatment (ACT) services

to adults, older adults, and their families.

The cost figures below do not speak to the span or quality of services available to clients either
through BHRS or through contracted providers and may overlook important local issues such as the
cost of housing, supported services provided, etc.

e FY 2022-23 FYCTiZﬁ;ZS Cost per  Cost per
FSP slots client* slot
served
Children/Youth (C/Y) FSP’s
Out-of-County Foster Care Settings FSP 10 4 $58,999 | $23,600
Integrated FSP “SAYFE” 25 32 $67,559  $72,062
Comprehensive FSP “Turning Point” 40 69 $42,661  $64,414
Transitional Age Youth (TAY) FSP’s
Comprehensive FSP “Turning Point” FSP 50 62 $50,933 | $63,157
Adult/Older Adult FSP’s
Adult and Older Adult/Medically Fragile FSP 207 254 $11,610  $14,246
Comprehensive FSP 30 31 $55,262  $57,104
Assisted Outpatient Treatment (AOT) FSP 50 61 $13,318  $16,248
South County Clinic Embedded FSP 15 10 $13,119  $8,746

*Calculated based on clients served during the fiscal year and the MHSA funding contribution only (not
including housing); this is not representative of the full cost of providing services. There are also
reimbursements and other revenues sources associated with FSP’s that may decrease the final MHSA funding

contribution.

2 Wraparound models emphasize the importance of care coordination across a support network, which many include their family,
friends, teachers, mental health professionals, and other community members. The models also encourage caregivers, and mental
health professionals to collaborate on the development of a treatment plan and to identify strengths that can be leveraged to support
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Demographics
Child/Youth and Transition Age Youth FSP Client Demographics
FY 2022-23 (total clients = 167)

Percent of FSP Clients by Ethnicity |

Hispanic or Latino 60%
Not Hispanic or Latino 29%
Unknown / Not Reported 11%

Child/Youth/TAY FSP by Race

White/Caucasian
Unknown / Not Reported

Black or African Ame
Asian Indian
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Adult and Older Adult FSP Client Demographics
FY 2022-23 (total clients = 356)

Percent of FSP Clients by Ethnicity

Hispanic or Latino 29%
Not Hispanic or Latino 63%
Unknown / Not Reported 8%

Adult/Older Adult FSP by Race

White/Caucasian
Unknown / Not Reported

|
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Percent of All FSP Clients by Age (n=523)
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Outcomes

As part of San Mateo County’s implementation and evaluation of the FSP programs an independent
consultant analyzes FSP data to understand how enrollment in the FSP is promoting resiliency and
improved health outcomes of clients living with a mental iliness. Year-to-year outcomes are tracked
for individual clients in FSPs. Information collected for FSPs include data in 10 domains: residential
(e.g., homeless, emergency shelter, apartment alone) education (e.g., school enrollment and
graduation, completion dates, grades, attendance, special education assistance), employment,
financial support, legal issues, emergency interventions (e.g., physical health emergencies, psychiatric
emergency services (PES) and hospitalizations), health status, substance use, and for older adults,
activities of daily living. Data from FSP participants is collected by providers via self-reported intake
assessment, key event tracking and 3-month assessments. See Appendix 5 for the complete FSP
Evaluation Report for FY 2022-23. The tables below present a highlight of the percent improvement
between the year just prior to FSP and the first year with FSP, by age group.

Exhibit 1. Percent Change in Outcomes Among Caminar Adults and Older Adults, Year Before FSP
Compared with First Year With FSP.

FSP outcomes Adults Older Adults
(25 to 59 years) (60 years and older)
Self-reported outcomes N=116 N =24

Yr before | Yr after Change Yr before Yr after Change
Homelessness 48 (41%) 35 (30%) -27% 5(21%) 4 (17%) -40%
Detention or incarceration 35 (30%) 22 (19%) -37%* 3(13%) 3(13%) -25%
Employment 1(1%) 5 (4%) 400% 0 (0%) 0 (0%) N/A
Arrests 20 (17%) 4 (3%) -80%* 3(13%) 1(4%) -75%
Mental health emergencies 86 (74%) 32 (28%) -63%* 13 (54%) 4 (17%) -69%*
Physical health emergencies 50 (43%) 17 (15%) -66%* 6 (25%) 4 (17%) -43%
Active Substance Use Disorder (SUD) 62 (53%) 59 (51%) -5% 5(21%) 5(21%) 0%
SUD treatment 27 (23%) 33 (28%) 22% 3(13%) 2 (8%) -33%

Emergency Service Utilization o
(EHR) data =288

Yr before | Yr after Change Yr before Yr after Change

Hospitalization 124 (32%) 57 (15%) -54%* 22 (28%) 12 (15%) -45%
Hospital days per partner 11.5 3.8 -67%* 9.9 4.3 -36%
Psychiatric emergency services (PES) 206 (54%) 148 (39%) -28%* 33 (43%) 21 (25%) -36%*
PES event per partner 1.6 1.0 -36%* 1.1 0.6 -44%

Note. EHR = electronic health record. Self-reported outcomes do not include Telecare. Exhibit 1 indicates the change in the
number of partners with the outcome of interest, comparing the year just prior to FSP with the first year of FSP. Counts
are presented in Exhibit 1 to indicate the number of partners with the outcome of interest, and percentages are
presented in parentheses. For self-reported outcomes, there are only 24 older adult partners; therefore, caution is
needed when interpreting the results with small sample size. The percentage difference with employment for older adults
is reported as N/A, as the percentage of older partners with employment was 0% in the prior year and in the year after
(from 0% to 0%). Blue font indicates outcomes that significantly improved. Black font indicates outcomes that did not
change or changed but the change was not statistically significant. *Indicates a change significantly different from 0 at
0.05 significance level.
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Exhibit 2. Percent Change in Outcomes for Children and TAY, Year Before FSP Compared with First
Year With FSP

FSP outcomes Child TAY
(16 years and younger) (17 to 25 years)
Self-reported outcomes N =232 N = 287

Yr before | Yr after Change Yr before Yr after Change
Homelessness 9 (4%) 8 (4%) -11% 35(12%) 34 (12%) -3%
Detention or incarceration 28 (12%) 28 (12%) 0% 40 (14%) @ 32 (11%) -20%
Arrests 30 (13%) 10 (4%) -67%* 65 (23%) 20 (7%) -69%*
Mental health emergencies 88(38%) 10 (4%) -89%* 131 (46%) @ 29 (10%) -78%*
Physical health emergencies 17 (7%) 1(0%) -94%* 60 (21%) 2 (21%) -92%*
Suspensions 47 (20%) 21 (9%) -55%* 26 (9%) 2 (2%) -77%*
Grade 3.35 2.97 -11%* 3.23 3.12 -3%
Attendance 2.23 1.94 -13%* 2.44 2.49 2%

Emergency Service Utilization
N=213 N =225
(EHR data)

Yr before | Yr after Change Yr before Yr after Change

Hospitalization 10 (5%) 3(1%) -70%* 27 (12%) 16 (7%) -41%
Hospital days per partner 1.2 0.5 -91% 4.3 2.1 -51%
Psychiatric emergency services (PES) = 51 (24%) 23 (11%) -55%* 94 (42%) 55 (24%) -41%*

0.5 0.2 -53%* 1.1 0.7 -38%*

PES event per partner
Note. EHR = electronic health record. Exhibit 2 indicates the change in the number of partners with outcome of interest,

comparing the year just prior to FSP with the first year of FSP. Counts are presented in Exhibit 2 to indicate the number of
partners with outcome of interest, and percentages are presented in parentheses. Percent change is the change in the
number of partners with the outcome of interest in the year after joining an FSP as compared with the year just prior to FSP
relative to the year prior to participating in an FSP out of the total number of partners. Blue font indicates a statistically
significant positive percent change. Red (and bold) font indicates a statistically significant negative percent change. Black
font indicates outcomes did not change or changed but the change was not statistically significant from the year before
and the first year of enrollment in an FSP. *Indicates a change significantly different from 0 at 0.05 significance level.

CHILDREN AND YOUTH (C/Y) FSP WRAPAROUND

Children and Youth FSP Wraparound programs help the highest risk children and youth with serious
emotional disorders to achieve independence, stability, and wellness within the context of their
cultures, communities, and family/caregiver units, and to remain living in their respective
communities with their families or caregivers while attending school and reducing involvement in
juvenile justice and child welfare. FSP Wraparound services will be based on clients’ individual needs
and goals, with a commitment to do “whatever it takes” to help them progress toward recovery,
health, and well-being. Services are delivered by specialized multi-disciplinary FSP Wraparound
Teams and obtain Wraparound certification from the California Department of Social Services (CDSS)

and the Department of Health Care Services (DHCS).
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INTEGRATED FSP “SAYFE”

The Short-Term Adjunctive and Family Engagement (SAYFE) is a comprehensive, full-service
partnership (FSP) program designed to support 35 of the county’s highest risk and most vulnerable
children/youth and their families to maintain and improve the youth’s placement. In congruence with
Edgewood Center’s mission and values, the Full-Service Partnership (FSP) work is informed by a core
belief that children, youth, and families are best served and supported in the context of their unique
family system, culture, and community. The SAYFE program is designed to help children and youth
achieve independence, stability, and wellness within the context of their culture, community, and
family/caregiver. SAYFE seeks to stabilize youth in their communities using natural support structures
and through working in collaboration with San Mateo County and external resources. The SAYFE
Program serves their clients through augmenting and extending the clinical work and existing
treatment plan within the outpatient and Therapeutic Day School (TDS) programs and clients who are
currently being served by BHRS regional clinic.

Youths are primarily referred to the SAYFE program through Human Services Agency (HSA — child
welfare), Juvenile Probation, BHRS regional clinics, and Schools (typically with an IEP for emotional
disturbance in place). The treatment is provided to help stabilize youth in their home environment
and prevent (or transition back from) a higher level of care (e.g., psychiatric hospital, residential
facility, juvenile hall, etc.).

All programs under the umbrella of the Youth FSP are guided by a strong belief in:
1) Service Integration: Communities are strengthened by a family-centered network of services
and providers that partner with children, youth, and families and
2) Local Focus: Children, youth, and families receive the highest quality of care when services are
provided and accessible within their community.

The Youth Full-Service Partnership (FSP) Program services are open to all youth meeting the
population criteria below. However, it is specifically targeted to Asian/Pacific Islander, Latino, and
African American Children and Youth. Identified San Mateo County resident populations to be served
by the program are:

e Severely Emotionally Disturbed (SED)? and dually diagnosed children and youth (ages 6 to 21,
when it is developmentally appropriate and/or best meets the needs of the client and family)
with multiple psychiatric emergency services episodes and/or frequent hospitalizations with
extended stays.

e SED and dually diagnosed children and youth (C/Y) who are at risk of out-of-home placement
or returning from residential placement, with juvenile justice or child welfare involvement.

e SED and dually diagnosed homeless C/Y, and Transition Aged Youth (TAY).

e C/Y and TAY exiting school-based or IEP-driven services.

e Youth who are experiencing a "first break" and have been recently diagnosed with a psychotic
disorder. This target population may or may not have had prior involvement with the mental
health, juvenile justice, and/or child welfare systems.

3 SED are one or more mental, behavioral, or emotional disorder(s) in children, youth and transition age youth diagnosis
resulting in serious functional impairment, which substantially interferes with or limits one or more major life activities.
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e Youth and their family who are willing and able to participate in the treatment process.

Additionally, all enrollees in the SAYFE program are between the ages of 6-18 years, at risk for
placement in an intensive school-based program or are currently being served in a BHRS regional
clinic and are at risk for out-of-home placement.

Program Impact

SAYFE FY 2022-23

Total unduplicated clients served 32
Total unduplicated families served | 33
Total cost per client $67,559
Cost per contracted slot $72,062

The SAYFE program works alongside the BHRS Primary Clinician and utilizes the Wraparound model of
care for children, youth, and families engaged in its program. The SAYFE program provides a variety
of services to youths and her/his/their families. All treatment is voluntary, individualized, strengths-
based, and actively engages the youth and family. These services may include:

e Family Therapy, focusing on the care and management of client’s mental health condition
within the family system.

e Group Therapy, with the client’s goals for more than two or more family members that focus
primarily on symptom reduction to improve functional impairments.

e Collateral Services, provided to support one or more significant persons in the life of the client
which may include consultation and training to assist in better utilization of services and
understanding mental iliness.

e Rehabilitation Services, to assist in improving, maintaining, or restoring functional skills, daily
living skills, medication compliance, and access to support resources.

e 24/7 Crisis Support

e Behavior Coaching Services

e Psychiatry services

Additionally, wraparound plans are more holistic than traditional care plans in that they are designed
to meet the identified needs of caregivers and siblings and to address a range of life areas. Through
the team-based planning and implementation process, wraparound also aims to develop the
problem-solving skills, coping skills, and self-efficacy of youth and family members. Finally, there is an
emphasis on integrating the youth into the community and building the family’s social support
network.

Improves timely access & linkages for underserved populations: The SAYFE program works in
collaboration with BHRS staff and other members of the treatment team to ensure timely access and
appropriate linkages to services. The Clinical Intake Coordinator contacts the referral party within 5
business days following the authorization for SAYFE services by BHRS representative and opens the
Admin Reporting Unit (RU) to track referral progress within 24 hours of receiving the referral from
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Interagency Placement Review Committee (IPRC). The SAYFE program follows a detailed process to
ensure that the treatment team is working in collaboration with the BHRS staff to maintain continuity
of care for clients and families.

Reduces stigma and discrimination: The SAYFE program utilizes the Wraparound model of care for
children, youth, and families engaged in the program. Wraparound is an intensive, holistic, evidence-
based method of engaging with individuals with complex needs (most typically children, youth, and
their families) so that they can live in their homes and communities and achieve their hopes and
dreams. The wraparound process aims to achieve positive outcomes by providing a structured,
creative, and individualized team planning process that, when compared to traditional treatment
planning, results in care plans that are more effective and more relevant to the child and family. The
wraparound principle of voice and choice impacts the goals and interventions by including the
perspectives of youth and family members during treatment. The care plan is driven by the youth and
families’ strengths and perspectives. Treatment goals and objectives are developed with the youth
and family and are written in their own words.

The SAYFE program has integrated Family Conferencing into the treatment process to increase
engagement and review progress with the family. The Family Conference is family-driven, strength-
based, and promotes self-reliance. The Family Conference is a process that brings together the youth,
the family, and their natural resources to explore Decision-Making and Problem-Solving for multiple
needs and to develop an integrated and comprehensive plan to support youth and their families.

Lastly, all SAYFE staff are required to complete eight (8) hours of diversity training annually to
increase cultural humility and reduce stigma and discrimination.

Increases number of individuals receiving public health services: The SAYFE program engages the
whole family system in wraparound services to address the needs of the youth, parents/caregivers,
and siblings. The treatment team utilizes a holistic approach and works to stabilize the caregivers so
they can support the youth’s recovery. All family members have access to after-hours crisis line, are
asked to identify case management needs/resources, and are included in family therapy sessions
when appropriate. In addition, the SAYFE Family Partners and SAYFE Case Managers facilitate access
to services, interfacing with Adult Mental Health Services (MHS) or Alcohol and other Drug Services
(AOD) as needed. The SAYFE team provides crisis/brief intervention services for caregivers and
siblings and refers them to primary care or community resources as needed.

The SAYFE Family Partners provide support and encouragement to the parents/caregivers to enhance
the family’s community and natural supports, and other supports identified in the individualized
service plan. The SAYFE Family Partners also provide educational and parenting support to the
parents/caregivers focusing on mental illness, co-occurring disorders, and accessing community
parenting resources.

Edgewood operates the only program in San Mateo County focused on kinship families those in
which youth are being raised by a relative caregiver independent of the foster care system. Kinship
families present additional unique strengths and challenges. When the SAYFE program serves kinship
families, the team connects them to the Kinship Support Network to enhance the wraparound
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services to include caregiver counseling, couple’s counseling, community health nursing and case
management, support groups, and respite care.

Reduces disparities in access to care: The SAYFE program provides flexible services to youth and
families in various settings to increase accessibility to care. Services are provided at home, school,
Edgewood offices, via telehealth, or in other community locations throughout San Mateo County
before and after school and work hours to accommodate busy schedules. Furthermore, SAYFE has
English/Spanish speaking bilingual and bicultural staff (clinicians, case managers, family partners,
behavior coaches, and crisis response counselors) who provide culturally and linguistically matched
services. The bilingual/bicultural staff invest additional time into explaining services, translating
documents, interpreting for meetings, and providing education and advocacy regarding cultural
differences. Literature and resources are provided to the family in their preferred language when
possible. When SAYFE is unable to meet the language needs of a family, interpreter services are
utilized.

Financial support is provided to the families when necessary to aid in their access to community
resources to promote their recovery. For example, SAYFE provides financial support for food,
clothing, shelter, or recreational activities while the family is waiting to receive their benefits. The
Case Managers and Family Partners work with the caregivers to identify resources and help them
build the skills to access them independently. During the last year, SAYFE provided 5 youth
scholarships to engage in summer activities of their choice to learn new coping and social skills to
support their treatment goals.

Implements recovery principles: The SAYFE program utilizes the Wraparound Model of Care, which
engages children, youth, and their families through four phases of treatment:

e Phase | (Discovery) - Engagement, assessment, stabilization, and planning

e Phase Il (Hope) - Build skills and family connectedness

e Phase lll (Renewal) - Strengthening and expanding formal and informal community support

systems, affirm and support self-reliance strategies, prevent relapse, and leadership training.

e Phase IV (Constancy) - Individualized aftercare planning to promote stability and permanence.
In addition, the SAYFE treatment team provides harm reduction, Stages of Change model for youth
with co-occurring disorders. The SAYFE team consults with the BHRS contractor where substance use
is determined to be life-threatening and will implement more assertive interventions. For any youth
with a recent history of suicide ideation and/or attempts, the SAYFE staff conduct a thorough suicide
risk assessment within 72 hours of the initial meeting. Safety plans and treatment plans are created
which address risk and recovery principles for all youth and their families.

Successes

The following qualitative FY 2022-23 success stories highlight the support the SAYFE team provides to
each youth and family during their time in the program:

Client Success Story #1: An 18-year-old male youth was referred to the SAYFE program when he was
16 years-old due to severe anxiety and depression which impacted school engagement, peer and

San Mateo County MHSA Annual Update FY 2024-25 Page 42 of 352




family relationships, and overall hope for the future. He had frequent thoughts of self-harm and
suicidal and homicidal ideation. His parents had a very contentious divorce, did not get along, and
shared custody of the youth. His parents’ divorce and tumultuous relationship impacted the youth’s
ability to openly express his feelings and envision his brighter future.

When the youth first started with the SAYFE program, the father opted not to participate and only
gave permission for the mother to participate with their son. The youth expressed significant anger
and resentment toward his father for events that occurred in his childhood. Mother reported that
client was impacted by his relationship with the father and was hesitant to utilize resources and
interventions offered by the team due to fear of repercussions from the father. The SAYFE team
engaged the client and mother in family therapy, case management, and behavior coaching services.
Youth developed a trusting relationship with his behavior coach and began talking about his mental
health and well-being while in his mother’s care. He was encouraged to discuss his struggles in family
therapy with his mother and relied on the support of the team to help his mother understand his
needs.

The SAYFE team supported the youth and family through multiple psychiatric hospitalizations during
their time in the program. They utilized the crisis line for intervention as needed to assess for safety
and for support after hours. The mother withdrew consent for services and the team worked
diligently to engage the father in wraparound services so that the youth could continue to receive
support from the team as he transitioned to adulthood. When the father commenced services, he
began learning about his son’s mental health and emotional needs and learned the skills to support
him. The father used the case manager and behavior coach's support to help the youth identify
career goals and prepare for college.

Although father reported to the team that therapy was “uncomfortable” for him because he “wasn’t
good” at talking about feelings and emotions, he participated in weekly family therapy with his son
and was able to develop skills to support his son’s emotional needs. The father utilized collateral
sessions to reflect on questions or concerns about his son and implemented the interventions as
needed. The youth obtained his driver’s permit, was accepted into college, and was able to openly
express both positive and negative feelings with his father.

At the time of discharge from the SAYFE program, the father thanked the treatment team for working
to engage him in his son’s treatment because he learned a lot about his son’s experiences and how to
support him.

Client Success Story #2: An 11-year-old female youth was referred to the SAYFE program due to
significant symptoms of depression which impacted her ability to attend school and form peer
relationships. Mother struggled to support the youth’s basic physical and emotional needs due to her
trauma history. The youth was primarily cared for by her 17-year-old sister because her mother
lacked confidence in her own parenting skills and ability. Mother relied solely on older sister and the
SAYFE team to support client because she would become overwhelmed and scared by the youth’s
aggressive behaviors (youth would self-harm or become physically aggressive with mother).

Furthermore, youth would refuse to go to school, reported plans to self-harm or die, and the mother
would defer to her older daughter and become unresponsive in times of crisis. The mother and older
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sister worked with the SAYFE team to develop a safety plan and utilize the crisis line if the youth
thought about harming herself or others. The family clinician, case manager, and family partner
worked closely with this family to support them with basic needs, parenting and communication
skills, and psychoeducation. The youth began to attend school regularly for the first time in 2 years,
the mother developed parenting skills and has become more independent in her ability to access
community resources, the older sister was accepted to college away from home, and the number of
hospitalizations has significantly decreased.

Mother now feels confident in her ability to parent her child with the support of the team while her
daughter is away. She has developed a trusting relationship with her family partner and has asked for
support to access her own individual therapy. Mother relies tremendously on the SAYFE team for
support; however, she has acknowledged that she wants and needs to learn how to develop these
skills so that she can support herself and her children independently.

Client Success Story #3: Another 11-year-old youth was referred to SAYFE wraparound services for
support with school refusal and significant anxiety symptoms. The youth had not attended school
since 3™ grade, two years prior. The mother was hesitant to accept services from the team and asked
that the team only work with her daughter.

The family clinician, case manager, and family partner worked to explain the program and the
importance of her involvement in services to support her child. Mother was adamant that she only
wanted the team to focus on the school attendance, and not anything else. Youth initially refused to
meet with the team and tried to avoid eye contact during meetings. The SAYFE clinician collaborated
with the BHRS clinician to engage youth in joint meetings to increase her comfort level. The team
began to develop a rapport with the mother by respecting her request to only focus on her
daughter’s school attendance to start. Eventually, the team was able to engage the youth in sessions.
The youth began to attend school, develop peer relationships, and engage in the community. The
family clinician moved at a pace that was comfortable for the family and, overtime, the youth and
mother began to use sessions to appropriately identify and process feelings.

Furthermore, the case manager worked with the youth to identify interests and engage in community
activities. They visited an animal shelter together, practiced photography with the youth’s new
camera, and discussed the youth’s goals for middle school. The mother has used the case manager’s
support for enrolling the youth in middle school and ensuring her IEP services are considered by the
district. Furthermore, the case manager helped the family with access to resources when they
experienced a traumatic event, and the family has highlighted their appreciation for the support in
conversations with the County and School Districts. Mother is not open to utilizing the support of the
family partner yet, but the team is hopeful that she will access the support when she is ready.

Challenges

During the FY 2022-23, the SAYFE program continued to assess and address ongoing challenges
around the increasing cost of living and lack of qualified applicants to retain staff and fill open
positions. The high cost of living in San Mateo County and surrounding areas continues to present a
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challenge for families and staff who are unable to obtain affordable and suitable housing for their
families’ needs. Due to this challenge, more San Mateo County residents are relocating out of the
area, which has led to increased job openings and a smaller pool of qualified applicants county-wide.
This has made it more difficult to hire and retain staff who receive competitive salary offers.

Additionally, most families who continue to reside in San Mateo County are working multiple jobs to
afford housing and other necessities to keep up with the increased cost of living. Therefore, families
are less available for appointments outside of school and work and the commitment required with
additional services is stressful and overwhelming. The financial stress and pressure have led to an
increase in need for mental health services and a lack of resources to support the demand. The
SAYFE program leadership has implemented strategies to increase client engagement, staff retention,
and hiring. Program staff have increased flexibility for morning and evening appointments to
accommodate families' availability, and the program offers telehealth appointments when
appropriate to allow greater access to services. SAYFE also offers financial support for families to
decrease financial burden, so they can engage in services to support their youth.

Demographics
N =32 FY 2022-23 FY 2022-23
\ Age Race/Ethnicity
0-15 | 72% American Indian/Indigenous 0%
16-25 | 28% Other Asian 0%
26-59 | 0% Latinx 71.88%
60-73 | 0% Pacific Islander 0%
74+ | 0% Another race/ethnicity 78.13%
Unknown/Not Reported 6.25%
Male/Man/Cisgender | 67.71% Black/African/-American 3.13%
Female/Woman/Cisgender woman | 59% White/Caucasian 37.50%
Other | 41.% Asian Indian/South Asian 0%
Decline to state | 0% Multiple 9.38%
Questioning or unsure | 0% Filipino 6.25%

COMPREHENSIVE FSP “TURNING POINT”

Part of the Youth Full-Service Partnership (FSP), Turning Point Child and Youth (TPCY) Program is
designed to support the county’s most vulnerable youth and their families to maintain and improve
the youth’s placement. In congruence with Edgewood Center’s mission and values, the Full-Service
Partnership (FSP) work is informed by a core belief that children, youth, and families are best served
and supported in the context of their unique family system, culture, and community.
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The Turning Point Child and Youth (TPCY) program is a comprehensive program for 45 of the highest
risk children/youth living in San Mateo County. TPCY is designed to help children and youth achieve
independence, stability, and wellness within the context of their culture, community, and family.
Youths are primarily referred to TPCY program through Human Services Agency (HSA — child welfare),
Juvenile Probation, BHRS regional clinics, and Schools (typically with an IEP for emotional disturbance
in place). The treatment is provided in effort to help stabilize a youth in their home environment and
prevent (or transition back from) a higher level of care (e.g., psychiatric hospital, residential facility,
juvenile hall, etc.)

All programs under the umbrella of the Youth FSP are guided by a strong belief in:
1. Service Integration: Communities are strengthened by a family-centered network of services
and providers that partner with children, youth, and families and
2. Local Focus: Children, youth, and families receive the highest quality of care when services are
provided and accessible within their community.

The Youth Full-Service Partnership (FSP) Program services are open to all youth meeting the
population criteria below. However, it is specifically targeted to Asian/Pacific Islander, Latino, and
African American Children and Youth. Identified San Mateo County resident populations to be served
by the program are:

e Severely Emotionally Disturbed (SED) and dually diagnosed children and youth (ages 6 to 21),
including 16/17 old when it is developmentally appropriate and/or best meets the needs of
the client and family) with multiple psychiatric emergency services episodes and/or frequent
hospitalizations with extended stays.

e SED and dually diagnosed children and youth who are at risk of out-of-home placement or
returning from residential placement, with juvenile justice or child welfare involvement.

e SED and dually diagnosed homeless children and youth / Transitional Aged Youth (TAY).

e Children and youth / TAY exiting school-based or IEP-driven services.

e Youth who are experiencing a "first break" and have been recently diagnosed with a psychotic
disorder. This target population may or may not have had prior involvement with the mental
health, juvenile justice, and/or child welfare systems.

e Youth and their family who are willing and able to participate in the treatment process.

Additionally, all enrollees in the Turning Point Child/ Youth (CY):
e Are ages 6-21 years old.
e Are atrisk for placement in a level 10-14 residential facility or "stepping down" from a level
10-14 residential facility: and
e Must be currently involved in Child and Family Services (Child Welfare) or Probation.

Edgewood’s Turning Point CY program works with children, youth, and emerging adults as well as
their families to provide services including:

e 24/7 Crisis Support

e (Case Management

e Individual and Family Therapy

e Psychiatric Assessments and Medication Support
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Peer Support for Youth and Parents
Therapeutic After-School Programming
Housing Support

Independent Living Skills Development

These services ensure that youth are successful in their transition from higher levels of care back into
the community. The TPCY program utilizes the Wraparound model of care for children, youth, and
families engaged in its program. In the Youth FSP, the TPCY program provides various services to
youths and their families. All treatment is voluntary, individualized, strengths-based, and actively
engages the youth and family. These services may include: individual therapy with the client’s goals
that focus primarily on symptom reduction as a meant to improve functional impairments; Group
Therapy with the client’s goals for more than two or more family members that focus mainly on
symptom reduction as a means to improve functional impairments; Family Therapy focuses on the
care and management of client’s mental health condition within the family system; Collateral services
provide support to one or more significant persons in the life of the client which may include
consultation and training to assist in better utilization of services and understanding mental illness;
and Rehabilitation Services assist in improving, maintaining or restoring functional skills, daily living
skills, medication compliance, and access to support resources.

Also, the families and youths have access to the Crisis Response Services provided by the Youth FSP
team, which is available twenty-four (24) hours on the weekends and evenings. Families and youth
also have access to Behavior Coaching Services and Psychiatry services.

Additionally, wraparound plans are more holistic than traditional care plans. They are designed to
meet the identified needs of caregivers and siblings and address a range of life areas. Through the
team-based planning and implementation process, wraparound also aims to develop youth and
family members' problem-solving skills, coping skills, and self-efficacy. Finally, there is an emphasis on
integrating the youth into the community and building the family’s social support network.

Program Impact

Comprehensive FSP FY 2022-23

Total clients served 69
Total cost per client $42,661
Cost per contracted slot $65,414

Improves timely access & linkages for underserved populations: The Youth FSP Turning Point CY
program works in collaboration with the other BHRS staff and other providers to assure
implementation of each enrollee’s Care Plan. The Youth FSP Clinical Intake Coordinator contacts the
referent party no later than five (5) business days following authorization by BHRS designated
representative and opens the Admin Reporting Unit (RU) within 24 hours of receiving the referral
from the Interagency Placement Review Committee (IPRC) team.

Reduces stigma and discrimination: The Turning Point CY program utilizes the Wraparound model of
care for children, youth, and families engaged in its program. Wraparound is an intensive, holistic,
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evidence-based method of engaging with individuals with complex needs (most typically children,
youth, and their families) so that they can live in their homes and communities and realize their
hopes and dreams. The wraparound process aims to achieve positive outcomes by providing a
structured, creative, and individualized team planning process that, when compared to traditional
treatment planning, results in plans that are more effective and more relevant to the child and family.
The wraparound principle of voice and choice impacts the goals and interventions by including the
perspectives of youth and family members during treatment. The care plan prioritizes the youth, the
families, or other caregivers’ strengths and perspectives.

In addition, TPCY provides Family Conferencing in the care planning process. The Family Conference is
family driven, strength-based, and promotes self-reliance. The Family Conference is a process that
brings together the youth, the family/caregiver, and their natural resources. The focus of the Family
Conference is to explore Decision-Making and Problem-Solving for multi-needs families and to
develop an integrated and comprehensive plan for youth and their families/caregivers.

The wraparound process demonstrates respect for and builds on the values, preferences, beliefs,
culture, and identity of the child/youth and family, and their community.

Increases number of individuals receiving public health services: The Youth FSP programs address the
whole family and provide support to parents/caregivers when they have mental health or substance
abuse needs. The Turning Point CY Family Partners and Case Managers facilitate access to services,
interfacing with Adult Mental Health Services (MHS) or Alcohol and other Drug Services (AOD) of the
BHRS Division. The Turning Point CY team will provide crisis/brief intervention services to those not
meeting criteria and referring them to primary care or community resources, as needed.

The Turning Point CY’s treatment team provides support and encouragement to the
parents/caregivers to enhance the family’s community and natural support, transportation services
and support as identified in the individualized care plan. The Turning Point CY Family Partners provide
educational support and linkage focusing on mental iliness, co-occurring disorders, and finding
resources.

Edgewood operates the only program in San Mateo County focused on kinship families- those in
which youth are being raised by a relative caregiver independent of the foster care system. Kinship
families present additional unique strengths and challenges. When Turning Point CY serves kinship
families, they are also connected to the Kinship Support Network to enhance the wrap-around
services to include caregiver counseling, couple’s counseling, community health nursing and case
management, support groups, and respite.

Reduces disparities in access to care: All programs under the umbrella of the Youth FSP are guided by
a strong belief in:
e Service Integration: Communities are strengthened by a family-centered network of services
and providers that partner with children, youth, and families and
e Local Focus: Children, youth, and families receive the highest quality of care when services are
provided and accessible within their community.

San Mateo County MHSA Annual Update FY 2024-25 Page 48 of 352




Implements recovery principles: The Youth FSP, Turning Point CY program utilizes the Wraparound
Model of Care, which engages children, youth, and their families through four phases of treatment:
e Phase | (Discovery) - Engagement, assessment, stabilization, and planning
e Phase Il (Hope) - Build skills and family connectedness
e Phase lll (Renewal) - Strengthening and expanding formal and informal community support
systems, affirm and support self-reliance strategies, prevent relapse, and leadership training.
e Phase IV (Constancy) - Individualized aftercare planning to promote stability and permanence.

Wraparound is a comprehensive, strengths-based, planning process put in place to respond to a
serious mental health or behavioral challenge involving children or youth. Wraparound shifts focus
away from a traditional service-driven, problem-based approach to care and instead follows a
strengths-based, needs-driven approach. The intent is to build on individual and family strengths to
help families achieve positive goals and improve their well-being. Wraparound is also a team-driven
process. From the start, a child and family team are formed and works directly with the family as they
identify their own needs and strengths. The team develops a service plan that describes specific
strategies for meeting the needs identified by the family. The service plan is individualized, with
strategies that reflect the child and family's culture and preferences. Wraparound is intended to allow
children to live and grow up in a safe, stable, permanent family environment. The Wraparound
process can:

e strengths by creating a strength-based intervention plan with a child and family team.

e Promote youth and parent involvement with family voice, choice, and preference.

e Use community-based services.

e Create independence and stability.

e Provide services that fit a child and family's identified needs, culture, and preferences.

e Create one plan to coordinate responses in all life domains.

e Focus on achieving positive goals.

High-Fidelity Wraparound refers to adherence to all the four phases and all the 10 principles to
maximize the full benefit of possible success and to maximize the possible positive outcome of the
plan.

Successes

The following qualitative FY 2022-23 success story highlights the support the TPCY team provides to
each youth and family during their time in the program:

“Mohammed”* is a 10-year-old boy referred to the Turning Point C/Y Wraparound Program from the
Daly City Youth Health Center. He and his family currently live in an apartment in Daly City.
Mohammed is currently in the fifth grade at his local elementary school.

Mohammed was referred to therapy originally by his school providers and his mother due to
symptoms and behaviors, following a traumatic event in the home in which the father was arrested
after being violent towards the mother. This was a highly traumatic incident that happened in front of
Muhammad and his other siblings. This event was precipitated by years of domestic violence by the
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father and witnessed by the children in the home. The father was jailed and prohibited through a
protective order from being in contact with the children. This left the mother as the sole caregiver
and breadwinner of the family's four children.

The family is originally from an Island Nation in South Asia. The family immigrated to the United
States when Mohammed was two years old due to ongoing war in their country and economic
difficulties they were facing. Most of the extended family remain in their country of origin. The
mother and children have had limited access to family and natural supports in their new
community. English is not the mother’s first language, which presented a challenge for her in
adjusting. The mother historically had not worked outside of the home, and thus when she became
the sole responsible parent, she needed to find a job and other financial supports.

Wraparound services were requested to assist the youth with navigating severe irritability,
concentration issues, sadness, and tearfulness, consistent fatigue, and daily school refusal.
Mohammed would regularly cry and make repeated attempts to stop his mother from walking him to
school. He would yell and shove when irritated and refuse to abide by limits and consequences set by
the mother. Mother reported extreme distress with the behaviors exhibited by Mohammed and her
other children. The elder sibling also had significant school refusal behaviors at the time of referral.

Wraparound services started for this family and included an individual Clinician, Family Partner,
Behavior Coach, Care Coordinator, Youth Specialist, and Crisis Response Services. Providers went out
to the home to meet with Mohammed and his mother for services. While at the home, the service
providers noted significant issues with cleanliness, heating, and safety concerns in the apartment. It
was noted that the mother had been working on being organized and on hoarding prior to the
referral. There were problems with the plumbing, heating, and unsafe conditions, such as nails
coming up from the floor. The care coordinator and family partner worked with the mother to
identify solutions to these concerns to improve the safety and cleanliness of the home environment.
The mother expressed significant concern with addressing the issues with the landlord, due to fear of
retaliation and fear that she may lose her housing. The treatment team respected the mother's voice
and choice in this matter and offered alternate solutions to address the issues.

The Care Coordinator requested flex funds to address plumbing concerns in the kitchen and
bathroom and worked with a contractor to make these repairs. The Care Coordinator purchased and
delivered heaters for the home as well. The Family Partner focused on the organization and
cleanliness of the home by working collaboratively with the mother to clean and organize. This was
done together with the mother and family partner side-by-side. Strategies were shared regarding
how to engage the children in maintenance of the home and teaching cleanliness strategies.

During this time, the Mental Health Clinician and Behavior Coach worked directly with the youth to
engage him in treatment sessions. When the treatment providers came out to the home, they often
found the youth pretending to be asleep, covering himself with a blanket, and declining to speak; or
going into a room and closing the door to avoid treatment sessions. This type of avoidance has lasted
throughout treatment but has lessened over time and the youth has come to engage somewhat in
treatment meetings. The Mental Health Clinician and Behavior Coach have worked with mother
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teaching strategies to help her, engage the youth in treatment meetings, as well as to support the
youth with attending school.

The Family Partner went on to support mother with navigating transportation issues as she did not
have a car, and to support her with finding and maintaining a job which she had not previously had
prior to the incarceration of the father. Additionally, the Family Partner supported the mother with
navigating and maintaining her employment while managing the needs of her four children, daycare,
family illness, and school refusal issues. The Care Coordinator and treatment team worked to engage
the school principal and school psychologist in ongoing discussions and meetings to explore strategies
that will assist the youth in attending school more regularly. Accommodation was made by the school
to reward the youth for school attendance. Plans were put into place to allow the youth to take space
often throughout the school day in a less structured, calm environment. The mother is currently
highly involved in the discussions and planning with the school and pleased with the plans that were
made to support her son with attending.

Throughout time in the Wraparound program the Mental Health Clinician as well as the Youth
Specialist and Behavior Coach have worked directly with the youth encouraging him and strategizing
with him to leave the home and attend school. The work has been challenging and many times the
youth was unwilling or unable to participate in the treatment meetings. The team, however,
persisted.

The youth ultimately did not return to in-person services at his elementary school last year. Over the
summer the work continued with the youth by the treatment team and the parent. The family
partner encouraged the mother to take the youth on a tour of his new middle school that he was
expected to start at the beginning of this school year. The youth was open to touring the school with
mother during the summertime. With ongoing support from the treatment team, encouragement,
and knowing he had already been on the campus, The youth was successfully able to overcome his
anxieties and start attending school in person when middle school started this fall. So far, the youth
has continued with his school success and been attending daily. The treatment team has seen this as
a major success and functional improvement.

Currently, the treatment team has moved into supporting the family with the return of father to the
home. Following the traumatic event in the home that led to the referral to wraparound services, the
father was jailed and prohibited through a protective order from being in contact with the mother
and children. During treatment, the protective order was lifted. In recent months, the mother
reported to the treatment team she intended to welcome the father back to the family home. The
treatment team worked with the mother and the father's probation officer to determine what
support would be needed as he transitioned back into the daily lives of the children.

Currently the father, mother, and children are working with the wraparound team on this next phase
of treatment. The team will work further with the family around safety, communication, and healing
from trauma.

*The name and some identifying factors have been changed to protect the youth’s identity.
Quantitative data were provided through the submission of documentation to the state database and
unfortunately do not receive the aggregate results of these data.
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Challenges

The Turning Point CY program continues to face certain barriers in providing services to referred
families. One of the key barriers is lack of staffing. It has become increasingly difficult across the
state, and in the Wraparound program, to locate, hire, train, and retain high-quality candidates. A
particular difficulty has been hiring and retaining Peer Family Partners and Mental Health Clinicians to
provide individual and family therapy to families. This is a challenge faced by mental health programs
and regions across the state. Turning Point CY is a similar position of navigating this shortage of
mental health staff it its program.

Another significant barrier to providing the highest quality of wraparound services is the ongoing
COVID-19 protocols and restrictions. Like other programs, Turning Point CY continues to face
difficulty with providing services to families in person, as COVID-19 infections continue to occur. It is
inhibiting the program’s ability to provide in person services at the family homes, schools, and other
community locations due to the protocols and policies that serve to limit face-to-face interactions,
and limit outside providers from coming into facilities, and being welcomed at the homes.

Lastly, another significant challenge and barrier is that of language capacity needs. In the Turning
Point Wraparound program, families from diverse background with diverse primary languages spoken
in the home are referred. The language capacity of program staff is not as diverse as that of its
clients. This represents a challenge in properly serving a wide variety of families, particularly
caregivers, who may be monolingual in a language that the provider is not proficient in. Although
interpretation services for treatment meetings and conferences are available, it is preferable for the
clients to have staff that are proficient in their preferred language. This can limit the effectiveness of
interventions and the rapport that is developed between the client and the staff members.

Demographics
N =69 FY 2022-23 FY 2022-23
‘ Age Race/Ethnicity
0-15 | 72% American Indian/Indigenous 3.32%
16-25 | 28% Samoan 1.45%
26-59 | 0% Latinx 59.42%
60-73 | 0% Other Pacific Islander 1.45%
74+ | 0% Another race/ethnicity 59.42%
Unknown/Not Reported 21.74%
Male/Man/Cisgender | 41% Black/African/-American 2.90%
Female/Woman/Cisgender woman | 59% White/Caucasian 21.74%
Other | 0.% Asian Indian/South Asian 1.45%
Decline to state | 0% Multiple 10.14%
Questioning or unsure | 0% Filipino 5.80%
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OUT-OF-COUNTY FOSTER CARE FSP

Through the collaborative relationship between San Mateo County and Fred Finch Youth & Family
Services (FF), the East Bay Wraparound (EBW) formed a Full-Service Partnership (FSP) in 2010. The
EBW-FSP program provides a full spectrum of community-based services to enable participants to
achieve their identified goals. FF provides a wraparound services model to promote wellness, self-
sufficiency, and self-care/healing to youth who are San Mateo County Court dependents (foster
youth) who currently live outside of the county.

Wraparound services are a comprehensive and holistic way of providing care when children or youth
experience serious mental health or behavioral challenges. All services are strengths-based, needs-
driven and collaborative. The focus is on building individual and family strengths to help families
achieve positive goals and improve well-being. The team, which is made up of many community
partners, the family, youth, social workers, child welfare providers, Court Appointed Special Advocate
(CASAs), and EBW staff all work together to develop an individualized service plan to meet a youth
and family's identified needs, culture, and preferences. Every youth and family have a voice, choice,
and preference. EBW services foster independence and stability in each youth and family.

EBW serves youth in foster care placements outside of San Mateo County who are at risk of losing
their current residence and/or at risk for placement in a higher level of care. This program services
youth aged six to twenty-one, as well as their foster parents/caregivers and parents/family members.
Typically, this population of youth has experienced some crisis or safety issue in their home or has
had a history of multiple placements.

Services include community-based, in-home, individual, and family therapy; individual
rehabilitation/intensive home-based services; case management, including linking participants and
families to natural and community resources, and intensive care coordination; psychoeducation;
integrated medication support services; and crisis intervention. Services are available to participants
and their families twenty-four hours a day, given a target population prone to significant emotional
and behavioral disruptions resulting from family stress, extreme behaviors, and care fatigue.
Typically, service delivery occurs in the afternoon and evening. Staff tailor service delivery schedules
for each participant’s convenience. Participants can access services on weekends and after-hours
through the on-call service.

Program Impact

Out-of-County FSP FY 2022-23

Total clients served 4
Total cost per client $58,999
Cost per contracted slots $23,600

Timely Access and Linkage: The East Bay Wrap (EBW) program has a “do what it takes” motto. EBW is
committed to opening all new referrals within a 10-day period. Linking families to needed services
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occurs at the initial case opening and throughout every episode of care. EBW staff frequently partner
with many community-based organizations, nonprofits, and social service foundations to decrease
many remnants of social and economic disruptions caused by COVID-19 for wraparound families.

Reducing Stigma and Discrimination: There are many ways in which EBW is striving to reduce mental
health stigma. The team is staffed with youth and parent partners who have lived experience.
Families have reported that having a staff team member who has navigated similar struggles helps
them to feel less judged and “able to be themselves” thus creating a more therapeutic environment
for permanent change to occur. EBW also provides advocacy and psychosocial education about the
three stigmas of mental health (public, self and systemic) to families, participants, and natural
supports to reduce stigma and shame around accessing mental health services. EBW staff are
encouraged to use each participant’s preferred identity first language in reference to their mental
health challenges and disabilities. Using a participant’s preferred identity language actively empowers
EBW participants and their families to realize that their mental health challenges and disabilities are
important parts of their identity that should be held without shame while also acknowledging the
intersectionality of their many identities. The program is also improving organizational and individual
cultural humility through education, training, workforce development, hiring strategies, and policy
changes.

Increased Number of Individuals Receiving Public Health Services: Wraparound services remove many
of the barriers to families receiving therapeutic services. All services are provided in the safest, most
accessible, and least restrictive environment to decrease financial, time and distance barriers often
associated with receiving care. EBW staff often have sessions in a participant’s home and/or
community locations (parks, schools, and community spaces).

Reduced Disparities in Access to Care: Individuals from vulnerable populations, the Bay Area’s
unserved, underserved, under-resourced, and ineffectively served individuals and families, often face
barriers to accessing care in the Bay Area. Program staff participate in community outreach efforts
and fund-raising events to increase access to care.

Recovery Principles: EBW is guided by the overarching recovery principle of caring for the whole
individual. All care is individualized and person-centered. Staff acknowledge and believe that there are
multiple pathways to recovery based on individuals’ unique strengths, needs, preferences,
experiences, and cultural backgrounds.

Successes

The program received 1 additional referral compared to previous years. Most participants in the program
experienced a noticeable decrease in symptoms.
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Challenges

Despite an additional referral this fiscal year, low enrollment in the program as well as decreased
referrals continue to be a challenge for the sustainability of the program. While referrals have been
historically low given this service is specific to youth placed out-of-county, the challenge continues to
be addressed at quarterly oversight meetings with Fred Finch and BHRS. The Child Welfare unit
supervisor attends Children and Family Services (CFS) leadership meetings and reminds new
supervisors of this resource. Additionally, Presumptive Transfer has led to decreased referrals;
Presumptive Transfer includes the prompt transfer of the responsibility for providing and paying for
specialty mental health services for children and youth in foster care who are placed outside of the
county in which they came into care.

Demographics
N=4 FY 2022-23 FY 2022-23
‘ Age Race/Ethnicity
0-15 | 75% American Indian/Indigenous 0%
16-25 | 25% Hawaiian Native 0%
26-59 | 0% Latinx 75%
60-73 | 0% Pacific Islander 0%
74+ | 0% Another race/ethnicity 50%
Unknown/Not Reported 25%
Male/Man/Cisgender | 75% Black/African/-American 25%
Female/Woman/Cisgender woman | 25% White/Caucasian 25%
Other | 0.% Asian Indian/South Asian 0%
Decline to state | 0% Cambodian 0%
Questioning or unsure | 0% Chinese 0%

TRANSITION AGE YOUTH (TAY) FSP

TAY FSPs provide intensive community-based supports and services to youth identified as having the
“highest needs” and can include transition age youth between the ages of 16-25. Specialized services
to TAY with serious emotional disorders are provided to assist them to remain in or return to their
communities, support positive emancipation including transition from foster care and juvenile justice,
secure, safe, and stable housing and achieve education and employment goals. TAY FSPs helps reduce
involuntary hospitalizations, homelessness, involvement in the juvenile justice system and improves
the quality of life for youth clients.
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COMPREHENSIVE TAY FSP + DROP-IN CENTER

Edgewood’s Transitional Age Youth Full Service Partnership (TAY FSP) program is a specialized mental
health program designed to meet the unique needs of high risk and highly acute transition age youth
between the ages of 17-25 in San Mateo County; 16 year olds and up to age 18 that are still enrolled
in high school will continue to be served by the Turning Point C/Y FSP. Considered the last treatment
option prior to a residential placement, the TAY FSP program provides intensive, round the clock
support to help youth reach and maintain stability in the community and transition into adulthood.

The TAY FSP program works to address the youth’s identified needs while also building awareness
around the choices and behaviors that oftentimes lead to isolation, hospitalization, incarceration,
homelessness, and increasingly risky substance use. BHRS refers youth who are residents of San
Mateo County, between the ages of 17-25, and meet at least one of the following eligibility criteria:
e Considered a person who has been diagnosed as Severely Emotionally Disturbed (SED),
Severely Mentally Ill (SMI)4, and/or dually diagnosed with multiple psychiatric emergency
services episodes and/or frequent hospitalizations with extended stays in the past 2 years.
e Exiting school-based mental health or IEP driven services and meeting criteria as SED, SMI or
dually diagnosed
e SED or SMI and homeless or at-risk of homelessness
e SED and/or dually diagnosed and at risk of out-of-home placement or returning from
residential placement.
e Newly identified individuals who are experiencing "first break" and have been recently
diagnosed with a psychotic disorder. This target population may or may not have had prior
involvement with the mental health, juvenile justice and/or child welfare systems.

The TAY FSP engages as much of the youth’s biological family, chosen family, and other permanent,
supportive adults to support the youth’s treatment, but most importantly to be the network of
support once youth have graduated from the program.

While the internal team creates a comprehensive network of support around each youth, the
overarching goal is for youth to develop skills, strengthen their natural support system, and learn when
and how to deploy their tools for healthy, independent living.

The TAY FSP program offers a wide range of services to best address the needs of young people
struggling with mental health. These services include:

e Age-Specific groups and activities

e Independent Living Skill Acquisition

e C(Crisis Response

e Educational/Vocational Support

e Financial and Housing Support

e Linkage to Resources

e Career and Education Guidance

4 SMI are one or more mental, behavioral, or emotional disorder(s) in adults and older adults diagnosis resulting in serious
functional impairment, which substantially interferes with or limits one or more major life activities.
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e Peerto Peer Support

e Family Conferencing

e Individual and Family therapy

e Case Management and Care Coordination
e Psychiatry

Their multidisciplinary, multicultural, multilingual team of providers engage youth in the menu of
services including case management, clinical treatment (psychiatry, individual therapy, and family
therapy as needed), crisis prevention/intervention, support network building and engagement, and
medication management.

The TAY Drop-In Centers, located in San Bruno and Redwood City, are community resource centers
catering to transition age youth between the ages of 18-25 years (up to their 26th birthday). Due to
concerns with separating of minors from adults, and other risks and potential liability, the program is
not available for 16-17 year olds. Each peer-led site serves as a safe and confidential space offering
free resources, activities and workshops, and opportunities for socialization and peer connection.
Success at the Drop-in Centers is measured individually and is fluid according to how each transition
age youth participant defines self-efficacy. The primary goals of the Drop-In Centers are to promote
socialization and community connection, support academic/vocational exploration and growth,
encourage the development of independent living skills, and empower rising leaders and advocates.

The target population of the Drop-In Centers are individuals between the ages of 18-25 years. The
individuals are guided by Peer Partners, young adults who have been through similar life experiences,
are an invaluable resource to the Drop-In Center participants. Employing people with lived experience
in peer worker roles to support others brings a tremendous range of benefits. Peer Partners know
what it is like to go through uniquely difficult situations and life experiences and can share their
experiences of recovery, growth, and resilience. Peer Partners who are living well represent hope
that is often missing in the Drop-In Center participant’s lives.

Peer Partners facilitate a safe and welcoming environment using empathy, validation, constructive
feedback, and unconditional support. Peer Partners are trained in Youth Development, Harm
Reduction, and peer counseling techniques. Peer Partners offer support and peer mentorship; give
resources; and plan, implement, and co-facilitate groups and activities. Primary program
activities/interventions provided include:

e Regularly scheduled programming such as community outings, social activities, personal
growth focus groups, and wellness workshops.

e On-site resources including opportunities for partnerships with community programs, links to
services external to Edgewood, and access to basic needs like healthy meals, technology,
clothing, and hygiene products.

e Peer Partners lead activities that support 18-25-year-old participants in building the necessary
skills to successfully transition to adulthood.

e Three to four on-site events per year that include two Health Education Fairs, a Back to School
Distribution, and the popular Hoodie Haul which distributes winter apparel and resources to
the community of Transitional Age Youth.
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Program Impact

Comprehensive TAY FSP FY 2022-23

Total clients served in FSP 62
Total clients served in Drop-In Center | 145
Total cost per client $50,933
Cost per contracted slot $63,157

Improves timely access & linkages for underserved populations: The TAY program has developed the
intake process to ensure timely access and linkages for underserved populations through the
following steps; utilizing a clinical intake coordinator to ensure quick turnaround with new referrals;
gathering all necessary documentation and information immediately; and swiftly assign clients to
treatment teams. The initial screening and assessment are used to identify needs and make initial
linkages to services.

Reduces stigma and discrimination: TAY program staff are engaged in ongoing training and coaching
to address issues of inherent stigma and discrimination faced by themselves and clients. Team
members are strong advocates for clients when they face these issues during their treatment.

Increases number of individuals receiving public health services: The TAY program works closely with
the Drop-In Centers to provide workshops and psycho education opportunities for both TAY clients

and other community members utilizing the Drop-In Centers. TAY program staff provide clients and
their families support with referral information to access their own services as needed.

Reduces disparities in access to care: The TAY program is designed to engage in treating the most
underserved populations. The program has bi-lingual team members and the ability to successfully
engage translation services. Team members work in the community and meet clients wherever they
are at, this includes homes, businesses, public spaces, County offices, neighborhoods, and anywhere
else deemed necessary to provide services to the clients.

Implements recovery principles: The TAY FSP program implements Edgewood’s trauma informed
principles through training and incorporating the principles in goals set at both a leadership and
cohort level. Program leadership emphasizes a trauma informed lens at all levels of the program.
Safety is prioritized for clients and staff. Transparency and follow-through with clients and their
support networks build trusting relationships. Staff work across teams to train, consult, and support
each other; while clients are connected with each other in workshops, Drop-In Centers, and social
outings. Staff collaborate with clients and their supports to identify goals and build treatment plans.
All team members bring a therapeutic lens to their work to build healing relationships at all levels.
TAY staff voices are valued and welcomed in program decisions, as are client voices in treatment
decisions. The TAY team values its diverse, multicultural members and clients. Issues of diversity,
equity, inclusion, race, ethnicity, and culture are discussed and addressed at both the staff and client
level of the program.
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Successes

The TAY FSP program is especially proud of a recent graduate of the program that has moved away to
begin attending college at Sonoma State. This client entered the program with a diagnosis of acute
anxiety that had prevented her from fully engaging in high school, social relationships, and
employment. The TAY treatment team was able to build trusting relationships, engage client in
therapy, behavior coaching, and utilize case management to connect her to support systems. With
this support in place, the client was able to gain acceptance to college, successfully navigate
enrollment and the move to campus, complete her treatment goals, and graduate from the TAY
program.

Since the pandemic, the TAY Drop-In Centers have increased the number of on-site participants,
almost three times as much since 2019. The increased attendance is attributed to the centers’
commitment to providing relevant and meaningful resources and support to the TAY community
including hosting four major distribution events, increase in community outings, and providing basic
needs such as food and personal care items. With additional grant funding, the Drop-In Centers also
provided seasonal specific clothing (hoodies, scarves, gloves, and other outerwear), devices like
tablets and laptops that help connect TAY to educational and health resources, health equipment
(yoga mats, fidgets, prescription eyewear, and more), hygiene and personal care products, and
backpacks and school supplies.

As a testament to the Drop-In Centers ability to support many TAY in San Mateo County, the centers’
continue to receive grant funding from the Chan Zuckerberg Initiative, the Sequoia Health Care
District and the San Bruno Community Foundation to provide ongoing health resource support and
other basic needs to TAY who continued to struggle even as the community has overcome the COVID-
19 pandemic. This past year, of the 145 TAY served through at the Drop-In Center, 52 were new
participants. Additionally, the grant from the SBCF will give the Drop-In Centers the ability to reach
more TAY in the community through the Mobile Drop-In Center van which will provide resources to
TAY located in underserved communities like East Palo Alto, the Coast, and North County.

One example of the Drop-In Centers successful efforts was expressed by a TAY participant who
regularly receives basic-need resources and engages in center activities. This TAY lives independently
and is currently enrolled in a vocational program. The TAY utilizes Drop-In Center support to
supplement the limited income they have and has expressed to the team that if it wasn’t for the
hygiene supplies and food they receive from the program, they would not be able to “survive” living
alone. This TAY also has developed a trusting relationship with the Peer Partners who are able to give
them guidance and support with challenging peer relationships. The TAY participant hopes to finish
their vocational program within two years and will continue to seek support at the Drop-In Centers so
they can fulfill their ultimate goal of being an independent adult.

Challenges

The biggest ongoing challenge faced by the TAY program is low client engagement. Many clients that
are referred to the program have barriers to engagement such as: acute symptoms, unstable housing,
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distrust of County, substance use, and transportation issues. TAY program staff focus on a
combination of relationship building to foster connection, quick delivery of vital resources to address
client’s needs, and targeted interventions to stabilize mental health symptoms. A greater focus on
“warm hand-offs" and increased periods of crossover between the referring programs and the TAY
FSP program could help mitigate some of the ongoing engagement issues.

The TAY Drop-In Centers main challenge continues to be lack of staffing. Edgewood Center’s Drop-In
Centers carry out various projects, activities, and events, which require a certain amount of staff
support. Without the proper amount of staffing, the Drop-In Centers are unable to open each center
five days a week. The Drop-In Centers also has been impacted by the increase in the cost of operating
the center. Janitorial services have increased to the point where the number of days the centers are
cleaned and maintained has had to be reduced. Also, the inflated cost of grocery items, including
food and cleaning supplies has impacted the Drop-In Centers ability to provide basic resources to its
participants. The increased cost of these operating expenses is crucial to resolve as it can impact the
participant experience and environment the Drop-In Centers create for TAY.

Demographics
62 Participants FY 2022-23 FY 2022-23
\ Age Race/Ethnicity
0-15 | 0% American Indian/Indigenous 3.23%
16-25 | 100% Hawaiian Native 3.23%
26-59 | 0% Latinx 54.84 %
60-73 | 0% Pacific Islander 7.87%
74+ | 0% Another race/ethnicity 54.84%
Unknown/Not Reported 14.52%
Other Pacific Islander 1.61%
Male/Man/Cisgender | 38.71% Black/African/-American 11.29%
Female/Woman/Cisgender woman | 61.29% White/Caucasian 25.81%
Other | 0.% Asian Indian/South Asian 1.61%
Decline to state | 0% Cambodian 1.61%
Questioning or unsure | 0% Chinese 3.23%
Multiple 12.90%
Filipino 4.84%
Tongan 3.23%
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ENHANCED SUPPORTED EDUCATION

Caminar’s Supported Education program at the College of San Mateo has been highly successful in
supporting individuals with mental health/emotional needs in attending college and achieving
academic, vocational, and/or personal goals. This program was established in the spring of 1991
from collaboration with the College of San Mateo, Caminar, and BHRS. The program’s unique
approach combines special emphasis on instruction, educational accommodations, and peer support
to assist students to succeed in college. Traditionally, the attrition rate for individuals with
psychiatric disabilities has been exceptionally high because of anxiety, low stress tolerance, lack of
academic and social skills, and low self-esteem. However, this program has become an innovative
leader in reversing this trend.

In addition to the campus presence, the Supported Education program has an extensive presence in
the community, with regular weekly groups at Caminar’s residential programs such as skills groups,
self-care groups, activity groups, and processing groups. The program also has a twice weekly virtual
drop-in time for clients to get school and career assistance.

The Supported Education program is also a part of Caminar’s Diversity and Equity Committee and the
BHC Adult and TAY subcommittees. The Supported Education program strives to reach out and
engage individuals who can benefit from engagement in the supported education program. To this
end, the supported education program team has reached out to a wide number of community
programs throughout the fiscal year, to reach out and engage clients into supported education
services, thereby initiating a pathway of recovery, support, and empowerment. Once engaged in the
supported education program, clients begin to see their potential and the opportunities available to
them. Classes and groups also build on recovery principals such as Wellness Recovery Action Plan
(WRAP), personal and career skills-building, resource education and linkage, empowerment through
education and career development, leadership potential, a peer support group, and engagement
utilizing active listening, motivational interviewing, and supportive engagement.

Providing a pathway for clients into a new identity as a student, Peer Counselor, or other career
pathway greatly increases personal self-esteem and helps re-write the ‘client’ narrative, thereby
decreasing the stigma commonly associated with persons receiving behavioral health services.

Program Impact

Supported Education | FY 2022-23 |
Total clients served 109
Total cost per client $1,874

Improves timely access & linkages for underserved populations: The program participates in outreach
activities throughout the county such as the ‘Recovery Happens’ events, San Mateo Adult School
Resource Fair, and at other community events and programs working with underserved populations.
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Reduces stigma and discrimination: WWhen mental health consumers participate in the peer
counseling class or classes with support at local colleges, they begin to internalize a new, healthier
identity as a ‘student’ not as a ‘client’ or ‘patient’.

Increases number of individuals receiving public health services: As a participant in the program,
individuals receive a personalized assessment of needs and linkage to resources, as well as learning
needs assessment and resource linkage skills in the peer counseling class.

Reduces disparities in access to care: Supported Education instruction builds personal and peer
counselor advocacy skills, as well as promoting access to services throughout the community. There
are no requirements or barriers for participation in the supported education program, and because of
an ‘open door’ policy, individuals having difficulty identifying and linking to traditional services find
that they can have personal support for linkage to other resources and services.

Implements recovery principles: The Supported Education program is built around supporting,
teaching, and implementing recovery principles. The peer counseling class focuses on learning and
being able to model personal wellness through covering essential recovery practices such as WRAP
skills, harm reduction, motivational interviewing skills, active listening, while supporting consumer
growth and skills acquisition. Staff also conduct community groups that focus on skill building for
personal growth and self-care activities and skills.

The supported education program focuses on connecting individuals with educational and vocational
services and by providing individualized supports. With these supports, during the FY 2022-23,
students attending Fall and Spring semesters of the Peer Counseling program, had GPA and retention
rates are as follows:

e Achieved an overall GPA of 3.2

e Attained a retention rate of 81%

Additionally, through the development of supports such as staff and student support groups, the
individual client benefits from a supportive, nurturing, and empowering environment that fosters
self-reliance, self-care, and in turn decreases the isolation and stresses that often precipitates an
increase in symptoms or a decrease in functioning.

e 100% Reported that their class experience was satisfactory or above.

Curriculum Summary:

e Peer Counseling Class 1 Fall. Orientation, digital literacy, academic skills HIPAA, boundaries,
Carl Rogers active listening, hierarchy of needs, Humanistic Psychology, overview of
academic programs, group facilitation, communication essentials, roles of families and
consumers, WRAP, ACA code of ethics, self-care, diversity and equity programs, and the
models of recovery.

e Peer Counseling Class 2 Spring. Review of active listening, Motivational Interviewing/ stages
of change, Harm Reduction/AOD/co-occurring models, Trauma Informed Care,
classical/operant conditioning, Cognitive Behavioral Theory, problem solving/conflict
resolution, the role of advocacy, assessment concepts, developing a treatment plan, writing
progress notes/ documentation guidelines, and a career project.
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Course Outcomes:
e Fall Semester- 8 students completed the Peer Counseling 1 class.
e Spring Semester- 5 students completed the Peer Counseling 2 class.
e 6 students are working in human services/mental health field, 1 is continuing school.
e The program served 109 unduplicated clients, with 20 TAY (transition-age-adults).
e 207 Hours of service were provided (12,440 minutes).
e 30 engagement activities for TAY were offered (classes, groups, outings, one to one).

Successes

One recent peer counseling graduate of both peer counseling 1 in the Fall and peer counseling 2 in
the Spring, obtained employment at a community agency which is strong in advocacy, and is also
enrolled at the local college’s Alcohol and Other Drugs studies, with plans to attend in the Fall
semester of 2023.The Supported Education program was also able to offer classes for one of the
community programs in Vallejo, Solano County on-line. The Supported Education program will be
offering hybrid classes for FY 2023-24 to be able to meet prospective student’s needs.

Challenges

Housing affordability continues to be a major hurdle for stability for community members. Many have
moved out of the area in hopes of securing more affordable housing. Some individuals who have had
to relocate have continued participation in the program and have utilized new skills to secure
employment and continued academic participation in other California counties.

Demographics
Age (N = 14) ‘ # ‘ % ‘Sex assigned at birth (N = 123)
Age 0-15 10 9% |Male 30 24%
Age 16-25 3 3% [Female 91 74%
26-59 98 86% |Decline to state 1 1%
60+ 2 2%
decline to state 1 1%
Primary language (N = 123) ‘ % \Intersex (N=110) # %
English 21 17% [Yes 2 2%
Spanish 98 | 80% [No 104 | 95%
Mandarin 1 1% |Decline to state 3 3%
Cantonese 0 0%
Tagalog 1 1%
Russian 0 0%
Samoan 0 0%
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Tongan 0 0%
Another language 1 1%

Race/Ethnicity (N = 117) Gender Identity (N = 122)

American Indian/ Alaska Native/ 0 0% |Male/Man/ Cisgender 31 25%
Asian 2 2% |Female/ Woman/ Cisgender Woman 86 70%
Eastern Europe 0 0% [Transgender Male 0 0%
European 0 0% [Transgender Woman 1 1%
Arab/Middle Eastern 0 0% |Questioning/ unsure 0 0%
Black/ African- American 2 2% |Genderqueer/ Nonconforming 0 0%
White/ Caucasian 3 3% [Indigenous gender identity 0 0%
Asian Indian/ South Asian 1 1% |Another gender identity 0 0%
Caribbean 0 0% [Decline to state 4 3%
Cambodian 0 0% |[Gay, lesbian, homosexual 0 0%
Central American 16 14% |[Straight or heterosexual 87 84%
Guamanian 0 0% [Bisexual 0 0%
Chinese 1 1% |Decline to state 15 14%
Mexican/ Chicano 66 | 56% [Queer 0%

0
Native Hawaiian 0 0% [Pansexual 0 0%
Filipino 3 3% |Asexual 0 0%
Puerto Rican 1 1% [Questioning or unsure 2 2%

1 0

0 0

#

Samoan 1% [Indigenous Sexual orientation 0%
Japanese 0% |Another sexual orientation
South American 10 173l Disability/Learning difficulty (N = 117)

0%

Tongan 0% |[Difficulty seeing 7%
Korean 0% |Difficulty hearing or having speech 2%
Vietnamese 0% [Dementia 1%

8l OO0 |O

Veteran (N = 122) | =73 Physical/ mobility disability 0%

8

2

1
Another race/ ethnicity 8% |Developmental disability 0 0%

0

0

3

Yes 2 2% [Chronic health condition 0%
No 116 95% |Learning disability 3%
Decline to state 2 2% |l do not have a disability 86 74%
Another disability 1 1%
Decline to state 7 6%
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ADULTS AND OLDER ADULTS FSP

ADULT AND OLDER ADULT/MEDICALLY FRAGILE FSP

The FSP program, overseen by Telecare, Inc., provides services to the highest risk adults, highest risk
older adults/medically fragile adults. Outreach and Support Services targets potential FSP enrollees
through outreach, engagement, and support services. These programs assist consumers/members to
enroll and once enrolled, to achieve independence, stability, and wellness within the context of their
cultures and communities. Program staff are available 24/7 and provide services including:
medication support, continuity of care during inpatient episodes and criminal justice contacts,
medical treatment support, crisis response, housing and housing supports, vocational and
educational services individualized service plans, transportation, peer services, and money
management. Services specific to Older Adult/Medically Fragile include maximizing social and daily
living skills and facilitating use of in-home supportive agencies.

Telecare FSP, via the integrated teams model uses daily morning huddles to assertively coordinate
and track the various service needs for every individual the teams serve. Including benefits
acquisition, psychiatric appointments and medication, case management and evidence-based
rehabilitation and other promising practices, the teams proactively identify needs and gaps in service
and provide, broker, or advocate for those necessary services or resources. The concentrated effort
of each team affords the opportunity to engage in continual improvement for clients lives by circling
back on progress made in all the areas identified.

Telecare delivers excellent and effective behavioral health services that engage individuals with
complex needs in recovering their health, hopes and dreams. Utilizing a team-based approach, clients
have 24/7 access to a team member that has working knowledge of their hopes and dreams,
treatment plan goals, interventions that have worked and those that do not. Furthermore, each team
incorporates titrated services ranging from the most intensive (FSP level) through Case Management
and into Wellness.

These levels allow members to progress in their recovery journey while keeping their support team
intact and allows for aging members to move back into higher levels of support, keeping their support
team intact. All service recipients are adults or older adults that are on their recovery journey from
complex behavioral health challenges including serious and persistent mental illness, co-occurring
medical issues, substance use, criminogenic profiles and more.

Activities, services, and interventions include but are not limited to assessment and treatment
planning, psychiatry, case management, medication support, vocational development/ brokerage,
supported education brokerage, numerous evidence based and promising practices such as
Motivational Interviewing, Wellness Recovery Action Plans (WRAP), Seeking Safety, Recovery
Centered Clinical Systems (RCCS), Screening, Brief Intervention and Referral to Treatment (SBIRT), etc.
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Program Impact

Telecare Adult/Older Adult FSP  FY 2022-23

Total clients served 254
Total cost per client $11,610
Cost per contracted slots $14,246

Improves timely access & linkages for underserved populations: With very few exceptions, initial
meetings with new clients occur in less than 3 business days of the referral. Engagement, assessment,
and treatment plan development start in that initial meeting.

Reduces stigma and discrimination: The multi-disciplinary teams are comprised of varying
professions (Case Managers, Licensed Clinicians, Nurses, and a Prescriber). Still, they also comprise a
high number of individuals with lived experience. Approximately 80% of the Telecare teams are
individuals on their recovery journey. This normalizes the process, establishes rapport, and reduces
stigma.

Increases number of individuals receiving public health services: The program takes almost all client
referrals, with few exceptions. They refer, link, and connect clients with various public health
providers. Within the first two weeks of working with a new member, the team searches for benefits
to which the member is entitled and helps establish those benefits for the member.

Reduces disparities in access to care: Daily team huddles are conducted, and members’
circumstances are reviewed to ensure that all members have access to but are not limited to the
following: psychiatric and medical care, financial benefits, access to housing options, food security,
vocational and educational resources. Furthermore, as part of BHRS’ effort to improve care
coordination for individuals with complex needs, Telecare FSP participates in cross-over collaborative
efforts and has representation at the planning level.

Implements recovery principles: Telecare’s clinical model, Recovery Centered Clinical Systems (RCCS),
is at the core of operations. The staff focus on recovery in the aspects of the care provided. Staff also
partner with the person using Motivational Interviewing (MI) and Recovery Centered Clinical System
conversations to highlight their choices in both interventions and desired outcomes.

Successes

The program uses intentional service delivery--based on a person’s stated preference of goals, staff
know what behaviors they want to address and what interventions they will use prior to meeting with
the clients.

Client Success Story #1: “Ann” came to telecare with a history of homelessness, substance use
challenges, and legal issues. After more than ten years living on the streets of the peninsula, she was
enrolled with Telecare as well as at the Catherine Center, where with support she was able to thrive
and participate in the program for over a year and a half. During this time, she enrolled in college
courses, and is still actively working towards her paralegal certificate. Last semester she made honor
roll at her school. While pursuing this degree, she successfully transitioned from Catherine Center to
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Spring St. shelter, to transitional housing, and currently has her own apartment. She has over 4 years
of sobriety and continues to stay connected within the AOD community participating in groups and
trying to help others through sharing her story. With all her hard work she recently reconnected with
her daughter and additionally works as an ally for the LGBTQ community, participating in events such
as Pacifica’s Pride Parade this year.

Throughout this time, the team supported her with weekly meetings at Catherine Center, and
eventually preparing her for discharge, supporting lvy with moving to temporary housing (hotel,
where she was granted temporary assistance via her school funding). The team then arranged a
referral to Spring St. Shelter and supported her with getting into there. After continued meetings with
case managers, monthly psychiatric appointments, and consistent participation by the client, she was
able to obtain a housing voucher. The program supported her with moving to her apartment and with
finding information regarding food support due to semi-isolated area of apartment. Also, while the
client was in transitional housing, the team supported her in obtaining medication, and medication
management. The program continued to increase support when needed including supporting the
client in navigating enrollment in school.

As a full-service partnership, the program supported her with various aspects of her life including, but
not limited to examining plans, discussing future goals, and assisting her with identifying steps
needed to obtain them.

Client Success Story #2: “Diane” was referred to Telecare in January 2023 due to hospitalizations
stemming from eloping behaviors and the inability to care for herself. Diane would leave her father’s
home in Menlo Park and go missing for weeks, ultimately being found by police in a state of iliness,
disorientation, and dysregulation.

The program established a working relationship with Diane and her family and assisted to have her
formally assessed for intellectual disabilities. The program initiated an assessment appointment with
Golden Gate Regional Center (GGRC) and helped transfer her living situation to a more secure setting
with enriching opportunities and advocated for conservatorship for her.

Currently Diane lives at Cordilleras MHRC as a conserved adult with GGRC services. She regularly sees
her father and participates in group activities at her residence. Telecare FSP played a vital role in
engaging community resources to create a clear path for Diane so that she can have a higher quality
of life.

Client Success Story #3: Three years ago, “David’s” world seemed to crumble when he faced the
devastating loss of his mother. The pain was unbearable, and he found himself struggling to cope
with both the grief and challenges life threw at him.

However, amidst the depth of his despair, he remained hopeful. The first step was seeking the
support he needed. He began attending therapy sessions, where he learned healthy ways to process
his emotions and develop coping skills. His partnership with the team and therapy has helped him
gain the confidence to embark on his journey to continue his education. He is now enrolled in
community college classes and will be starting in the fall.

See also a note from a client below:
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Challenges

During the pandemic it was challenging to provide group services and interventions. However, now
that restrictions have eased, the program has been able to start several groups such as: art therapy,
processing group, co-occurring, cooking safety, life skills, etc. The program aggressively pursues
measures to continue to improve services to the clients. Staff use a variety of tools including in-
person and virtual appointments, technology that allows documentation in the field with the client
served, increased response and flexibility, etc. Telecare’s ability to act proactively, swiftly, and
competently in serving the clients is evident. The program is deeply committed to the mission of
excellence in San Mateo County.

Demographics
254 Participants FY 2022-23 FY 2022-23
\ Age Race/Ethnicity

0-15 | 0% American Indian/Indigenous | 5.51%
16-25 | 4% Other Asian 3.93%
26-59 | 67.32% Latinx 30.71%
60-73 | 25.19% Pacific Islander 7.87%

74+ | 3% Another race/ethnicity 32.28%
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Decline to state 0%
Male/Man/Cisgender | 67.71% Black/African/-American 15.35%
Female/Woman/Cisgender woman | 32.28% White/Caucasian 57.09%
Other | 0.% Asian Indian/South Asian .39%
Decline to state | 0% Central American 0%
Questioning or unsure | 0% Chinese 3.54%
Mexican/Chicano 0%
Filipino 5.12%
Japanese 2.36%

COMPREHENSIVE FSP FOR ADULTS AND OLDER ADULTS

Caminar’s FSP program is designed to serve the highest risk adults and highest risk older adults that
are medically fragile. Most adults with SMI served by FSP have histories of hospitalization,
institutionalization, and substance use, are not engaged in medical treatment, and have difficulty
participating in structured activities and living independently. Older adults often have cognitive
impairments and medical comorbidities.

The FSP program assists clients to enroll and once enrolled, to achieve independence, stability, and
wellness within the context of their culture and communities. The goal of this program is to divert
clients from the criminal justice system and acute long-term institutional levels of care and help them
succeed in the community and to achieve their wellness and recovery goals, maximize their use of
community resources, integrate client’s family members or other support people into their
treatment, achieve wellness, independence, and improved quality of life.

Caminar FSP has a staffing ratio of 10:1, staff to consumers. FSP has the capacity to serve 30 clients.
There are frequent team meetings to discuss clients in crisis, hospitalizations, incarcerations,
medication non-compliance, and homelessness. A psychiatrist is assigned to the client to provide
medication evaluation and psychoeducation. Case managers assist clients with needs related to mental
health services, rehabilitation, housing, employment, education, social and recreational activities, and
health care. Consumer treatment includes a variety of modalities based on consumer needs, including
case management, individual, group or family therapy, psychiatric medication prescription, and general
medication support and monitoring. Consumer self-help and peer support services, include money
management, assisting with employment opportunities, social rehab and assistance with referrals and
housing. Caminar also provides community-based nursing to assist clients with improving medication
compliance. FSP services are delivered by a multidisciplinary team, which provides 24/7, crisis response
support, including in-home support services and services at other consumer locations as appropriate.
Case managers help to plan for linkage to and coordination with primary care services, with the intent
of the strengthening the client’s ability to access healthcare services and ensuring follow up with
detailed care plans.
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Program Impact

Caminar Adult/Older Adult FSP  FY 2022-23

Total clients served 31
Total cost per client $55,262
Cost per contracted slot $57,104

Caminar FSP reduces risk by rapid and consistent engagement with clients and their collateral
providers, case conferences, increasing contact with clients who may be decompensating, 24/7
availability and its implementation of the Pro-Act training. All management staff is trained and certified
to initiate involuntary hospitalization, when indicated. The program limits school failure and drop out
through its Supported Education program and helps lower unemployment by utilizing its Jobs Plus
program, which provides skills training and referrals to employers looking for workers. Homelessness
is a pervasive problem in the Bay Area and in San Mateo County, in particular. Through its Supported
Housing program, Caminar provides housing options to clients in need of independent apartments and
shared apartments. In collaboration with BHRS, FSP links clients to multiple housing options: Licensed
Board and Cares, Single Room Occupancy (SRO) rooms, shelters, and unlicensed room and boards.

Once a client is referred to Caminar services, staff attempts to initiate contact for Case Management
within two (2) business days and psychiatry within 5 business days. Clients are assessed rapidly and
comprehensively by case managers, a psychiatrist, and Clinic Manager/Registered Nurse (RN). The
Clinic Manager/RN completes a Nursing Assessment for all clients admitted to the program.
Furthermore, FSP also utilizes a Mediation Assistance Program (MAP) to increase medication
compliance and to reduce the risk of clients overtaking or undertaking their medications.

By utilizing the social rehabilitation model, which provides for a non-judgmental, normalized
environment which emphasizes the client as the lead in their care, Caminar works to reduce the stigma
and discrimination the population often faces. The team ensures linkage to outside community
providers for primary care and ongoing collaboration with said providers; this helps ensure that
Caminar’s clients are receiving public health services. By partnering with other non-profit agencies,
Caminar helps reduce the disparities in access to care. Finally, Caminar utilizes interventions such as
Harm Reduction, Motivational Interviewing (Ml), Dialectical behavior therapy (DBT), and Wellness
Recovery Action Plans (WRAP) to help strengthen the gains made by clients and to implement the
principles of recovery throughout all its programs.

Successes

Client Success Story: “Jane” has shown tremendous improvement in the past year. The case
manager has been able to utilize Motivational Interviewing techniques as well as a client center
approach to meet the client where she is. Jane has gone from hesitant to engage in treatment to
now being fully engaged with her case manager. She has been utilizing her coping skills when she
faces challenging situations and meets weekly with her therapist and and case manager to work on
her goals. Recently, the client requested In Home Support Services (IHSS) and with the support of her
case manager was approved. Jane prepared for the interview and role played with case manager to
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ensure she was feeling prepared for the interview. Jane reports “I have been able to get my IHSS
worker and have been in my apartment for a few years now and | like living here. Thank you for your
help."

Keeping clients housed: Caminar has seen a positive impact of intensive services for clients who
generally struggle to maintain housing or habitable living environments. With the support of Case
managers, clients are being connected to in home services and being provided education on
maintaining a habitable home, roommate conflict resolution, and money management education so
rent is paid consistently.

Implementing Evidenced Based Practice Tools: Caminar has adopted the use of Outcome
Questionnaire (0Q). OQ Measures are the most researched and validated outcome measurement
tools available. The first administration captures a baseline level of distress. Routine administrations
allow you to quickly assess any changes in symptoms and problematic behavior and accurately
measure change. Using predictive algorithms that have been proven to be accurate, the system
serves as an early warning system alerting the provider if a client is moving away from expected
progress in treatment. Responses provided by the client can assist in treatment planning and help
guide the therapeutic direction by identifying strengths and areas of concern.

Challenges

Insufficient number of board and cares for clients has been a challenge. Board and cares are not a
one size fits all, and therefore, not all clients are a fit for a specific board and care. Another challenge
that FSP clients faced in FY 2022-23 was the limited housing available for clients that are on social
security income.

Many FSP has clients that are homeless and not able to maintain their housing due to their
symptoms. Caminar’s case managers have worked collaboratively with other providers to ensure
clients get an apartment. However, due to client’s symptoms and the criteria for securing an
apartment, it has been challenging for the clients to keep an apartment and they end up homeless.

Housing subsidies that are linked to FSP have been a barrier to stepping down clients. If they are
stepped down to a lower level of care, they lose their subsidy, which means they lose their housing.
This also ties up the funds for new clients. The program continues to seek alternate forms of non-
program dependent housing subsidies and/or vouchers that are not tied to the FSP program.

Demographics

*The following demographics are for Caminar’s Adult/Older Adult FSP and AOT FSP combined:

92 Participants FY 2022-23 FY 2022-23
‘ Age Race/Ethnicity
0-15 | 0% American Indian/Indigenous | 3.26%
16-25 | 9% Other Asian 2.17%
26-59 | 74% Latinx 23.91%
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60-73 | 17% Multiple 2.17%
74+ | 0% Another race/ethnicity 25%

Unknown/Not Reported 10.87%

Male/Man/Cisgender | 70% Black/African/-American 11.96%
Female/Woman/Cisgender woman | 30% White/Caucasian 50.0%
Other | 0.% Asian Indian/South Asian 3.26%

Decline to state | 0% Central American 0%

Questioning or unsure | 0% Chinese 4.35%
Tongan 1.09%

Filipino 10.87%
Japanese 2.17%

ASSISTED OUTPATIENT TREATMENT OR “LAURA’S LAW” FSP

The purpose of Assisted Outpatient Treatment Full Service Partnership (AOT FSP) is to provide
services to individuals with serious mental illness who currently are not receiving treatment and may
or may not require court intervention to receive treatment. AOT FSP services are based on the
Assertive Community Treatment model (ACT).

AOT target population are adult San Mateo County residents living with serious mental illness who
meet the following eligibility criteria as specified in Assembly Bill 1421: clients unable to "survive
safely" in the community without "supervision"; history of "lack of compliance with treatment" as
evidenced by at least one of the following: a. hospitalized/incarcerated two or more times in the last
36 months due to a mental illness or b. violent behavior towards self or others in the last 48 months;
and clients who were previously offered treatment on a voluntary basis and refused it or are
considered "deteriorating."

Program activities include engaging Individuals who have not had a successful and lasting connection
to treatment and recovery services. Diversion from the criminal justice system and/or acute and long-
term Institutional levels of care (locked facilities) SMI and complex Individuals with multiple co-
morbid conditions that can succeed in the community with sufficient structure and support.

AOT has a staffing ratio of staff to consumers, with a ratio of 10:1 and with a capacity to serve 50
clients. There are frequent team meetings to discuss clients in crisis, hospitalizations, incarcerations,
medication non-compliance and homelessness. A psychiatrist is assigned to the client to provide
medication evaluation and psychoeducation. Case managers assist clients with needs related to
mental health services, rehabilitation, housing, employment, education, social and recreational
activities, and health care. Caminar maximizes use of community resources as opposed to costly
crisis, emergency, and institutional care. Staff utilize strategies relating to housing, employment,
education, recreation, peer support and self-help that will engender increased collaboration with
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those systems and sectors. AOT establishes and solidifies linkages to medical, health care coverage,
social services, and income benefits.

Caminar provides interventions and evidence based practices such as Assertive Community
Treatment (ACT), Motivational Interviewing, Feedback informed Treatment (FIT), Outcome
Questionnaire (0Q), Cognitive Behavioral Therapy (CBT), Harm Reduction, Seeking Safety, Trauma
Informed Services, Stages of Change, Crisis Intervention and Management, Medication Assistance
Program (MAP), Wellness Recovery Action Plans (WRAP), and Recovery-based treatment.

Program Impact

AOT (Laura’s Law) FSP FY 2022-23 |
Total clients served 61

Total cost per client $13,318

Cost per contracted slot $16,248

Caminar reduces risk by rapid and consistent engagement with clients and their collateral providers,
case conferences, increasing contact with clients who may be decompensating, 24/7 availability and its
implementation of the Pro-Act training. All management staff is trained and certified to initiate
involuntary hospitalization, when indicated. The program limits school failure and drop out through its
Supported Education program and helps lower unemployment by utilizing its Jobs Plus program, which
provides skills training and referrals to employers looking for workers. Homelessness is a pervasive
problem in the Bay Area and in San Mateo County, in particular. Through its Supported Housing
program, Caminar provides housing options to clients in need of independent apartments and shared
apartments. In collaboration with BHRS, FSP links clients to multiple housing options: Licensed Board
and Cares, SRO rooms, shelters, and unlicensed room and boards.

Once a client is referred to Caminar services, staff attempts to initiate contact for Case Management
within two (2) business days and psychiatry within 5 business days. Clients are assessed rapidly and
comprehensively by case managers, a psychiatrist, and Clinic Manager/RN. The Clinic Manager/RN
completes a Nursing Assessment for all clients admitted to the program. Furthermore, FSP also utilizes
a Mediation Assistance Program (MAP) to increase medication compliance and to reduce the risk of
clients overtaking or undertaking their medications.

By utilizing the social rehabilitation model, which provides for a non-judgmental, normalized
environment which emphasizes the client as the lead in their care, Caminar works to reduce the stigma
and discrimination the population often faces. The team ensures linkage to outside community
providers for primary care and ongoing collaboration with said providers; this helps ensure that
Caminar’s clients are receiving public health services. By partnering with other non-profit agencies,
Caminar helps reduce the disparities in access to care. Finally, Caminar utilizes Harm Reduction, Ml,
DBT and WRAP to help strengthen the gains made by clients and to implement the principles of
recovery throughout all its programs.
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Successes

Client Success Story #1: AOT client, “Jim,” was able to reach his goal of obtaining full-time
employment. He was referred to Jobs Plus and got a full-time job and has been maintaining this job
for over a year now. Jim was also able to repair his relationship with his parents/family with the
support of psychiatry services and case management. When he first joined AOT, his father did not
want Jim at home for several reasons such as being unemployed, in and out of the hospitals, very
symptomatic, refusing to take his prescribed medications, lack of coping skills, wrecking vehicles etc.
Now, Jim is engaged with his treatment team, and he was able to repair the relationship with both his
father and mother. Jim is no longer in and out of the hospitals and he is welcomed back home with
parents.

Client Success Story #2: When “Jane” was referred to Caminar AOT, she was completely disengaged
and seriously functionally impaired as evidenced by an inability to interact with others other than her
father and unable to work or go to school. With the support of Caminar Case Management and
psychiatry services, she has been doing much better and has increased her ability to manage her
symptoms. She is regularly taking her medications now. She also has maintained engagement with
Case Management 1-3x/week and attends psychiatry appointments as scheduled. Jane has gotten to
a place where she feels ready to start moving towards her goals, and recently started going back to
school.

Client Success Story #3: “Joe” is currently living at a hotel. He is currently working in construction.
When Joe was referred to the Caminar AOT, he was rapidly cycling through multiple hospitalizations.
He suffered with intense suicidal thoughts and exhibited high levels of anxiety and alcohol abuse. He
was referred to Caminar AOT to receive psychiatry, case management and therapy. Case
management provided support to the client with medication, symptom management, and with
obtaining housing. Joe is currently working full-time, attending psychiatry appointments 1x/a month,
and case management 2-x/weekly. He has moved forward to apply for independent housing and is in
the process of getting his own studio. Joe began attending AA meetings on Zoom. The client had been
experiencing flash backs of PTSD when in shelters and consumed alcohol to intoxication, but now that
Caminar is supporting him, he expresses the intention to receive therapy and actively move forward
toward his goals.

Reducing the high utilization of crisis services: Caminar AOT has seen a positive impact of intensive
services for some of the highest utilizers of emergency services decline with infrequent visits to
Psychiatric Emergency Services (PES) and general emergency visits.

Cultural responsiveness trainings: Caminar values the importance of training its staff to be culturally
responsive in the care they provide their diverse clients. In FY 2022-23, several trainings were
provided to staff including:

e Building a Multi-Cultural Care Environment

e Groundwork for Multi-Cultural Care

e Cultural Competence for Supervisors

e Cultural Diversity

e Implicit Biased Training
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e Becoming Visible — Using Cultural Humility in Asking Sexual Orientation Gender Identity (SOGI)
Questions”
e Cultural Humility 101: Building Bridges to Diversity & Inclusion

Challenges

Increase in high risk violent and sexual offenders: With the new law SB317 the program continues to
have an influx in new client referrals with recent and histories of sexual and physical assaults without
the capacity to meet the needs and challenges presented with this increase.

The limited housing options for clients given the continued increase in housing costs in the Bay Area
along continues to be the biggest challenge for AOT. Lack of availably of appropriate level of housing
for the level of functioning of the clients the program serves is a significant challenge.

Housing subsidies that are linked to AOT have been a barrier to stepping down clients. If they are
stepped down to a lower level of care, they lose their subsidy, which means they lose their housing.
Program staff continue to seek alternate forms of non-program dependent housing subsidies and/or
vouchers that are not tied to the AOT program.

Demographics

*The following demographics are for Caminar’s Adult/Older Adult FSP and AOT FSP combined:

N =92 FY 2022-23 FY 2022-23
\ Age Race/Ethnicity
0-15 | 0% American Indian/Indigenous 3.26%
16-25 | 9% Other Asian 2.17%
26-59 | 74% Latinx 23.91%
60-73 | 17% Multiple 2.17%
74+ | 0% Another race/ethnicity 25%
Unknown/Not Reported 10.87%
Male/Man/Cisgender | 70% Black/African/-American 11.96%
Female/Woman/Cisgender woman | 30% White/Caucasian 50.0%
Other | 0.% Asian Indian/South Asian 3.26%
Decline to state | 0% Central American 0%
Questioning or unsure | 0% Chinese 4.35%
Tongan 1.09%
Filipino 10.87%
Japanese 2.17%
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EMBEDDED SOUTH COUNTY FSP

The South County Adult Behavioral Health Outpatient Clinic serves complex adult client population
living with serious mental iliness (SMI) and/or Substance Use Disorders (SUD). Due to the location of
the clinic the program serves as the catchment area providing services to individuals from the
women’s and men’s County jail facilities, Redwood House crisis residential, Cordilleras Mental Health
Rehabilitation Centers (MHRC), three inpatient SUD treatment programs, and two homeless shelters.
The typical client served are considered at risk of self-harm or neglect, recently hospitalized for
mental health, poorly engaged in treatment, have co-occurring SUD, often homeless, have trust issue
stemming from mental health diagnosis, and have limited community resources.

During FY 2022-23, Mateo Lodge was contracted to provide 50 hours of Embedded Case
Management (ECM) services per week for 3 different levels of intensity for BHRS South County Clinic
clients (A - Task oriented case management 1-2 months duration, B - Supplemental case management
4-6 months duration, and C - FSP clinical case management 6 -12months duration). The program was
staffed by one staff 4 days a week for 40 hours/week for this reporting cycle.

Clients receive 1-3 hours of direct CM contact per week and CM carry a weighted caseload of 10-12
clients as FSP level clients receive 3 —5 hours or weekly support. There are currently 10 ECM clients,
of which 1 also receives housing voucher support. The voucher-based clients receive quarterly home
visits, monthly phone check in, and assistance with negotiation with landlords, etc. in preparation for
annual housing inspections, relocation if needed and redetermination paperwork/appointments. At
the close of the fiscal year, there was no waitlist for services.

Each ECM client meets with their embedded case manager and completes a “Needs Assessment” to
facilitate client goals. The engagement process is critical in building trust, reduce stigma, and is highly
client centered.

ECM staff are bilingual Spanish and have participated in professional development
opportunities/training including: Cultural Competency, SOGI, Assaultive Behavior, Motivational
Interviewing, BHRS required documentation and compliance trainings. Additionally, ECM CM attend
quarterly meetings with Mateo Lodge, weekly supervision, and bi-weekly staff meeting at South
County Clinic. Staff development is targeted to further strengthen ECM awareness of community
services, improve cultural appropriate services, and to deepen clinical knowledge of the population of
clients served to employ best strategies/practice.

Program Impact

Integrated FSP — South County  FY 2022-23

Total clients served 10
Total cost per client $13,119
Cost per contracted slot $8,746

South County has complex impaired SMI clients as the catchment area services the County jails,
Redwood House crisis residential, Cordilleras, three social rehabilitation board & care placements,
three inpatient SUD treatment programs, and two homeless shelters. The main barrier for clients
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served through ECM are limited housing, communication by telephone due to homelessness, co-
occurring SUD disorders, trust issues stemming from mental health diagnosis, and limited resources
for undocumented clients. As the ECM is adjunct provider, consultation and updates with treatment
team is paramount for client care.

Most of the referrals for the ECM program are to improve client’s engagement with their treatment
teams (not making it to appointments) and/or because clients are not psychiatrically stable. In this
reporting, all new client referrals were to reduce hospital and psychiatric emergency service (PES)
encounters. The difficult to engage client is typically medication non-compliant and/or homeless with
limited family/social support. Use of culturally appropriate community agencies (faith based, Club
House, Pride Center) has helped support recovery when limited financial and family support exists.
Assisting clients with task activities such as obtaining cell phone, assistance to coordinated entry, and
other community resources improves client outcomes through building a working rapport and trust
with the Case Manager.

The Case Manager makes every attempt to meet clients in the community and assess for food
insecurity, linkage to mental health services/primary care, referrals to In-home Services, and support
housing goals/needs. Engagement strategies used are home visits (both scheduled and unscheduled),
use of natural family support, case conference with outpatient community partners, and joint home
visits with a member of the treatment team. The best outcomes for ECM clients exist when there is a
warm handoff from their clinical treatment team and collaboration with valued community partners.

Successes

Client Success Story: A longtime ECM female client living in MHA housing struggling with
medication compliance, has forged strong trusted alliance with ECM provider. Client had persistent
delusions that her food and water was tainted resulting in poor medication compliance, poor
nutrition, and hospitalizations. ECM collaborated with treating psychiatrist and nurse to learn of
medication options to present to the client. The ECM leveraged the trusted relationship and
provided psychoeducation on the benefits of a long-acting injection (LAl) medication as a treatment
option. The client agreed to the LAl after declining for the past four years. The client has not had a
hospitalization in past 12 months and no longer restricts diet based on delusions.

Challenges

The current barrier of not being fully staffed continued into the FY 2022-23. The contract of 50 hours
limits the number of clients being served. Mateo Lodge has referred task-oriented referrals to other
programs and remain focused on the more severe and intense cases needing support over a year or
two period. Staff are mindful of safety concerns and are unable to accept some referrals that may
need a male provider only. A new rehabilitation group has been initiated on-site to teach/educate
clients on the use of cell phones and technology to improve communication and attendance with
providers.
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Demographics

N=10 FY 2022-23 FY 2022-23
\ Age Race/Ethnicity
0-15 | 0% American Indian/Indigenous 0%
16-25 | 0% Other Asian 10%
26-59 | 60% Latinx 30%
60-73 | 30% Multiple 0%
74+ | 10% Another race/ethnicity 0%
Unknown/Not Reported 2.36%
Male/Man/Cisgender | 30% Black/African/-American 10%
Female/Woman/Cisgender woman | 70% White/Caucasian 50%
Other | 0.% Samoan 10%
Decline to state | 0% Central American 0%
Questioning or unsure | 0% Chinese 0%

HOUSING SUPPORTS

Housing supports can include various strategies including scattered site housing, augmented board
and cares, room and boards, temporary shelter beds, transitional housing and permanent supportive
housing, amongst other strategies. Additionally, a comprehensive continuum of services can include
pre-housing engagement strategies such as drop-in centers, field services targeting the homeless, and
linkages and peer support post-psychiatric emergency, hospitalization and incarceration.

TRANSITION AGE YOUTH (TAY) FSP HOUSING

The Supported Housing Program for TAY in FSP programs provides housing supports, housing and
property management for up to thirty (30) TAY ages 18-25 and emancipated minors ages 16-18, in
various sites, units in scattered sites, assisted living, board and care and locations throughout San
Mateo County. The housing services were provided by Mental Health Association to Edgewood’s TAY
“Turning Point” FSP. Mental Health Association offers integrated housing and support services geared
toward achieving maximum levels of residential stability and improved health outcomes for TAY.
Services provided include:

e Locate and obtain needed units of housing.

e Ensure that leased housing remains in clean, safe, and habitable condition.

e Collaborate on a regular basis with the FSP provider.
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e Utilize creative, harm reduction-based techniques beyond standard property management
practices and activities.

e Manage relationship with property owners including timely payment of rent, monitoring and
enforcement of lease provisions, and problem solving.

e Occupational Therapist services to support the TAY resident.

Program Impact

TAY Supported Housing FY 2022-23

Total clients served 5
Total cost per client $84,321

Client demographics and outcomes are those of Edgewood’s Comprehensive FSP program for TAY
listed above. Mental Health Association (MHA) is also able to provide ongoing support to youth as
needed, once they end FSP services, through their Support and Advocacy for Young Adults in
Transition (SAYAT) program, which offers intensive case management and support services to
facilitate successful independent living.

ADULT/OLDER ADULT SUPPORTED HOUSING

Supported Housing is for individuals living with serious mental illness who are experiencing or at risk
of homelessness, receiving wraparound services such as daily living skills coaching, harm reduction
and motivational interviewing interventions and other supports to help them maintain their housing.

Successes

Belmont Apartments: Of the 24 resident units, 7 formerly homeless adults living with serious mental
illness and SUD are original tenants, having moved in when the project opened more than 17 years
ago. Three of the current tenants have been in residence for more than 13 years and 11 have been in
residence for over one year. The eligibility for Belmont Apartments did not and does not include an
MHSA eligibility designation, however the agency is confident that at least 75% of current residents
would be so designated if needed.

Cedar Street Apartments: Of the 14 resident units, 5 formerly homeless adults living with serious
mental illness and SUD are original tenants, having moved in when the project opened more than 11
years ago. One of the original tenants passed away, 7 residents have been tenants for 5 years or more
and 2 residents have been residents for at least 3 years. Of the 14 units, 5 are designated MHSA units.
However, 10 current tenants were officially designated as MHSA eligible. Since opening there have
been several residents with complex medical conditions including a resident who was told she had
less than 6 months to live. The Registered Nurse (RN) and nursing staff worked closely with her, she
was provided a fully handicap accessible unit, and she was connected to other support services both
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inside and outside the apartment, including food delivery. As a result, her lifespan was extended by 5
years during which time the program staff were also able to connect her to her family and at the end
of her life, her family was making regular visits. There is currently a resident who is close to end-stage
Parkinson’s disease. He is an original tenant who resided on the second floor. Upon diagnosis staff
were able to move him to a handicap adaptable/accessible first floor unit, trading with another
resident. He continues to receive assistance from MHA Case Management, RN, and Occupational
Therapists, has an in-home support provider and is fully supported by other residents who help him
shop, bring him meals they prepare for him, and offer to bring him to the community room for
activities. He truly is part of a caring community.

Waverly Place Apartments: Of the 15 resident units, 9 formerly chronically homeless adults living with
serious mental illness and SUD are original tenants, having moved in when the project opened more
than 5 years ago. All units are designated as MHSA units. Several residents have already successfully
lived at Waverly Place Apartments longer than they have lived anywhere else as adults. Two
residents have significant medical conditions and are working with the program’s Registered Nurse
and Occupational Therapists to ensure they receive the care they need as well as to provide
assistance in making and keeping medical appointments.

Challenges

Belmont Apartments: COVID-19 created the greatest challenge for both staff and residents. For those
clients who had been employed, their work ended, and resulted in long period of inactivity. For the
better part of two years, MHA staff were the only in-person peopl residents were seeing, and safety
protocols made even that more difficult. Staff continue working to repair some of the interpersonal
damage that resulted. In addition, several of the tenants’ treatment team staff moved to remote
work, retired, or simply moving away. As a result, some tenants disconnected from services which
resulted in not taking medications, not seeing a professional for treatment, and for several
individuals, having their episode with BHRS closed due to not being seen or attending appointments.
It is a major lift to try to repair those relationships as well.

As a result of the subsidies for the units coming through HUD as Permanent Supportive Housing
subsidies, the program is also now required to use the Coordinated Entry System (CES) for referrals
which has proven challenging as the information provided is all self-reported, and securing
documentation to meet eligibility requirements is time consuming. Finally, many of the individuals
referred through the CES process do not currently have an interest in participating in BHRS, which
means that MHA staff are often the only providers they see.

Cedar Street Apartments: The program is facing the fact that its residents are aging and with that
comes physical and medical challenges that were not originally envisioned when the program was
opened. Additional funding has been raised to allow to the program to have an RN working on-site
part-time as well as Occupational Therapy services available to the residents. The addition of this
staff has helped to keep residents out of the emergency room and/or hospital.
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Waverly Place Apartments: Although Waverly opened two years prior to the COVID-19 shutdowns,
many of the residents, all of whom were chronically homeless, were still in early stages of treatment
and recovery. When the shutdown occurred, many completely disconnected from services and
increased their usage of substances, with resultant behavior issues and problems which challenged
the entire community. Combining that with a moratorium on evictions also resulted in significant
issues and problems for individuals that bled into the Waverly Place community.

Challenges across each apartment facility: For Belmont, Cedar Street, and Waverly Place Apartments
alike, COVID-19 created the greatest challenge for both staff and residents. For the better part of
two years, MHA staff were the only in-person people residents were seeing, and safety protocols
made even that more difficult. Staff were advised not to enter tenant units unless necessary and to
meet one-on-one in the community room, rather than in apartments. This also meant that
community rooms were closed for most community building activities. Staff is now working to repair
some of the interpersonal damage that resulted. In addition, as with the Belmont Apartments,
several of the tenants’ treatment team staff moved to remote work, retired, or simply moving away.
As a result, some tenants disconnected from services which resulted in not taking medications, not
seeing a professional for treatment, and for several individuals, having their episode with BHRS closed
due to not being seen or attending appointments. It is a major lift to try to repair those
relationships as well.

AUGMENTED BOARD AND CARES (B&C)

The purpose of the Board and Cares (B&C) program is to provide a supported living environment for
clients living with severe mental illness (SMI) and/or substance use issues. The 10 contracted facilities
provide SMI client’s an opportunity to live in the community in a supported living environment.

One BHRS staff member oversees the program as the designated B&C liaison. The B&C liaison
oversees admissions to and discharges from 10 BHRS-contracted B&Cs, processes referrals to B&Cs,
completes assessments, and provides care coordination with the treatment team.

The target population is adults with SMI who have completed a social rehabilitation program, are
stepping down from residential facilities at institutions for mental disease (IMD) level of care, or
locked settings, or are self-referred from the community. They are psychiatrically stable, compliant
with medications, and in need of a supported living environment. Clients are members of the Health
Plan of San Mateo (HPSM) and have either Social Security Administration or General Assistance
benefits.

Activities for clients include:

e Each B&C operator provides three meals a day and medication management, which includes
storing and administration of medications. The operators regularly collaborate with the
client’s treatment team and conservator (if there is one) about client’s progress and address
any issues that impact the client’s placement.
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e The B&C Operators work in close collaboration with the BHRS B&C liaison. The role of the
B&C Liaison is to support the client’s transition into the B&C, oversee and coordinate their
care, and ensure the B&C addresses issues that impact placement.

e In addition, BHRS provides and facilitates a series of mental health groups for clients at the
B&C facilities. Curriculums for these groups have included Seeking Safety, lliness and
Recovery Management, Dual Diagnosis, and Wellness Recovery Action Plan (WRAP). MHSA
funds continue to support these MH groups at the B&C facilities and incentives that are built
into the B&Cs’ existing contracts, to benefit and support its clients.

e The B&C team created a protocol for B&C providers to make the admission criteria and
process for referral clearer. The B&C liaison now uses a checklist during site visits to ensure
that all aspects of the B&Cs are reviewed and screened every month.

e The program added a board and care incentive. If the B&C Operator can keep their occupancy
at 95% before the end of the fiscal year, they would earn an incentive based on how many
beds are in the facility. This incentive honors the operators’ work and encourages the ease
and timeliness of referrals and filling beds.

e Another new program activity that supports referrals for peer members through the Helping
Our Peers Emerge (HOPE) peer mentor program using MHSA Innovation funds. When the B&C
Liaison goes on site visits, they ask the B&C Operators if there are any clients who may benefit
from being referred to the peer mentor program. This strategy was implemented to support
clients in being able to stabilize in placement. The program has also utilized Serenity House
more, a crisis residential program, to help address placement issues.

Activities for facility operators:
e The B&C Liaison develops and coordinates a training schedule for the B&C Operators. The
trainings increase the B&C Operator’s capacity to address the needs of the SMI clients in their
care as well as fulfill their CEU requirements.

Program Impact

Board and Cares FY 2022-23

Total clients served 116
Total cost per client $1,966

Improves timely access & linkages for underserved populations: BHRS B&C liaison promptly processes
referrals and screens them for appropriate level of care. When placements open at the operator
sites, the B&C Liaison promptly links and prepares the referred client for transition to their site.
Program staff keep track of the referred clients and the barriers that impact placement. The B&C
Liaison regularly contacts and coordinates with the B&C Operators, treatment team, and the
conservator (if there is one) to address and meet the needs of the clients at the facilities. There is a
strong focus on coordinating care of the clients in the facilities and promptly address issues as they
come up. Program staff works on housing retention to make sure clients who have had difficulty
maintaining placements in the past maintain their placement in board and care facilities.
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Reduces stigma and discrimination: The assessment procedure includes a 15-item checklist to
determine eligibility for B&C placement. The program ensures that any barriers encountered by
eligible clients is promptly addressed. Any indications of discrimination or expressed concerns by
clients, and appropriate steps are taken to address the issues. Additionally, the B&C Liaison contacts
the B&C regularly to check in on and evaluate clients’ care and makes monthly in-person visits to the
facilities. If needed, complex case conferences are organized, in which all parties involved such as
conservator, treatment team and case managers discuss supports and resources needed to
successfully transition a client to placement or address any challenging situations. In these meetings
staff also address any forms of stigma and discrimination that need attention. Through trainings and
close coordination with the B&C Operators staff shows how disruptive behavior is often stemming
from mental health challenges and not because they are “bad”. BHRS staff provide trainings to B&C
Operators on diversity and equity topics such as Cultural Humility, Implicit Bias, Sexual Orientation,
Gender Identity, Neurosequential Model of Therapeutics (NMT), Trauma and Trauma Informed Care,
and Recovery Model. BHRS makes it a priority to ensure clients are treated with respect and dignity.

Reduces disparities in access to care: The BHRS contracted B&C facilities are specifically for clients
that have mental illness and or co-occurring substance use issues. All clients placed at the B&C are
connected to BHRS regional clinics or a Full-Service Partnership Program, and thus their psychiatric
and medical needs are attended to. If they are determined to need higher level of mental health
services, then appropriate steps are taken to access such services in a timely manner. The B&C
Liaison is regularly working with B&C Operators and the treatment team to assess whether clients are
getting the appropriate level of care services and able to access the needed services.

Implements recovery principles: Clients with substance abuse problems are appropriately referred to
Substance Use Disorder (SUD) programs. The B&C Operators are trained on the possibility of relapse
and work with the client’s treatment team and the B&C Liaison to develop a plan to support the client
based on Recovery principles. One B&C facility specializes in serving clients with substance use
issues. Interventions are considered and implemented based on the Recovery Model. The training
module for B&C Operators also include trainings around recovery principles. Another platform in
which recovery principles are implemented are case conferences, where providers at various levels
gather to discuss how to continue supporting clients along the recovery principles and ensuring that
there is follow through and oversight. BHRS Clinicians offer recovery-oriented groups at different B&C
facilities throughout the program. The groups have included Seeking Safety, Illness Management and
Recovery, and a Dual Diagnosis Group.

The next section provides a comparison of emergency service utilization data from three months
before and after the clients were admitted to the B&C Program. It also displays the breakdown of the
B&C episodes which were open at any time during FY 2022-23. The open episodes did not have a
discharge date, or the discharge date was within FY 2023-2023.

Table 1 below summarizes the engagement of B&C clients with other BHRS programs by displaying
the total number of opened episodes (see definition above) and the average number of episodes per
client. For clients who were admitted and actively part of the B&C program during the FY 2022-23,
during the three months before program admission, there were 36 total episodes opened with an
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average of 0.32 episodes. During the three months following their admission, the total and average
number of episodes increased to 58 and 0.51, respectively.

Table 1. Engagement of B&C Clients With Other Programs (N = 116; FY 2022-23)
During Three Months During Three Months After

Before Admission Admission
Number of Total Episodes Opened with
36 58
Other Programs
A\{erage.Number of Episodes Opened per 032 0.51
Client with Other Programs

Table 2 summarizes the emergency service utilization information for the 116 clients who were
admitted and actively part of the B&C program during the FY 2022-23. Three months before program
admission, there were 14 psychiatric emergency episodes (PES) episodes, while there were no PES
admissions 3 months after enrollment of the program. There were no inpatient/residential episodes
or days of stay among B&C clients before and after enrollment in the program.

Table 2. B&C Clients’ Emergency Service Utilization (N = 116; FY 2022-23)

3 months before

. 3 months after admission
admission
Number of PES episodes 14 0
Number of inpatient/residential episodes 0 0
Total inpatient/residential stays (days) 0 0
Successes

In the past fiscal year, the B&C team was able to receive one-time, add-on funding of $100,000. The
program was able to use the funds to upgrade the B&C facilities, for example replacing beds,
furniture, garage doors, or flooring. This was beneficial to B&C Operators and improved facilities for
clients who were staying there. B&C Operators have been particularly successful in supporting clients
in the program this year. Operators go out of their way to support clients at their facility. For
example, an operator created a home environment for a client by cooking soft foods for them as they
could not eat solid foods. If a client is in an Adult Residential Facility (ARF), but a Residential Care
Facility for the Elderly (RCFE) would be more appropriate for their needs, for example to address
challenges around ambulation, they support the clients in moving to the next level of care. The
following client story highlights the success of clients who receive services from the Board & Cares
program.

Client Success Story: Client A is a 58-year-old African American male who has been at Bruce Badilla,
an Adult Residential Facility for clients with dual diagnosis, for five years. He is diagnosed with Major
Depressive D/O with Psychotic Features, Alcohol Use D/O in Remission. He has a long history of
psychiatric hospitalizations and of not engaging and following up with services and has struggled with
many years of substance use and homelessness before coming to BHRS. Additionally, he has a long

San Mateo County MHSA Annual Update FY 2024-25 Page 84 of 352




history of childhood trauma, related to facing abuse as an orphan, and trauma from many years of
alcoholism and homelessness. After many years of struggle and relapse, he hit rock bottom and
subsequently agreed to go to Redwood House Crisis Residential following a psychiatric
hospitalization. While he was at Redwood House, he was motivated to receive the help he needed.
This was the first time that he agreed to get mental health services and be an active participant in his
treatment. He made significant progress and was able to transition to a lower level of care
placement at Bruce Badilla.

Since residing at Bruce Badilla, he has been very motivated in his recovery and actively participates in
his mental health treatment. He has been clean and sober for 5 % years. He is connected with North
County Mental Health Clinic, where he receives therapy, case management, medication
management, and vocational support services. He is socially engaged and participates in peer social
clubs through Heart and Soul Peer Agency. He also attends Alcoholics Anonymous (AA) meetings in
the community to maintain his recovery and sobriety. He is supportive and an inspiration to other
residents at Bruce Badilla and to others in the community and is well liked by his peers. He actively
participates in the weekly Dual Diagnosis Group at Bruce Badilla, where he very often takes a lead
role in the group. He is very open and honest about his struggles with mental health and alcoholism.
He continues to utilize his coping skills and is committed to his recovery.

He has also become very connected to his adoptive family, who have become a meaningful part of his
life. He has learned to establish boundaries and to do the hard work needed to maintain his
recovery. Since becoming more present with his life goals and hopes, he has worked for a very long
time to become employed. After working diligently with a job coach, developing employment skills,
and persistently applying for jobs for 1-2 years, he was recently successful in obtaining a job. Four
months ago, he was hired and continues to work as a part-time retail cashier, in which he must
interact and be of service to others.

He is demonstrating that he feels sure about himself and what he wants for his life. He has become
more invested in the vision for his life and the long-term goal of moving into his own Supported
Apartment. He has begun working with his case manager at the North County Mental Health Clinic to
prepare for what is necessary to live on his own. He recognizes that it takes time, work, and
preparation for this to happen, and is prepared to learn, work hard, and take the necessary steps to
successfully meet that goal one day.

Challenges

An ongoing challenge for the program is the decreasing number of board and care beds available in
San Mateo County, especially for the RCFEs and older adults who have ambulation needs. Although
no facilities closed this year, the possibility of additional closures continues to be a concern. In the
event of a facility closure, the program has processes in place to identify places where they can move
existing clients. The client story below highlights some of the challenges related to board and care
placements.
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Another ongoing challenge for the program is staffing. The program is mindful of operator’s staff who
are moving closer to retirement, which would result in reduced staff in upcoming years. The program
is thinking of and planning ways to promote and market themselves to recruit new Operators who
are passionate about working with eligible clients.

To address this issue, the program has applied for a grant through which they can increase the
number of beds at a facility. This would take place by contracting with an out of county provider that
would provide additional 26 beds at a facility.

Client Challenge Story: Client B, a resilient 59-year-old Caucasian male, diagnosed with Major
Depressive D/O, Polysubstance Use D/O in remission, Neurocognitive D/O due to multiple etiologies
and Chronic Pain, came to Blanca’s Care Home, an Adult Residential Facility (ARF) in San Mateo on
12/30/2021. He had transitioned from Redwood House Crisis Residential after an extensive period of
homelessness, eviction from placement, and ER visits and hospitalizations. Client B had experienced
significant TBI and bodily injuries from a motorcycle accident a few years before and was
experiencing a lot of pain and loss. He was grieving the loss of his previous life and the level of
functioning he once had. He struggled with all the complex impairments and how much support he r
now required. He very much saw himself as his higher functioning self and was often resistant to
others and opportunities for assistance that he needed based on his current functioning. His
depression was tied to his loss of self-esteem and the chronic pain he endured. During his time at
Redwood House, this was the first time that he truly engaged with services. They were able to
empower him through his losses and actively engage him in his care, so that he was able to get well
enough to step down to a board and care placement.

Client B did very well at Blanca’s when he first arrived. He felt connected and cared for. For his first
meal at Blanca’s, the B&C operator asked him what he would love for breakfast and made him feel
welcomed and accepted. He was attending to his Activities of Daily Living (ADLs) and engaging with
peers and staff. Client B did well for most of his 1st year or so, all while suffering from chronic pain.
Due to being in recovery, Client B was somewhat resistant to support for his chronic pain from his
care team. He declined linkage to the Pain Management Clinic and any medication to alleviate the
chronic pain. However, starting a year ago, Client B’s pain and limited mobility due to his back injuries
became more pronounced, and he became unable to use the bathroom for urination. This progressed
to incontinence and soiling of his mattress daily. Due to his pain, he could not independently attend
to his incontinence and needed daily assistance. Due to his mobility issues and unsteady gait, he was
unable to do his ADLs independently. Because Blanca’s is an ARF, clients at this level of care are
expected to be independent with ADLs and manage incontinence independently. This became a
critical issue, with Client B questioning whether he could be managed at Blanca’s or needed a higher
level of care placement.

As a result of these issues, the CARE Team, Treatment Team, and Facilities Utilization Management
(FUM) team first began meeting weekly, discussing, and implementing different clinical interventions
to engage and assist Client B, with the hope of maintaining his current placement, given his desire to
be there and the meaningful relationships that he had developed. At first, Client B appeared to be
experiencing some improvement, but this was short-lived. After the initial period of improvement,
he stopped responding to interventions, most likely due to his increasing chronic pain and mobility
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issues. It was ultimately determined that Client B needed rehabilitation at a Skilled Nursing Facility
(SNF) and a higher level of Care. In collaboration with all involved, program staff pursued those
options diligently, as such facilities are not easy to come by. However, more recently, he was able to
be placed at a SNF. This was a success story to begin with but became a challenge as the needs and
functioning of clients change due to various impairments that they face all the time. Client B is not an
exception — as clients’ impairments get worse, as they continue to face complex medical issues, as
they get older, etc., they need alternative placements, which are scarce and challenging to access.

Demographics

Table 3 below summarizes the demographic information for the 116 clients who were admitted and
already actively a part of the of the B&C program during the FY 2022-23. About 60% of the clients are
between the ages of 26 to 59, while the remaining 43% are 60 years old or older. Most clients speak
English as their primary language (81.9%), while the remaining 7.0% speak Spanish (5.2%), Arabic
(0.9%), or Tagalog (0.9%). 46.6% of clients identify as White or Caucasian, with the second and third
largest groups being other (10.3%) and Filipino (6.9%), respectively. It is important to note, however,
that 20.7% of clients did not report information on their race. 53.4% of clients are not Hispanic or
Latino, but 34.5% did not report information on their ethnicity. Most clients are male (67.2%).

Table 3. Demographic Data of B&C Client List (FY 2022-23)

Age \ Number of clients Percentage in total
0-15 0 0.0
16-25 0 0.0
26-59 50 43.1
60+ 66 56.9

Primary language \ Number of clients Percentage in total
English 95 81.9
Spanish 6 5.2
Arabic 1 0.9
Tagalog 1 0.9
Unknown/not reported 13 11.2

Race | Number of clients Percentage in total
White/Caucasian 54 46.6
Other 12 10.3
Filipino 8 6.9
Black or African American 7 6.0
Japanese 3 2.6
Chinese 2 1.7
Other Pacific Islander 2 1.7
Multiple 2 1.7
Asian Indian 1 0.9
Other Asian 1 0.9
Unknown/not reported 24 20.7

San Mateo County MHSA Annual Update FY 2024-25

Page 87 of 352




Ethnicity Number of clients Percentage in total

Not Hispanic or Latino 534
Hispanic or Latino 14 12.1
Unknown/not reported 40 34.5

Sex assigned at birth Number of clients Percentage in total
Male 78 67.2
Female 31 26.7
Unknown/not reported 7 6.0

GENERAL SYSTEM DEVELOPMENT (GSD)

General Systems Development (GSD) in San Mateo County has been primarily focused on supportive
services for individuals with mental illness through integration of peer and family partners
throughout the behavioral health system of care, and community peer run and peer focused wellness
centers; system transformation strategies that support integration of services across various sectors
impacting individuals with mental illness’ lives including co-occurring substance use, dual diagnosis
intellectual disability, criminal justice, child welfare, aging; and integrating evidence-base practice
clinicians throughout the system.

CO-OCCURRING INTEGRATION

CO-OCCURRING INTEGRATIONS, PROVIDERS & STAFF

MHSA co-occurring funding supports substance use providers and BHRS Alcohol and Other Drug unit
staff to ensure integration of mental health services in substance use practices. Two clinical
consultants provide co-occurring capacity development trainings to BHRS staff and multiple agencies,
consultation for complex co-occurring clients and system transformation support.

Program Impact

Clients served by Co-occurring Staff FY 2022-23

Total clients served 297
Total cost per client* $950

The clients served includes data from BHRS staff providing co-occurring services. The clinical
contracted providers that support co-occurring capacity development to BHRS staff and contracts
accomplished the following in FY 2022-23:
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Q1 July 2022 — September 2022

e Training / Technical Assistance (TA):
o CalAIM Tools review & feedback, Annual review
o StarVista annual staff and intern training
o Reopening Planning and implementation: Palm Ave Detox
o On boarding trainings — new staff Horizon Palm Ave Detox (Clinical milieu, boundaries,
trauma, and resiliency)
o Community Reinvestment grant program review
e Strengthening BHRS Partnerships:
o Recovery Provider engagement with the System of Care (MOUs w/ collaborative
meetings):
o BHRS Analysts: consultation and provider communication related to Recovery Services
and co-modalities.
e Care Coordination:
o Facilitated outpatient treatment session on provision, availability, and expansion of
Recovery Services across continuum within system of care.

Q2 October 2022 — December 2022

e Training / TA:
o Training — peer staff and SMI
o StarVista In person trainings: Effective crisis intervention
o Develop script and trainings: MAT introduction into residential intake process and
recovery services.
e Strengthening BHRS Partnerships:
o Client feedback initiative work plan development
e Care Coordination:
o Hope House — ASAM 3.3 LOC utilization and coordination

Q3 January 2023 — March 2023

e Training / TA:

o BHRS Analyst — Recovery Services training and rollout to expanded AOD provider group
AOD Treatment Provider meeting: ASAM LOC: Delivering Recovery Services
In person: 5 programs: RS LOC services training for program staff
Article review, comment and distribution
De-escalation training: BHRS Office of Consumer and Family Affairs
Medication dispensing procedures and form review and training: Horizon, Palm Ave
MAT policy training: Sikite, The Latino Commission
Review and report back on grant opportunity: increase MAT services in DHCS licensed
facilities.

o Coordinated training for Sobering St: Blood Borne pathogens, IR response

o BHRS Analyst team: tracking and recording billable hours for DHCS Recovery Services
e Strengthening BHRS Partnerships:

O O O O O O O
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o MOU coordination and connection between AOD providers in each level of care
o Office of Consumer and Family Affairs: peer team support and problem solving
o Criminal Justice Initiative review and report back: drug court background, judge
perspective and stigma landscape evaluation
e Care Coordination:
o Palm Ave leadership — consultation re: coordination between levels of care
o Recovery Services step down, transfer and new admit problem solving for providers

Q4 April 2023 —June 2023

e Training / TA:
o AOD treatment providers — facility safety and hygiene for residential programs
o MAT policy and script; El Centro de Libertad
o Trainings for Service League Hope House: ASAM 3.3, Motivational Strategies, Tools for
BH challenges in milieu
Prepared follow up actions for StarVista (IR response) around facility safety
AOD treatment provider meeting — CalAIM updates, consultation
Boundaries training: HR360 MAT outpatient program
Updated training list of topics for agencies receiving TA
Met with Free at Last — training needs planning
Treatment Plan training: El Centro de Libertad
Resiliency/grit and team working guidelines developed and delivered — StarVista
OCG: training needs and planning in relationship to recent critical incidents
o Medication training and best practices — Palm Ave Detox
e Care Coordination:
o CA Peer Counseling regs and implications for Medi-Cal billing
o Sobering Station consultation to promote coordination between levels of care

O 0O O O O O O O

CO-OCCURRING YOUTH RESIDENTIAL

During the reporting period, challenges continued with the identified provider for youth residential
services. BHRS pays single case agreements (SCA) with The Camp in Santa Cruz County, at a rate of ~
$32,000 for a 30 day placement for one youth. While The Camp is not Drug Medi-Cal certified, BHRS
has been using The Camp for the last several youth placements as issues have arisen with other
providers related to overall loss of funding from other counties and quality concerns.

For both sustainability and quality reasons, Bay Area counties explored a Participation Agreement
with CalMHSA, who would serve as the fiscal sponsor, for dedicated youth residential capacity.
CalMHSA has since stepped back given some quality concerns.
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RECOVERY SUPPORT SERVICES

Voices of Recovery San Mateo County (VORSMC) is the only peer-run recovery services organization
in San Mateo County for individuals seeking and maintaining long-term recovery. VORSMC envisions
a world in which recovery from addiction is both a commonplace and a celebrated reality, a world in
which the entire spectrum of effective prevention, treatment, and recovery support services are
available and accessible to all who might benefit from them.

Established in 2009, VORSMC's mission is to create peer-led opportunities for education, wellness,
advocacy, and support services for individuals in or in need of long-term recovery from alcohol and
other drug addictions, equally sharing these opportunities and support services with impacted
families. Each year, they provide free direct services to over 500 unduplicated clients, including low-
income, houseless, LGBTQIA+, BIPOC, and justice-involved populations in San Mateo County. They
have offices in Belmont and East Palo Alto.

VORSMC is a Black-Woman-led organization with a diverse staff-many of which have lived
experience of recovering from addiction. They utilize the Wellness Recovery Action Plan (WRAP)
program, a peer-led, evidence-based practice, to structure recovery services and support for the
county’s most vulnerable populations.

The agency works to prevent relapse, sustain long-term recovery, and support family members
affected by addiction. The agency also helps develop employment opportunities and engages in
community outreach to promote addiction-free lifestyles. VORSMC’s WRAP program is an evidence-
based, peer-led practice that has been nationally recognized by SAMHSA as an effective way to help
marginalized populations, including people of color and persons reentering the community from
incarcerated settings, maintain their recovery from addiction and mental health issues.

WRAP is based on the premise that everyone is an expert on self, and there is no judgment about
others. People sharing their lived experiences within the group reduces stigma’s effect by helping
others disclose their experiences with mental illness, treatment, and or recovery. The program
understands that self-stigma has a damaging effect on the lives of people with mental illness, and
although medical perspectives might discourage participants from identifying with their illness,
WRAP encourages public disclosure which promotes empowerment and reduces self-stigma.

Program Impact

Voices of Recovery FY 2022-23 |
Total clients served 503
Total cost per client* $327

VORSMC program resources are offered to partner organizations across the county and through
Zoom sessions; they are open to the public, offering the ability to directly access its target
population. VORSMC continues to offer groups hybrid communication through Zoom, their website,
Facebook, YouTube, and other media avenues, since the potential end of the pandemic. This allows
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them to improve their access and linkages to the populations that they were unable to serve before
the pandemic and to provide services that are convenient, accessible, and acceptable in a culturally
appropriate setting.

VORSMC offers groups designed and implemented in ways that reduce and circumvent stigma,
including self-stigma, and discrimination related to being labeled as an alcoholic/addict or diagnosed
with a mental illness, having a mental illness, or seeking mental health services, and making services
accessible, welcoming, and positive having their groups facilitated by peers with lived experience.
VORSMC facilitators use non-stigmatizing and non-discriminatory approaches that include sharing
personal stories that are positive, factual messages, and tools they have learned to use to focus on
recovery, wellness, and resilience, using culturally appropriate language, practices, and promoting
positive attitudes.

VORSMC provides free services to all individuals, which helps to increase the number of individuals
seeking service, they also provide mentorship from their WRAP facilitators, referral to residential
treatment providers, and public health services if required. Their online resource presence helps
individuals access other services; housing, transportation assistance, referrals to health clinics to
address chronic conditions, and other educational, social, and recovery services, as identified by
participants in their groups.

Disparities in access to care are a major issue with the peers that VORSMC services. The majority of
VORSMC participants do not have insurance and have difficulties seeking care, even after the
pandemic because they lack the technology for use. VORSMC aids in reducing disparities by allowing
onsite use of computers and aiding with application processes. VORSMC's partnership with the
different Health Equity Initiatives helps with their advocacy to increase the awareness of racial
disparities and advocate for more minority physicians and therapists in San Mateo County, VORSMC
prioritizes the elimination of racial and ethnic health disparities as a top priority.

VORSMC Implements recovery principles in their groups by adhering to the ten core principles of
recovery.

1. Self-direction: WRAP participants are encouraged and guided to set their own path to
recovery.

2. Individualized and person-centered: WRAP helps participants to set their own
individualized recovery pathway based on their own strengths, needs, preferences,
experiences, and cultural backgrounds.

3. Empowerment: WRAP participants are empowered to choose among options and
participate in all decisions that affect them.

4. Holistic: WRAP has a very integrated approach to a participant’s recovery and helps
participants focus on their life, including mind, body, spirit, and community.

5. Nonlinear: WRAP sets a Non-linear tone to discussing and approaching recovery by
emphasizing the importance of continual growth despite occasional setbacks

6. Strengths-based: WRAP helps participants think about their own strengths and empowers
them into using their strengths in their recovery journey.

7. Peer support: In an 8-week WRAP program, the participants receive mentorship from
their WRAP facilitators and continue to receive peer support for up to one year after
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completion of the program. While in these groups, peer coordinators offer support in
accessing services and help create links to housing, transportation assistance, referrals
to health clinics to address chronic conditions, and other educational, social, and
recovery services, as identified by participants in their groups.

8. Respect: WRAP groups are facilitated by their facilitators in such a manner that it provides
participants with a space to be themselves and share their experiences in a manner that
is positive.

9. Responsibility: Their program emphasizes the importance of personal
responsibility in approaching one’s recovery.

10. Hope: This is the central theme of their WRAP programs and the participants when asked
in the post-completion survey agree they have hope after completing their WRAP groups.

Successes

VORSMC continues to provide intervention in many ways. Since the
pandemic, VORMC offers hybrid groups with virtual support and peer
mentoring. The pandemic caused an increase in Peers returning to use
substances and alcohol with no help and support. In response, the
program offers support to Peers to enter Detox and residential
treatment centers. This support has contributed to Peers returning to
the recovery community and receiving the support that they need.
VORMC continues to support Peers with virtual support and are slowly
returning to in-person support. The following are real stories that show
the impact of the support VORMC provides.

Client Success Story #1: “My name is Sydney and I’'m a young woman in
recovery from substance abuse and mental health challenges. Today, | am proud to say that | have 2
years clean and sober. The start of my downfall was when my parents got divorced when | was 12.
With my brother’s addiction at its peak, my newly founded love for abusing my mind, body, and soul
with substances arose. From that point on, | had my fair share of self-harm, suicidal ideations, and
major self-esteem issues. I've experienced abuse in many forms, along with neglect and
abandonment. | have been around so much chaos, | didn’t know what peace was when faced with it. |
know what it's like being so low, | thought staying down was better than putting in the work to get
back up. | had no tools whatsoever. | wasn’t living, | was surviving. After fighting with myself, my
mind, and the demons | encountered for 7 years, | decided to put down the shield. A month after
turning 18, | decided to enter a residential treatment program where | was introduced to WRAP and
Voices of Recovery. Within 2 months of being out of my program is when | committed to building and
using my WRAP. Since then, it's changed my life. Over a year and a half later, | have more supporters
now than I've ever had. | have wellness tools and action plans for when life shows up, because trust
me it still does. | am working on myself daily and have achieved things | never thought | could’ve. | am
finally on the path that | was meant to be on. For the first time in 7 years, | can say with confidence; |
am truly, genuinely happy. “

San Mateo County MHSA Annual Update FY 2024-25 Page 93 of 352




Client Success Story #2: “My name is Yazmin and | have struggled with
mental health issues since a young age, specifically Bipolar 2 and
behavioral disorders. At 13 my mental stability went very downhill, |
battled with self-harm, suicidal ideations, and addiction throughout my
teenage years. | received improper psychiatric treatment for years and
that caused myself harm and suicidal ideations to worsen and worsen.
As my mental stability worsened, | was abused in different forms and
was at rock bottom. At 18 | began dating a man and very quickly got
attached due to my vulnerability stemming from how unstable | was.
Very soon into our relationship he became abusive, and the abuse
increased until | left.

Today | am proud to say that | am actively receiving psychiatric help and am mentally stable, | left an
abusive relationship, and now | am working to get my college degree. | am continuing to work and
fight for myself, and my support team has helped me get to where | am now. | never thought | would
get to where | am today, but | know | am only going to get better and better.”

Challenges

VORSMC continues to service a large community of Hispanic, monolingual Spanish residents. Hiring
bilingual staff to meet the needs of this population has been challenging. Additionally, space
continues to be a challenge for VORSMC, as they lack adequate space to provide support for the
recovery community. Lastly, the lack of capacity to develop new trainings, and hold educational
trainings for staff, volunteers, and the community due to inadequate equipment and space.

Demographics
FY 22-23 FY 22-23

Primary Language Sex Assigned at Birth
English 67% Male 76%
Spanish 33% Female 21%
Age Gender Identity
0-15 0% Male/Man/Cisgender 63%
16-25 5% Female/Woman/Cisgender Woman 27%
26-59 61% Non Binary/Gender non-conforming 1%
60+ 1% Other 6%
Decline to State 33% Decline to state/Unknown 3%
Race/Ethnicity Sexual Orientation
Native Hawaiian/Pacific Islander 2% Gay, lesbian, homosexual 2%
Black/African-American 7% Straight or heterosexual 48%
White/Caucasian 21% Bisexual 1%
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Mexican/Chicano/Hispanic/Latinx 31% Queer 1%
Declined/Unknown 5% Another sexual orientation 1%
Another race/ethnicity 34% Declined to answer/unknown 47%

OLDER ADULT SYSTEM OF CARE

OLDER ADULT SYSTEM OF INTEGRATED SERVICE (OASIS)

The purpose of the Older Adult System of Integrated Services (OASIS) program is to provide
outpatient, field-based mental health services for homebound elderly individuals with severe mental
illness (SMI) and co-occurring medical diagnoses and functional limitations. The program helps elderly
individuals live independently in the community with an improved quality of life. It serves elderly
individuals ages 60 and over who have an SMI diagnosis and are homebound due to mobility issues
and functional limitations.

Program staff include four BHRS therapists, three BHRS psychiatrists, one BHRS community mental
health nurse, one peer support worker, one BHRS resident psychiatrist, and a Vocational
Rehabilitation Services (VRS) worker who assists with transportation services for clients. They work
closely with BHRS regional clinics, the Ron Robinson Senior Care Center, the Institute of Aging,
Upward Health, and other primary care providers for referrals. OASIS and BHRS facilitated
interventions include psychiatric assessment and treatment, psychiatric-medication evaluation and
monitoring, clinical case management, rehabilitation counseling, individual or family therapy, peer
support, psychoeducation, and collateral support with other community services.

Program Impact

OASIS FY 2022-23 |
Total clients served 161
Total cost per client $6,487

Improves Timely Access and Linkages for Underserved Populations: The program improves timely
access to care for prospective clients by following established procedures. These procedures connect
all individuals who meet minimum eligibility requirements with case management services within
three days of referral, a standard that OASIS achieved in FY 2022-23. From there, if a client needs to
meet with a psychiatrist, they are generally assigned one within a week of their case manager
placement and have their first visit 4—6 days later. The OASIS team recently made several changes to
their referral workflows to make the process as streamlined as possible. Prior to FY 2022-23, it took
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up to 1 month for clients to be fully connected to services. Over the last 2 years, OASIS staff have
ensured timely access to critical mental health services that improve clients’ overall well-being.®

Reduces Stigma and Discrimination: Most clients served by this program are from underserved
communities. The OASIS team works to provide case management, therapy, psychiatry, medical care,
transportation services, and referrals to food assistance programs or other community-based services
to help clients achieve a healthier life. The program recently connected with Project Sentinel, a
service that provides housing advocacy and solutions. Project Sentinel often sees clients who are
pushed out of their housing because of their age, cognitive decline, or an SMI diagnosis, and the
organization provides legal aid and consultation to restore clients’ prior housing arrangements. OASIS
staff are also involved with BHRS Health Equity Initiatives that support older adults’ well-being.

Increases the Number of Individuals Receiving Public Health Services: Over the past year, the county’s
older population has remained the same, and the program has received one to two referrals per
month. Because the county’s population has remained the same, the number of individuals receiving
OASIS services has not significantly increased.

Reduces Disparities in Access to Care: The program partners with the Ron Robinson Senior Care
Center to ensure clients’ medical needs are met. The program continues to collaborate with Puente
Clinic, a coastal community-based organization serving clients who live alone and farther away from
inland services. In addition, the OASIS team connects clients with the Coastside Adult Day Health
Center, an organization that runs an adult day-care program. The clinic provides clients with an
opportunity to connect with other community members through participation in on-site activities,
and it employs a range of health care providers. When clients are unable to live independently at
home, staff also continue to connect them to board and care facilities. Board and care facilities are
senior living facilities that care for residents who need assistance but do not require ongoing, skilled
nursing care.

Over the past year, the OASIS program also has reduced disparities in access to care by contributing
to a cross-department effort to promote equitable access to COVID-19 vaccines. As part of this effort,
the OASIS team developed a protocol for new clients to ensure they are informed about the latest
vaccines, which is especially important because OASIS clients’ advanced age makes them more
vulnerable to disease. At initial intake, program staff document the client’s COVID-19 vaccination
history and whether they are interested in receiving support accessing the latest vaccines in the
future. Some clients are unable to recall their vaccination history. In these cases, OASIS staff work
with primary care physicians and nurse practitioners to get access to these data. In addition to
offering informational updates, the OASIS team also transports and/or escorts clients to and from
their vaccination appointments. The OASIS team’s participation in this initiative has broken down
some informational barriers between the primary and behavioral health systems.

Implements Recovery Principles: OASIS staff have continued to implement recovery principles this
year. Program leadership has expanded staff capacity to provide trauma-informed care by setting up
new workflows and training related to the management of clients’ hoarding issues. For example, the

5 The State of California’s timely access standard requires health plans to connect patients with mental health services
within 2 weeks of the initial request.
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team has arranged for clients with hoarding tendencies to undergo Neurosequential Model of
Therapeutics assessments because brain scan results often inform helpful modifications to clients’
treatment plans. OASIS has contracted with providers who go into the community and help clients
with decluttering, which makes their home environments safer. In FY 2022-23, OASIS leadership plans
to have a doctor from Stanford do a full consultation and lead an educational session to certify staff
in hoarding training and hoarding therapy modalities.

An example of care coordination has been staff’s ability to connect clients with Upward Health, an
organization that consults with clients to address their concerns about housing or health issues and
assesses whether a client needs additional in-home supportive services (IHSS). OASIS staff also work
with the Health Plan of San Mateo (HPSM) to increase the level of support provided by IHSS
caregivers. As a result of working with HPSM, OASIS staff were able to get clients more hours with an
IHSS caregiver or, if that was not suitable, make the case for a different level of care. After learning
that older adult clients were often getting confused by the number of providers going into their
home, OASIS staff began tracking the organizations involved with each client’s care and suggesting
modifications informed by clients’ stated preferences for working with specific teams. The OASIS
team’s strong working relationships with BHRS providers helped them manage the care provided to
clients within Residential Care Facilities for the Elderly (RCFEs) as well as with board and cares
facilities. Over the past year, the OASIS team has excelled at consulting with other teams and keeping
them informed of OASIS’s program services. For example, staff frequently offer to check whether a
client managed by another County team is eligible for Upward Health’s support or IHSS services.

Another example of the OASIS team’s commitment to recovery principles is their efforts to ensure
clients receive culturally sensitive care. The OASIS program’s case management team is composed of
staff with diverse backgrounds who have strong connections with the communities they serve. Over
the past year, the team lost a psychiatrist who spoke Mandarin and Cantonese. Because a high
proportion of the population living in the northern parts of the county identify as Asian or Pacific
Islander, the team prioritized recruiting a new case manager who speaks Mandarin. This case
manager accompanies the psychiatrist to provide translation services when meeting with clients.

Other ways that the program implements recovery principles include collaborating with families to
build a strong support network for each client and advocating for clients to keep their housing
placements. The team is well versed in consultations with family members and children, often
advising family caregivers on how to mitigate issues between clients and housing authorities. For
example, one client was at risk of eviction in FY 2022-23 because they had violated a rental
agreement. The OASIS case manager collaborated with their daughter, who was one of the client’s
primary caregivers, to resolve the dispute, ensuring that the landlord would not move forward with
eviction proceedings.

Finally, the OASIS program facilitates community members’ involvement in clients’ recovery. For
example, OASIS has a part-time peer worker who helps advocate for clients. The program also has
two individuals training to become VRS drivers; such drivers often build strong connections with
clients while providing them with transportation services.

San Mateo County MHSA Annual Update FY 2024-25 Page 97 of 352




This section provides a comparison of emergency service utilization data from periods that extend to
3 months before and after the clients were admitted to the OASIS Program. The program does not
collect any other outcome data that can be used to display its impact.

Table 1 summarizes the emergency service utilization information for the clients who were admitted
and actively a part of the OASIS program during the FY 2022-23. During the 3 months before program
admission, there were 13 psychiatric emergency services (PES) episodes and one inpatient/residential
episode with 4 days of stay among the OASIS clients. During the 3 months following their admission,
none of the OASIS clients had a record of using the same health care services.

Table 1. OASIS Clients’ Emergency Service Utilization (FY 2022-23)

\ 3 months before admission 3 months after admission
# of PES 13 0
# of inpatient/residential episodes 1 0
Total inpatient residential stays (days) 4 0
Successes

The OASIS team has celebrated systemic successes this past year, putting processes in place that
allowed staff to spend more face-to-face time with clients and connect them with a greater number
of in-person services. For example, staff have begun referring clients to the California Clubhouse, a
social and vocational rehabilitation program for county residents diagnosed with a mental illness, as
well as to the Coastside Adult Day Health Center. Clients have benefitted from the emotional and
psychological stimulation they derive from participating in these activities.

Another success for the OASIS team is that it has mitigated staffing issues from prior years. The staff
currently consists of 2 VRS workers, 5 case managers, a nurse, three psychiatrists, and a resident that
comes in quarterly.

The client success stories below highlight improvements clients have made after receiving services
from the OASIS program.

Client Success Story #1: An OASIS client was recently referred to the OASIS team by the Central
County BHRS regional clinic in collaboration with her primary care physician. This client is 88 years old
and medically frail, and she lives with her disabled adult son, who suffered a tragic accident many
years ago, resulting in a debilitating traumatic brain injury. During the first encounter, it was evident
that they were struggling to manage on their own. Her medications needed to be reconciled and
correctly dispensed, and they were unable to properly shop or cook their own meals. They did not
have a caregiver coming to the home because they did not follow up with IHSS for the annual
recertification, and this service was discontinued. One of the many strengths of the OASIS team is
that staff see the clients in their home environment and work with the client and family system to
provide the support needed to stabilize the situation. The client has been with the OASIS team for
less than 4 months, and she has improved psychiatrically now that she is more consistent with her
medications. Her daughter, who lives outside the County of San Mateo, confirmed the significant
improvement experienced since OASIS started providing services for the client at home. The client is
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able to keep her medical appointments, including trips to new referrals and to laboratories for tests.
There was a big gap in care prior to involvement in the program because her disabled son was no
longer able to drive her to her medical appointments. Finally, she has been referred for in-home
support service, and the case manager is directly involved throughout the entire process to make
sure this service is not terminated again.

Client Success Story #2: A client has been working with the OASIS team for a few years. He used to
live independently in his apartment and receive psychiatric care from the OASIS psychiatrist. He had
not had any manic or depressive episodes throughout the duration of his treatment despite having a
history of psychiatric hospitalizations. He lost his only daughter about 4 years ago; the OASIS team
helped him cope with this grave loss, and he remained stable psychiatrically with medication
management and therapy. The team worked closely with him during the pandemic and was able to
reach out to him at home when all other clinics were closed. The patient has a severe hearing
impairment, and telephone or telehealth sessions were not an option for him during the pandemic.
Seeing him in the outdoor area of his home allowed the team to monitor him closely and helped the
client continue receiving the important psychiatric treatment he needed. About 1 year ago, his health
started deteriorating, and he was ultimately hospitalized at San Mateo Medical Center with severe
hemodynamic instability and inability to sit or walk. The patient remained hospitalized for a few
months and later transferred to a skilled nursing facility. The OASIS team worked with his inpatient
doctors and nurses to gather information and advocate for him. The psychiatric liaison service and
collaboration of care provided by the OASIS team helped the client communicate with his doctors and
treatment team at the hospital and outside agencies. This collaboration and advocacy helped plan a
safe discharge from the hospital to a local board and care that is acceptable to the client, and he
reports feeling happy about it.

Client Success Story #3: An OASIS client has been working with the OASIS team for over 1 decade.
During the pandemic, she became more isolated at home, could not go to the clinic for her
psychiatric appointments, stopped taking her medications, and became psychotic. She refused to let
caretakers or case managers come to her home because of her increased paranoia, and on a few
occasions, she tried chasing people away with a kitchen/cooking tool; this was threatening to those
who visited her, so people stopped going to her door or trying to help her. She has a daughter who
lived 2 hours away, but her daughter was not able to visit regularly. The patient was at risk of losing
her apartment or getting transferred to a hospital or nursing home if her psychiatric and medical
issues continued to deteriorate. The case was transferred from a BHRS regional clinic to the OASIS
team, and the team diligently worked on building trust with the patient and communicating closely
with her family. The patient accepted medications, including injectable antipsychotic medications,
which made medication compliance much easier. Her psychosis improved greatly, and she started
feeling better. She can now live in her apartment with the help of a caregiver and her daughter. She
gets psychiatric care at home, and her daughter has increased efforts to spend more time with her.
The OASIS team has helped provide the psychiatric and case management support the patient needs
to help her remain stable in the community and avoid hospitalization or nursing home placement.
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Challenges

OASIS staff encountered challenges related to an increasing complexity of clients, are coordination
and communication in FY 2022-23. One challenge involved managing complications that arose from a
client’s decision to connect with an outside service. Outside providers might prescribe a medication
that is contraindicated with another medication that the client is currently taking at the direction of
their OASIS provider. Continuity of care and communication were also big challenges. Sometimes,
OASIS staff have no choice but to suggest an out-of-county placement, which can be stressful for both
the client and the team. A lack of resources in a certain area often makes it difficult to know where to
place the client, particularly if there are shortages of facilities that can accommodate clients with
serious physical or mental health needs. Sometimes, clients placed with providers outside of the
county become unresponsive to OASIS staff’s outreach, and they are dropped from the program’s
active caseload.

Client Challenge Story: An OASIS client, a 72-year-old female living alone, has medical issues, no
social supports, and a severe hoarding disorder. She is depressed/anxious and asked for help but did
not qualify for any public benefits due to her income. For over 20 years, the client has had a
psychologist with whom she meets weekly. The psychologist is an independent provider, not part of
BHRS. The client has been frustrated and has felt unable to manage her affairs (lost her important
medical/financial papers at home) and has not been able to pay her bills on time (utility expenses,
medical, etc.). Adult Protective Services (APS) was referred, and she declined to work with them
multiple times. The OASIS team has tried to work with her; for example, the psychiatrist checks in
with her periodically, and the case manager used via Neurosequential Model of Therapeutics funds to
provide her with a vendor to help organize her paperwork every week for nearly 6 months until all
her papers were categorized. The OASIS program also provided information and assistance so that
she can get her state checks directly deposited in her bank account instead of mailed to her (she has
lost many of the checks over the past 2 years), advocated for her so that she does not need to pay for
a past ambulance bill, ensured that Medicare would reissue her lost checks, and helped her to talk to
her bank (per her request) so the bank could help her set up automatic payments for her bills, among
other things. However, the client continued to ask for help, said she needs someone to “organize her
documents” (help sort out her paperwork) free of charge, and refused APS'’s assistance to declutter
her home even though it is a very high fire risk. She felt that she was promised “the help she needs”
when she enrolled in OASIS and has thus insisted on reading the clinical charts to find evidence to
support her claim.

OASIS leadership suggested potential solutions for mitigating these challenges, most of which involve
enhanced coordination with other BHRS teams to verify that clients are not receiving the same
service elsewhere. To this end, the OASIS team has met regularly with HPSM staff. The team has also
increased the frequency of meetings with the Facilities Utilization Management (FUM) team, which
does approvals for some of OASIS’s licensed contracted facilities. However, it remains challenging to
monitor clients’ use of providers who have not contracted with OASIS. Program staff are currently
trying to track where their clients are living to get a better picture of the percentages who reside in
their own home, a licensed skilled nursing facility, a board and care facility run by an OASIS-
contracted provider, or a board and care facility run by providers who have contracted with another
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county team. Knowing clients’ current residence is key to effectively advocating for them.
Maintaining accurate data on client residences often means OASIS staff are updated more quickly if a
client needs to go to the hospital.

Finally, staff acknowledged that the current shortage of residential-facility providers is a huge
constraint. Many clients could benefit from comprehensive care services available at residential
facilities, but there simply are not enough open beds to accommodate the demand.

Demographics

Table 2 below summarizes the demographic information of the 161 clients who were admitted and actively a
part of the OASIS program during FY 2022-23. All but three were 60 years or older. A majority were female
(74.5%). A plurality identified as non-White (39.1%; not including those with unknown/not reported data). A
majority spoke English as their primary language (69.6%), and 30.4% reported a language other than English
as their primary language, including 14.3% of clients who mainly spoke Spanish, 7.5% Mandarin, and 3.7%
Cantonese. Furthermore, a little more than one-fifth identified as Hispanic or Latino. It is important to note,
however, that 23% of respondents did not report information on their race, and 24.2% did not report
information on their ethnicity.

Table 2. Demographic Data: BHRS OASIS Client List (FY 2022-23)

Age Number of clients Share of total (%)
0-15 0 0.0
16-25 0 0.0
26-59 3 1.9
60+ 158 98.1

Primary language Number of clients Share of total (%)
English 112 69.6
Spanish 23 14.3
Mandarin 12 7.5
Cantonese 6 3.7
Unknown/not reported 4 2.5
Russian 2 1.2
Tagalog 1 0.6
Other Chinese language 1 0.6

Race Number of clients Share of total (%)
White/Caucasian 61 37.9
Unknown/not reported 37 23.0
Other 29 18.0
Chinese 13 8.1
Black 10 6.2
Multiple 3 1.9
Japanese 3 1.9
Filipino 2 1.2
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American Native 1 0.6
Asian Indian 1 0.6
Korean 1 0.6
Ethnicity Number of clients Share of total (%)
Not Hispanic or Latino 86 53.4
Unknown/not reported 39 24.2
Hispanic or Latino 36 22.4
Sex assigned at birth Number of clients Share of total (%)
Female 120 74.5
Male 41 25.5
Sexual orientation Number of clients Share of total (%)
Unknown/not reported 152 94.4
Straight or heterosexual 7 4.3
Decline to state 2 1.2

PEER COUNSELING

The Peer Counseling, formerly Senior Peer Counseling, from the Peninsula Family Service (50% CSS,
50% PEI) is comprised of specially trained volunteer counselors, more than 100 in total, to provide
weekly visits to older adults to help manage transitions and life changes such as health concerns,
mobility issues, caregiver needs, and grief. Special care is taken to connect participants with someone
who shares similar life-experiences and perspectives, with support offered in languages such as
English, Mandarin, Cantonese, Spanish, and Tagalog, and to participants who identify as LGBTQ+.
Peer Counseling provides peer support by trained and supervised older adult volunteers. The
program serves older adults, 55 years and older, who reside in San Mateo County who are isolated,
depressed, and anxious. The program targets underserved older adult population who may be
monolingual in Spanish, Mandarin, Cantonese, Tagalog and to participants who identify as LGBTQ+.

In FY 2022-23, the Peer Counseling served 240 unduplicated individuals in San Mateo County through
their one-on-one peer counseling and group sessions. Program outcomes, successes and challenges
are included in the PEI section of this MHSA Annual Update document.

CRIMINAL JUSTICE INTEGRATION

PATHWAYS COURT MENTAL HEALTH PROGRAM + HOUSING

Pathways—a partnership among the San Mateo County Superior Court, Probation Department,
District Attorney, Private Defender Program, Sheriff’s Office, Correctional Health Services, National
Alliance on Mental Iliness (NAMI), and BHRS—is an alternative to incarceration for eligible adult
residents of San Mateo County. The Pathways program serves individuals (clients) living with a
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functionally impairing serious mental illness (SMI) who have been arrested for a crime, are statutorily
eligible for probation, and agree to undergo Pathways-supported treatment and community
rehabilitation in lieu of incarceration.

Since Pathways began in 2006, 156 participants have graduated. During the reporting period for FY
2022-23, Pathways employed four case managers, two full-time clinicians, and one mental health
program specialist who collectively served 47 clients. The Pathways judge presents all program
graduates with signed certificates and waives court costs in recognition of clients’ hard work. In
addition, some graduates’ legal charges are expunged.

Most applicants are admitted to the program shortly after entering a guilty or no contest plea,
though a small number enroll prior to the plea process through an Intensive Mental Health Diversion
initiative that ultimately allows clients to pursue dismissal of their charges. Once enrolled in
Pathways, clients receive intensive case management and individualized treatment services for their
SMI and substance use disorders (SUDs).

Primary program activities include referrals to other health care providers and social needs supports,
individual and group therapy, psychoeducational services, probation supervision, crisis management,
and facilitation of peer support and mentoring services. Case managers provide clients with logistical
support, including assistance with Medi-Cal and other benefit program applications as well as warm
handoffs to BHRS regional clinicians, primary care providers, SUD treatment services, and housing
agencies, as needed.

In addition to providing intensive case management services, Pathways staff lead rehabilitation skills
groups and organize community-building activities. Pathways’ lead clinician and a peer support
worker co-facilitate the Pathways Clubhouse, a weekly socialization and skills group designed to build
clients’ communication skills and alleviate their SMI and SUD symptoms. Pathways also offers
process-oriented groups—one for men and another for women—that meet weekly to reinforce
existing support systems and promote healthy coping skills. Lastly, Pathways runs two cognitive
behavioral therapy (CBT) groups. The two clinicians and two case managers who facilitate these
groups apply evidence-based CBT practices from the thinking for a change model, which teaches
cognitive interventions that can disrupt and replace antisocial thought processes.

As in prior years, Pathways hosted multiple in-person or virtual social events in FY 2022-23 that
enabled clients to build and maintain relationships with other program participants, staff, program
graduates from prior years, and community members. Pathways graduates from past years often
attend the annual picnic, among other events, and serve as role models for current Pathways’
participants.

Program Impact

Pathways | FY 2022-23

Total clients served 47
Total cost per client $4,063
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Increasing Public Health Services Utilization through Engagement with Community Partners: In FY
2022-23, Pathways staff continued to educate community partners and attorneys about the program
referral process. Heightened awareness of the Pathways program and its mission tends to drive
increases in referrals, which can ultimately lead to more widespread utilization of public health
services among eligible residents in need of treatment for a SMI.

Improving Timely Access for Recently Incarcerated Clients Through Intensive Case Management:
Under California’s timely access mandate, the Health Plan of San Mateo (HPSM) is required to
provide mental health services within 2 weeks of the initial request. The Pathways program’s
intensive case management team helps the HPSM fulfill this mandate by working expeditiously to
place newly referred Medi-Cal clients with an outpatient mental health provider following their
release from jail. The timeliness of this referral process is also important because client adherence to
a psychiatric medication treatment regimen is often a precondition for acceptance into the program.

At the time of referral, many eligible clients are still incarcerated. Therefore, Pathways staff must
coordinate with BHRS regional clinic providers and Correctional Health Services to complete the
intake assessment, schedule a psychiatry appointment, and arrange for prescription fills, ideally the
same day as the client’s release. The BHRS Case Management Team must act quickly and
resourcefully to secure psychiatric medication for newly referred individuals who have not previously
been seen at one of the BHRS regional clinics, as there is often a short waiting period for new clients.
Proactive coordination is also crucial to obtaining medications in a timely manner for individuals
whose health insurance coverage is through Kaiser Permanente, which will not pay for prescriptions
filled at unaffiliated pharmacies.

Reducing Stigma and Discrimination by Educating Clients and Engaging with Community Partners:
After enrolling clients in the program, Pathways staff take proactive, concrete steps to combat stigma
and discrimination related to clients’” mental health and SUD diagnoses. Some examples include:

e Providing a safe space for clients to speak openly about their struggles with mental illness and
addiction during group-based skills sessions.

e Collaborating with local NAMI and other community-based partners to organize and promote
various educational activities, including the annual NAMI awareness walk, mental health
month speaking engagements, and suicide prevention initiatives.

e Encouraging clients to enroll in the Office of Consumer and Family Affair’s Lived Experiences
Academy. In FY 2022-23, two Pathways clients completed this 8-week program, which trains
participants to share details of their experiences related to mental health and/or substance
use challenges. This has helped clients empower themselves, further the healing process, fight
stigma, and educate others about behavioral health conditions. Both clients are now pursuing
their peer certification, a statewide accreditation that would enable them to do paid work for
local advocacy and/or peer support programs.

Addressing Disparities in Access to Care through Intensive Case Management: Pathways staff
routinely help clients from traditionally underserved populations overcome barriers to using public
health services. After experiencing the stress of incarceration and the court system, many newly
referred clients appear to have difficulty independently navigating their health care options. The

San Mateo County MHSA Annual Update FY 2024-25 Page 104 of 352




Pathways team supports clients by guiding them through all the steps required to obtain appropriate
services in a timely manner. When the stigma associated with certain offenses proves problematic,
Pathways staff will also advocate for clients’ rights to receive care. For example, some clinicians
refuse to serve clients with physical assault, sexual offense, or arson charges until Pathways staff
develop and adhere to a detailed risk-mitigation plan (e.g., accompanying clients during office visits).

Implementing Recovery Principles: Pathways staff demonstrate their commitment to using several
recovery principles, as described below:

e Promoting Care Integration: Staff schedule recurring case conferences with the care team for
clients who have enrolled in a residential or outpatient SUD treatment program. This
coordination is critical to ensuring the timely development of either (a) a transitional care
plan, or (b) documentation that the court must review before issuing a mandate for continued
treatment in a residential facility. Case conferences also keep program staff apprised of
Pathways clients’ relapses, which often require treatment plan modifications. For example,
staff often provide struggling clients with more intensive case management services to
minimize the risk that clients fail to attend subsequent appointments with clinicians and/or
probation officers.

e Facilitating the Involvement of Community Members: Staff connect clients with SMI and a co-
occurring SUD with the Voices of Recovery, a nonprofit organization that fosters “peer-led
opportunities for education, wellness, advocacy and support services for individuals seeking
long-term recovery from alcohol and other drugs.”

e Delivering Trauma-Informed Care: Pathways employs staff with specialized training in
recovery counseling who organize recovery events tailored to the needs of current clients and
program graduates.

This section provides a comparison of data from periods that extend to 3 months before and after the
clients were admitted to the Pathways Mental Health Court Program. It also displays further details
on events such as probation violations and being taken into custody, as well as Pathways clients’
housing and employment status.

Table 1 summarizes the emergency service utilization information for the 58 clients who were
admitted and actively a part of the Pathways program during FY 2022-23. During the 3 months before
program admission, there were 20 psychiatric emergency services (PES) episodes and one
inpatient/residential episode with nine days of stay among Pathways clients. During the 3 months
following their admission, none of the Pathways clients had a record of using the same health care
services.

Number of unduplicated clients served: 58 active participants.

Table 1. Pathways Clients’ Emergency Service Utilization (FY 2022-23)

3 months before

3 months after admission

admission
# of PES episodes 20 0
# of inpatient/residential stays (days) 1 0
Total inpatient residential stays (days) 9 0
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Table 2 displays Pathways clients’ probation violations before and after they were admitted to the
program. Among the 47 clients with probation violation data who were admitted and actively a part
of the Pathways program during FY 2022-23, nine (19.1%) had a probation violation before they were
admitted to the program, and 17 (36.2%) had a probation violation after they were admitted to the
program. Among the nine clients who had a probation violation before admission, three also had a
probation violation after admission.

Table 2. Pathways Clients’ Probation Violations (FY 2022-23)

Before admission After admission

Number of clients with probation violation 9 17
P.erce.ntage of clients with probation 19.1 36.2
violation

Table 3 displays the number and the proportion of Pathways clients who were taken into custody
before and after they were admitted to the program. Among the 47 clients with custody data who
were admitted and actively a part of the Pathways program during FY 2022-23, 43 (91.5%) were
taken into custody before they were admitted to the program, and only seven (14.9%) were taken
into custody after they were admitted to the program. All seven clients (14.9%) who were taken into
custody after they were admitted to the program were taken into custody before admission as well;
three clients (6.4%) were not taken into custody before or after they were admitted to the program.

Table 3. Pathways Clients Taken Into Custody (FY 2022-23)

Before After Both before and
admission | admission  after admission
Number of clients taken into custody 43 7 7 3
Percentage of clients taken into custody 91.5% 14.9% 14.9% 6.4%

Table 4 summarizes the housing information for clients with housing data who were admitted and
actively part of the Pathways program during FY 2022-23. Almost half (44.7%) reported living in a
home or an apartment, and seven (14.9%) reported living in a residential setting.

Table 4. Pathways Clients’ Housing Status (FY 2022-23)

Housing \ Number of clients Percentage of clients
Home/apartment 21 44.7%
Residential 7 14.9%

Sober living environment 2 4.3%
Homeless 1 2.1%
Other 3 6.4%
Unknown 13 27.7%
Total 47 100.0%
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Table 5 summarizes the employment information for clients who were admitted and actively part of
the Pathways program during FY 2022-23. Among these clients, 36.2% reported being employed, and
42.6% reported being unemployed. Slightly more than 20% had unknown status.

Table 5. Pathways Clients’ Employment Status (FY 2022-23)

Employment \ Number of clients Proportion of clients
Not employed 17 36.2%
Employed 20 42.6%
Unknown 10 21.3%
Total 47 100.0%
Successes

Program leadership highlighted Pathway’s weekly socialization and skills-building groups as
particularly successful this year, boasting high attendance and engagement levels. The men’s,
women’s, and CBT skills groups all help clients learn about and practice healthy coping skills in
response to hypothetical or actual difficulties described by group members during the sessions.
Pathways staff noted that, over time, the close rapport and trust that develops between group
participants gives clients a sense of safety, agency, and confidence.

In FY 2022-23, Pathways staff also took additional steps to promote group cohesion and bonding,
funding a greater number of peer-led activities to ensure clients met their own needs for in-person
socialization even during months that the Saturday Clubhouse met virtually. Staff planned a few of
the FY 2022-23 social outings, but most of the activities, which included seeing a movie in theaters,
bowling, grabbing ice cream, and taking a trip to Golden Gate Bridge, were organized by one or more
clients who took the initiative to plan an event. Staff credited the recent surge in peer-led activities to
the closer, more enduring friendships they have observed among some clients. The following success
story illustrates how the Pathways program can be a transformative experience for some clients,
especially those without a preexisting social network.

Client Success Story: One client has experienced immense personal and professional growth over the
last year. When he first joined Pathways, he avoided social interactions and struggled to find stable
employment. Although a few organizations said they wanted to move forward with the hiring
process, many subsequently rescinded their offers or terminated his employment within his first few
weeks on the job after background checks revealed his extensive criminal record. Between July 2022
and December 2022, he applied to over 30 different jobs without achieving any permanent results.
He also appeared reticent to share much about his struggles, limiting contributions in weekly skills
group discussions to a single sentence and choosing not to engage in conversations with staff who
offered support. However, over time, this client gradually became less distrustful of others and more
comfortable participating in group activities. In February 2023, he finally got hired by an organization
that still retains him on staff, and his manager has repeatedly praised his reliable performance. Since
then, Pathways staff have noticed marked improvements in his mood and social skills. During group
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meetings, the client began communicating much more openly, sharing that he learned how to set
boundaries and recently rekindled his relationships with family members. In group meetings, he also
expressed appreciation for the positive impact of his participation with Pathways, explaining that he
simply did not have friends before joining the program. He has a much more active social life now,
reportedly even hosting a party at his house over the summer. Staff also mentioned that they have
recently observed him asking some new people he met to share their phone number.

Challenges

Pathways staff encountered case management challenges in FY 2022-23 stemming from new
requirements for pre-plea clients.b For example, San Mateo County Superior Court and District
Attorney staff recently decided to require the submission of weekly lab test results as a condition for
participation in the Intensive Mental Health Diversion program. Court staff will use these lab results
to verify clients’ compliance with behavioral contracts that prohibit them from using illicit drugs to
maintain eligibility for future dismissal of their charges. The BHRS regional clinics will prioritize
running these tests and submitting the paperwork to the courts in a timely manner, but Kaiser
Permanente—the sole provider for some clients—is not under any mandate to run tests so
frequently. When those court orders first took effect, Pathways staff spent hours coordinating with
Kaiser-affiliated providers, explaining the new bloodwork requirements for pre-plea clients, and
following up to ensure results were documented properly and transmitted to the court for review by
each deadline. One of the first two Pathways clients to successfully complete requirements had
Kaiser health insurance.

Addressing Challenges Related to Clients’ Enrollment in Residential SUD Treatment Facilities:
Managing initial residential treatment placements and the formulation of transition plans for clients
with a co-occurring SUD continued to be challenging in FY 2022-23. For example, local residential
treatment facilities are sometimes unable to accommodate transgender clients, requiring Pathways
to identify a more distant facility that can provide appropriate services. In cases where placements
proved challenging, Pathways relied on the support of BHRS Alcohol and Other Drug Services staff.
Strict rules and schedules at most residential treatment facilities have also negatively affected
program engagement and retention levels. For example, residential treatment programs sometimes
require clients to participate in scheduled activities that conflict with Pathways’ skills group meetings,
making it more difficult for those clients to maintain a strong connection to the Pathways community.
More significantly, some clients have discontinued their participation in Pathways because they find it
too difficult to adhere to strict no-smoking policies in place at residential facilities. These clients
struggle to give up smoking nicotine cigarettes while simultaneously undergoing treatment for their
addiction to a more harmful substance.

Mitigating Care Coordination Challenges Stemming from Recent Drug Medi-Cal Changes: Recent
regulatory changes also complicated care coordination for Pathways clients with a co-occurring SUD

6 Pre-plea applicants are permitted to enroll in the program before entering an innocent, guilty, or no contest plea and can thus seek
dismissal of the charges from their criminal record. In contrast, most other applicants are admitted to the program shortly after
entering a guilty or no contest plea but prior to sentencing. Post-plea clients cannot have their charges dismissed, though they can
choose to pursue expungement.
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in FY 2022-23. Previously, program staff could issue a directive for clients to enroll in a residential
treatment facility for up to 90 days. However, effective January 2023, Drug Medi-Cal only authorizes
residential treatment services in 30-day increments and requires a court mandate to approve
coverage for longer stays. In response to these changes, program staff adjusted the timing of their
case conferences with providers, scheduling meetings by the 15th or 20th day of clients’ stay in
residential facilities. This allows staff enough time to either prepare (a) a transitional care plan in
advance of the client’s discharge after 30 days or (b) documentation for court staff demonstrating the
need for an extended stay. Because most clients require treatment for more than 30 days, Pathways
staff also serve as a liaison between providers and the court staff now responsible for mandating
extended residential treatment stays.

Addressing Staffing Shortages: High staff turnover and difficulty filling vacancies quickly also proved
challenging in FY 2022-23. The departures of two staff members, for which positions remained vacant
for 6 and 12 months, forced the remaining staff to take on even greater caseloads. Staffing shortages
required leadership to temporarily suspend nonessential activities, such as community outreach and
presentations focused on educating county residents about the program.

Troubleshooting Barriers to Helping Clients Obtain Stable Housing: Finally, limitations to the use of
MHSA funds make it difficult to support clients in securing stable, long-term housing, which was the
single greatest unmet need in FY 2022-23. For clients who cannot afford to pay local rental rates, the
program could only disburse MHSA funds once or twice to help cover a few months of rental
expenses. Clients transitioning from residential treatment facilities to a sober living environment (SLE)
only need temporary assistance to secure a space in an SLE because they regain eligibility for housing
benefits following their discharge. In those cases, Pathways staff leveraged connections to BHRS
Alcohol and Other Drug Services staff to obtain criminal justice fund disbursements in support of
clients’ transition to an SLE. However, Pathways staff hope to secure other sources of noncontract
funding in future years to address unmet needs for housing.

Demographics
Number of unduplicated clients served: 58 active participants.

Table below summarizes the demographic information of the 58 clients who were admitted and
actively a part of the Pathways program during FY 2022-23.

Age ‘ Number of clients Share of total (%)
0-15 0 0.0
16-25 6 10.3
26-59 49 84.5
60+ 3 5.2
Primary language Number of clients Share of total (%)
English 49 84.5
Spanish 7 12.1
Unknown / Not Reported 2 3.4
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Race Number of clients Share of total (%)

White/Caucasian 20.7
Other 13 22.4
Black or African American 8 13.8
Filipino 2 3.4
Mixed race 4 6.9
Chinese 1 1.7
Samoan 1 1.7
Unknown/not reported 29.3
Ethnicity Number of clients Share of total (%)
Not Hispanic or Latino 53.4
Hispanic or Latino 17 29.3
Unknown / Not Reported 17.2
Sex assigned at birth Number of clients Share of total (%)
Male 72.4
Female 15 25.9
Unknown / Not Reported 1 1.7
Sexual orientation \ Number of clients Share of total (%)
Straight or heterosexual 33 56.9
Declined to state (or no entry) 4 6.9
Gay, lesbian, homosexual 4 6.9
Unknown / Not Reported 17 29.3

PATHWAYS, CO-OCCURRING HOUSING SERVICES

Pathways still has 2 contracted beds at Maple Street Shelter. 1 is dedicated for male identified clients,
and 1 for female identified clients. A challenge experienced with housing clients at this shelter is due
to COVID-19. The facility completely shuts down and does not allow new admissions until they are
COVID-19-free. This can take about two weeks to 8 weeks at a time.

e 1 client occupied male beds.

e 0 clients occupied female beds.

OTHER SYSTEM DEVELOPMENT

Other System Development efforts help improve the behavioral health service delivery system across
various sectors and areas of focus.
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PRENATAL-TO-THREE (CHILD WELFARE PROGRAM)

The purpose of the San Mateo County Prenatal to Three Initiative is to provide pregnant mothers and
parents or caregivers of children through age 5 with mental health treatment and other social needs
resources that promote their well-being. Specifically, staff serve women eligible for Medi-Cal who
have been diagnosed with a serious mental illness (SMI) and require psychotherapy and medication
management of their symptoms. In addition, staff provide services designed to support early infant
development and improve parent-child relationships when physical, developmental, or social risk
factors are present. The initiative encompasses three programs with unique provider pools and
referral workflows:

e The Prenatal to Three program coordinates mental health treatment and psychoeducation for
pregnant women, postpartum women up to 1 year after childbirth, and children through age 5
who choose to receive program services after being referred’ by County Health, Family Health
Services, pediatricians, obstetrician-gynecologists, or staff from the BHRS Access Call Center.

e The Partners for Safe and Healthy Children program manages mental health treatment and
psychoeducation for families with children through age 5 who have an open Children and
Family Services (CFS) case.

e The Prenatal to Three Teen Parent program serves pregnant teenagers, teenage mothers up
to 1 year after childbirth, and children through age 5 with teenage mothers.

Prenatal to Three Initiative activities include conducting initial mental health assessments, which
inform the creation of treatment plans; providing psychotherapy and psychoeducation to clients; and
offering case management services, including referrals to psychiatrists, alcohol, and other drug (AOD)
treatment providers, and community-based organizations. While therapeutic interventions vary
depending on the needs of the client, program clinicians commonly provide some form of child-
parent psychotherapy as well as specialized care for prenatal and postpartum clients. In addition,
several staff are trained in the Neurosequential Model of Therapeutics approach, trauma-informed
cognitive behavioral therapy, eye movement desensitization and reprocessing psychotherapy,
occupational therapy, and infant massage.

All Prenatal to Three Initiative staff strive to provide trauma-informed care and resource linkages that
improve clients’ quality of life. For example, all clinicians rely on several assessment tools to screen
for mental illness in adults® and identify developmental areas of children that may have been affected
by trauma.® This, in turn, determines the care interventions that are recommended, which often
include play-based therapy for children through age 5, individual therapy for adults, and dyadic
therapy for caregivers. Prenatal to Three Initiative staff also address unmet social needs by
distributing free household items, such as diapers, or by connecting families with affordable housing
support resources.

7These organizations use the Edinburgh Postnatal Depression Scale or the Patient Health Questionnaire-9 screening tools to assess
adult patients’ eligibility for the Prenatal to Three program before making referrals. They also use the Pediatric Hurt-Insult-Threaten-
Scream-Sex to screen for child abuse.

8 Staff screen adult clients for mental iliness using the Generalized Anxiety Disorder (GAD-7), Beck’s Anxiety Inventory, and Beck’s
Depression Inventory tools. They diagnose them with the Diagnostic and Statistical Manual of Mental Disorders (DSM-5).

9 Staff screen children of adult clients using the Newborn Behavioral Observations scale, the Child and Adolescent Needs and Strengths
assessment, the Ages and Stages Questionnaire, the Pediatric Symptom Checklist, and the Child Behavior Checklist.
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Staff in the Partners for Safe and Healthy Children program have additional responsibilities. They
attend the CFS court case and coordinate referrals for any judge-mandated activities, which often
include family therapy, parenting classes, or anger management sessions. Finally, case managers for
the Partners for Safe and Healthy Children program conduct regular home visits and attend Child
Family Teaming (CFT) events.'®

Program Impact

Child Welfare Partners FY 2022-23 \
Total clients served 505
Total cost per client* $1,178

Improving Timely Access for Underserved Populations Through Case Triaging: Under California’s
timely access mandate,!! the Health Plan of San Mateo is required to provide mental health services
within 2 weeks of the initial request. The Prenatal to Three Initiative improves timely access and
linkages for underserved populations by following procedures designed to connect Medi-Cal clients
to appropriate mental health services within the required time frame. Protocols for individuals
referred by a County provider or Access Call Center staff differ from the protocols for individuals
referred by CFS staff. These differences are described in greater detail below:

e Nonurgent Referrals: Prenatal to Three and Prenatal to Three Teen Parent program staff make
at least three phone-based contact attempts within 10 business days of receiving nonurgent
referrals. Details are captured in a Client Services Information (CSI) assessment record. If staff
are unable to reach the referred individual, they send them a letter explaining how they can
begin receiving program services and listing other county-based resources.

e Crisis and Urgent CFS Referrals: For CFS referrals categorized as an emergency, Partners for
Safe and Healthy Children staff are expected to contact the referred individual within 24
hours. Noncrisis referrals from CFS are to be addressed within 48 hours.

Improving Linkages Through Development of Universal Screening and Care Transition Protocols: In FY
2022-23, Prenatal to Three Initiative staff participated in a series of stakeholder meetings convened
to discuss the design and implementation of standardized screening and care transition tools, which
all counties are required to adopt under the Department of Health Care Services’ California Advancing
and Innovating Medi-Cal (CalAIM) initiative. These new screening and care transition workflows are
expected to further reduce wait times for newly referred clients in future years.

Reducing Client Stigma Through Psychoeducation and Investments in Culturally Sensitive Care: As in
prior years, Prenatal to Three Initiative staff help reduce the prevalence and severity of stigma
experienced by clients by providing psychoeducation during routine therapy sessions and special
group sessions. In FY 2022-23, initiative staff also participated in a cultural humility discussion led by
the Office of Diversity and Equity staff. Prenatal to Three Initiative leadership encourage clinicians to

10 CFT events are recurring meetings attended by clients and members of their support network, including local school, probation,
BHRS, and CFS staff as well as other health care providers. CFT is a collaborative, strengths-based approach to supporting families
involved with the court system, and it prioritizes consideration of clients’ stated needs and preferences.

11 For more information, see https://www.vchealthcareplan.org/providers/docs/CATimelyAccessLegislationAndRequirements.pdf.
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enroll in various cultural humility trainings throughout the year to expand their tool kits for serving
clients of diverse backgrounds, who are more likely to have experienced discrimination-related stress
that can exacerbate mental health issues.

Addressing Disparities in Access to Care Through Multimodal Visits: Moreover, the Prenatal to Three
Initiative reduces disparities in access to care by tailoring service delivery methods to meet the needs
of each client. Many Medi-Cal clients lack access to reliable transportation, making it much more
difficult for them to travel to clinicians’ offices for mental health care. As in past years, initiative staff
overcame these obstacles by offering to conduct therapy and intensive case management services
during home visits. In FY 2022-23, the Prenatal to Three Initiative expanded the range of services
available through home visits, offering all clients the option to attend psychiatric care appointments
with a clinician who travels to their residence. For clients who prefer to attend an in-person
appointment at the clinic, the initiative issues vouchers covering the costs of taxi rides to and from
the office. While telehealth visits are still available!?, staff have observed that a greater number of
clients are choosing in-person care over virtual appointments in FY 2022-23 relative to prior years.

Increasing Use of Public Health Services Through Intensive Case Management: Prenatal to Three
Initiative staff regularly increase the number of individuals receiving public health services by
connecting referred individuals to appropriate mental health services. However, staff vacancies made
it more difficult to process high volumes of referrals in FY 2022-23, as discussed in the Challenges
section of this report.

Implementing Recovery Principles: Finally, Prenatal to Three Initiative staff demonstrate their
commitment to using several recovery principles, as described below:

e Delivering Culturally Sensitive Care: Supervisors have prioritized the hiring of bilingual staff,
including up to six interns on an annual basis, to better serve the large number of clients who
are monolingual Spanish speaking.

e Facilitating the Involvement of Community Members: Initiative staff organize informal support
group activities called Café con Padres (Coffee with Parents). Clients are paired with other
parents trained as family partners—peer support workers with relevant lived experience—to
discuss their recent life challenges and come up with strategies for parenting effectively while
simultaneously managing SMI and/or substance use disorder (SUD) symptom:s.

e Promoting Care Integration Across Providers: Staff regularly pursue opportunities to
collaborate with BHRS staff from other divisions. For example, many Prenatal to Three
Initiative therapists attend clients’ appointments with a psychiatrist to provide emotional
support.

12 Clients cannot attend all of their appointments virtually because the program must fulfill minimum standards of care, which require
clinicians to meet with each client in person at least once a month.
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e Providing Trauma-Informed Care: In FY 2022-23, leadership began recruiting to fill an AOD
specialist staff position that had been created in the prior year to expand the program’s
capacity for SUD treatment referrals and care coordination.

This section provides a comparison of emergency service utilization data from periods that extend to
3 months before and after the clients were admitted to the Prenatal to Three Initiative. Table 1
summarizes the emergency service utilization information for the clients who were admitted and
actively part of the Prenatal to Three Initiative during FY 2022-23. During the 3 months before
program admission, there were 422 psychiatric emergency services (PES) episodes, one
inpatient/residential episode, and four total days of inpatient residential stay among the Prenatal to
Three clients. Out of the 422 PES episodes, 409 were reported on the day of admission. During the 3
months following clients’ admission, none of the Prenatal to Three clients had a record of using the
same health care services.

Table 1. Prenatal to Three Clients’ Emergency Service Utilization (FY 2022-23)

3 months before (including

T e et e 3 months after admission

# of PES episodes 422* 0
# of inpatient/residential episodes 1 0
Total inpatient/residential stay (days) 4 0

* 409 PES episodes were reported on the day of admission.

Successes

The initiative’s intensive case management services were particularly successful in FY 2022-23.
Clinicians have increasingly offered in-person crisis intervention services to clients facing significant
life stressors. For example, one clinician spent hours visiting a client who was experiencing extremely
high anxiety following an incident that nearly resulted in their eviction from a homeless shelter. This
clinician provided much-needed emotional support during an extremely difficult period.

Since FY 2021-22, the Prenatal to Three Initiative’s occupational therapist has administered sensory
interventions that produce clinically significant improvements in clients’ self-awareness and
resiliency. This clinician uses the Integrated Listening System’s Focus Listening Program to rewire the
brain in adult caregivers and any of their children who are affected by frequent emotional
dysregulation, high anxiety, inattention, and auditory hypersensitivity, among other conditions.
Clients wear a special headset that delivers auditory and vibrational sensations while completing a
movement task for the first 15 minutes and a simple cognitive task or quiet activity for the remaining
15 minutes. One adult caregiver and her young child benefitted immensely in FY 2022-23 from a
combination of talk therapy and Integrated Listening System sessions, as described in the next
section.

Client Success Story #1: Before starting occupational therapy sessions, this client’s son presented with
severe hyperactivity, sensory sensitivity, and difficulty maintaining focus and following verbal
instructions. When the initiative’s occupational therapist first administered the sensory motor
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protocol to this child, he was unable to keep his headphones on for more than a few minutes at a
time, requiring breaks and redirection to continue with the session. He also had trouble staying
engaged with the movement-based task or behaving appropriately during the quiet activity.
However, the child’s functioning steadily improved as the program’s occupational therapist continued
to supervise his work on the sensory motor protocol during weekly sessions at the clinic and periodic
home visits. The clinician also trained the child’s caregiver to independently administer the protocol
at home because repetition is key to achieving changes in neural connections linked with positive
behavioral changes. After completing the 60 protocol hours this child had been assigned, he was able
to fully participate in each of the movement-based and quiet activities, following all instructions
without requiring redirection to task during the entirety of a 30-minute session. Notably, the child
learned how to transition appropriately as the session came to an end, which his caregiver described
as a huge relief.

Challenges

Addressing Staffing Shortages: Similar to last fiscal year, the most significant challenge experienced
by Prenatal to Three Initiative leadership has been difficulty retaining current staff and hiring
qualified candidates to fill open positions. Currently, there are three vacant full-time positions, and
two vacant Extra-Help positions.'3 High caseloads have increased the burden on remaining staff
members, leading to widespread burnout and influencing some clinicians’ decisions not to return to
work following parental leave. Relaxing some of the County’s restrictions on employment terms for
Prenatal to Three Initiative staff, such as rules barring them from offering part-time clinical roles,
could help them retain existing staff who have become mothers and would prefer not to work a full-
time job. The initiative is already using approved strategies for expediting the hiring of backfills, such
as offering hiring bonuses to secure quicker placements of qualified applicants in hard-to-fill specialty
services positions. Because a large proportion of their clients are monolingual Spanish speaking, the
Prenatal to Three Initiative has also prioritized recruiting bilingual providers through outreach to
professional associations and other organizations who work closely with the Latino population.

Managing Difficulties with Referral Processing and Tracking: Due to ongoing personnel shortages and
consistently high volumes of client referral paperwork submitted by community partners, Prenatal to
Three Initiative staff continued to find it cumbersome to manage program referrals. High staff
turnover coupled with procedural changes that the has iteratively introduced as it moves toward full
compliance with California Advancing and Innovating Medi-Cal in FY 2022-23 have also required more
trainings on the referrals process. For example, after BHRS transitioned to an updated electronic
health records system in FY 2022-23, clinicians had to participate in several trainings to become more
comfortable using it. Staff anticipate the need to schedule additional training sessions in FY 2023-24
following implementation of the new universal screening tools and countywide documentation
system.

13 Extra-Help positions “are primarily used to staff seasonal assignments and assist departments during brief periods of heightened
workloads.” Individuals hired to fill Extra-Help positions can only work a total of 1,040 hours per year, meaning that they are limited to
providing 6 months of full-time labor or 12 months of part-time work.

San Mateo County MHSA Annual Update FY 2024-25 Page 115 of 352




As in the previous fiscal year, program staff continued to receive a significant number of referrals of
clients with mild to moderate mental illness. Such clients are ineligible to participate in Prenatal to
Three Initiative programs, which only serve individuals living with serious mental illness (SMI). In
response to this year’s personnel shortages, staff trained one family partner on protocols for
assessing whether referrals meet Prenatal to Three Initiative eligibility criteria.

Navigating Surge in Intimate Partner Violence Cases and Secondary Trauma in Staff: As in the
previous fiscal year, complex cases, such as those stemming from a client’s exposure to intimate
partner violence or their struggles with addiction, impacted staff well-being in FY 2022-23. Of note,
clinicians observed an increase in the overall prevalence and severity of intimate partner violence,
recalling the loss of as many as three or four clients in FY 2022-23 whose deaths were linked to their
abusive partners. Staff regularly connect clients who are suspected of or confirmed to be victims of
intimate partner violence to Community Overcoming Relationship Abuse (CORA), a provider of
comprehensive intimate partner abuse prevention services, including crisis intervention, housing
assistance, and legal services. However, clinicians sometimes report feeling helpless when resource
constraints, such as the lack of available space in safe houses or an overburdened legal support team,
prevent clients at risk of exposure to intimate partner violence from receiving timely assistance.
Initiative leadership plans to identify and deploy new strategies in FY 2022-23 for mitigating the
trauma staff experience after learning about the intimate partner violence endured by their clients.

Building Staff Capacity to Better Serve Clients with SUDs: As mentioned previously, leadership is
currently trying to fill a newly vacant AOD specialist position that was created last year to provide
staff with ongoing education on effective case management for clients with a co-occurring SUD. In
response to prior feedback that some clinicians felt unqualified to discuss substance use problems
with clients, Prenatal to Three Initiative leadership arranged for an AOD manager and program
specialist to deliver a presentation in FY 2022-23 covering SUD screening and referral best practices.
While additional education may be required before all clinicians feel more comfortable serving clients
with co-occurring SUDs, staff appreciated the guidance AOD instructors provided on specific client
cases during the Q&A portion of the presentation.

Troubleshooting Paucity of Affordable Housing Resources: Finally, Prenatal to Three Initiative found
that it has proven increasingly difficult to help clients find a safe, affordable place to live, which they
attributed to lengthy waitlists for free or partially subsidized housing in FY 2022-23. The initiative is in
the process of identifying new resources and ways to assist clients in need of housing, such as the
client whose story is presented in the following section.

Client Success Story: One client spent months waiting to move into a local apartment after
demonstrating remarkable improvements in her ability to manage SMI symptoms and responsibly
care for her child. This client had dedicated over a year of her life to meeting case plan objectives
required of a child reunification award, regularly attending parent education classes and, later,
passing observational tests scheduled during a 30-day trial custody period. The fact that this client’s
child was recently approved to be fully returned to her care is a testament to both the client’s hard
work and the excellent support services provided by Partners for Safe and Healthy Children program
staff. Unfortunately, the paucity of local housing units available through the U.S. Department of
Housing and Urban Development’s voucher program for non-elderly residents with a disability
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significantly delayed this client’s placement in long-term, non-shelter housing. Two to 3 months
following their reunification, the client and her child finally moved from a shelter into their own
apartment. However, program staff noted that the delay exacerbated mental health issues for both
parent and child; the latter had already experienced a lot of stressful changes over the last 2 years:
removal from their mother’s home, transfer to the residence of a foster parent, and move into the

shelter following reunification.

Demographics

The table below summarizes the demographic information for the 505 clients who were admitted
and actively a part of the of the Prenatal to Three Initiative during FY 2022-23.

Number of clients Share in total (%)

0-15 12.3
16-25 130 25.7
6—59 313 62.0
0.00

~ Primarylanguage | Number of clients ~ Shareintotal (%)
Spanish 53.9
English 188 37.2
Unknown/not reported 23 4.6
Portuguese 11 2.2
Russian 3 0.6
Arabic 3 0.6
Farsi 2 0.4
Tagalog 2 0.4
Other Chinese language 1 0.2

Race Number of clients Share in total (%)
Other 323 64.0
Unknown/not reported 129 25.5
White/Caucasian 15 3.0
Multiple 11 2.2
Black or African American 8 1.6
Filipino 5 1.0
Asian Indian 4 0.8
Hispanic or Latino 2 0.4
Other Asian 2 0.4
Chinese 1 0.2
Samoan 1 0.2

Ethnicity Number of clients Share in total (%)
Hispanic or Latino 344 68.1
Unknown/not reported 96 19.0
Not Hispanic or Latino 65 12.9
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Sex assigned at birth \ Number of clients Share in total (%)

Female 472 93.5
Male 32 6.3
Unknown/not reported 1 0.2
Sexual orientation \ Number of clients Share in total (%)
Unknown/not reported 481 95.2
Straight or heterosexual 19 3.8
Bisexual 4 0.8
Declined to state 1 0.2

PUENTE CLINIC

Puente Clinic was created in 2007 under BHRS to accommodate the sudden increase of psychiatric
service need due to the closure of Agnews Developmental Center and relocation of many
intellectually disabled adults to San Mateo County. The word “Puente” means “Bridge” in Spanish,
and it implies to help clients bridge what could be a life of dependence and isolation to a life of
independence and integration with the whole community. Clients with intellectual disability have
higher comorbid psychiatric disorders, face more stressors and traumatic exposure in life, and
experience more stigmatization and discrimination. But limits in communication/cognitive ability and
aberrant brain development/function make it challenging for behavioral health providers to assess,
diagnose, and treat these clients. Clinical staff at the Puente Clinic are trained and experienced in
working with adult clients with both intellectual disability and psychiatric conditions. In carrying out
this unique function, Puente Clinic collaborates closely with the San Mateo County Branch of the
Golden Gate Region Center (GGRC), which coordinates essential benefits (daily living, housing, etc.)
for county residents who have intellectual disabilities. Puente Clinic serves as the lead clinical team in
BHRS to receive psychiatric service referrals from GGRC. The team provides assessment,
psychotherapy, and medication management, and coordinates case management with GGRC social
worker/case managers. Currently, Puente Clinic has one full time Licensed Social Worker, one 80%
full time equivalent (FTE) Psychiatrists, one half-time Nurse Practitioner, and a vacancy for a half-time
Psychiatrist. A typical client referred to Puente Clinic is someone having mild to severe intellectual
disability, often with significant limits in communication ability, with one or more of the following
conditions:

1. Clientis returning to the community from a developmental center or a locked or delayed egress
facility.

Client is at risk for a higher level of care.

Client requires in-home services as clinically determined.

Client has had multiple psychiatric emergency services contact.

Client has complex diagnostic issues or polypharmacy.

unkwn

Program Impact
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Puente Clinic — Dual Diagnosis \ FY 2022-23
Total clients served* 264

Total cost per client $1,408

Improves timely access & linkages for underserved populations: Puente Clinic and GGRC have jointly
created a referral form (updated in Spring 2023) to facilitate recording and transmitting of
comprehensive referral information. This special arrangement allows dedicated attention to clients
dually diagnosed with intellectual disability and mental iliness, as this client population often gets
ignored and underserved due to limited ability to self-advocate and self-refer. A GGRC social worker
sends this Referral Form to the Puente Clinic’s social worker to initiate a screening process to identify
Medi-Cal clients who meet medical necessity criteria. Once the Puente Clinic receives this form, the
case is quickly reviewed for appropriate level of service and treatment provider. Prior to COVID-19,
Puente was an in-person only service. During COVID-19, it became a telepsychiatry only service, and
is now a hybrid model of in-person and telehealth. The clients get to determine which service method
is best for them. Clients with limited communication ability tend to stay with the Puente Clinic
providers, but clients with fair communication skills could also be served by other BHRS regional
clinics. When a client’s symptoms are in the Mild-to-Moderate range, referral to Private Provider
Network will be made.

Reduce stigma and discrimination: The establishment of Puente Clinic was meant to create a special
workforce with expertise in treating clients with both intellectual disability and severe mental iliness.
By removing barriers to care, this clinical team helps to reduce stigmatization and discrimination that
clients with intellectual disability often experience. Co-location of Puente Clinic and several other
BHRS clinical teams helps to normalize a sense of being welcome when these clients come to the
clinic location, as they are treated with the same attention and respect as others. In addition, the
Puente Clinic providers regularly offer training to other BHRS teams to inform skills and knowledge
that help working with clients of this population. Puente Clinic also actively participates in the training
of psychiatric residents, LMFT/LCSW interns, and nurse practitioner trainees on best practice in
working with intellectually disabled clients, to reduce resistance of mental health providers in serving
this client population.

Increases number of individuals receiving public health services: The need for psychiatric services for
intellectually disabled clients has increased in the last few years. Some of these clients are served in
the BHRS regional clinics while the ones with the greatest need for specialization are referred to the
Puente Clinic. In addition to enhancing referral pathways to help with access to behavioral health
treatment, the Puente Clinic providers also facilitate connecting clients with primary care providers
and other specialty services that are covered by Medi-Cal benefits. In addition, there is a
communication channel among the leadership of Puente Clinic, GGRC, and the Health Plan of San
Mateo (HPSM) to resolve conflicts that cause barriers to care. Minimally every quarter these three
entities meet to discuss ways to improve public health services.

Reduces disparities in access to care: Puente Clinic clients come from a diverse social background.
Each provider has received multiple Cultural Humility trainings and applies the learning to clinical care
and service coordination involving clients, families, caretakers, and parallel professionals. The Puente
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Clinic providers constantly help clients who cannot advocate for themselves to pursue ancillary
services that cover needed social benefits. In clinical sessions, interpretation services are provided as
needed through phone or in-person arrangement, which includes sign-language interpretation.

Implements recovery principles: The Puente Clinic providers infuse hopefulness in clients, families,
and caretakers, to help each client to achieve the highest level of functioning one could get. The
successful outpatient treatment model that Puente Clinic provides helps client to live in the least
restrictive setting in the community. Many clients of the Clinic came out of institution setting, such as
a Development Center, where clients often experienced multiple types of traumas of verbal and
physical nature, but Puente Clinic helps these clients to process their trauma experience, and to
recover over time. When a client is cognitively capable, supportive psychotherapeutic treatment is
always provided to enhance personal agency in achieving life goals. The Clinic works closely with
GGRC and Department of Rehabilitation to find the best educational and vocational opportunities for
clients, and works with local community groups to promote social connection and increase of
educational resources for clients.

Psychiatric Emergency Services (PES) Utilization: One of the outcome data Puente Clinic continues to
track is PES utilization at the San Mateo Medical Center, which is the triage center for acute
psychiatric emergency in the county. A visit to PES can result in involuntary hospitalization, and
sometimes seclusion and/or restraints; this experience can be traumatizing for the intellectually
disabled population that Puente Clinic serves. Puente Clinic attempts to prevent and reduce the
number of PES visits through individual psychotherapy, medication management, and close
collaboration with GGRC and its support teams are needed to reduce disruptive and aggressive
behaviors and to maintain stability in high-risk clients. Despite these interventions, Puente Clinic
clients sometimes have episodes of aggression towards self or others that requires a PES visit.

In FY 2022-23, Puente clients had a significant reduction in total episodes in PES. While the number of
clients served remained the same as FY 2021-22 (8), the number of PES episodes dropped from 21 to
11. This reduction reflects nearly a 50% reduction in PES visits throughout the year.

Medication-Related Episodes: In FY 2022-23, the Puente Clinic began tracking the number of billable
medication-related episodes per year per client. This number reflects the level of medication-related
psychiatric interventions needed for the year. Medication-related episodes included initial
assessments, medication follow-up visits (in person, telehealth, or face-to-face), and phone calls
when medications or side effects were discussed. For example, a stable client who is seen once every
three months might have 4 medication support visits in the year; a client with active medication
changes might require monthly visits, and register 12 medication support episodes per year.

For FY 2022-23, approximately one-sixth of the client required 0-4 medication services, and one-third
required more than 9 medication services. That left approximately one-half of clients requiring 5-8
services in the year.
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Puente Clinic Medication-Related Episodes
FY2022-2023

0-4 Services
16%

9 or more
Services
33%

5-8 Servcies

v s

Successes

Client Success Story #1: 28-year-old female (named RSC) with moderate intellectual disability from
progressive mitochondrial disorder and congenital visual and hearing impairments, began showing
signs of depression at 25 years old. She lives in the community with her mother who is her primary
caretaker and conservator. RSC is followed by Stanford Neurology for progressive ataxia and fine and
gross motor loss. Despite their great care, client continues to experience increasing difficulty
managing adaptive items such as her walker, large crayons, and large water cup, due to progressive
skill loss. RSC was referred to Puente Clinic after her mother noticed a dysphoric quality, very out of
character, consisting of anger, sadness, mood swings, and outbursts. Typical situation involved
daughter playing happily, then explode into frustration with yelling or criticizing her mother, and then
resume the happy playing. Outbursts occurred several times a week and included yelling and
occasional physical aggression. Mother also described onset of OCD-like rigidity to schedules with
poor tolerance for deviations from expected patterns or norms. This caused client to “shut down”
when she would refuse to cooperate or engage, which negatively impacted household functioning
(late for appointments, transportation issues, interrupted medical visits, etc.). An antidepressant
(sertraline) in a low dose solution was initiated. Within a few days, client began refusing food
(presumably due to gastrointestinal symptoms, a common side effect of antidepressants.) Sertraline
was discontinued and another antidepressant solution (escitalopram) was initiated with nearly
immediate benefit. Client continues low-dose escitalopram with a significant improvement in mood,
outlook, ability to tolerate routine frustrations and less clingy anxious dependence on mother. RSC
can tolerate frustrating and angst-provoking events that she previously would have triggered severe
decompensation, including tolerating her mother’s absence during Mom'’s first vacation in 28 years (a
week-long trip to Alaska) without incident. RSC remains a happy and engaging young woman who
enjoys coloring books and all things Disney.

Client Success Story #2: 28-year-old male (named ER) with a history of bipolar disorder and autism
who had multiple past medication trials consulted for worsening symptoms of mania, aggression,
insomnia, with significant weight loss. Upon first visit was noted to have significant upper extremity
and facial involuntary movements consistent with tardive dyskinesia a long-term side effect of
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medication. These movements were very distressing for the client, and this led to a regression in his
verbal and functional abilities. His abnormal movement scale (AIMS) score at presentation was 21,
corresponding to severe abnormal movements. A specialized medication was immediately started to
reduce these side effects, and medications that may have been exacerbating the effects were slowly
tapered down. Currently two months into treatment he is exhibiting zero signs of tardive dyskinesia
with an involuntary movement (AIMS) score of 0, corresponding to no observable abnormal
movements. He has had no more episodes of aggression, is eating and sleeping well, and has started
to gain back the weight he had lost. His caregivers report, “His old self is back, this is the person we
know.” The client himself says, “l don’t feel mad anymore. | can do chores again.”

Challenges

Client Challenge Story #1: 40-year-old non-verbal female (named LJ) with moderate intellectual
disability, impulse control disorder, intermittent explosive disorder, mood lability suggestive of
bipolar spectrum disorder and congenital deafness has been followed by Puente Clinic since 2014
after the retirement of her community psychiatrist. She lives in a behaviorally based board and care
with five other females. Her mother died when she was a teen and has been cared for by her loving
aunt who continues to allow LJ to visit her home on weekends. Caretakers identify indiscriminate
irritability and aggression occurring in a semi-cyclic pattern towards peers, staff, and property
without obvious antecedent as disruptive to household functioning and exceedingly difficult to
manage. Her aggression consists of expressions of hateful grimacing, threatening gestures involving
choking action and physical assault of other residents at the board and care. Occasionally, she acts
aggressively towards her aunt which tends to be a sign of worsening behavior. For many years, her
rage would arise spontaneously and be directed at pulling the TV off the wall or smashing lamps or
dishes; this has abated now. She has been trialed on numerous medications in many classes
(antidepressant duloxetine; ant-anxiety medication benzodiazepines; mood stabilizers valproic acid
and lithium; antipsychotics risperidone, Vraylar, Caplyta, lurasidone, duloxetine, perphenazine,
guetiapine, and aripiprazole). Risperidone had a good effect for many years, but her history of rising
prolactin levels undermined her continuing an effective dose. Her history of high prolactin and
complex metabolic status continue to undermine the safety of behavioral meds. Behavioral
interventions have included Creating Behavioral + Educational Momentum (CBEM), but they were
flummoxed and bewildered by LJ’s inability to respond to reward. Currently, plan involves an 18-
week long cross-taper of valproic acid to lamotrigine for mood stabilization while she continues the
antipsychotic medications Caplyta and low-dose risperidone for bipolar spectrum disorder and
duloxetine as an antidepressant.

Client Challenge Story #2: 59-year-old man (named DF) with intellectual disability and schizoaffective
disorder had developed a severe pneumonia and was placed on hospice care. During this time due to
his change in health and sensorium, his psychiatric medications were significantly reduced. However,
with great support from his caregivers he was able to make a full physical recovery and was
discharged from hospice. He was returned to Puente clinic, however since his medications were
reduced, he began exhibiting significant schizoaffective symptoms, paranoia, hallucinations,

San Mateo County MHSA Annual Update FY 2024-25 Page 122 of 352




insomnia, physical aggression, property destruction. His paranoia involved negative ideas about
others of a different ethnicity than he which made the situation more emotionally taxing for his
caregivers. Close work with him and his care team included safety planning, medication management
in a way that both managed symptoms and avoided significant side effect, as well as supportive work
around racial trauma. Emergency support was utilized when symptoms became dangerous at home,
however the access to emergency or inpatient treatment is quite difficult for clients with significant
intellectual disability. The Puente Clinic continues to do their best to help clients and caregivers
achieve stability utilize resources available for support, but access and communication between
different services is a work in progress.

Demographics

Plans to collect data currently not collected: In FY 2021-22, 5.82% of Puente clients had unknown/not
recorded ethnicity. In FY 2022-23, Puente Clinic’s goal was to reduce this to 0%, but this goal was not
achieved. For FY 2023-24, Puente Clinic’s goal will be to reduce unknown/not recorded ethnicity to
0%. The following table includes any client who had an episode open for at least one day during FY
2022-23. Clients were counted in multiple race groups if they indicated belonging to multiple races.

FY 2022-23 N =264 N =264
Age Sex at Birth \

10-19 0.38% Male 60.23%
20-29 12.45% Female 40.15%
30-39 16.98%

40-49 18.11%

50-59 22.64%

60-69 23.40%

70-79 5.66%

Race Ethnicity

White or Caucasian 49.62% Not of Hispanic Origin 61.74%
Black or African American 12.12% Not Hispanic or Latino 17.42%
Other Race 11.36% Hispanic or Latino 14.39%
Chinese 7.20% Unknown/Not Reported 5.68%
Unknown / Not Reported 7.20% Other Hispanic 0.76%
Filipino 5.30%

Mixed Race 1.89%

Korean 1.14%

American Indian or Alaska Native 1.14%

Other Asian 0.76%

Vietnamese 0.38%

Other Asian or Pacific Islander 0.38%

Japanese 0.38%

No Race Recorded 0.76%
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TRAUMA-INFORMED INTERVENTIONS

The Neurosequential Model of Therapeutics (NMT)

program aims to improve the well-being of clients who Requirements for Initial NMT Certification
have experienced severe trauma. To this end, the NMT o  Possess at least a master’s degree and
program manager provides training and ongoing technical serve in a clinical role (i.e., as a nurse,
assistance to county clinicians tasked with delivering psychologist, psychiatrist, marriage and
intensive mental health services to individuals with serious family therapist, social worker, or
mental illness (SMI) from one or more of the following occupational therapist).

groups: e Attend 9-week six core strengths training

e General adult clients (ages 26+) dess.
e Participate in 10-month NMT course

e Transition Age Youth (TAY) clients (ages 16-25) (Phase | Training).
e Criminal justice-involved clients re-entering the e  Complete 10 client assessments.

community following incarceration. Requirements for Annual NMT Recertification

Training and Certification in NMT: Twice annually, the NMT e Complete a minimum of five client

program offers a 9-week, 18-hour class on the Six Core TS,

Strengths'®, a framework devised by neuroscientist Bruce Requirements for NMT Mentor Certification
Perry to explain how trauma disrupts children’s * Participate in five drop-in sessions (Phase
development. The Six Core Strengths training is a Il training).

prerequisite for a 10-month course (Phase | Training) that © Game e U0l Ent s

teaches county clinicians how to conduct NMT assessments

for adults and guides them through the process of obtaining their certification. NMT-certified
providers rely on assessments of clients’ functional capacities in four domains—sensory integration,
self-regulation, relational, and cognitive—to inform the selection of individualized therapeutic
interventions for the three populations mentioned above.

Eleven county clinicians who work with adult clients currently hold an NMT certification, which
requires a total investment of about 120 training and study hours.?> Over the course of FY 2022-23,
the NMT program manager led a technical assistance program to support existing licensed NMT
practitioners in lieu of offering an NMT-certification training course. The program consisted of five
drop-in sessions, during which certified clinicians could draw on the support of the NMT manager
while completing an assessment for one of their clients. The purpose of this Phase Il training is to
prepare clinicians to become mentors.’® NMT program mentors are expected to feel comfortable
leading the six core strengths training and coaching Phase | trainees on the client assessment process.

Providing NMT Assessments and Trauma-Informed Care: NMT-trained clinicians perform two primary
activities: (1) conducting initial and follow-up NMT assessments and (2) creating and refining
customized treatment recommendations. As part of the initial assessment, clinicians collect

14 The six core strengths are attachment, self-regulation, affiliation, attunement, tolerance, and respect. They develop sequentially. For
example, the first listed strength, attachment, underpins the growth of self-regulation skills. For more information, see
https://www.buckeyeranch.org/assets/media/documents/Core%20Strengths%20for%20Healthy%20Child%20Development.pdf.

15 Instruction consists of didactics, prerecorded Perry case presentations, one-on-one mentoring on how to use the tool, discussion of
required readings, case reviews (including treatment planning), a day-long video training, and a live assessment.

16 For more information on Phase | and Phase Il training, please see https://www.smchealth.org/sites/main/files/file-attachments/san-

mateo-inn_nmt _final-evaluation-report revised 2020123 stc.pdf?1638919557.

San Mateo County MHSA Annual Update FY 2024-25 Page 124 of 352


https://www.buckeyeranch.org/assets/media/documents/Core%20Strengths%20for%20Healthy%20Child%20Development.pdf
https://www.smchealth.org/sites/main/files/file-attachments/san-mateo-inn_nmt_final-evaluation-report_revised_2020123_stc.pdf?1638919557
https://www.smchealth.org/sites/main/files/file-attachments/san-mateo-inn_nmt_final-evaluation-report_revised_2020123_stc.pdf?1638919557

information about a client’s adverse experiences as well as their relational history, noting any
evidence of past difficulty building and maintaining healthy relationships, and document observations
of the client’s current presentation!’ and relational health. Entering this data into the NMT portal
generates a metric known as a brain map that shows functioning for the client side-by-side with the
brain map for a healthy adult of the same chronological age. Clinicians review the brain map to
identify relative strengths and vulnerabilities across the four functional domains (sensory integration,
self-regulation, relational, and cognitive).

Based on this analysis, clinicians recommend specific therapeutic interventions that promote the
development of functional capacities within the domain(s) in which the client showed the largest
deficits. Program staff commonly refer clients to one or more MHSA-funded contracted service
providers that offer guided therapeutic activities, including trauma-informed yoga, equine therapy,
swimming, martial arts, art, music, and intensive speech therapy. In addition, the NMT program
provides flex funding to cover the cost of gym memberships and finances clients’ self-care tools,
including weighted blankets, sound machines, and gliders. Clients’ use of these self-care tools and
engagement in group-based therapeutic activities complement traditional talk-based therapy and
psychiatric medications. Six months to a year after generating the most recent brain map, clinicians
administer follow-up assessments to facilitate analyses of changes in clients’ brain functioning.

Program Impact

Trauma-Informed Interventions (NMT) FY 2022-23
Total clients served* 90

Total cost per client $2,334

Implementing recovery principles: The NMT program fulfills MHSA objectives primarily through its
commitment to implementing recovery principles, as described below:

e Delivering trauma-informed care — NMT-trained clinicians match interventions with the
developmental readiness of the client and strive to foster an environment that feels safe to
the client. In FY 2022-23, the NMT program bolstered its commitment to trauma-informed
care by adding a Trauma 101 section to its Six Core Strengths training course for county
clinicians.

e Promoting care integration — NMT-trained clinicians also connect with other providers to
develop individualized care plans that minimize distress commonly experienced by clients in
other health care settings. For example, clinicians sometimes present a client’s sensory profile
data in meetings with residential treatment providers to explain why the client may be acting

17 The client’s current presentation is summarized using information collected from an initial mental health assessment, subsequent
mental status exams, psychiatric evaluations, adult sensory profiles, and the NMT-certified clinicians’ case notes.
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out in this setting, and to recommend accommodations that they may need to function
optimally. In FY 2022-23, the NMT program secured additional funding for therapeutics
supplies (e.g., rocking chairs, weighted blankets) made available to clients enrolled in a
Cordilleras Mental Health Center residential treatment program.

Reducing discrimination by educating providers and public assistance program staff: Finding certain
diagnoses in a client’s medical record (e.g., a personality disorder) can automatically cause clinicians
to assume that the client will be difficult because they are likely to have boundary issues. However,
the NMT model promotes greater compassion for neurodiversity by helping clinicians better
understand past experiences that have caused the client to present in a maladaptive way to get their
needs met. Clinicians also use NMT findings to counter unconscious biases of judges, probation
officers, and other staff involved in child protective services cases; residential treatment facility staff;
and employees of other community-based organizations.

Addressing disparities in access to care by funding trauma-informed services and supports: The NMT
program reduces disparities in access to high-quality, trauma-informed care by empowering BHRS
clinicians to connect low-income clients with additional services and resources that clients could not
otherwise afford, including equine therapy, intensive speech services, and rocking chairs. In FY 2022-
23, the NMT program received a greater proportion of its referrals from two BHRS specialty
programs: 1) the Older Adult System of Integrated Services (OASIS) program, and 2) the Facilities
Utilization Management (FUM) team. Because neither specialty team have any NMT-certified staff,
NMT program leadership invested more time speaking with clients from these populations to better
understand the services and supports that would best meet their needs. This process has often
culminated in creative uses of flex funds. For example, the NMT program covered the cost of a
specialist who visits the home of an elderly patient with SMI and hoarding tendencies once a week to
help them organize. Another clinician helped a new TAY client who lived in a residential facility obtain
special exercise equipment after they expressed an interest in taking boxing classes.

Augmenting provider capacity to handle increases in public health service utilization: The NMT
program manager routinely coaches clinicians on ways they can conduct NMT assessments more
efficiently. Over time, this technical assistance has enabled trained providers to treat a greater
number of residents with developmentally appropriate mental health services. The NMT program
manager has also frequently offered to conduct an initial NMT assessment on behalf of overburdened
BHRS clinicians, providing additional staff capacity when caseloads and demand increase.

Electronic health records did not contain any psychiatric emergency services (PES) episodes or
Inpatient/Residential visits for clients who were admitted and actively part of the NMT program
during the FY 2022-23 during 3 months before and after their admission. In this section, the
breakdown of the NMT clients is presented by report status, changes in scores for clients with a
follow-up report, and comparison between the client score and associated age typical score.

Table 1 below summarizes the report status provided by the NMT program during the FY 2022-23. Of
the 87 clients referred during the FY 2022-23, 44.8 percent (n=39) of clients had no report, 34.5
percent (n=30) of clients had a follow-up report, and 20.7 percent of clients (n=18) had only one
report.
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Table 1. NMT Clients’ Report Status (FY 2022-23)

\ Number of Clients Proportion of Clients (%)

No Report 39 44.8
Has Follow-Up Report 30 34.5
Has Only One Report 18 20.7
Total 87 100.0

Table 2 below summarizes the change in scores for clients with a follow-up report provided by the
NMT program by score type during the FY 2022-23. For those with an increase in score, 70.0 percent
(n=21) of clients improved their relational score and 66.7 percent (n=20) improved their self-
regulation score. For those with no change in score, 16.7 percent (n=5) of clients improved their
sensory integration score and cognitive score, respectively. For those with a decrease in score, 30.0
percent (n=9) decreased their sensory integration and self-regulation scores, respectively.

Table 2. NMT Clients’ Change in Scores for Client with a Follow-Up Report (n=30) (FY 2022-23)

Increase in Score \ No Change in Score Decrease in Score

Number

Proportion Number Proportion Number Proportion

of of Clients of of Clients of of Clients
Clients (%) Clients (%) Clients (%)
Sensory Integration Score 16 53.3 5 16.7 9 30.0
Self-Regulation Score 19 63.3 2 6.7 9 30.0
Relational Score 21 70.0 4 13.3 5 16.7
Cognitive Score 20 66.7 5 16.7 5 16.7

Table 3 below summarizes the change in percentage point for scores by type between baseline and
the follow-up report provided by the NMT program by score type during the FY 2022-23. On average,
there was a 6.9 percent increase between baseline and follow-up for the self-regulation score, and a
6.4 percent increase for the relational score.

Table 3. NMT Clients’ Score / Age Typical Score (n=30) (FY 2022-23)

Baseline - Average Follow-Up - Average
Client Score / Age

Typical Score (%)

Client Score / Age
Typical Score (%)

Change (%)

Sensory Integration Score 81.2 84.2 3.0
Self Regulation Score 70.0 76.9 6.9
Relational Score 74.0 80.4 6.4
Cognitive Score 81.2 85.7 4.5
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Successes

TAY clients — those who are between the ages of 18 and 25 — showed the greatest improvements in
their relational, cognitive, sensory integration, and self-regulation abilities in FY 2022-23. Because the
NMT program served a greater number of TAY clients FY 2022-23 compared to prior years, NMT-
trained clinicians spent more time this year thinking through how to tailor therapeutic interventions
and supports to the needs of this population. For example, in response to observations that many of
their 18- to 20-year-old clients suffered from loneliness, clinicians have increasingly arranged for flex
funding to cover the purchase of weighted plush animals and other soothing items that appeal to TAY
clients. In FY 2022-23, the NMT program also executed a new contract with the Riekes Center for
Human Enhancement, which offers classes designed to help students accomplish their individual
goals and build character in a non-judgmental environment. In addition to participating in creative
arts, athletics, and/or nature awareness classes at the Riekes Center, TAY clients have also benefitted
from their access to the center’s state-of-the-art gym facilities and one-on-one mentoring services.

Over FY 2022-23, NMT clients — especially those from the pain clinic — have continued to benefit from
their participation in group-based or private yoga. Pain clinic clients’ receptiveness to engaging in
trauma-informed yoga is especially important because many have relied on medications for a long
time and have difficulty accepting support outside of medication. The instructor’s understanding of
addiction and mobility issues reportedly helps NMT clients feel safe when practicing yoga.

Clients have also undergone remarkable transformations in FY 2022-23 through their participation in
other guided therapeutic activities. Once such client, whose story is described in detail below, was
relieved to find that equine therapy helped alleviate her anxiety.

Client Success Story #1: One client, who had been homeless for a few months prior to her enrollment
in the NMT program, was initially very guarded when meeting new people. Due to post-traumatic
stress disorder (PTSD) and alcohol use disorder (AUD) diagnoses, she often experienced high anxiety,
and it took several months for her to feel comfortable opening up with her therapist. Eventually, the
client agreed to participate in equine therapy, which she described as “an experience I'll never
forget” in a written statement about the NMT program’s positive impact on her life. The following is
an excerpt from that letter:

“I was a little skeptical about the horses and the therapy, maybe even a little resistant to it,
but it turned out great. | had a lot of different kinds of therapy and therapists before, but this
was something really different. The horse therapy really helped my anxiety and feel safer in
the world in general. The staff was amazing, and just interacting with them helped me be less
anxious around people and start to have a different perception of life. The horses were so
different with a lot of personality and energies to them. The animals also had stories that
helped me connect with them”.

This client’s quality of life has improved dramatically since becoming involved in the program. After
her therapist helped arrange for her transfer to a smaller, less overwhelming shelter, she was
promptly invited to participate in a rapid re-housing program that facilitated her placement in a
studio apartment. She is currently working for a non-profit social services organization and recently
reconnected with her family. NMT program staff recently referred the client to a pro-bono/low-cost
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attorney who will help her obtain a work permit through the Deferred Action for Childhood
Arrivals (DACA) policy. Once this paperwork is finalized, the client plans to pursue job opportunities in
the tech field.

As noted earlier, the NMT program has received a greater proportion of referrals from specialty
teams in FY 2022-23 than in previous years. The story presented below demonstrates how the NMT
program’s brain mapping and talk therapy services, coupled with purchases of therapeutic items,
helped catalyze and sustain behavioral improvements by an adult client referred through the Partners
for Safe and Health Children program.

Client Success Story #2: When he first began receiving NMT program services in February 2022, this
client had been using drugs and temporarily lost custody of his two young children. However, he
decided to commit to treatment for his addiction in an effort to be approved for reunification with his
children. Between February 2022 and May 2023, NMT-trained clinicians created three brain maps.
They used the first brain map to identify domains that could be targeted for improvement through
specific therapeutic interventions and conducted subsequent mapping assessments to measure the
impact of treatment. These trauma-informed interventions complemented the extended-release
naltrexone injections the client received from a substance use disorder treatment provider. Because
the client and his children were drawn to similar, soothing scents, NMT staff also arranged to
purchase a diffuser for the client and a scented stuffed animal for one of his children. In addition to
leading talk therapy sessions, his clinician also accompanied the client on walks because exercise
helped the client maintain his sobriety. Toward the end of his involvement with the program, he
obtained a housing voucher and regained custody of his two children. The client also appeared
steadfast in his commitment to sobriety, relying on a glider swing and a tea kettle, both supplied by
the NMT program, to self-soothe in lieu of other, less healthy coping mechanisms.

Challenges

Addressing declines in NMT program referrals from BHRS regional clinics: Staffing shortages and
correspondingly higher caseloads among regional clinic staff, who serve more clients than the BHRS’s
specialty teams, contributed to declines in NMT program referrals from BHRS regional clinics in FY
2022-23 relative to past years. BHRS regional clinicians, who are often overwhelmed by caseloads, are
simply less willing to coordinate with NMT program staff to arrange for assessments to be completed
for their adult clients, let alone enroll in future NMT certification courses. The ideal long-term
solution to these capacity constraints would be for San Mateo County leadership to fund new mental
health positions and streamline their hiring practices. However, NMT program staff also plan to
adjust their recruitment strategy, as well as the design of next year’s training program, to incentivize
participation by clinicians and their mentors. Because the NMT program appears to be less visible to
BHRS regional clinicians who serve adult clients than to specialty TAY program staff, NMT program
management are renewing their efforts to secure the support of BHRS regional clinic leadership.
Supervisors can boost client referrals and clinician training enrollment numbers by touting the
benefits of the NMT program in communications with staff.
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Developing programmatic changes to improve NMT mentors’ supervision of NMT trainees: NMT
program staff also plan to modify the structure of next year’s NMT certification course to reduce
burden on mentors. Typically, Phase | NMT trainees conduct their first five assessments with the
support of a mentor, whose detailed guidance can cause each map can take upwards of an hour-and-
a-half. Because mentors often have competing priorities as supervisors to multiple clinicians, it is
often difficult for new trainees to finish all 10 assessments that the governing body requires of
applicants for an initial certification. To mitigate this problem, the NMT program manager plans to
create a smaller FY 2023-24 training cohort and to provide supervision for some or all the guided
assessments during a scheduled training session. This should reduce the amount of time that it takes
to complete the remaining maps required to obtain certification.

Incentivizing NMT-trained clinicians to maintain their licenses: In the prior year (FY 2021-22), the NMT
program manager had trouble incentivizing some existing NMT-certified staff to complete the five
assessments required to maintain their license. As mentioned previously, the NMT program manager
led a technical assistance program in FY 2022-23 geared specifically towards supporting already-
certified clinicians conduct assessments for at least five of their current clients. However, the NMT
program manager has also approached NMT-certified supervisors, who no longer have caseloads, for
support in completing maps for clients referred by specialty programs like OASIS or other residential
care management programs. This strategy has helped the NMT program manage the increase in
specialty team referrals and prevent certification lapses by NMT mentors, which would otherwise
impair BHRS’ capacity to train new applicants.

Tailoring services and supports to better serve clients from residential facilities: A surge in referrals of
clients from residential facilities may also require the NMT program to recruit new community
partners and/or train existing partners how to most effectively mentor clients who have difficulty
functioning independently. Much more so than others served by the NMT program, clients staying in
residential facilities suffer from loneliness and harbor distrust of people outside of their medical
team. It is especially important to connect these clients to other places within their local community
where they feel safe. The NMT program has taken initial steps to better serve clients who live in
residential facilities, such as TAY clients from the Edgewood center, by partnering with the Art of Yoga
to offer TAY clients weekly yoga classes. In future years, it may be beneficial to educate community
partners on best practices for addressing behavioral and psychological issues that hinder the
development of residential clients’ sensory integration, self-regulation, relational, and cognitive skills.

Managing high volumes of administrative tasks through process improvements: As in the FY 2021-22,
NMT program staff struggled to manage the high volume of administrative tasks, which include
managing contracts with external service providers, tracking flex funds, and processing adjunct
services referrals. These tasks reduce the time the NMT program manager has available to spend on
client services — completing brain maps — or expanding provider capacity through training and
coordinating visits with various BHRS teams. Beginning in FY 2023-24, NMT program staff plan to
enlist the support of another clinician, who has offered to create a spreadsheet template that they
will use to track referrals for NMT program goods and services. Over FY 2022-23, NMT program staff
also continued to explore options for tracking and notifying NMT-certified clinicians of pending map
updates for existing NMT clients. Ideally, clinicians should create a new map every 6 months to a year
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to assess changes in each client’s functioning, which would then inform decisions to continue or
modify specific therapeutic interventions. Unfortunately, some clients were not remapped as
frequently this year. In FY 2023-24, staff will strive to update a list containing the names of active
NMT clients and the date of their most recent assessment on a more regular basis. Reminder emails
will be sent to clinicians when one of their clients is due for a new map in the near future.

Demographics

The table below summarizes the demographic information for the 90 clients who were admitted and
actively a part of the of the NMT program during the FY 2022-23. Forty-eight percent of the clients
are between the ages of 26 to 59, while 40% are between the ages of 16 and 25. Most clients are
female (almost 75%) and speak English as their primary language (60%). In addition, 13.3% of clients
report Spanish as their primary language, and 31.1% identify as Hispanic or Latino. Approximately
27% of clients identify as a race not listed and 26.0% as White or Caucasian. It is important to note,
however, that 40% of respondents did not report information on their race, approximately 38% did
not report information on their ethnicity, and 82.2% did not report on their sexual orientation.

Demographic Data — Neurosequential Model of Therapeutics (NMT) Program, Adult Client List

Age Number of Clients Total # of Clients Share in Total (%)

0-15 0 90 0.0
16-25 36 90 40.0
26-59 43 90 47.8
60+ 11 90 12.2
Primary Language Share in Total (%)
English 54 90 60.0
Spanish 12 90 13.3
Portuguese 2 90 2.2
Unknown / Not Reported 22 90 24.4
Race | Numberof Clients |  Total # of Clients Share in Total (%)
Other 24 90 26.7
White/Caucasian 23 90 25.6
Multiple 3 90 33
Black or African American 2 90 2.2
Hawaiian Native 1 90 1.1
Tongan 1 90 1.1
Unknown / Not Reported 36 90 40.0
Ethnicity | Numberof Clients |  Total # of Clients Share in Total (%)
Hispanic or Latino 28 90 31.1
Not Hispanic or Latino 28 90 31.1
Unknown / Not Reported 34 90 37.8

Sex Assigned at Birth \ Share in Total (%)
Female 67 90 74.4
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Male 20 90 22.2

Unknown / Not Reported 3 90 3.3

Sexual Orientation Total # of Clients Share in Total (%)
Straight or heterosexual 13 90 14.4
Bisexual 2 90 2.2
Decline to state 1 90 1.1
Unknown / Not Reported 74 90 82.2

EVIDENCED-BASED PRACTICE (EBP)

System transformation is supported through Workforce Education and Training ongoing series of
trainings to increase the utilization of evidence-based treatment practices across the BHRS system of
care and better engage consumers and family members as partners in treatment and contribute to
improved consumer quality of life. MHSA funding supports clinical staffing including Marriage and
Family Therapists, Psychiatric Social Workers, Mental Health Counselors specialized in providing
services for youth and adult clients and to expand the delivery of EBP practices. These positions are
placed throughout BHRS regional clinics and programs.

Evidence-Based Practice Clinicians FY 22-23
Total clients served 1,249

Total cost per client $1,228

SCHOOL-BASED MENTAL HEALTH

The School-Based Mental Health (SBMH) program identifies students living with serious mental illness
(SMI) and connects them with appropriate behavioral health services that support students to
continue receiving classroom instruction. In FY 2022-23, SBMH staff provided clinical assessment;
talk, art, and play therapy; and case management services to 345 students across 23 school districts.
Roughly 80% of participating students are eligible for Medi-Cal. Staff serve the following groups:

e Newly referred students expected to meet medical necessity criteria for an individualized

education program (IEP) on the basis of SMI screening results.
e Current special education students with ongoing SMI needs identified in a prior school year.

Primary program activities include reviewing SMI screening results; conducting the initial assessment
required for an IEP package submission; presenting assessment findings at an IEP meeting;
developing a treatment plan in collaboration with each student, their caregivers, and their
instructors; delivering behavioral health services outlined in each IEP; contributing to annual IEP
progress reports; assigning family partners to support caregiver(s); and conducting ongoing
consultations with special education instructors, school counselors or psychologists, caregiver(s), and
others who comprise each student’s support network.

A manager and four supervisors oversee SBMH program operations, assigning one of 22 BHRS
behavioral health clinicians to newly enrolled students and serving as liaisons between each school
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district’s staff and BHRS-affiliated service providers. Before a student begins receiving school-based
behavioral health support, a SBMH supervisor will first review a SMI screening form submitted by
school staff. For appropriate referrals, an SBMH clinician will then conduct an assessment with the
student to determine whether their behavioral health challenges meet the diagnostic criteria for an
SMI diagnosis and to identify behavioral health services that may support optimal school functioning.
Finally, the SBMH clinician will present a subset of the assessment results at an IEP meeting. If the IEP
team agrees with the clinician’s recommendation for services, the clinician will work with the
student’s support network to finalize the treatment plan. While the services covered by each
student’s IEP vary, SBMH clinicians can provide individual and group therapy during school hours as
well as family counseling outside of school. Medi-Cal students can also meet with BHRS psychiatrists
outside of school to receive prescription medications to support behavioral health goals.

SBMH clinicians may also recommend that school staff refer students with maladaptive behaviors
(but not at a level to receive an IEP) to either the Fred Finch Youth Center or Edgewood Center for
wraparound services. The wraparound model is designed to prevent higher-level placements, such as
residential placement, incarceration, or hospitalization, by helping students develop self-calming skills
and embrace other strategies for curbing inappropriate behaviors. In those cases, SBMH clinicians
and educators will present at a meeting of the Identification, Placement, and Review Committee to
request approval for the referral.

In addition to delivering services required by the school district under the terms of each IEP, SBMH
clinicians facilitate student referrals to off-site providers of other behavioral health services. Many
students are encouraged to participate in movement-based therapeutic activities, such as yoga and
equine therapy sessions led by Neurosequential Model of Therapeutics program partners.
Furthermore, SBMH clinicians refer students who could benefit from and meet eligibility criteria for
Therapeutic Behavioral Services (TBS) to the Fred Finch Youth Center.

Program Impact

School-Based Mental Health FY 2022-23
Total clients served* 3450
Total cost per client $1,449

Increases number of individuals receiving public health services and reduces disparities in access to
care: In FY 2022-23, the SBMH program continued to increase the total number of students living
with SMI receiving public health services and reduce disparities in access to care by shifting staff to
school districts with a greater number of traditionally underserved Medi-Cal-eligible students. These
staff reassignments were necessary as there is a higher unmet need for specialty mental health
services in districts with a greater number of students from low-income families. Coordinating
behavioral health service visits with students in school reduced barriers to care for students whose
parents work multiple jobs or rely solely on public transportation, as these factors can make it
difficult to arrange for recurring mental health clinic visits.
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Improves timely access & linkages for underserved populations: The speed with which materials for
the IEP package are developed by individual school staff is the greatest driver of timely access to care.
In FY 2022-23, SBMH program staff continued to expedite this process by creating a standard referral
screening form and a secure mailbox for receiving completed forms. After receiving new referrals,
program staff assessed eligibility and informed school staff of any additional documentation required
to proceed with an assessment and presentation at an IEP meeting. Staff also articulate clear
definitions for conditions that qualify as SMI to reduce the number of referrals they receive for
students with mild or moderate mental health conditions. These methods provide timely access to
care for eligible students. In lieu of these, students would have to navigate outpatient services, which
may make it harder to access necessary services.

Reduces stigma and discrimination: The SBMH program continued to reduce the prevalence and
severity of stigma felt by special education students and their caregivers, by doing the following:

e Providing students with the support they need to remain in their current classrooms; this
promotes feelings of inclusion that would not be possible if behavioral disruptions persisted
and required a transfer to a more secluded environment.

® Providing parents with psychoeducation to help them understand and navigate two disparate
systems—the special education and mental health systems—without feeling stigmatized by
caring for youth with “special needs”. For example,

o Parents could learn skills and share experiences with others in a parent group called
Parent Project. Family partners were also available to provide destigmatizing support.

In addition, BHRS clinicians strived to mitigate discriminatory attitudes toward students with SMI by
arranging to speak with special education instructors. Program staff collect and share background
information on individual students and their families, including key challenges and limitations. They
then use this information to suggest ways educators might work more effectively with those
students.

Implements recovery principles: In FY 2022-23, program staff continued to demonstrate a
commitment to implementing recovery principles. SBMH program clinicians promoted a high degree
of student and family involvement in the development of treatment plan goals to make it more of a
collaborative process, empowering them to take an active role in their own care. Patient self-
activation is also accomplished through referrals to TBS clinicians, who can help students learn to
verbalize their needs and advocate for themselves. Moreover, staff provide culturally sensitive care
by matching families to culturally appropriate services. For example, family partners can advocate on
behalf of families to access interpreter or translation services in the school setting. These family
partners often attend IEP meetings and provide a bridge to ensure that monolingual Spanish-speaking
parents or other non-English-speaking parents understand the school culture, the IEP process, and
key points conveyed in meetings. Program staff also coordinate “family café” events for caregivers
and family partners that function as support groups, thereby facilitating the involvement of
community members. Finally, program staff promote trauma-informed care by funding students’
participation in movement-based therapeutic activities, such as yoga and equine therapy, which
evidence suggests can improve self-regulation in clients with a history of trauma.
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This section provides a comparison of emergency service utilization data from periods that extend to
three months before and after the clients were admitted to the SBMH Program. It also displays
further details on SBMH clients’ status of IEP and non-IEP goals.

Table 1 summarizes the emergency service utilization information for the clients who were admitted
and actively a part of the SBMH program during the FY 2022-23. During the three months before
program admission, there were 6 psychiatric emergency services (PES) episodes and no
inpatient/residential episodes or days of stay among the SBMH clients. During the three months
following their admission, none of the SBMH clients has a record of using the same healthcare

services.
Table 1. SBMH Clients’ Emergency Service Utilization (FY 2022-23)
3 Months Before 3 Months After
Admission Admission
# of PES Episodes 6 0
# of Inpatient/Residential Stay (days) 0 0
Total Inpatient Residential Stay (days) 0 0

Table 2 below summarizes the status of IEP goals for the clients who were admitted and actively a
part of the SBMH program during the FY 2022-23. Although two-thirds of the clients have completed
or partially completed the goals, close to a third have not completed the IEP goals.

Table 2. Status of SBMH Clients’ IEP Goals (FY 2022-23)

IEP Goal Completion Status Number of clients Proportion of clients
Not completed 29 36.3%
Completed 26 32.5%
Partially completed 24 30.0%
Unknown 1 1.3%

Total 80 100.0%

Table 3 summarizes the status of non-IEP goals for the 80 clients who were admitted and actively a
part of the SBMH program during FY 2022-23. Almost 38% did not complete the non-IEP goals, 33.8%
partially completed them, and 27.5% completed them.

Table 3. Status of SBMH Clients’ Non-IEP Goals (FY 2022-23)

Non-IEP Goal Completion

Status Number of clients Proportion of clients
Not completed 30 37.5%
Partially completed 27 33.8%
Completed 22 27.5%
Unknown 1 1.3%
Total 80 100.0%
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Successes:

In FY 2022-23, the SBMH program observed successes in providing services to vulnerable populations,
such as unhoused families and exploited youth, through increased case management and
collaboration with San Mateo County departments and school districts. For example, staff provided
unhoused families with housing and food and ensured that children were enrolled in school. The
program and BHRS aided a hospitalized client, whose primary stressor was homelessness, in finding
temporary housing. The program also provided transportation services from homeless shelters or
motels with the support of school districts. To protect clients who required a higher level of care, the
program worked with the San Mateo County Office of Education (SMCOE) and with school districts to
ensure client safety.

Another successful intervention was the program’s continuity of care. In prior years, an outside
assessor conducted an assessment, and then a clinician provided services to a client. In FY 2022-23,
clinicians began both conducting assessments and providing services to clients. Having the same
person provide both assessments and services increased continuity of care and proved to be a more
efficient method of screening.

Clients have experienced several successes through their connection to SBMH. For example, among
clients who recently graduated from high school, their involvement with the program allowed them
to be easily transferred to a transitional-age youth program, where they could continue receiving
mental health services or be connected to other agencies throughout their transition to adulthood.
Additionally, the program reduced the number of hospitalizations by placing clients in more intensive
care settings or residential placements. The success story below illustrates the program’s positive
impact on the client’s ability to speak, identify needs, and verbalize feelings.

Client Success Story: A 10-year-old client was referred to SBMH because she was experiencing severe
anxiety in school that led to her presenting as selectively mute. At the time of referral, teachers and
her parents noted that the client was not doing well in school, would isolate herself, and would not
participate in classroom activities. Her school team even considered a more restrictive school setting
because she was falling behind academically. This client has now been meeting with her clinician for a
year. During treatment, they focused on building a trusting therapeutic relationship, exposure
therapy, and cognitive and behavioral therapy. This client has made strides in treatment, and her
school special education team has been able to note the progress. Recently, her school team noted
that the client is speaking at school, is engaging in classroom activities, has a friend group, and is
engaging in full conversations with her therapist. In treatment, she is now able to speak, identify
feelings, verbalize her needs, and scaffold information to apply techniques learned across all settings.

Challenges

One challenge the program faced during FY 2022-23 was not being able to provide services to
students over the summer because school was not in session and students were not enrolled in an
extended school year. The only way to enroll students with private insurance was if they have
extended school year services in their IEP, but one obstacle was districts not agreeing to include
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mental health services as part of the IEP when there were no academic structures in place over the
summer. To address this challenge, the program worked with families to connect students with a
different therapist during the summer months.

There was a disparity between Medi-Cal clients and privately insured clients when it came to
receiving access to services. Medi-Cal clients received more services throughout the school year. The
program contracted with the school districts, and more than 80% of students were on Medi-Cal,
which presented no extra cost for the district. However, the district paid for the services of the 20%
of students on private insurance. The services had to be outlined in the IEP, and if they were, SBMH
could provide those services to students over the summer. The program would like to provide more
services to privately insured students, and the gap in access to services these clients face is a
contractual issue. These challenges can be mitigated through revised contracts with the districts.

Some districts currently do not pay for wraparound services at the Edgewood Center. As a result,
some students with higher needs do not receive these services. To mitigate these challenges, the
program would need to renegotiate aspects of these students’ contracts with districts, particularly
the accessibility of wraparound services and the gap between students who have Medi-Cal and those
who have private insurance.

Demographics

The table below summarizes the demographic information of the 80 clients who were admitted and
actively part of the of the SBMH program during FY 2022-23.

Age Number of clients N Share of total (%)
0-15 23 80 28.7
16-25 71.3
Primary language Number of clients Share of total (%)
English 81.3
Spanish 12 80 15.0
American Sign Language 1 80 1 3
Unknown/not reported
Race Number of clients Share of totaI (%)
White/Caucasian 32.5
Other 26 80 32,5
Multiple 8 80 10.0
Black or African American 3 80 3.8
Filipino 2 80 2.5
Unknown/not reported 15 80 18.8
Ethnicity Number of clients N Share of total (%)
Not Hispanic or Latino 36 80 45.0
Hispanic or Latino 35 80 43.8
Unknown/not reported 9 80 11.3
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Sex assigned at birth Number of clients N Share of total (%)
Male 46 80 57.5
Female 34 80 42.5

Sexual orientation Number of clients N Share of total (%)
Straight or heterosexual 3 80 3.8
Something else, please describe 1 80 1.3
Transgender 1 80 1.3
Bisexual 1 80 13
Decline to state 1 80 1.3
Unknown/not reported 73 80 91.3

CRISIS COORDINATION

The Manager of the Crisis, Outreach, and Engagement team at BHRS manages four programs: Crisis
Response, Psychiatric Emergency Response Team (PERT), Healthcare for the Homeless (HCH), and
Homeless Engagement Assessment and Linkage (HEAL). The role was established about 3 years ago
by the BHRS Deputy Director of Adult/Older Adult Services who restructured the reporting of these
programs under one manager. This role includes developing and supporting new grant funding
opportunities related to behavioral health crisis response services, outreach, and engagement.

The Crisis Manager attends behavioral health crisis related meetings as well as supervising staff,
partnering, and interfacing with the public, and coordinating with other partners or systems in
refining and developing processes and new services to address behavioral health crisis needs in the
community. There have also been new initiatives under Crisis, Outreach, and Engagement related to
the homeless population in the county (e.g., addressing the homeless population’s needs within the
Leveraging Equal Access Program [LEAP]). The Crisis Manager partners with other systems to ensure
there is a unified response in the delivery of behavioral health crisis and follow-up services.

The Crisis Manager interacts with many other teams within BHRS and is unique in that they interact
with both adult and youth-focused programs, populations, and both adult and youth team leadership,
managers, supervisors, and program specialists. In addition, whenever a new crisis case may impact
an existing BHRS client, the Crisis Manager will interact with the team addressing the crisis case
including the manager and supervisor.

Program Impact

The crisis services vision in San Mateo County includes continuing to improve provision of timely
response to behavioral health crises for all youth and adults in San Mateo County regardless of their
insurance status as well as provide quality care and needed follow-up on those services. The Crisis
Manager strives to provide crisis services in a timely, respectful, and culturally responsive person-
centered manner. All behavioral health crisis programs would also be coordinated for easy access and
uniformed standards of care.
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Successes

Successes in this FY 2022-23 were tied largely to: (1) multiple large scale crisis response by our BHRS Crisis
Response Team (CRT) that the Crisis Services Manager oversees and supports for responding to and
providing immediate, short-term emotional support to the victims and survivors of community crises and/or
tragic events in our county; (2) planning and preparing for the implementation of a county-wide 24/7 mobile
crisis response service, the first of its kind in our county; and (3) proactively working with systems’ partners
and community stakeholders in addressing the increasing needs of our homeless community in our county.

One of the roles of the Crisis Services Manager is to support the training, mobilization, and operation of the
BHRS CRT composed of “volunteer” clinicians from across BHRS, in provision of psychological first aid,
emotional support, acute crisis assessment, and short-term linkages for needed services to the victims and
survivors soon after a large-scale community crisis. These CRT responses during FY 2022-23 included the
extensive support provided to the farm-worker survivors and families of the mass shooting in Half Moon Bay
in January 2023, the victims of '22 winter storms, and multiple tragic events happening in various San Mateo
County’s school districts ranging from extensive sexual assaults of students by their teacher, to youth suicide,
to other accidental tragedies.

In addition, the Crisis Services Manager has been leading on the planning, designing, and upcoming
implementation of a 24/7 non-armed mental health mobile crisis response service in our county responding
to the extensive stakeholder need-assessment process our county embarked on in 2022 as well as the CA
DHCS’ expectation of Medi-Cal Mobile Crisis Response Implementation Benefits released in June 2023. For
the first time in our county’s history, there will be a county-wide mobile crisis response service to address
behavioral health crises by a team of licensed mental health clinician and a peer support staff/family partner;
this mobile crisis response when launched in summer 2024 will be available in our county to “anyone,
anywhere, anytime.”

Finally, the Crisis Services Manager has been working with various stakeholders including but not limited to
Center for the Homelessness, Human Services Agency, San Mateo Health, Correctional Health, SMMC LEAP
Institute, BHRS Executive Members on redesigning and emboldening the partnership and coordination with
other Homeless Outreach Teams (HOT) in our county to increase capacity, efficiency, timely coordination,
and communication in supporting our homeless individuals county-wide.

Challenges

With the increasing needs and requests for crisis-related services and support in our community as
well as the increasing complexities of our homeless populations compounded by the new
expectations from State and County on these responses, the challenge remains with “same human
resource for increasing demands on crises and homelessness”. It has been increasingly difficult to
pay equal and undivided attention to all these needs by one (and only one) Crisis Services Manager
across all ages, all regions, and at times, for 24/7
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PEER AND FAMILY PARTNER SUPPORTS

PEER SUPPORT WORKERS & FAMILY PARTNERS

BHRS continues to support Peer Support Specialists (PSS), Peer Support Workers (PSW), Family
Partners (FP) and Family Peer Support Specialists (FPSS) employed throughout the Youth and Adult
systems of care. These workers provide a very special type of direct service and support to BHRS
consumers/clients: they bring the unique support that comes from the perspective of those
experiencing recovery, either in their own personal lives or as relatives of someone personally
affected. They know firsthand the challenges of living with and recovering from a behavioral health
diagnosis and work collaboratively with the clients based on that shared experience.

Peer Supports: There are 13 PSS/PSW positions in the BHRS adult system funded by MHSA. They are
embedded throughout the system in a variety of teams: Older Adult system of Integrated Services
(OASIS), Pathways, and at the 5 BHRS regional clinics. One part-time PSW position was made full
time. The PSS/PSW are:

e 6 PSS on the Adult Clinical Services Teams (full time positions)

e 1 PSS on the Transition Age Youth (TAY) Program (full time position)

e 1 PSW: is in the Older Adult System of Integrated Services (OASIS) Team (part time position)
e 1 PSS on the Crisis & Outreach Team (full time position)

e 1 PSS on the re-entry Program BHRS David Lewis Center (full time position)

e 1 PSW on the re-entry Program BHRS David Lewis Center (full time position)

e 1 Senior Community Worker on the Adult Services Teams (full time position)

e 1 Senior Community Worker on the Pathways Team (full time position)

The PSS/PSW are culturally, racially, ethnically, and linguistically diverse. This includes Chinese,
Pacific Islander, Latino, Caucasian, African American and LGBTQ staff, several of whom are immigrant
bilingual and bi-cultural. PSS/PSW staff inspire clients through sharing their personal experience with
mental health and/or Alcohol and Other Drug (AOD) services which helps clients realize the benefits
of such services. They also help them overcome barriers to participation in mental health and AOD
services. Support clients with developing and maintaining treatment goals and plan.

Family Supports: There are 6 Family Peer Support Specialists (FPSS) and 2 Family Partners (FP) with
lived experience as a family member of someone with behavioral health challenges working in BHRS.
There are 2 vacant positions. The Family Partners are:

e 5 FP/FPSS are embedded in the youth clinical services teams. (full-time positions)

e 1 FPis on the Adult Pathways Mental Health court team. (full-time position)

e 1 FPSSis on the School-Based Mental Health Team (full-time position)

e 1 FP (Vacant) on the Youth Services Center Team - Juvenile Justice System (full-time position)
e 1FPon the Pre-3 Program (part-time position)

e 1FP (Vacant) on the Transition Age Youth Program (Extra-Help position)
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Family Partners represent diverse cultural and linguistic experiences, including bicultural and bilingual
in English, Spanish, and Tongan. BHRS FP/FPSS can be referred to provide support for families who
are not receiving services on the teams that they are embedded on. Cultural and linguistic matches
are key factors in making these assignments.

FP/FPSS provide individual support to parents of youth and young adults, sharing their lived
experiences with the families they serve. Some case management is part of their support of families.
They also provide group support to parents/caregivers by providing educational activities around
children and their mental health.

FP/FPSS also bring their lived experience to the broader community by participating in the following
community groups, committees, and initiatives: Latino/a/x Collaborative, Pacific Islander Initiative,
North County Outreach Collaborative, Immigrant Forum, Pride Initiative, Long-term Shelter Stayers
Multi-Disciplinary Team to share resources and strategize on ways to support individuals in shelters
to access stable housing, and Bay Area Regional Pacific Islander Taskforce, and Behavioral Health
Commission Youth Committee Meeting.

Program Impact

Peer and Family Partners FY 2022-23

Total clients served 372
Total cost per client $4,741

BHRS FPS/FPSSs work to improve the quality of life of the programs’ clients and focuses on aspects
such as hope and purpose that may be difficult to measure. Unlike the Medical Model, the Recovery
Model used by PSS/PSW does not focus on symptoms reduction measures, which are more
scientifically-based, and it works by creating trust and collaboration over time rather than through
short and relatively infrequent visits with highly specialized providers.

In addition to supporting clients with taking informed choices that support their health, the work of
PSS/PSW is designed to assist clients with their finding and keeping a home, finding meaningful daily
activities that bring them closer to their life goals, and creating a life in community with the rest of
the community members.

Implementing recovery principles: Recovery principles are embedded in Peer Support Competencies
trainings and practices. For example, PSS/PSW focus on life goals and desires, emphasizing clients'
strengths to promote a recovery-oriented approach.

Enhanced Access and Linkages for Underserved Populations: PSS/PSW continues to play a crucial role
in improving access and linkages for underserved populations. Their responsibilities include
facilitating new client orientations, conducting outreach, and providing warm handoffs to community
resources. Additionally, PSS/PSW contribute to system navigation and orientation, fostering cultural
bridging among clients, providers, and stakeholders.

Stigma and Discrimination Reduction: PSSs actively engage in anti-stigma training, integrated into
their curriculums. Regular discussions during PSS/PSW Consultation meetings address bias, prejudice,
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and discrimination. PSS/PSW openly sharing personal recovery stories has contributed to reducing
stigma and discrimination.

Increased Utilization of Public Health Services: PSS/PSW play a crucial role in orienting clients and
facilitating navigation across various health systems. Their support extends beyond the Behavioral
Health System, linking clients to other components of the Health Department System, thereby
enhancing public health service utilization.

Access to care: PSS/PSW have played a key role in reducing disparities in access to care, particularly in
underserved communities. Their outreach efforts, rooted in lived experience, have fostered trust and
improved access to healthcare services in these areas.

Peer Staff: During the FY 2022-23, the PSS/PSW served over 213 clients. The fact that most of these
clients are continuing their collaboration with PSS/PSW serves as a compelling indication that the
efforts of the PSS/PSW are making a meaningful impact, contributing to the enhancement of these
clients' lives and their pursuit of recovery in their communities. PSWs/PSSs supported clients in FY
2022-23 in the following ways:

e Affordable Housing: Applying for assistance, completing referrals, and maintenance.

e Linking to mental health and AOD services and counseling.

e Facilitating the transition to a higher level of care.

e Connecting to vocational resources.

e Applying for benefits, process with Medi-Cal, SSI, Unemployment SSDI, linking to the
Department of Rehabilitation, filing to receive general assistance and food stamps.

e Providing transportation support to acquire medical or mental health services.

e Assisting with the distribution of phones for clients to attend appointments.

e Supporting clients with phone technology.

e Connecting to in-person and virtual Peer Support Services provided through contracted
agencies such as Heart and Soul, California Clubhouse, Voices of Recovery and The Barbara A.
Multicultural Wellness Center.

e Navigating the BHRS system as well as providing linkage to community resources and services
from other Health Department divisions such as the San Mateo Medical Center.

PSS/PSWs facilitated Support and skill-based groups with clients on in-person limited basis due to
COVID-19 restrictions. These included:

e 12 Virtual groups for clients to learn how to access affordable housing resources while
learning WRAP tools. Groups were facilitated on a weekly basis and averaged 3-5 participants
per group and served clients in South County.

e 10in person introduction to technology rehabilitation groups supported clients in using their
County provided cell phones to gain access to care and community resources. Groups
averaged 3-8 clients and served clients at South County and Coastside.

San Mateo County BHRS contracted with Painted Brain to provide a 60-hour training for new
PSS/PSW PSS/PSW Trainings FY 2022-23 included:

e 80-Hour Training for Medi-Cal Peer Support Specialist Certification

e 2-hour Peer Ethics and Personal Disclosure
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e 2-hour in-Person De-escalation Training

e 2 cohorts of 10-hour Study Groups and Test Prep to take the CalMHSA Medi-Cal Peer Support
Specialist Exam, facilitated by CASRA. 15 participants per group.

e 10-hour Documentation Training with Recovery in Mind for Peer Support Staff

e 2-Hour Confidentiality & HIPAA for BHRS Mental Health and AOD

e 2-Hour IT Security Awareness Training

2-Hour Preventing Workplace Harassment for Employees

2-hour BHRS Critical Incident Reporting and Webinar

2-hour Integrating Peer Support in Behavioral Health Settings

Client Treatment & Recovery Plan for BHRS Mental Health: Clinical Staff

Progress Notes for BHRS: Part 1, Writing progress notes

Progress Notes for BHRS: Part 2, Group progress notes

Progress Notes for BHRS: Part 3, Billing for progress notes

Compliance Training for BHRS: All New Staff

e QM Webinar: CalAIM Informational Recording

e Working Effectively with Limited English Proficient Clients and interpreters Training

e Fraud, Waste, & Abuse Training for BHRS

PSS/PSW staff bring their lived experience to the broader community by participating in community
groups and BHRS Health Equity Initiatives and MHSA meetings. PSS/PSW staff participated in a day-
long retreat held at the Foster City Recreation Center. The retreat focused on fostering team
cohesion, emphasizing wellness, and promoting self-care. The agenda included discussions on
successes and challenges related to the peer certification process, featuring a dedicated question-
and-answer session for identifying opportunities for system improvements.

Additionally, a creative component engaged PSS/PSWs in a wellness craft project focused on the
creation of live plant terrariums. The afternoon session featured yoga instructors that facilitated
breathing exercises and light yoga activities. The day concluded with team-building games, to
increase trust, collaboration, and personal well-being.

Family Partner Staff: The BHRS FP/FPSS Team served over 132 unduplicated families, mostly from
underserved communities. All support groups and educational workshops were held virtually and in
person to support these families with emotional support and essential community resources.

2 Family Partners were part of 6 panel interviews to hire clinicians from the School Based Team and
the Shasta Youth Team. Groups co-facilitated by FP/FPSS during FY 2022-23 included:
e 1in-person Nami Basics in Spanish - 6-weeks (20 parents/caregivers).
e 24 bimonthly Hybrid Parent Café groups at the Coastside Clinic in Spanish for
Parents/Caregivers of youth clients (6-8 participants).
e 12 monthly in-person Spanish Parent Cafés - South Youth Shasta Clinic (3-5 parents per group).
e 3 Virtual Parent Project “the essence of Mana” 12-week course meeting weekly to support
parents/ caregivers develop communication skills and tips leading to more love and nurturing
family relations (15-17 participants per group).
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e 1 In-Person Skill-building Group, “How to Support my Teenager in Transition to Adulthood
(TAY)” Workshop for parents of youth in transition age (15 participants).

e 9 Parent Café Support Groups held in English and Spanish for Parents/Caregivers of the North
County Youth Clinic ((3-4 parents per group).

Some Presentations by FP/FPSS during FY 2022-23 included:
e Community and Family Engagement Café for Providers Working with Families
e One Presentation about the Family Partner Services with the South School-Based team.

Some of the trainings/conferences the FPS/FPSSs participated in during FY 2022-23:

80- Hour Training for Medi-Cal Peer Support Specialist Certification

2-hour Peer Ethics and Personal Disclosure

12- hour Community Reinforcement and Family Training (CRAFT), AOD education program

2 of 2-hour virtual and 1 in-person Friday C.A.F.E. (Community And Family Engagement) is a

professional peer support network for family-facing professionals based in early learning

programs, schools, nonprofits, and government agencies in San Mateo County.

e 2- hour In-Person De-escalation Training

e 2 —2-hour Study groups to prepare to take the CaIMHSA Medi-Cal Peer Support Specialist
Exam, facilitated by CASRA. 15 participants per group.

e 10-hour Documentation Training with Recovery in Mind for Peer Support Staff

e 2-day Conference and pre-conference for parents and caregivers. 2 Family Partners and the
Family Education and Support Coordinator attended the California Mental Health Advocates
for Children and Youth

e Confidentiality & HIPAA for BHRS Mental Health and AOD

e Disconnect From Work After Work

e Episode 2 - The Story We Tell

e How Does Bias Feel?

e Episode 3 - The House We Live In

e Approaching New Customers Module

e How to talk (and listen) to transgender people: Jackson Bird

e Talking about Age: A Seat at the Table

e |T Security Awareness Training

e Preventing Workplace Harassment for Employees (2022)

e Mental Health: We're All in This Together

e Discussing Culturally Sensitive Topics

e BHRS Critical Incident Reporting and Webinar

e |dentifying and Handling a Person with Drug-Seeking Behaviors

e Integrating Peer Support in Behavioral Health Settings

e C(lient Treatment & Recovery Plan for BHRS Mental Health: Clinical Staff

e Progress Notes for BHRS: Part 1, Writing progress notes

e Progress Notes for BHRS: Part 2, Group progress notes

e Progress Notes for BHRS: Part 3, Billing for progress notes
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Introduction to the BHRS Avatar Electronic Medical Record: All New Avatar Users
BHRS Consent Forms in Avatar & Consent Tracking Widget

Compliance Training for BHRS: All New Staff

QM Webinar: CalAIM Informational Recording

Avatar: Multi-factor Authentication

County of San Mateo Code of Conduct / Ethics Training

Color Blind or Color Brave?: Mellody Hobson

Law and Ethics for Behavioral Health Providers

BHRS Neurosequential Model of Therapeutics (NMT) Core Strengths 14-hour training
Talking about White Privilege: A Seat at the Table

Learning Styles: Managing Multiple Learning Styles

Managing Assaultive Behaviors Training

Working Effectively with Limited English Proficient Clients and interpreters Training
BHRS Lived Experience Academy. 12-Hour Training

e Fraud, Waste, & Abuse Training for BHRS

Some of the committees for outreach and support to the community the FPS/FPSSs participated in:
e 9 monthly Immigrant Forum
e 10 monthly Pacific Islander Initiative Committee
e 7Monthly Latino/a/x Collaborative Meetings
e (California Systems of Care (CSOC) Bay Area Regional. Meetings held quarterly with behavioral
health directors and FP/FPSS
e 3 Monthly Behavioral Health Commission Youth Committee Meetings

Consultation Groups for FP/FPSS and supervisors:
e 20 FP/FPSS Consultation Meetings
e 6 Consultations Meetings for supervisors of FP/FPSS

Successes

Staffing: A Peer Support Worker position was converted from an Extra Help position to a full-time
civil service permanent position.

DHCS implementation of the Medi-Cal Peer Support Specialist: Human Resources conducted a Job
study for PSW Classification and created a new Peer Support Specialist I/l classification series. On
April 6, 2023, it was presented to the Civil Service Commission, and the Board of Supervisors
approved it on April 25, 2023, with a salary of 10% above the PSW. The Peer Support Specialist I/
classification was approved, and PSWs who already had their certification were eligible for retro pay
to June 26, 2022. During this FY 2022-23, 8 FPs (2 of them are no longer in this role) and 12 PSWs
completed the certification requirements and got certified.

Capacity Building: One Family Peer Support Specialist participated in the Trauma and Resiliency
Informed Systems Initiative (TRISI) Cohort Learning experience brought to you by First 5 San Mateo
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County in partnership with the Institute of Development. The cohort met monthly to help the
organizations take the initial steps to prepare for the paradigm shift to centering their work and the
environment they work into one that is trauma- and resiliency-informed.

Client Story: “Thanks to the Parent Cafe group and the Family Partner Sonia for continuing hosting
the Parent Café Groups, | continue to learn how to support my children better and not feel so alone on
this path. I also share experiences with my colleagues and don't feel alone dealing with my children's
challenges. In this and other groups, | have met other parents who support me and who, together
hand in hand, are learning to be better parents."

Francisca S., Half Moon Bay, CA

Qw@ A L) B &T

NAMI Basics Class in Spanish — November 2022

Challenges

Peer Support: The organizational structure of PSS/PSW staff within distinct teams and under different
supervisors poses a significant challenge. Having teams under various leaderships creates
complexities in consistency and uniformity of services provided, in data collection and coordination of
education and trainings. The decentralized nature of these teams can lead to challenges in
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maintaining a cohesive and standardized approach and information gathering. Additionally,
coordinating education and training initiatives becomes intricate, as each team operates under
different protocols and serving different types of clients.

Family Partners: Post-Pandemic resulted in an increase of youth presenting with chronic Social
Anxiety, which impacted their engagement in school, with peers, family, and treatment. Families
continue to be face challenges as result of the pandemic. Many have not fully recovered emotionally
and economically. In addition, homelessness, and lack of affordable housing in San Mateo County
continues to be a challenge for families and a barrier to accessing mental health treatment.

THE BARBARA A. MOUTON MULTICULTURAL WELLNESS CENTER

The Barbara A. Mouton Multicultural Wellness Center (Mouton Center) provides behavioral health
clients and their family members, culturally diverse community-based programs, support and linkages
to services and resources as needed in the East Palo Alto community. To that end, the program
creates a safe and supportive environment for adults with mental illness and/or co-occurring
addiction challenges and their families who are multiracial, multicultural, and multigenerational
through various strategies. The Mouton Center:

Reduces stigma and discrimination - through Mental Health First Aid (MHFA), culturally responsive
peer support groups, Wellness Recovery Action Plan (WRAP) groups, etc., stigma and discrimination
are addressed with participants by facilitating discussions about mental health. Understanding results
in empathy and authentic concern for those suffering with a mental iliness and empowers them to
speak-up on behalf of others.

Increases number of individuals receiving public health services - The Mouton Center staff
facilitate connections between people who may need mental health and/or substance use
services or other professional services to relevant programming and/or treatment by
conducting the following:
e Performing initial screening and engaging potential clients
e Providing brief interventions to motivate more extensive assessment and intervention.
e Referring members who may need behavioral health services to appropriate agencies in the behavioral
health system of care for assessment and follow up treatment as needed.

Reduces disparities in access to care - The Mouton Center opened its doors in June 2009 to
reduce the disparities in accessing mental health services in East Palo Alto as well as to reduce
the stigma associated with mental health. To this end, The Mouton Center has been a safe
haven for consumers to gather, pursue leisure activities and be in community with one another
without judgement. The program has been the connection to mental health services for the
consumers and through its programs, services and classes reduce disparities in access to care
and the stigma associated with being identified as one needing mental health services.
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Program Impact

Mouton Center \ FY 2022-23

Total clients served 28
Total cost per client 57,438

The Barbara A. Mouton Multicultural Wellness Center (the Mouton Center) reported 28 outreach
events, all of which were individual events. There were 28 total attendees. Individual outreach events
lasted from 45 to 55 minutes and 50 minutes on average. Outreach activities at the Mouton Center:
e Events most frequently took place in unspecified locations (89.3%; n = 25). Other event
locations and their respective percentages are shown in Exhibit 1.
e Events were conducted in English (60.7%; n = 17), Tongan (32.1%; n = 9), and Spanish
(7.1%; n = 2).
e Events resulted in 26 mental health referrals and no substance use treatment referrals.

Outreach event attendees:

e Most attendees were female (57.1%; n = 16); 43% were male (42.9%; n = 12).

e Attendees identified as female (57.1%; n = 16) or male (42.9%; n = 12).

e All attendees identify as heterosexual.

e Attendees were adults (26—59 years of age, 50%; n = 14), older adults (60 years of age and
older, 39.3%; n = 11), or transition-age youth (16—25 years of age, 10.7%; n = 3).

e Attendees were Tongan (39.3%; n = 11), Mexican/Chicano (25%; n = 7), White (21.4%; n = 6),
or Asian (7.1%; n = 2; See Exhibit 2). Two attendees declined to state their race/ethnicity.

Successes

Since the pandemic, The Mouton Center gradually opened its programming hours and activities
to the community during this fiscal year. A great success is the launching of Wellness
Wednesdays for the community in May, 2023. Wellness Wednesdays are sessions that are open
to the community to come and focus on their wellness while enjoying a healing activity. Topics
and activities have included painting, candlemaking, journaling, sharing ones narrative, etc. One
of TMC's clients, Timoteo reported at one the sessions, that he was so excited to get to come
back to the wellness center because he always feels welcomed and relaxed when he attends so
he was grateful to be able to participate in the sessions. Another mother noted that she has a
son with special needs so she attends the evening painting sessions as a selfcare activity for
herself so she can in turn, take care of her son’s needs. There are many other stories of
community members who have been attending these sessions who have all agreed that
wellness offerings are a great way of care for oneself in order to then care for their families and
community at large.
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Challenges

The Mouton Center, like so many other organizations, has been challenged by staff shortages.
Since the pandemic, it’s been a great challenge to hire staff. Some staff who have been hired
have come for a short period but have had to leave for various reasons. The organization
continues to pivot to meet the challenge and hold job fairs and open houses to attract interest
and new members.

Demographics

Exhibit 1. Counts and Percentages of Events by Location Type: Mouton Center Outreach Events

Unspecified 25, 89.3%

Faith-based church/temple l 2,7.1%

1,3.6%

Hospital

10 15 20 25 30

o
(6]

Exhibit 2. Counts and Percentages of Racial/Ethnic Categories: Mouton Center Attendees

White or Caucasian _ 6, 21.4%
Declined to state - 2,7.1%
Asian - 2,7.1%
0 2 4 6 8 10 12

In FY 2022-23, Mouton Center attendees at outreach events reported being in special population
groups. Out of the 28 people who attended Mouton events, two were hearing impaired (7.1%), and
one had a physical/mobility disability (3.6%). Most attendees (89.3%) declined to state a special
population group.
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CALIFORNIA CLUBHOUSE

California Clubhouse’s (The Clubhouse) mission is to give those whose lives have been disrupted by
mental illness the opportunity to recover meaningful work and relationships as they reintegrate into
the broader community. The Clubhouse provides social and rehabilitative services to adults 18+ living
with a serious mental illness.

Program components include:

1. Work Ordered Day: Members and staff work side by side, as colleagues, performing the work
of the Clubhouse. To ensure equity of access and engagement, all operations of the Clubhouse
are open to members and staff to participate in. From planning and cooking meals to
preparing and taking the bank deposit to the bank, members are involved. The Clubhouse
hosts a weekly Community Meeting where policies and procedures are created and
implemented through consensus decision making of members and staff, not administration.

2. Employment Services: The Clubhouse supports members in going back to work. Transitional
Employment is a hallmark of Clubhouses around the world. Transitional Employment (TEs) is a
highly structured program for members returning to work in local business and industry. TEs
are “real world” jobs that include extensive on-the-job and off-site support from Clubhouse
staff and other members. Colleagues work to find TEs for the organization. The Clubhouse
Career Development program offers employment readiness skills - hosting weekly job search
and job club activities to promote employment and to guide and support members with
obtaining employment, technology support, and other necessary skills.

3. Education Services: Members looking to go back to school can find support at the Clubhouse.

Wellness Program: Mental and Physical health go hand in hand at the Clubhouse.

5. Social: From in-house art nights to hikes at the beach, the Clubhouse believes that building
meaningful connections leads to healthier lives.

6. Young Adult Program: Mental illness frequently strikes first in young adulthood, and many
struggle for years to find supportive paths toward hope and stability. Clubhouse works to
create these paths.

California Clubhouse is part of a worldwide organization, Clubhouse International. Clubhouses are

united through their adherence to a set of international Standards (developed by members and staff)

that guide the Clubhouse in the values of the Clubhouse Model, providing a bill of rights to members
and a code of ethics for staff, board, and volunteers. Every two years the worldwide Clubhouse
community (including California Clubhouse) reviews these Standards and amends them as necessary,
ensuring Clubhouses remain places of respect, dignity, and opportunity for members.

.

Program Impact

California Clubhouse FY 2022-23 \
Total clients served 154
Total cost per client* $2,235
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Based on a global model recognized by the World Health Organization (WHO) and recipient of the
Conrad N. Hilton Humanitarian Prize, California Clubhouse services led to improved health outcomes,
shorter hospital stays, reduced suicide and incarceration rates, and reduced public subsidies.
Founded in 2015, California Clubhouse is a sustainable community of people who are working
together to achieve common goals and increase hope, health, self-confidence, and self-sufficiency.

Clubhouses are holistic, inclusive, sustainable, responsive, and yield better employment rates,
improved well-being compared with individuals receiving psychiatric services without Clubhouse
membership, and better physical and mental health. Program data is evaluated annually by the
Program for Clubhouse Research at the University of Massachusetts Medical School. WHO now
features the Clubhouse model in its New Guidance on Mental Health Services.

The Clubhouse programs are organized around a belief that work, and work-mediated relationships,
are restorative and provide a firm foundation for growth and important individual achievement and
the belief that normalized social and recreational opportunities are an important part of a person's
path to recovery. The Clubhouse recognizes the stigma that surrounds individuals living with certain
diagnoses and aims to contribute to the rejuvenation of equitable aid to those in society experiencing
wrongful oppression. Every member of The Clubhouse community has equal access to all programs,
services, and advocacy assistance offered. Membership is free and without time limits.

Using a peer-method of support has allowed The Clubhouse to expand their impact while keeping
staffing cost-efficient. In addition, members who have benefitted from new skills & knowledge gained
from their time at Clubhouse often return to assist peers in improving their own lives and aid in their
journeys of recovery. Key indicators in the member satisfaction survey are as follows:

Reduce the duration of untreated mental illness and prevent mental illness from becoming severe and
disabling (Prolonged suffering): Since joining the Clubhouse, my quality of life has improved in the
following ways (check all that apply).

e Improved hygiene 33%

e Improved wellness (exercise, mindful of what | eat, practice self-care) 40%

e Increased social relationships (peer support system) 65%

e Increased independence 29%

e Improved Mood 65%

e Increased treatment/medication compliance 19%

e Increased participating in other community programs 25%

Unemployment:

e | have noticed an improvement in my mental health after attending California Clubhouse
regularly. 53% Agree or Strongly Agree

e | belong to a supportive community at California Clubhouse. 83% Agree or Strongly Agree

e Since joining the Clubhouse, my interest in employment or furthering my education has
increased. 63% Yes

e Since joining the Clubhouse, | have furthered my education. 42% Agree

e Since joining the Clubhouse, | have started employment. 20% Agree

e Secured ajob 10%
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e Enrolled in school 13%

Homelessness:
e Secured independent or supported housing 12%
e Reduced hospital visits 35%

The Clubhouse does not officially collect the following data: Incarcerations, Suicide, School failure or
dropout - Removal of children from their homes.

Primary Qualitative/Quantitative Indicators to assess progress and engage in continuous
improvement:

e Increased member participation

e Increase in members employed or enrolled in higher education programs

e Members report optimized overall health and functioning, increased positive self-esteem,
better self-care, enhanced personal health and wellness of members, and increased work-
readiness.

Successes

“Reach Out” is a unique, key component to The Clubhouse’s sense of community. The Clubhouse staff
does regular check-ins with all active members primarily by phone, but also through email, physical
mail, and at times in-person visits (including hospitals) when members are unable to get to the
clubhouse. This helps The Clubhouse maintain its community-centric culture and identify when
community-members are in needby reaching out to members who may be going through crisis,
hospitalized, or have sudden changes in their involvement is of particular focus.

The Clubhouse offers a series of effective methods for early intervention and preventative measures
designed to deescalate mental health crises. These methods lessen the need for psychiatric
hospitalization and mandatory in-patient treatment, which can often be very traumatic experiences
for the individual experiencing crises.

“Collaboration” is the foundation of creating social structures that promote equitable health and
wellness for all communities, especially ones that are marginalized. In addition to other community
based organizations that work under the umbrella of the Behavioral Health and Recovery System,
there is also collaboration with organizations outside of mental health. Members are diverse with a
broad range of support needs. The Clubhouse partners with local schools and colleges, other social
service and social justice organizations, local small businesses, cities and County leadership.

The Clubhouse is more than its activities... the community itself is healing and encouraging:

"I haven't had a lot of support. My family didn't understand me and even though | was given
some tools, | didn't use them," she said. "Here everyone has been so welcoming that I've been
able to put the tools into effect. | was just looking for a way to give back to the community and
this fits me like a glove."-Leslie (member)

"California Clubhouse impacted my life by guiding me through my healing journey and helping
me find my inner peace. They've given me endless opportunities to socialize and meet
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vocational goals and for that I'll be forever grateful." -Carmen Redondo, Young Adult Member
Co-Facilitator

"When I'm with my peers, the staff, and participating in the program at
Clubhouse, my mental illness symptoms go away. When | am isolated
and not part of the community | am tormented. So | have to take extra
medication that cause side effects that are very annoying. In all my
mental health programs | have experienced, they see you as your illness
first. At California Clubhouse | am treated as an individual and not as
my diagnosis. That makes the difference between whether I'm happy
or not." -Colette

Short-term Success: Increased staffing, membership growth and increased participation rates;
increased wellness and young adult programming; expanded pre-employment, job placement, job
training and job retention services.

Long-term Success: BHRS has purchased a property in San Mateo that The Clubhouse will use
through a complementary agreement. In their current building they have suffered a sewer flood and
an electrical fire and have maintained services throughout the pandemic in spite of physical
disruption. The new space is almost twice the size. Relocation to this building will enable them to
increase the number of people served and increase services. In a new, state of the art, larger,
centrally located building, The Clubhouse will operate a cost-effective model providing members,
families, and communities significantly more value for money than other approaches; it will be a
Community Rehabilitation Program (CRPI) Provider with the California Department of Rehabilitation
generating state funding addressing the “epidemic of loneliness and isolation”.

Challenges

Short-term Challenge: Post pandemic, the Clubhouse faced a staff shortage which temporarily
limited the ability to build membership and grow programs. Since that time, the Clubhouse has
hired several new staff. While seasoning staff, there can be some minor disruption in programming.
However, it also gives members and opportunity to develop even more leadership in the
organization.

Long-term Challenge: Outgrowing the current building and having suffered many facility setbacks
(flood, electrical fire, etc.), location does not lend itself to the best transportation access.

Demographics

‘ Primary Language ‘ Sex Assigned at Birth
English 97% Male 50%
Spanish 2% Female 46%
Another language 1% Decline to state 4%
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\ Age \ Gender Identity

0-15 0% Male/Man/Cisgender 47%

16-25 5% Female/Woman/Cisgender 46%
Woman

26-59 64% Transgender Male 0%

60+ 28% Genderqueer/Nonconforming | 1%

Decline to state 3% Questioning/ Unsure 1%
Decline to State 5%

Race/Ethnicity Sexual Orientation

Asian 3% Gay, lesbian, homosexual 1%

Black/African-American 6% Straight or heterosexual 73%

White/Caucasian 52% Queer 0%

American Indian/Alaska Native/ Indigenous | 0% Pansexual 0%

Mexican/Chicano/Hispanic/Latinx 1% Bisexual 7%

Arab/ Middle Eastern 0% Another sexual orientation 2%

Central American 0% Decline to state 17%

Filipino 2%

Samoan 0% Yes 4%

Tongan 0% No 96%

Japanese 0%

Korean 0%

Vietnamese 1%

Another race/ethnicity 27%

PRIMARY CARE INTEGRATION

Primary care integration strategies identify persons in need of behavioral health services in the
primary care setting, connecting people to needed services. Strategies include system-wide co-
location of BHRS practitioners in primary care environments to facilitate referrals, perform
assessments, and refer to appropriate behavioral health services.

PRIMARY CARE INTERFACE

The Primary Care Interface (PCl) program is funded 20% CSS, 80% PEI. PCl integrates mental health
services within primary care. The program started in 1995 and partners with San Mateo County
primary care clinics to provide easier access to mental health services at one clinic and is now
embedded in five different primary care clinics throughout the county. Since its inception, the
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program staff grew from one therapist and nurse to a multidisciplinary team with more than 23 staff
who are marriage or family therapists, licensed clinical social workers, and case managers.

In FY 2022-23, the PCl program served 617 unduplicated individuals in San Mateo County. Clients are
mostly referred out, based on their needs, into psychiatry, therapy, case management, or all three in
some cases. The PCl program also provides direct substance use counseling. Program outcomes are
included in the PEI section of this MHSA Annual Update document.

INFRASTRUCTURE STRATEGIES

Infrastructure strategies funds BHRS administration, information technology (IT), support staff,
evaluation consultants, and the Contractor’s Association.

CONTRACTOR’S ASSOCIATION

The Contractor’s Association Grant Funding program exists to fund organizations that contract with
BHRS to be able to:

Improve capacity to provide integrated models for addressing trauma and co-occurring disorders.
Improve its capacity to incorporate evidence-based practices into day-to-day resources.
Improve its cultural competency; and

Improve its capabilities to collaborate, partner and share resources and information with
other Association Members.

Caminar acts as the fiscal agent, oversight and accountability to this program. See Appendix 10 for
the data on each funding recipient and what needs were met.

OUTREACH AND ENGAGEMENT (O&E)

The Outreach and Engagement strategy increases access and improves linkages to behavioral health
services for underserved communities. BHRS has seen a consistent increase in representation of
these communities in its system since the strategies were deployed. Strategies include pre-crisis
response, and primary care-based linkages.

FAMILY ASSERTIVE SUPPORT TEAM (FAST)

The Family Assertive Support Team (FAST) is an in-home outreach and support services program.
FAST’s purpose is to assess, educate, assist, support, and link families and adult mental
health/substance use consumers that are living with their family (two or more people with close and
enduring emotional ties) to appropriate mental health and substance use services and a myriad of
other resources and opportunities suitable to the individuals' needs and goals.
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Examples of FAST activities and interventions include: Crisis Intervention, facilitating 5150,
collaborating with law enforcement in service of clients and family, forensic mental health linkage,
diagnosis, psychiatric and medication consult, motivational interviewing, destigmatizing mental
health, obtaining benefits such as disability/housing/financial/legal/food/clothes, etc., connecting to
Behavioral health and AOD services, primary care, peer support, shelter, social rehabilitation,
permanent housing. FAST utilizes collaboration and “warm handoff” to facilitate best outcomes.

FAST is comprised of a Licensed Mental Health Clinician, Psychiatrist for consultation, and two
paraprofessionals. FAST works in mostly in dyads with mental health consumers and their families.
One person is assigned to the family (Family Partner) and the other assigned to the consumer (Peer
Provider). These units provide assessment, intervention, establish goals, and plan implementation.
FAST has interpreter services in Spanish, Mandarin, and Tagalog.

Program Impact

Pre-Crisis (FAST) FY 2022-23
Total clients served 73
Total cost per client $4,462

FAST collects the following data: age, gender, diagnosis, LOCUS score, county region, ethnicity,
referral source, type of contact, referral outcome, prior connection to mental health services,
pre and post hospitalization/jail contact. There were 73 clients served by FAST in FY2022-23.
Of these there were zero homicides and zero suicides. The rate of hospitalization and
incarceration was significantly higher pre- contact with FAST and significantly reduced-post
contact with FAST. Of the 73 clients, 60 of them had zero contact or current connection with
outpatient mental health services prior to FAST contact. Of the 73 clients, 55 were successfully
connected to outpatient mental health services/AOD, post FAST contact. The majority of those
not connected were connected to some level of social services, benefits, housing, medical
services, etc.

The collected LOCUS scores indicate majority of clients were experience Serious Mental lliness
(SMI) with significant disability and in need for behavioral health treatment and adjunct
services post FAST. The ethnicity of clients served closely reflect demographic distribution San
Mateo County residents. The ages of FAST clients ranged from young adults to older adults, but
younger adults predominated. The negative outcomes and concomitant suffering for individual
and family alike were diminished from contact with FAST: psychoeducation and proper linkage
to appropriate services. The few who chose not to engage in treatment will likely resurface
and another opportunity for FAST to connect them to outpatient services or ancillary services
will present itself.
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Successes
Client Success Story #1: “Gordon”
“To whom it may concern,

I want to make this testimonial and express my deep gratitude for the FAST organization. | have a
friend who suffers from severe schizophrenia. She was homeless and has been staying on my sofa
for two years. During Covid 2020 there was nowhere to go. | was unable to visit any clinics. | spoke
to organizations but was basically told to stay in touch as nothing could be done. What made the
problem worse was that my friend refused any kind of assistance, medication, etc.

In August 2022 | was told about the FAST organization. | contacted them. The team Immediately
came to my apartment to meet my friend. They could see the desperate need for psychiatric
attention. However, because of the system if the person refuses then there is nothing that can
be done, regardless of how bad the condition.

Through excellent organization the team was able to help me get my friend hospitalized and
medicated. After three weeks my friend came back to the apartment. She is now a full
participant with North County Behavioral Health Clinic. She understands the importance of
taking her medication. She participates with all her appointments.

She has even gotten a job and can work. It is a miracle. A complete turnaround. The answer to
prayer. All of this could not have been done without FAST organization.

It is extremely difficult navigating the system to get folks the psychiatric care they need. It is
overwhelming and very frustrating. | feel for the families and friends of those trying to get
their loved one's help. Sometimes it feels like one door after another closes, and it is very easy to
give up and lose hope. FAST absolutely turned it all around. They were fast, informative, and
got right down to business. We worked as a team, and my friend is on the path of healing. A
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complete turnaround. Certainly, there is still a way to go, but the largest difficulty has been
resolved. She and | would not be where we are today without FAST.

Sincerely, Gordon”
Client Success Story # 2: "Aphrodite"
“To Whom it may concern,

| am writing regarding the FAST TEAM that was instrumental in helping us get back on our feet in a
critical time in our lives!

Bonnie and Matt came to our rescue with their wonderful caring personalities and counseling. Matt
listened to me and my daughter. Bonnie is very kind and caring while being very professional and
helpful to my daughter with mental illness. Matt gave us beneficial counselling due to his
background in Psychology. They are both a huge asset to your program. We will always be grateful
and indebted to them and the FAST TEAM for helping us in our time of need!

Sincerely, “Aphrodite””
Client Success Story #3: "Cherry"
“Dear lan Adamson,

I would like to thank FAST TEAM for all the help they
have given me with my daughter, who has mental
health issues that | couldn't understand or help her
with. The FAST support team Bonnie and Susan have
explained what they can do and the process to come
over to my home, to give my daughter and me the
support, hope and understanding we need is
incredible. Twice a week this support team comes
over and builds a relationship of trust with my
daughter. She spends 18-20 hours in her room daily
and hasn't left the house in 4 years. Talks to voices that only she hears and many more mental health
issues. This FAST TEAM has made so much progress with her in such a short time it is remarkable. Our
hope is to get her to a hospital where she can get the professional help she needs. These Ladies from
FAST are making the steps for this to happen.

Thank You FAST TEAM!!I Cherry”

Challenges

One challenge that FAST encountered during the FY 2022-23 is the symptom of anosognosia,
"the inability or refusal to recognize a defect or disorder that is clinically evident". This is
something that FAST encounters regularly in its work that makes it difficult to successfully
achieve intended outcomes with clients.
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THE CARINO PROJECT (COASTSIDE MULTICULTURAL WELLNESS)

The Carifio Project is funded 80% CSS, 20% PEI. The program opens pathways for increased services
on the Coastside, limited in services. Counseling services include crisis counseling, family counseling,
and counseling at schools, local churches and community spaces. A home visiting model is often used
to serve families. Ayudando Latinos a Sofar (ALAS) is committed to meeting the client where they
are, both emotionally and physically.

In FY 2022-23, the Carifio Project served 590 unduplicated in San Mateo County through their clinical
component (therapy and case management). 2,159 individuals (duplicated) were also engaged
through various services including groups, training, arts activities, and other supports.

Program outcomes are included in the PEI section of this MHSA Annual Update document.

ADULT RESOURCE MANAGEMENT

The Adult Resource Management (ARM) program provides trauma-informed and culturally
responsive mental health support to adults with a serious mental illness (SMI) and co-occurring
substance use or mental health disorders who are homeless or at risk of becoming homeless.! The
program provides early identification, engagement, and case management services to eligible adults.

ARM’s outreach and support services team works in collaboration with Psychiatric Emergency
Services and Psychiatric Inpatient Services at San Mateo Medical Center, the Maguire Correctional
Facility, the Mental Health Association Spring Street Homeless Shelter, Shelter Network’s shelters,
Palm Avenue Detox (operated by Horizons Services), and the Mateo Lodge mobile support team. The
support consists of case management provided by four mental health counselors (MHCs) that serve
San Mateo County residents in the field. Funded by a Substance Abuse and Mental Health Services
Administration block grant, the ARM supervisor reviews Intensive Case Management (ICM) referrals
from psychiatric hospitals and mental health rehabilitation centers. The ARM team also processes
referrals from the San Mateo Medical Center (SMMC) Psychiatric Emergency Services (PES) and the
Facilities Utilization Management teams, connecting clients with services available through the
mental health shelter beds, crisis residential facilities, and/or social rehabilitation facilities, as
appropriate. Each MHC is assigned one or more specific subunit tasks, as described below.

e |ICM/Outreach and Support:
All four MHCs are assigned to this subunit. Referrals focus on clients who are being discharged
from psychiatric hospitals and MHRCs and are in temporary need of ICM support until other
community resources, such as a full-service partnership (FSP) or a BHRS regional clinic case
manager, can take over. The ARM team also receives referrals from BHRS regional clinics that
need field support for clients who are at high risk for re-hospitalization.

18 At risk of becoming homeless criteria and definition:
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e Maple Street & Safe Harbor Liaison:
Two of the four MHCs are assigned to either the Maple or Safe Harbor Shelter. If no other
outpatient-based team serves at the shelter, they provide intensive field case management.
Otherwise, they function as the liaison between the shelter and other BHRS programs and
resources, such as FSPs or a BHRS regional clinic’s embedded FSP counselor.

e PES/Alcohol and Other Drugs (AOD) Coordination:
Two of the four MHCs work with clients in need of detox and AOD treatment follow-up and
linkage. They receive their referrals directly from community members, or SMMC PES staff
during the morning briefing meetings.

e Transportation Coordination: All MHC and PES staff operate a patient transportation shuttle
on a rotating schedule. They provide transport for clients with an SMI to medical, behavioral
health, and court appointments in the community in addition to transporting clients to and
from facilities located in other counties.

Program Impact

Arm FY 2022-23

Total clients served 73

Total cost per client $23,571

Improves timely access and linkages for underserved populations: Over the past year, the ARM
program has started admitting each client within 3 days of receiving a referral. Staff recently gave a
presentation to correctional health providers about ARM program services. They explained the
referral process and provided guidance on implementing warm handoffs. The team regularly
discusses specific, culturally attuned strategies that staff can use to increase engagement with
individuals from underserved populations.

Reduces stigma and discrimination: In the past year, ARM staff have attended at least one Cultural
Humility Training run by BHRS. They also actively engage in discussions about the impact of stigma on
ARM clients diagnosed with a SMI or a co-occurring SUD. The ARM supervisor incorporates cultural
humility and trauma- informed frameworks during both one-on-one and staff-wide meetings. The
ARM team has also updated their referral form to be more inclusive and reflective of a broader range
of gender identity and pronoun preferences.

Increase the number of individuals receiving public health services: The ARM team connects clients to
different public health service programs to improve overall well-being. Some of these public health
services include CalFresh, General Assistance, Supplemental Security Income (SSI) program benefits,
housing assistance and support programs, and primary health programs. The team continues to
attend PES meetings at the SMMC to provide linkages to mental health and SUD services.
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Reduce disparities in access to care: The ARM team continues to work with the Office of Consumers
and Family Affair (OCFA) to get clients cell phones so they can access services, keep appointments,
and stay connected with providers. The ARM supervisor also has ongoing discussions with staff
regarding strategies for addressing health disparities during both one-on-one and staff-wide
meetings.

Implements recovery principles: The ARM team continues to have discussions around recovery
principles, particularly how these principles impact and inform the services that ARM staff provide in
the community. Over the past year, the program saw an increased focus on and discussions about
populations impacted by fentanyl and methamphetamine use. For example, there was ongoing
implementation of harm reduction approaches and motivational interviewing frameworks to engage
clients in recovery. The ARM team also worked closely with Palm Avenue Detox, which reopened this
past year, to help link clients in need of SUD detox services. The team continues to collaborate on
referrals with other contracted SUD treatment providers and case management teams, such as
Caminar’s Project Ninety, HealthRIGHT 360’s Women’s Recovery Association, and BHRS's Integrated
Medication Assisted Treatment team.

This section provides a comparison of emergency service utilization data from periods that extend to
three months before and after the clients were admitted to the ARM Program. It also displays the
breakdown of the ARM services by subunit, and further details within each subunit.

Table 1 summarizes the emergency service utilization information for the 73 clients who were
admitted and actively part of the ARM program during the FY 2022-23.

Table 1. ARM Clients’ Emergency Service Utilization (FY 2022-23)

3 Months Before Admission 3 Months After Admission

# of PES Episodes 13 0
# of Inpatient/Residential Episodes 6 0
Total Inpatient/Residential Stay (days) 100 0

Table 2 summarizes the services provided by the ARM program by subunits during the FY 2022-23.
The total number of clients (n=73) by subunit exceeds the total number of clients served by the ARM
Program in general (n=68), as some of the clients received both ICM and shelter services. During FY
2022-23, 51.9 percent (n=40) of clients received ICM/Outreach and Support services, 39.2 percent
(n=31) of clients used Maple Street & Safe Harbor shelters, and 2.7 percent of clients (n=2) received
Transportation Coordination services.

Table 2. Services by Subunit (FY 2022-23)

Subunits ‘ Number of Clients Proportion of Clients (%)
ICM/Outreach and Support 40 54.8

Maple Street & Safe Harbor Liaison 31 42.5
Transportation Coordination 2 2.7

Total 73 100.0
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Table 3 summarizes the status of ICM clients for the ARM program during the FY 2022-23. Most of

the clients were in the program (55%), while 32.5 percent of the clients completed their goals and
were discharged.

Table 3. Intensive Case Management - Client Status (FY 2022-23)
Status of ICM Clients ‘ Number of Clients Proportion of Clients (%)

Active 22 55.0
Completed Goals 13 32.5
Client did not engage 3 7.5
Not admitted to program 2 5.0
Total 40 100.0

Table 4 displays the breakdown of mental health shelters. Most of the clients attended Safe Harbor (58.1%)
during the FY 2022-23.

Table 4. Mental Health Shelters (FY 2022-23)

Mental Health Shelters ‘ Number of Clients Proportion of Clients (%)
Safe Harbor 18 58.1
Maple Street 13 41.9
Total 31 100.0

Table 5 below summarizes the transportation destinations for the two clients who utilized the transportation
coordination services provided by the ARM program during the FY 2022-23.

Table 5. Transportation Coordination Services (FY 2022-23)

Transportation Destinations Number of Transports Proportion of Transports (%)

Central County BHRS Clinic 4 57.1

San Mateo Medical Center 2 28.6

Millbrae’s Assisted Living 1 14.3

Total 7 100.0
Successes

Three therapeutic approaches were particularly successful this year: use of motivational interviewing,
prioritization of harm reduction measures, and trauma-informed supports. These interventions
seemed to be particularly successful with the populations that ARM serves who are homeless and
have significant trauma histories and other co-occurring conditions. The client story below highlights
an example of the success of the use of the Neurosequential Model of Therapeutics (NMT) program.

Client Success Story #1: In FY 2022-23, a homeless client diagnosed with depression and post-
traumatic stress disorder was referred to the ARM team for ongoing support while she resided at a
shelter. Initially, she had a hard time connecting with others and presented with high levels of anxiety
and depression. Because she had experienced childhood trauma, ARM staff decided to refer her to
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the NMT program for an assessment with an NMT-certified provider. Through her participation in the
program, the client was referred to equine therapy, which she found to be of tremendous help. She
later reported that this activity reduced her levels of anxiety and improved her ability to connect with
others. Since ARM program staff referred this client to an NMT-certified provider, her symptoms
became less acute, and her day-to-day functioning improved significantly. For example, she was able
to obtain subsidized housing and is currently employed with one of ARM’s partner agencies.

The story below highlights a client’s personal successes after being connected with the ARM program.

Client Success Story #2: In FY 2022-23, the ARM Team received a referral for a client with SMI who
had been kicked out of her family’s residence earlier that day. The ARM team assigned a staff
member to her case within hours of receiving the referral. Working closely with other providers and
agencies, the ARM case manager arranged to pick the client up from a bus stop and take her to a
shelter. While she resided at the shelter, ARM staff continued to work with client, coordinating
mental health treatment services and helping her obtain a housing voucher. Since connecting with
the ARM program, this client has secured a job and moved into permanent subsidized housing. She
has continued to work closely with her treatment team, experiencing significant improvements in her
mental health of late, and has developed closer ties to some members of her family.

Challenges

Intermittent staff vacancies in FY 2022-23 made it challenging to provide services to certain
populations. For example, in 2022, the program received a referral for a client with a significant
trauma history who was currently experiencing intimate partner violence and preferred to speak with
a female MHC. While the client eventually received appropriate treatment services through a
different BHRS program, the ARM team was unable to provide assistance because ARM’s only female
MHC was on leave at the time of the referral.

Historically, the ARM team has attended the SMMC PES team’s morning huddles, where they would
receive on-site referrals for clients in need of SUD treatment services and supports. However, the
timing of this meeting sometimes makes it challenging to complete warm handoffs, especially for
clients admitted overnight, who are usually not awake in the morning.

ARM leadership plans to recruit new hires with more diverse backgrounds, especially those with
sociodemographic characteristics and lived experiences similar to ARM clients. Additional supports
planned for FY 2023-24 include advanced staff training on topics such as motivational interviewing,
harm reduction, and safety in the field.

Demographics

Table 6 summarizes the demographic information for the 68 clients who were admitted and actively a
part of the of the ARM program during FY 2022-23. About 63% were between the ages of 26 to 59,
and 32.04% were 60 or older. A majority were male (almost 56%) and spoke English as their primary
language (51.5%). In addition, 1.5% reported Spanish as their primary language, and 17.6% identified
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as Hispanic or Latino. A further 31% identified as White or Caucasian, 16.2% as Black, and 10.3% as
multiple races. It is important to note, however, that 13.2% did not report information on their race,

and approximately 67% did not report information on their ethnicity.

Table 6. Demographic Data of ARM Client List (FY 2022-23)

Age Number of clients \ Total number of clients Percentage of total
0-15 2 68 2.9
16-25 1 68 1.5
26-59 43 68 63.2
60+ 22 68 324

Primary language

Number of clients

Total number of clients

Percentage of total

English 35 68 51.5
Spanish 1 68 1.5
Unknown/not reported 32 68 47.1
Race Number of clients  Total number of clients Percentage of total

White/Caucasian 21 68 30.9
Other 13 68 19.1
Black or African

American 11 68 16.2
Asian 7 68 10.3
Multiple 7 68 10.3
Unknown/not reported 9 68 13.2

Sexual orientation

Number of clients

Total number of clients

Ethnicity Total number of clients Percentage of total
Hispanic or Latino 12 68 17.6
Chinese 3 68 4.4
Native American 2 68 2.9
African American 1 68 1.5
Japanese 1 68 1.5
Pakistani 1 68 1.5
Tongan 1 68 1.5
Filipino 1 68 1.5
Unknown/not reported 46 68 67.6

Sex assigned at birth Number of clients \ Total number of clients Percentage of total
Male 38 68 55.9
Female 26 68 38.2
Unknown/not reported 4 68 5.9

Percentage of total

Straight or heterosexual 36 68 52.9
Lesbian or gay 4 68 5.9
Queer 1 68 1.5
Unknown/not reported 27 68 39.7
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HOUSING LOCATOR, OUTREACH AND MAINTENANCE

The Housing Locator, Outreach and Maintenance program will provide housing locator services
provided by mental health counselors and peer navigators; the development and maintenance of a
new BHRS Housing website with real-time housing availability information; linkages to BHRS case
managers; and landlord engagement including community mental health awareness. Outreach and
field-based services will be provided to support ongoing and long-term housing retention including a
team of Occupational Therapist and Peer Counselor with co-occurring capacity to support
independent living skills development.

This program was anticipated to launch this FY 2022-23. However, implementation was delayed due
to the administrative Request for Proposal (RFP) processes that BHRS had to prioritize for various
programs. This program is anticipated to launch next FY 2023-24.

HEAL PROGRAM HOMELESS OUTREACH

The Homeless Engagement Assessment and Linkage (HEAL) program partner certified treatment
clinicians with the Homeless Outreach Team (HOT) team and Healthcare for the Homeless (HCH)
outreach workers to bring a higher level of direct treatment and case management to the homeless
out in the field. The HEAL team provides field-based mental health and addiction treatment, but also

case management, referrals, and “warm hand-offs” to the regional health and street medicine
services.

Two clinicians were hired in FY 2021-22 and implementation began in FY 2022-23. A full program
report with client outcomes will be provided in the next Annual Update.

Program Impact

HEAL FY 2022-23 ‘
Total clients served 55
Total cost per client $5,909

THE SAN MATEO COUNTY PRIDE CENTER

The Pride Center (35% CSS, 65% PEIl) creates a welcoming, safe, inclusive, and affirming space for
individuals of all ages, sexual orientations, and gender identities through education, counseling,
advocacy, and support. The Pride Center takes a holistic approach to improving the health and
wellbeing of the LGBTQ+ community by providing direct mental health services to individuals living
with severe mental health challenges and individuals in the community seeking support groups,
resources, community building activities and social and educational programming.
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In FY 2022-23, the Pride Center served 149 unduplicated individuals in San Mateo County through
their clinical component (therapy and case management). 9,357 individuals (duplicated) were also
engaged through various services including peer groups, youth and older adult focused services,
training, events, outreach, and other activities.

Program outcomes are included in the PEI section of this MHSA Annual Update document.

RAVENSWOOD FAMILY HEALTH CENTER

Ravenswood Family Health Center is a community-based Federally Qualified Health Center (FQHC)
that serves East Palo Alto residents. Ravenswood provides outreach and engagement services and
identifies individuals presenting for healthcare services that have significant needs for behavioral
health services. Ravenswood outreach and engagement services are funded at 40% under CSS and
the remaining 60% is funded through Prevention and Early Intervention.

The intent of the collaboration with Ravenswood FHC is to identify patients presenting for healthcare
services that have significant needs for mental health services. Many of the diverse populations that
are now un-served will more likely appear in a general healthcare setting. Therefore, Ravenswood
FQHC provides a means of identification of and referral for the underserved residents of East Palo
Alto with severe mental illness/serious emotional disturbance to primary care based mental health
treatment or to specialty mental health.

Ravenswood FY 2022-23

Total clients served 386
Total cost per client S47
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PREVENTION & EARLY
INTERVENTION (PEI)



PREVENTION AND EARLY INTERVENTION (PEI)

PEI targets individuals of all ages prior to the onset of mental iliness, with the exception of early onset
of psychotic disorders. PEl emphasizes improving timely access to services for underserved
populations and reducing the 7 negative outcomes of untreated mental illness; suicide;
incarcerations; school failure or dropout; unemployment; prolonged suffering; homelessness; and
removal of children from their homes. Service categories include:

e Early Intervention programs provide treatment and other services and interventions, including
relapse prevention, to address and promote recovery and related functional outcomes for a
mental illness early in its emergence. Services shall not exceed eighteen months, unless the
individual receiving the service is identified as experiencing first onset of a serious mental
iliness or emotional disturbance with psychotic features, in which case early intervention
services shall not exceed four years.

e Prevention programs reduce risk factors for developing a potentially serious mental illness
and build protective factors for individuals whose risk of developing a serious mental illness is
greater than average and, as applicable, their parents, caregivers, and other family members.
Services may include relapse prevention and universal strategies.

e Qutreach for Recognition of Early Signs of Mental lliness to families, employers, primary care
health care providers, and others to recognize the early signs of potentially severe and
disabling mental illnesses.

e Access and Linkage to Treatment are activities to connect individuals with severe mental
illness as early in the onset of these conditions as practicable, to medically necessary care and
treatment, including, but not limited to, care provided by BHRS programs.

e Stigma and Discrimination Reduction activities reduce negative feelings, attitudes, beliefs,
perceptions, stereotypes and/or discrimination related to being diagnosed with a mental
iliness, having a mental illness, or seeking mental health services.

e Suicide Prevention programs are not a required service category. Activities prevent suicide but
do not focus on or have intended outcomes for specific individuals at risk of or with serious
mental illness.
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PEI AGES 0-25: PREVENTION

The following programs serve children and youth ages 0-25 exclusively and some combine both
Prevention and Early Intervention strategies. MHSA guidelines require is 19% of the MHSA budget to
fund PEl and 51% of PEIl budget to fund program for children and youth.

EARLY CHILDHOOD COMMUNITY TEAM (ECCT)

The Early Childhood Community Team (ECCT) aims to provide targeted, appropriate, timely responses
to the needs of underserved families with children ages 0 through 5 or pregnant mothers in the Half
Moon Bay community. ECCT focuses on the parent/child relationship as the primary means for
intervention. Team members also focus on child development and strive to individualize services to
ensure each child and family’s unique needs are met. Identifying challenges early and providing
families with the proper assessments, interventions and supports can make a difference in a child’s
earliest years and for many years thereafter. ECCT is made up of three interconnected roles that
support the community and families in different ways.

1.

2.

3.

The Community Worker (CW) provides case management, parent education to the families,
facilitates play and support groups, and develops and maintains community partnerships.

The Mental Health Clinician (MHC) provides Child Parent Psychotherapy (CPP) informed
therapeutic support to families as well as using other attachment/relationship based clinical
modalities as appropriate. CPP is a specific intervention model for children aged 0-5 who have
experienced at least one traumatic event and/or are experiencing challenges related to
attachment, and/or behavioral problems, including posttraumatic stress disorder. The primary
goal of CPP is to support and strengthen the relationship between a child and his/her
caregiver as a vehicle for restoring the child’s cognitive, behavioral, and social functioning.

The Early Childhood Mental Health Consultants (ECMHC) provide ongoing support to childcare
providers in preschool settings with the goal of establishing a safe and trusting relationship
that supports teachers in building their capacity of self-reflection, understanding of the child’s
experience and fostering an inclusive classroom where all children can receive high quality
care. Consultation services also provide more intensive case support for children who have
been identified with significant needs or who are at risk of losing placement at their site. For
this more intensive work, ongoing support is provided for parents in hopes of bridging the
child’s home and school experience and creating a feeling of continuity of care.
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Program Impact

Early Childhood Community Team* FY 2022-23

Clients served (unduplicated) 19

Cost per client $23,986
Individuals reached (duplicated) 270
Total Served 289

* Unduplicated clients served are the children/families that participated in individual or group therapy,
individuals reached includes parent/caregiver groups, teacher consultations, etc.

Outcome Indicators

Domain \ Indicators/Questions # \ % \
. Number of parents/caregivers who improved familial 40f4 | 100%
Connection & . . .
R connection and support as measured by improvement in
PP Protective Factors Survey Score
Improved Due to my engagement in this program, | feel more 40f4 | 100%
knowledge, skills, ' confident in my parenting (group services)
and/or abilities
Connection & Due to my engagement in this program, | feel more 20f3 | 67%
Support connected to other parents in my community (group)
| feel more comfortable talking about my and my child’s 4o0fd4 | 100%
mental health/ children in my classroom (population:
group, teacher consultations, and one-on-one services)
. . How effective was the consultant in contributing to your 5 73%
Stigma Reduction . S . .
understanding of the family’s situation and its effects on
the child’s current behaviors? 50f5 | 100%
| feel more comfortable seeking out resources for myself
and/or my child
T Due to m_y engagement, | know where to go in rpy 40f4  100%
. community for resources and support. (population =
access to services . .
groups, teacher consultations, and one-on-one services)
. Due to my engagement, | feel more empowered to 40f4 | 100%
Community - .
advocate for myself and my child’s needs. (population =
Advocacy
group and 1:1)
. . o . . o
) I | feel I|ke. my identity is affirmed by thls.program. 4o0fd4 | 100%
s (population = groups, teacher consultations, one-on-one
Humility .
services)
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Demographics

Total Children Male Female 0-5 Ethnicity Language
42 19 16 9 0 Asian 13 English
5 Caucasian 29 Spanish
37 Latinx
Referrals

Mental Health and Substance Use Referrals

Types of Referrals FY # Referrals to FY # Referrals  FY Total #
programs within to other
your agency agencies
Serious Mental lliness (SMI) Referrals 0 0 0
Substance Use Disorders (SUD) Referrals 0 0 0
Other Mental Health (MH) Referrals Not Tracked Not Tracked 19
TOTAL Not Tracked Not Tracked 19

Referrals to Other Services

Types of Referrals FY Total # Types of Referrals FY Total #
Emergency/ Protective services 1 Legal 2
Financial/ Employment 0 Medical care 0
Food 9 Transportation 0

1 0

7 0

1

Form assistance Health Insurance
Housing/ Shelter Cultural, non-traditional care
Other TOTAL 21

Program Narrative

Weekly Child-Parent Psychotherapy was offered to 15 children and their caregivers in the Coastside
community. Weekly services included child/parent therapy, family therapy, collateral individual
sessions with caregivers, and additional collateral contacts such as school observations, participation
in IEP meetings, etc. Most participants receive psychotherapy services for at least one year.

The Community Worker provided support and services to 134 caregivers and (indirectly) their
children, which includes assessment of needs, case management, providing activities that support the
caregiver/child relationship and the child’s development, and parent education.

To reach more caregivers and to share parenting resources and information, an ECCT Community
Worker and Program Manager participated on a panel during 2 Half Moon Bay community Facebook
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Live events. The Facebook Live events engaged approximately 60 caregivers and have been viewed
hundreds of times since then. Although there is no way to track specific communities that the
caregivers are from, the event did target the Half Moon Bay community and was advertised in that
community.

Mental health consultation services were provided to 5 childcare programs in the Coastside region
serving 21 children and 6 staff. Although there was an increase in the number of children, families
and providers being served compared to the last few years, enrollments continued to be somewhat
lower than pre-pandemic as some families continue to worry about possible exposure to COVID-19.
There were gaps in services due to weather damage at some of the sites. Finally, there was some
disruption in services following the shooting in Half Moon Bay when much of the community
experienced distress and developed serious concerns about safety.

Consultants adjust the intensity of their services to meet the specific needs of families. Some families
that have less intense needs are provided “Light Touch” services. The consultant meets with these
families for 1- 5 sessions to provide support and any needed referrals. For families with more
intensive needs, consultants provide “Case Consultation” services that last as long as necessary to
address the more complex needs. Consultation activities include individual and group mental health
consultation meetings with childcare providers and site supervisors, individual meetings with parents,
parent workshops, observations of classrooms and individual children, as well as assistance with
resources and referrals if/when needed. This year consultants facilitated 4 workshops for parents on
topics including child development, inclusion, and the power of relationship. There has been a shift
to more live services, though the program continues to have a hybrid model to accommodate family
preferences.

Mental Health Consultants, Mental Health Clinicians and Community Workers all meet as a team
twice per month (at a minimum) to ensure collaboration of shared cases as well as to provide a space
where clients are “held” and teams can brainstorm together on best practices, possible referrals and
how to continue to provide attuned and “in depth” care.

Improves Timely Access and Linkages for underserved populations: ECCT receives referrals from
schools, community partners, and from other StarVista programs. In addition to outreach efforts that
lead to self-referrals, there often are families that self-refer after hearing about supports and services
from other families that have worked with ECCT.

Once a referral is received, the Intake Coordinator connects with the caregivers within two-three
business days and completes a detailed phone Intake. The phone Intake involves listening to the
caregiver's immediate concerns, gathering information on what supports/services they are interested
in and what risk factors are known. Depending on what the caregiver shares, the family may be
referred right away to community resources outside of ECCT. In addition, families are connected with
a Community Worker and/or Mental Health Clinician, as appropriate and given staff availability. The
goal is to be able to begin services as soon as possible. For any families on the Wait List, the Intake
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Coordinator follows up with them regularly to check in, assess for any changes in needs, and provide
any new information on available groups and/or resources that may be relevant to their needs.

Beginning at Intake, staff of ECCT meet caregivers where they are in terms of how they feel about any
referrals being made and their level of comfort with engaging in services. Families are encouraged to
talk about any worries or hesitations they might have regarding engaging in services, which
sometimes includes caregivers sharing negative experiences they have had in seeking support in the
past, as well as stigma around mental health within their own culture and/or family. ECCT staff are
thoughtful and intentional in building a trusted relationship and in providing a safe space for families
to explore any hesitations to connecting with ECCT and other services. ECCT builds upon this trusted
relationship to support families in connecting with various public health services and other core
agencies and community programs.

The Intake Coordinator communicates with community partners and keeps a schedule of upcoming
groups, events, and new resources. She informs families of these community resources when
relevant to a family’s needs. Offering a variety of groups open to caregivers at Intake has allowed
parents the opportunity to connect with parent support groups offered at various times. Family
needs are continuously assessed, and additional referrals are provided as needs are identified.

Remaining connected within the community, holding face-to-face introductions, and being available
to answer questions are part of the foundation of success of ECCT. ECCT staff attend events in the
community to build community relationships and to connect with families about ECCT services. Part
of the goal within ECCT is to support and empower caregivers to be aware of, and able to access,
resources within their community- a piece that will last long after their work with ECCT services end.

Mental Health Consultants are ready to support children who have been identified by teaching staff
as needing more intensive services due to behavioral, social emotional and/or developmental
concerns. Sites that have regular access to a consultant can very quickly connect a child with mental
health services and can ensure timely linkages to services that support not just the child, but also the
family. Mental Health consultation support allows for ongoing communication about children in the
classroom and families served in the program. At some sites, teachers have been able to identify
children even before they start the program, through ASQ screening done at enrollment. The ASQ
screening provides an opportunity to discuss consultation services with parents, and to initiate a
referral to ECCT prior to school starting. This allows for early identification and timely referrals that
ensure that the child receives the support they need to thrive in the classroom. In other
circumstances, classroom staff can check in with parents to discuss the benefits of bringing in a
consultant to support them in better understanding the child within the context of the classroom.
When the parent has consented, consultants can conduct classroom observations of the child, as well
as meet with teachers and parents to gather information on factors that may be contributing to the
child’s challenging behavior. Through this process, teachers and families come together to complete
assessment tools that provide a richer and broader picture of what is happening at home and at
school. It is through this deeper understanding of the child that the consultant, teacher, and parent
can develop and implement more attuned strategies for supporting the child’s social-emotional
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development. When indicated, children are referred to further assessments and/or services that
target their specific developmental needs.

Through Light Tough consultation services, if a family has been identified, or has on their own
requested additional support, consultants provide them linkages to community resources. This year
Light Touch services referred families to special education services within the school district, mental
health services for additional members of the family, housing resources, Domestic Violence support,
and Legal Aid Services, among others.

The regular presence of a Mental Health Consultant on site has proven, over the years, to be an
effective way of increasing parents’ willingness to connect with a consultant for Mental Health
Services. This has been true for parents who are accessing services for the first time, as well as for
those who have not had a positive experience with mental health services in the past. For many
families the preschool is a safe and trusted place, thanks to the positive relationships they form with
staff. Parents seem more willing to sit with a Mental Health Consultant when the service is being
suggested by a trusted teacher or family support staff. ECCT’s flexible approach allows staff to “sit”
with parents for several sessions to thoughtfully assess their needs, to explore possible barriers to
accessing services, and to offer information about the potential benefits of therapy or other valuable
services. When parents decide they would like mental health services for their child, the ECCT model
allows for a warm handoff to the clinician. Warm handoffs have been shown to increase the
commitment to, and engagement with, treatment. When parents are referred out for their own
individual therapy with partnering agencies, consultants provide the time and space for them to be
ready to connect with more intensive services. In the same way, consultants, who all are trained
clinicians, can “hold” the family using a therapeutic approach while they are on any waitlist for
services. Once families are linked to other services, the consultants provide continuity by continuing
to work with the clients within the school, and by collaborating closely with clinicians, community
workers, early intervention supports, social workers or any other provider that works with the family.

Reducing disparities in access to care and implementing recovery principles: At the core of the work
within ECCT is the relationship staff have with family members. Treating the family with respect, with
cultural humility and within the family’s preferred language is essential. Central to the work is the
belief that the relationship between ECCT staff and caregivers is parallel to the relationship between
child and caregiver. Beginning at Intake the intent is to gather information from the caregivers and
allow their input to guide the services, treatment goals and pace of the work, using strength-based
language. Meeting caregivers where they are at, and truly allowing their family’s needs, concerns,
culture, and beliefs to drive the work, is at the heart of the ECCT program. For this to occur, open
communication and respect are key. ECCT staff remain curious with families and allow the work to
follow the needs of the family, not from goals determined by ECCT staff. At regular points
throughout the work, within all the roles of ECCT, there is time set aside to reflect on the work,
progress, and challenges. This affords the opportunity to evaluate the caregiver’s experience and
make any adjustments as needed.
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It is essential for ECCT to maintain a connection to the community and to develop an understanding
of the community and its needs. Knowing community resources, trends, and challenges allows
greater understanding of the daily challenges that families encounter and allows ECCT staff to have a
more holistic approach when providing support to families. Many families, due to the ongoing
political climate, have remained hesitant to connect with some services due to fear of deportation.
Many fear that accessing services, even emergency COVID-19 relief programs, may impact the
family’s eligibility to apply for a green card. Community Workers are available to support families
with any appointments they are concerned about, and to help relieve some of the anxiety the
families were going through.

ECCT’s core tenets of flexibility and commitment to understanding multiple perspectives allow for the
unique tailoring of services, not just for the clients served, but also for the larger systems involved.
Consistent Mental Health staff meetings, which occur at least monthly but ideally weekly, are a way
of ensuring regular communication with staff about their own needs, as well as the needs of the
children and families they serve. ECCT’s culturally sensitive and social justice-oriented framework
encourages discussion of issues such as disparity, inequity, systemic oppression, community violence
and immigration trauma, to provide a safe space where healing can occur.

Consultants and site staff discuss language barriers, cultural differences, and various disparities, and
explore ways these issues impact the staff’s connection to the children and families. Space is
provided for caregivers to explore ways their own trauma might impact their work. Within the
context of a safe and trusting relationship with the consultant, site staff can explore their implicit
biases and how those biases may affect their understanding of a child and of a family’s experience. It
is believed that only in understanding and addressing these deeper issues, can teachers build a solid
connection with children and families. Increasing empathy and understanding allows staff to develop
more effective interventions and strategies, while creating a more inclusive and sensitive classroom
environment.

The Intake Coordinator, Mental Health Clinician, Mental Health Consultants, and the Community
Worker are primarily bilingual in Spanish and English. Staff are required to complete a minimum of 8
hours of diversity training annually to integrate a more culturally responsive approach to their work.

This past year the Half Moon Bay community has experienced increased trauma and subsequent
needs due to events like the farmworker shooting and harsh weather. No two sites were affected in
the same way; even within programs in the same larger agency. ECCT consultants and the ECMHC
Manager met often with site supervisors, Directors,