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SANTA CLARA COUNTY BEHAVIORAL HEALTH SERVICES ACT                         

PREVENTION AND EARLY INTERVENTION ANNUAL REPORT, FISCAL YEAR (FY) 201 8-2019  

 

PREVENTION AND EARLY INTERVENTION (PEI)  DESCRIPTION 
 
The MHSA PEI programs are intended to implement strategies that prevent mental illness from 
becoming severe and disabling.  Prior to the new PEI definitions and revised PEI regulations of October 
15, 2015, Santa Clara County had developed and adopted PEI programs that emphasized reaching and 
serving individuals and families who are subject to cumulative risk factors (prevention, early 
intervention) as well as reducing disparities in access to services (access and linkage to treatment). The 
PEI program priorities, based on those definitions, emphasize a lifespan approach, founded on strong 
system partnerships, rooted in cultural competency throughout, and focused on connectedness.   
 
In 2018, Santa Clara County released its FY 2018 – 2020 three-year plan along with the Santa Clara 
County MHSA Needs Assessment Report conducted by Resource Development Associates (RDA). At this 
time, the new PEI regulations, including program categories and program strategies, were incorporated, 
aligned and measured. This served as the foundation for the categorization of PEI programs in the three-
year plan, and helped to initiate efforts to collect data for the programs in each of the strategies. 
 
The FY2021 – 2023 MHSA Three-Year Plan community program planning process is set to begin in 
January 2020, following the selection and orientation of the new MHSA Stakeholder Leadership 
Committee (SLC). An innovative and collaborative MHSA Planning Forum will be held in January 2020. At 
this planning forum, which will be widely publicized to community partners, consumers, providers and 
staff, the Santa Clara County MHSA team will provide an overview of the MHSA Community Program 
Planning Process, share preliminary data and findings from listening sessions, identify system strengths, 
service gaps and opportunities, and provide participants with the opportunity to share their input on 
current and future MHSA programming.  The findings and recommendations will serve as the foundation 
for the planning process. 
 
For the purposes of this report, the state-defined categories are being aligned with Santa Clara County’s 
existing PEI program structure. Additionally, the state-defined PEI strategies are being aligned based on 
program goals and objectives in all existing PEI programs.  As required, Santa Clara County MHSA PEI 
programs all are stand-alone programs.  
 

KEY STATE DEFINED PEI PROGRAMS  
 

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

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

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

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SANTA CLARA COUNTY PEI PROGRAM INITIATIVES  
 

There are currently five PEI overarching initiatives offering a broad range of services and system 
improvements targeted to age groups across the lifespan. Each initiative may have multiple program 
components. These are the key PEI Program Initiatives: 

 
1. PEI P1: Community Engagement and Capacity Building for Reducing Stigma and 

Discrimination 
2. PEI P2: Strengthening Families and Children 
3. PEI P3: PEI Interventions for Individuals Experiencing Onset of Serious Psychiatric Illness  
4. PEI P4: Primary Care and Behavioral Health Integration for Adults and Older Adults 
5. PEI P5: Suicide Prevention Strategic Plan 
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STAKEHOLDER DEFINED PRIORITY POPULATIONS IN SANTA CLARA COUNTY 
 

The FY 2019 PEI report focuses on the five key PEI priority populations that resulted after the three-year 
community planning process in the FY2018 – 2020 Three Year Plan: 

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

Current County PEI Plan PEI Program Name State Defined PEI Program 

1. Community Engagement and Capacity 
Building for Reducing Stigma and 
Discrimination 

Elder Story Telling • Early Intervention Program 

Community Wide Outreach and Training • Outreach for Increasing Recognition of Early Signs 
of Mental Illness Program 

Law Enforcement Training • Outreach for Increasing Recognition of Early Signs 
of Mental Illness Program 

Ethnic and Cultural Community Advisory 
Committee (ECCAC) 

• Stigma and Discrimination Reduction Program 

Culture is Prevention • Stigma and Discrimination Reduction Program 

Office of Consumer Affairs • Access and Linkage to Treatment Program 

Office of Family Affairs • Access and Linkage to Treatment Program 

Mental Health Advocacy Project • Access and Linkage to Treatment Program 

Re-entry • Access and Linkage to Treatment Program 

LGBTQ • Access and Linkage to Treatment Program 

2. Strengthening Families and Children Violence Prevention Program • Prevention Program 

Intimate Partner Violence Prevention • Prevention Program 

Support for Parents • Prevention Program 

Nurse Family Partnership Program • Prevention Program 

Reach Out and Read • Prevention Program 

School Linked Services – school site 
coordinators 

• Early Intervention Program 

School Linked Services – school based 
services 

• Early Intervention Program 

Triple P – Positive Parenting Program • Prevention Program 
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3. Interventions for Individuals Experiencing 
Onset of Serious Psychiatric Illness 

Raising Early Awareness and Creating Hope 
(REACH) 

• Early Intervention Program 

4. Behavioral Health Integration for Adults 
and Older Adults 

New Refugees Program • Stigma and Discrimination Reduction 

5. Suicide Prevention Strategic Plan Suicide and Crisis Services (SACS) • Access and Linkage to Treatment 

Suicide Prevention Strategic Plan • Suicide Prevention 
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PEI P2 PLAN –  VIOLENCE PREVENTION PROGRAM  
 

Dating violence is more common than many people think. One in three teens in the U.S. will experience 
physical, sexual or emotional abuse by someone they are in a relationship with before they become 
adults. The good news is dating violence can be prevented through community education and evidence-
based strategies, which are offered through the Healthy Relationships program, described below. 
 

1. Healthy Relationships: a program of the Public Health Department (PHD) using evidence-based 
strategies to increase awareness about community resources and healthy relationships among 
youth. Outreach and education are a major component reducing violence in youth and younger 
groups. Teams work with PHD to better educate and increase the public’s knowledge on 
healthier ways to interact with each other and when to seek help. 

2. In addition to this program, BHSD will partner with the County’s Office of Women’s Policy to 
better address an alarming growing trend on intimate partner violence (IPV). The Centers for 
Disease Control (CDC) describes IPV as a serious, preventable public health problem that affects 
millions of Americans. The term “intimate partner violence” describes physical, sexual, or 
psychological harm by a current or former partner or spouse. This type of violence can occur 
among heterosexual or same-sex couples and does not require sexual intimacy. The goal is to 
stop IPV before it begins. 

 

The planning for the Violence Prevention Program is in progress, and the Behavioral Health Department 
hopes to work with county partners and stakeholders to launch this soon.  
 
PEI P1 PLAN –  ELDER STORYTELLING  

 
The new Elders’ Storytelling Program will serve culturally isolated older adults with mild to moderate 
depression using the culturally proficient technique of life review and storytelling (reminiscence) and 
incorporating innovative service component to help reduce the elder client’s depressive symptoms and 
restore their position of social connectedness with their family, friends, caregivers and community.  
 
The storytelling practice model includes (1) a community outreach component to engage and screen the 
elder participants who may be reluctant to seek mental health services and (2) the storytelling 
intervention delivered by bilingual Peer Specialists with the ability to engage and support the elder 
population and trained in delivering the storytelling practice model while being supervised by licensed 
clinicians. The service is provided to elders who are screen to have mild to moderate depressive 
symptoms. (Those elders identified as having severe depression will be referred to existing outpatient 
mental health treatment services.) 
 
Integral to the success of the model is the incorporation of the language, culture and life experience of 
the clients served. Each client shares his/her story as it is elicited and documented by the Peer Specialist 
who speaks the client’s language and is knowledgeable of their culture and life experience. The service 
include family members, has a pre-tests and post-tests component, and service duration of 12 weeks 
which concludes with a community event where the participants may share their story or related art 
pieces with family and members of their community. This project is slated to begin in Fiscal Year 2021. 
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PEI P1 PLAN –  MENTAL HEALTH ADVOCACY PROJECT  
 

The Mental Health Advocacy Project (MHAP) was established in 1978 through the Law Foundation of 
Silicon Valley, and provides legal and advocacy services to over 5,000 clients per year. MHAP is the only 
legal assistance organization in Santa Clara County that provides specialized services for people 
identified as having mental health issues or developmental disabilities. MHAP works to expand the rights 
and promote the social dignity of consumers by participating in the reform of the political, economic, 
and social structures that affect their lives, and by increasing public awareness of the social problems 
they experience. MHAP’s mission is to empower people identified as having mental health issues or 
developmental disabilities to live more independent, secure, and satisfying lives through the 
enforcement of their legal rights and the advancement of their social and economic wellbeing.  
 
MHAP provides free legal and advocacy assistance through the work of advocates and attorneys in three 
practice units: 

• Economic Rights provides assistance with public benefits, mainly SSI, SSDI, Medi-Cal, Medicare, 
CalWORKs, Healthy Families, and General Assistance; some consumer rights; and equal access to 
public services. 

• Housing Rights addresses issues of housing and homelessness by defending against evictions; 
assisting with housing complaints including discrimination, reasonable accommodations, abuse 
and neglect, landlord/tenant conflicts, and habitability; addressing Section 8 voucher and public 
housing terminations; and opposing shelter discharges. 

• Patients’ Rights works on both the individual and system levels to ensure compliance with laws 
governing mental health patients’ rights in psychiatric facilities and programs, and represents 
patients in mental health due process hearings. They also help individuals with autism, mental 
retardation, and similar conditions with complaints about developmental services, including 
access to regional center services. All residents of Santa Clara County who are or have been 
identified, or who self-identify, as having mental or developmental disabilities qualify for 
services. 

 
MHAP also provides information and referral in the areas of rehabilitation, employment, family, and 
criminal law. During FY2019, this project expanded to increase service capacity.  
 

PEI P1 PLAN –  RE-ENTRY RESOURCE CENTER  
 

The Re-Entry Resource Center is a multi-disciplinary team that provides custodial and non-custodial 
individuals with referral and wrap around services. The program offers linkages to: mental health 
outpatient services; alcohol and drug treatment and care; resources to the faith communities; peer 
mentoring; housing; general assistance benefits; health referrals; transitional case management; and a 
clothes closet. This overall assessment and wraparound services include custody health, mental health, 
probation, DADS, SSA, housing, and peer mentors. 
 
In collaboration with the CJS, community based-service providers, peer navigators in this project will 
conduct outreach and engagement activities to increase connectedness to behavioral health resources 
and services among justice involved adults. The goal is to connect justice involved adults and their 
families in a timely manner to access appropriate mental health prevention and early intervention 
services upon release from incarceration and into community services. This program continued to 
progress in FY 2019. 
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PEI P1 PLAN –  LGBTQ+ ACCESS AND LINKAGE  

 
This project will specifically address the disparities in access to mental health services for the Lesbian, 
Gay, Bisexual, Transgender, and Questioning (LGBTQ+) population of Santa Clara County. A team of 
LGBTQ+ Peer Navigators, in collaboration with the Department’s Ethnic and Cultural Communities 
Advisory Committee  (ECCAC), County Office of LGBTQ+ Affairs and community based-service providers, 
will conduct outreach and engagement activities to increase connectedness to behavioral health 
resources and services. 
 
The goals are to connect LGBTQ+ individuals and their families in a timely manner to access appropriate 
mental health prevention and early intervention services and to expand LGBTQ+ across the system to 
build capacity for this cultural group. 
 
Additionally, the project will support youth and their families by integrating support across the lifespan, 
using a best practice model for training and technical assistance for families and providers to better 
serve, understand and support LGBTQ+ youth in our communities. 
 
This program is in process. The program started to hire staff and has started planning and executing 
trainings for the LGBTQ+ community in FY 2020. 
 

 PEI P1 Plan –  ETHNIC AND CULTURAL COMMUNITIES ADVISORY COMMITTEES 
(ECCACs)  

CULTURAL COMMUNITIES WELLNESS PROGRAM, FORMERLY KNOWN AS ETHNIC AND 
CULTURAL COMMUNITY ADVISORY COMMITTEES (ECCAC), aims to reduce disparities in 
service access by unserved and underserved communities, increase knowledge of behavioral 
health conditions; reduce stigma and discrimination within the context of culture; and increase 
community prevention and healing capacity through natural support systems. Services include 
community engagement and education through 1) outreach to ethnic communities and their 
cultural leaders and community based organization, and 2) provide workshops and trainings to 
providers who serve cultural communities, consumers, family members and community 
members. 
 
UNDUPLICATED NUMBER SERVED:  

• INDIVIDUAL SERVICES: 224 

• TRAININGS/EVENT SERVICES: 8,033 
 
NUMBER OF INDIVIDUAL FAMILY MEMBERS SERVED (INCLUDED IN UNDUPLICATED COUNT 
ABOVE):  

• INDIVIDUAL SERVICES: 59 

• TRAININGS/EVENT SERVICES: 3,998 
 
POSITIVE RESULTS 

• We have a new program name that is reflective of our current program activities: 
Cultural Communities Wellness Program. 
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 PEI P1 Plan –  ETHNIC AND CULTURAL COMMUNITIES ADVISORY COMMITTEES 
(ECCACs)  

• We continue to maintain and create new collaborations with ethnic/cultural 
organizations, City of San Jose, City and County libraries, schools, faith-based 
organizations, housing programs and shelters, community centers, and law 
enforcement and the criminal justice system. 

• We started advertising our Mental Health First Aid Trainings widely and received a 
lot more requests for trainings for providers and service recipients. This has 
enhanced our efforts to increase knowledge about mental health and how to assist 
someone who is experiencing mental health concerns. 

• The Department continues to contract with a community organization to provide 
services to the LGBTQ community. 

 
IMPLEMENTATION CHALLENGES 

• It is difficult to recruit and retain culturally and linguistically competent staff with 
lived experience as consumers and family members. We currently have five 
vacancies, including the program support position. 

• It is difficult to respond to community needs and provide services in a timely and 
culturally appropriate manner due to the complexity and time consuming County 
processes. 

• We have a high percentage of decline to answer for demographic data. We have 
made attempts and will continue to find ways to help participants feel comfortable 
providing demographic information. We believe it’s due partly to minority groups’ 
mistrust in “government.” 

• Attempts to collect disability, gender identity and sexual orientation data resulted 
in participants expressing concerns about violation of privacy, and refusal to 
answer these questions, or worse, the whole questionnaire. 

• We stopped entering demographic data to our existing database because we are 
working with IS to create a new and improved database that could be shared 
among all programs employing Peer Support Workers. 

 

LESSONS LEARNED 

• Having staff with lived experience who have strong connections with their 
communities and speak the languages of the communities contribute greatly to 
program success. 

• Continuous training and support for program staff contribute to staff career 
development and program success. 

• Having a database where staff can record their work provide details on services, 
areas of success and improvement, ease of reporting, and feedback for staff on 
their work. 

 
RELEVANT EXAMPLES OF SUCCESS 

• We have ongoing partnership with HomeFirst. We are providing Mental Health First 
Aid and Question, Persuade, and Refer trainings to all their staff at different 
locations. In FY2019, we provided trainings to 126 health care professionals and 
staff. 
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 PEI P1 Plan –  ETHNIC AND CULTURAL COMMUNITIES ADVISORY COMMITTEES 
(ECCACs)  

• We also have ongoing relationship with Evergreen Valley College where we have 
ongoing Mental Health First Aid and Question, Persuade, and Refer trainings. In 
FY2019, we provided trainings to 261 students and staff. 

 

Success story from a Program staff:  

One important thing I would like to share is whenever we inform our participants that we 
are mental health peer support workers and we come with our lived experience, we 
always get at least one or two people thanking us for sharing our story. I think it is really 
important to share our own personal story when it comes to our journey to wellness and 
recovery because it has a humanistic touch. It shows the good, the bad, and the reality of 
living with mental illness. And that there is hope! 

One in particular which I will never forget is when we did our first QPR training for 
HomeFirst agency. There was a particular staff member who was so touched by our 
sharing, that he also opened up. He said it was his first time in 45 years to share ab out his 
own battle with mental illness, and as a man who struggled with mental illness, it was not 
easy for him to accept his illness both culturally and socially. After the training, he was 
teary eyed, proud of himself, approached us and thanked us for the work that we do out in 
the community. He said that it really touched him and inspired him to be educated more 
on mental health and to inspire others that there is hope!  

 
PEI P1 PLAN –  ETHNIC AND CULTURAL COMMUNITIES ADVOCACY COMMITTEES 
(ECCACS)  
 
OUTREACH ACTIVITIES 
A total number of 695 potential responders were reached during this reporting period. The following 
table describes the settings in which the potential responders were engaged.  

Type of Setting(s)   
(ex: school, community center) 

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

Adult Day Health Care Center Service providers and recipients 

Behavioral Health Services Department 
(BHSD) 

Service providers (County and Contract), consumers, family members, 
community members 

BHSD self-help centers Staff, consumers, family members, community members 

Charities: Goodwill, Salvation Army  

Cities: Morgan Hill, San Jose, Santa Clara, 
Milpitas, Cupertino, Sunnyvale 

 

Community based organizations Service providers and recipients, family members, community members 

Cultural Groups  

Cultural specific organizations African American, Ethiopian, Eritrean, Somali, Chinese, Filipino, 
Latino, Native American Vietnamese, LGBTQ and other cultural 
communities 

Funeral Homes  

Homeless Shelters/Housing Programs Service Providers and recipients 

Hospitals and medical services Service Providers, patients, volunteers 
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Housing and Homeless services  

Law enforcement, custody Sherriff: enforcement and custody, police officers 

Law offices  

Local Businesses Service providers and recipients 

Mother and infant care   

Professional Groups  

Public Libraries: San Jose, Santa Clara Administrators, managers, supervisors, staff, community members 

Santa Clara County Departments: Social 
Services Agency, Valley Health Center, 
Probation, Public Health, District Attorney 

Service providers and recipients, family members, community members 

School Districts Administrators, teachers, staff, parents, community members 

Schools: elementary, middle school, high 
schools, school districts, colleges, 
universities, vocational schools, 
academies, and student clubs 

Principals, teachers, staff, parents, professors, faculty, students, 
community members 

Senior services  

Skilled nursing and subacute facilities Care providers 

Spiritual and faith-based organizations, 
churches, temples, mosques 

Priests, monks, ministers, imams, scholars, rabbis, congregation, 
worshipers, community members 

Subacute Skilled Care  

Substance use treatment center Service providers and recipients. 

Transportation services providers Drivers 

Veteran Affairs (VAs) Providers for veterans, veterans 

Volunteer groups Volunteers 
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PEI P1 PLAN – ETHNIC AND CULTURAL COMMUNITIES ADVISORY COMMITTEES (ECCAC)  

 
FISCAL YEAR 2019 PROGRAM DEMOGRAPHICS  

(COMBINED TRAINING AND OUTREACH ACTIVITIES) 

 
 

 

 

 

*Data not available  

Race/Ethnicity (n= 4,057) % 

American Indian or Alaska 
Native 

2 

Asian 15 

Black of African American 5 

Native Hawaiian or other 
Pacific Islander 

< 1 

Hispanic 12 

White 4 

More than one race < 1 

Declined to Answer 61 

Primary Language (n=4,058) % 

English 21 

Spanish 5 

Other Non-English 5 

Declined to Answer 70 

Sexual Orientation (n=4,116) % 

Gay or Lesbian < 1 

Heterosexual/Straight 14 

Bisexual < 1 

Questioning or unsure of 
sexual orientation 

< 1 

Genderqueer < 1 

Another sexual orientation < 1 

Declined to Answer 84 

Disability Status (n=4,047) % 

Yes < 1 

No 8 

Declined to Answer 92 

Veteran Status (n=4, 058) % 

Yes < 1 

No 9 

Declined to Answer 91 

Assigned sex at birth* N/A 

Current Gender Identity 
(n=4,057) 

% 

Male 23 

Female 40 

Transgender < 1 

Another Gender Identity < 1 

Declined to Answer 37 

Age Group (n=4, 057) % 

CYF (0-15) < 1 

TAY (16-25) 2 

Adults (26-64) 11 

Older Adults (65+) 2 

Declined to Answer 84 
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PEI P2 PLAN – STRENGTHENING FAMILIES AND CHILDREN 

 
KIDCONNECTIONS NETWORK (KCN) is a coordinated system that identifies children through age five 
with 
suspected developmental delays and/or social-emotional and behavioral concerns. KCN utilizes an 
innovative model that blends First 5 and MHSA funds. Through KCN, BHSD bridges children ages 
 
Prenatal to 5 years and their families to services to support their optimal growth and development. 
Children receive assessment and treatment services aimed to intervene and address early signs of 
mental health and developmental delays. Services for children ages 0-5 focus on providing quality 
screening, assessment, early intervention and intervention services, and service linkages that promote 
the healthy growth and development of children. Children who are Medi-Cal, Healthy Kids, and/or FIRST 
5 eligible qualify for these services. 
 
MHSA funds a system of care manager appointed to oversee behavioral health services provided 
through KCN for children ages 0-5. BHSD also provides a clinic manager to oversee therapeutic and 
developmental services provided through KidScope. KidScope is a comprehensive assessment center 
that serves children suspected of having complex developmental delays, serious behavioral problems, or 
other undetermined concerns. As part of these services, KidScope provides targeted diagnostic 
assessments (TDA) Level 2 for children and families needing this level of care. TDAs are multidisciplinary 
assessments that include parent conferences to discuss developmental, medical, and/or mental health 
findings and recommendations. BHSD supports TDA services by providing a manager to oversee TDAs 
provided at KidScope. 
 
UNDUPLICATED NUMBER SERVED: 1,666 
INDIVIDUAL FAMILY MEMBERS SERVED: 1,666 
 
POSITIVE RESULTS  

• BHSD Call Center is providing a more robust triage to families referred supporting the process of 
timely access for families to prevention or early intervention services that are appropriate to 
meet their reported needs. 

• KCN served 1,666 children and their families in FY18. 1,129 new referrals and 537 children 
continuing services from previous fiscal year.  

• 348 children referred to a higher level of assessment through KidScope’s Targeted Diagnostic 
Assessment (TDA) and of those, 266 children received a TDA to better understand needs and 
linkage to services. 

• A total of 1,599 referrals were made to community resources that included KidScope’s TDA clinic 
and services such as FIRST 5 funded family resource centers, School Districts, Early Start Program 
and San Andreas Regional Center.  
 

IMPLEMENTATION CHALLENGES 

• Having enough capacity to support families that are referred into BHSD Call Center needing KCN 
services in order to ensure timely access. 

• Ensuring timely access to meet DHCS final rule of 10 business days to access for families needing 
services. 
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LESSONS LEARNED 

• Referrals into BHSD Call Center are receiving a more robust triage process that is supporting 
timely access to appropriate services but there is still more work needed to be done to decrease 
the days to service once a family is referred and then open to services. 

• Referrals into BHSD continue to have a small percentage that do not pan out when contacted for 
triage by BHSD call center staff which informs that there needs to be better outreach and 
education to referral sources on KCN services. 

 

Number of individuals with SMI or SED referred to BHSD treatment system (includes county and CBO 
providers):  __1,426___ 

Type of treatment referred to: 
• KCN is a BHSD system of care. All children and families linked to BHSD Call Center receive a 

screening to determine linkage to a county or CBO provider for KCN services.  
• Targeted Diagnostic Assessment – deeper level assessment within KidConnections Network 

 
Number of individuals who followed through on referral & engaged in treatment: _1,129____ 
 
Number of referrals to a Prevention program: _2,144____ 

Number of referrals to an Early Intervention program: ___1,426__ 

Number of individuals followed through on referral & engaged in early intervention treatment 
services: 1 ,129__ 
 
Average time between referral and participation in treatment: _16 days____ 

 

 FISCAL YEAR 2019 PROGRAM DEMOGRAPHICS  

*Data not available 
  

Age (n=1,666) % 

Children/Youth (0—15) 100 

Race (n=1,666) % 

Asian 9 

Black of African American 3 

White 9 

Other 70 

More than one race 9 

Ethnicity (n=31) % 

Non-Hispanic 100 

Primary Language (n=4,058) % 

English 51 

Spanish 40 

Other Non-English 9 

Sexual Orientation* N/A 

Disability* N/A 

Veteran Status* N/A 
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PEI P2 PLAN – STRENGTHENING FAMILIES AND CHILDREN 

 
CULTURE IS PREVENTION PROGRAM, in partnership with Indian Health Center, is designed to provide 
culturally-specific services to Indian/Alaska Native (AI/AN) adults that include, but not limited to, 
traditional dancing, arts and crafts, ceremonies, and gatherings to identify and address early onset of 
behavioral health issues, counter stressors, and build self-esteem and coping skills. The program also 
provides outreach and engagement services in a variety of settings, including home, community clinics, 
schools, and community agencies as needed depending on consumer needs. Additionally, program staff 
promote mental health wellness, education, cultural sharing, outreach, and community collaboration 
through workshops, trainings, presentations, and partnerships with local community organizations. 

Program Description:  

San Jose Native Youth Empowerment Program: 

A creative space for native youth to learn about their culture, higher education, art, health education, 

healthy living, and to make positive changes in their community. 

Song and Dance: 

Song and Dance class was designed to improve and promote self-esteem, self-image, intergenerational 

connectedness, and cultural native pride by teaching and providing a space to participate in powwow 

singing and dancing. 

Parenting Class: 

Traditional Paths to Wellness Workshop is a six-week workshop series designed for American 

Indian/Alaskan Native families to learn about cultural identity, health & fitness, traditional foods, and 

healthy relationships. 

Cultural Arts Classes:  

Cultural Arts Workshops offered are traditional Native American practices that have social uses and 

meanings that make them different from other arts: They strengthen the community and bind the 

people closely together and reinforce a sense of tribal identity. Community artists teach beadwork, 

sewing, quillwork, basketry and other forms of cultural expression. 

UNDUPLICATED NUMBER SERVED: 133 
 
POSITIVE RESULTS  

• The program has had great success with its prevention programs including youth group, positive 

parenting workshops, dance and drum class and other cultural activities. 

IMPLEMENTATION CHALLENGES 

• The main challenge in the program was primarily adjusting the registration form to match the 

reporting requirements.  
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• In addition, tracking referrals has also been a challenge due to prevention services being a 

separate program from behavioral health services 

LESSONS LEARNED 

• The program needed additional staff, which they plan to hire in the Fall of 2019. 

RELEVENT EXAMPLES OF SUCCESS 

• Overall, the program serviced 133 community members this year. It feels honored to assist in 

helping to support a healthy community. 

OUTREACH ACTIVITIES 
A total number of 2,694 potential responders were reached during this reporting period. The following 
table describes the settings in which the potential responders were engaged.  

 

Type of Setting(s)   

(ex: school, community center) 

Type(s) of Potential Responders   

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

Community Event: Summer Softball 
Slam 

Community, Leaders, Teachers, Providers, Youth, Parents, Consumers 

Community Event: The Gathering Community, Leaders, Teachers, Providers, Youth, Parents, Elders, 

Consumers 

Community Event: NAHN at Oakland 
A’s Stadium 

Community at Large 

Community Event: NAHN at SJ 
Earthquakes Stadium 

Community at Large 

Community Event: Mini Pow Wow Community, Leaders, Teachers, Providers, Youth, Parents, Elders, 

Consumers 

School: Yerba Buena High, Community 
Event 

Community, Leaders, Teachers, Providers, Youth, Parents, Elders, 

Consumers 

Community Event: AIA Holiday Dinner Community, Leaders, Teachers, Providers, Youth, Parents, Elders, 

Consumers 

Community Center: FGT gift 
distribution 

American Indian Community at Large 

Community Event: AIA New Year’s Pow 
wow 

Community, Leaders, Teachers, Providers, Youth, Parents, Elders, 

Consumers 

School: Independence High, Youth American Indian / Alaskan Native Youth ages 14-17 
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Workforce 

Community Event: Mexica New Year at 
Prush Park 

Community, Leaders, Teachers, Providers, Youth, Parents, Elders, 

Consumers 

Community Center Community Leaders, Providers, Teachers 

Community Gathering at Public Park Community, Leaders, Teachers, Providers, Youth, Elders, Consumers 

School- College Community, Leaders, Teachers, Providers, Youth, Parents, Elders, 

Consumers, Students 

Community Center Providers, Community Workers, Leaders 

School- High School Community at Large 

 

FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Data not available. 
  

Race/Ethnicity (n=133)  % 

American Indian or Alaska 
Native 

45 

Asian 1 

Black of African American 0 

Native Hawaiian or other 
Pacific Islander 

0 

Hispanic 0 

White 3 

Other 16 

More than one race 7 

Declined to Answer 29 

Primary Language (n=133) % 

English 95 

Spanish 3 

Other Non-English 2 

Sexual Orientation* (n=133) N/A 

Disability Status* (n=133) N/A 

Veteran Status* 
(n=133) 

N/A 

Assigned sex at birth 
(n=133)  

% 

Male 35 

Female 59 

Declined to Answer 7 

Current Gender 
Identify* (n=133) 

N/A 

Age Group (n=133) % 

CYF (0-15) 32 

TAY (16-25) 20 

Adults (26-64) 35 

Older Adults (65+) 9 

Declined to Answer 4 
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PEI P1 PLAN – Office of Family Affairs 

 
OFFICE OF FAMILY AFFAIRS (OFA) provides families with direct support, information and education, 
with the goal of providing recovery and hope. OFA provides Individual Peer Support and Family Wellness 
Recovery Action Plan (WRAP) groups available in English and Spanish.  WRAP is a wellness tool that 
families and individuals can use to develop a plan that supports wellness and recovery for everyone in 
the family. 
 
UNDUPLICATED NUMBER SERVED: 231 
NUMBER OF INDIVIDUAL FAMILY MEMBERS: 231 
 
POSITIVE RESULTS 

• Effective working relationships with Court system – Family Affairs able to work collaboratively 
with the Public Defender’s office that leads to better outcomes for the clients – decreased or no 
jail time for clients suffering from Mental Illness.  

• Family Affairs staff able to increase understanding of mental illness to other court staff  

• Family Affairs staff provides education to law enforcement cadets and officers at CIT Trainings 
 
IMPLEMENTATION CHALLENGES 

• Family Members existing support system lacks understanding of mental illness and recovery – 
leads to misinformation and conflict. 

• Lack of resources and services for clients who want to leave a locked/correctional facility. Clients 
stay longer than necessary in correctional sites because there are not openings for placement 
that increases stressors for family members.  

• Peer Support Workers provide resources to individuals, but do not make referrals based on a 
person’s SMI or SED status 

 
LESSONS LEARNED 

• Family Affairs staff would have benefited of having a better understanding of the court system so 
that could be stronger advocates for the clients they serve. 

• Staff to attend more trainings dealing with clients suffering from both Mental Illness and 
Substance Use.   

 
RELEVANT EXAMPLES OF SUCCESS 

• Clients have decreased jail times and increased treatment services 

• Family members report that EPS visits have declined for their loved one in crisis due to having a 
Family WRAP.  

• Family members able to network and get support with other family members at the Family 
WRAP groups.  
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PEI P1 PLAN – Office of Family Affairs 

 
OUTREACH ACTIVITIES 
 
The following table describes the settings in which the potential responders were engaged.  
 

Type of Setting(s)   
(ex: school, community center) 

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

7/18/18 American Legion Clients, General Public 

4/8/19 Pathways Society Clients, Clinicians 

5/4/19 Gilroy Public Library Clients, Providers, General Public, Community Members and Organizations 

5/17/19 Gilroy Senior Center 

 

 

Clients, Senior Citizens, Providers, Community Members and Organizations 

6/20/19 Gilroy Compassion Center Clients, Homeless Community, Providers 

2/6/19 Litteral House Crisis Residen Clients, Residents, Providers 
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PEI P1 PLAN – Office of Family Affairs 

 
FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS 

  
Race (n=231)  % 

American Indian or Alaska 
Native 

0 

Asian 0 

Black of African American 0 

Native Hawaiian or other Pacific 
Islander 

< 1 

White 5 

Other 9 

More than one race 0 

Declined to Answer 85 

Primary Language (n=231) % 

English 13 

Spanish 3 

Other Non-English 84 

Sexual Orientation* N/A 

Disability Status* N/A 

Veteran Status* N/A 

Assigned sex at birth (n=231)  % 

Male 15 

Female 6 

Decline to Answer 79 

Current Gender Identify* N/A 

Age Group (n=231) % 

CYF (0-15) < 1 

TAY (16-25) 6 

Adults (26-64) 13 

Older Adults (65+) 1 

Declined to Answer 79 

*Data not available. 
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PEI P1 PLAN – Office of Consumer Affairs  

 
OFFICE OF CONSUMER AFFAIRS (OCA) provides peer support in three clinics and two Self-Help centers. 
Self-Help Centers provide a safe, confidential and supportive environment for those dealing with mental 
illness. Operated by and for mental health consumers and some family members, these Centers provide 
support for individuals who want to take control of their lives. Individuals who share a disability have 
something to offer each other which cannot always be provided by traditional services. The Centers are 
run by welcoming and friendly consumer staff, who provide services with respect and dignity. The 
Centers are drop in. Peer Support Services at Behavioral Health Clinics provide clients with 
psychoeducational and recovery support groups, one-on-one recovery support, psychoeducational 
presentations.  The Mental Health Peer Support Worker (MHPSW) maintains communication with 
psychiatrists, therapists, rehabilitation counselors, and community workers via clinical consult meetings 
and staff meetings regarding clients’ needs. The MHPSW provides supplemental support to clients in the 
form of a professional peer-relationship based on shared lived experience, an understanding of the ups 
and downs of the recovery process, the sharing of healthy coping tools, and building hope within the 
recovery journey. Peer support helps consumers with behavioral health challenges with wellness and 
recovery groups, individual support, and linkages to community resources. Peer support differs from 
clinical services as it provides trained peer staff with lived experience in navigating the system and 
finding their own path to wellness and recovery. 
 
UNDUPLICATED NUMBER SERVED: 1,368 
NUMBER OF INDIVIDUAL FAMILY MEMBERS: 28 
 
POSITIVE RESULTS 

• We had the addition of two staff at Esperanza Self-Help Center which has helped immensely.  

• We have offered Educational and Community Program Presentations ranging from Alexian 
Brother Homeless Clinic and services, Independent Living Programs, Economic Rights, Disability 
Rights, Patient Rights, Resident Rights, Social Security programs, and Transformational Care.  

• We have also provided social events such as our Valentine’s Day Dance, Annual Art Show, May is 
Mental Health Month, Halloween Dance, Arts & Crafts Fair, Thanksgiving Event, and our Annual 
Holiday Party.  

 
IMPLEMENTATION CHALLENGES 

• Collecting PEI demographic data while protecting PHI and using EHR Unicare has been challenging.  
We have collected some PEI demographics but have not entered ongoing returning clients to 
update the new PEI requirements of PEI demographics.  (We are challenged programmatically 
because we need more staffing in the clinics because we have lost peer support in two clinics. We 
need peer support in the Self-Help Centers for staffing coverage.)  

• We need additional office support to help with administrative tasks for the entire Consumer Affairs 
Program. Right now, the peer support staff is doing many administrative duties, which takes away 
from their peer support duties. We are in the process of recruiting an office support staff. 
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LESSONS LEARNED 

• We are trying to figure out a better way to collect PEI on MHSA data by implementing better 
data collection procedures.  

• We have streamlined distribution of tasks at Zephyr with the loss of a Lead Mental Health Peer 
Support Worker.  

 
RELEVANT EXAMPLES OF SUCCESS 

• We have supported clients getting employed or linked up to employment services for self-
sufficiency. 

• Clients have been housed, placed in shelters, peer respite, connected to supportive housing, and 
registered in the VI-SPDAT homeless database.  

• Clients have been placed into detox programs and entered substance abuse rehabilitation 
programs. 

• Clients have been supported and completed the legal process of probation and supported with 
other legal issues with positive outcomes.  

• We have connected clients to many resources in the community for financial assistance with 
security deposits, utility bills, past due rents, and first month’s rent to obtain or maintain their 
housing.  

• We have supported clients with issues involving their Social Security Disability Income (SSI/SSDI) 
payments, debit cards and overpayments.  

• We have supported clients with hording cleanup assistance and post clean-up support.  

• We have connected clients to in-home support services and other community independent living 
programs and services to support their desire for independence with the least amount of 
support.   

• We have connected clients to financial aid for going back to school. 
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OUTREACH ACTIVITIES 
 
The following table describes the settings in which the potential responders were engaged.  

PEI P1 PLAN – Office of Consumer Affairs  

 
FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS  

Type of Setting(s)   
(ex: school, community center) 

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

7/7/17 Litteral House Clients 

8/22/17 The Hub Clients, Clinicians 

11/14/17 Home First Clients, clinicians 

3/08/18 VA 
05/19/18 Gilroy Mental 
Health Fair 
05/23/18 Gilroy Clinic 
06/14/18 Mariposa 
Alcohol Treatment & Drug 
Addiction & Recovery Center  
06/14/18 Pathways 
Addiction Services 
06/25/18 Gilroy Veterans 
Hall  
07/18/18 American 
Legion Hall 

Veterans, clients, clinicians 

3/21/18 Litteral House clients 

  4/24/18 Re-entry Center Homeless, clients, health care providers 

5/19/18 Gilroy MH Fair General public, clients, providers 

  5/23/18 Gilroy Clinic Clinicians, doctors 

6/14/18 Mariposa  Recovery Clients, clinicians 

 6/25/18 Gilroy Veteran's Hall Veterans, clients, clinicians 

7/18/18 American Legion Clients, general public 
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Race (n=262)  % 

American Indian or Alaska 
Native 

11 

Asian 10 

Black of African American 3 

Native Hawaiian or other Pacific 
Islander 

7 

White 34 

Other 14 

More than one race 2 

Declined to Answer 18 

Primary Language (n=109) % 

English 86 

Spanish 5 

Other Non-English 9 

Sexual Orientation* N/A 

Disability Status* N/A 

Veteran Status* N/A 

Current Gender Identity 
(n=1177) 

% 

Male 14 

Female 10 

Decline to Answer 76 

Assigned sex at birth*  N/A 

Age Group (n=1369) % 

CYF (0-15) < 1 

TAY (16-25) 2 

Adults (26-64) 91 

Older Adults (65+) 5 

Declined to Answer 2 

*Data not available. 
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PEI P2 PLAN – Dependency Advocacy Center 

 
DEPENDENCY ADVOCACY CENTER (DAC) provides the Mentor Parent Program, a program designed to 
provide guidance to parents in the child welfare system who are struggling with drug and/or alcohol 
addiction. This program provides the opportunity for parents involved in the child welfare system and 
Dependency Wellness Court (DWC) to be paired with a Mentor Parent who has first-hand experience 
navigating the system and supporting recovery efforts. 
 
UNDUPLICATED NUMBER SERVED: 244 
NUMBER OF INDIVIDUAL FAMILY MEMBERS: 147 
 
POSITIVE RESULTS 

• DAC has been able to support DWC clients with Mentor Parents that are bilingual. 

• Outreach efforts continue, to engage fathers. 

• Research done through a partnership with San Jose State University School of Social Work noted 
the percentage of parents who were able to reunify or in progress of reunification with their 
child was higher among program graduates than clients who withdrew before graduation.  

• Research also showed that clients achieved greater self-sufficiency in all areas over the course of 
their participation in DAC and DWC services. 

 
IMPLEMENTATION CHALLENGES 

• Engagement of fathers into this program has been a challenge. 

• Engagement of parents in custody and advocating for incarcerated parents to have the 
opportunity to participate in Dependency Wellness Court (DWC) continues to be a challenge. 

 
LESSONS LEARNED 

• Efforts to engage the underserved population of fathers and incarcerated parents requires an 
increase in outreach and advocacy.  

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

 
RELEVANT EXAMPLES OF SUCCESS 

• 85% of graduates were able to reunify or were working towards reunification with their 
child(ren). 

• Parents felt more self-sufficient and overall improvement in their wellbeing was reported. 
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 PEI P2 PLAN – Dependency Advocacy Center 

 
FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS  

 
  

Veteran Status (n=2) % 

Yes 100 

Assigned sex at birth 
(n=243)  

% 

Male 41 

Female 59 

Current Gender 
Identify (n=244) 

% 

Male 38 

Female 54 

Transgender 0 

Genderqueer 0 

Questioning or Unsure 
of Gender Identity 

0 

Another Gender 
Identity 

0 

Decline to Answer 8 

Age Group (n=244) % 

CYF (0-15) 0 

TAY (16-25) 14 

Adults (26-64) 86 

Older Adults (65+) 0 

Race (n=110)  % 

American Indian or Alaska 
Native 

5 

Asian 18 

Black of African American 15 

White 56 

Declined to Answer 5 

Ethnicity (n=275) % 

Hispanic/Latino 36 

Non-Hispanic/Latino 64 

Primary Language (n=241) % 

English 89 

Spanish 10 

Vietnamese 1 

Sexual Orientation (n=244) % 

Heterosexual or Straight 73 

Gay or Lesbian 0 

Bisexual 1 

Queer 0 

Questioning or unsure of sexual 
orientation 

0 

Another Sexual Orientation 1 

Declined to Answer 23 

Disability Status (n=244) % 

Yes (Overall) 17 

Difficulty Seeing 5 

Mental Domain 3 

Physical/Mobility Domain 2 

Chronic Health Condition 2 

Other 5 

No 73 

Declined to Answer 10 
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PEI P2 PLAN – Nurse-Family Partnership Program 

 
THE NURSE-FAMILY PARTNERSHIP PROGRAM is an intensive Public Health Nursing home visitation 
program for low-income, first time mothers and their families. A Public Health Nurse is paired with a 
pregnant, first time mom, who follows the client through pregnancy, delivery, and until the child is age 2 
years old. 
 
UNDUPLICATED NUMBER SERVED: 305 
NUMBER OF INDIVIDUAL FAMILY MEMBERS: 158 
 
POSITIVE RESULTS 

• NFP has found innovative ways to problem solve staffing changes by training a Generalist PHN 
into the NFP Program as a reserve PHN.  She will continue to provide home visiting services to 2-
3 clients and will serve as a backup PHN to future staff who will be out on medical leave or 
retirement 

• NFP successfully hosted an NFP Graduation on October 15, 2018.  They had 29 graduates from 
the program. 

• NFP successfully hosted the NFP Store event on June 12, 2018. At this event, NFP clients receive 
free items for participating in the program.  There were 69 clients who attended the NFP Store 
event. 

 
IMPLEMENTATION CHALLENGES 

• Staffing changes (i.e. Leaves, Retirements, County contract negotiations, Promotions, Transfers 
to other Public Health program outside of NFP) affected caseload building and capacity. 

• Client attrition (i.e. moving out of area to less expensive area) 

• Not enough staff to properly serve high risk/vulnerable areas, such as in South County 

• The client resources needed in the community were not available or difficult to obtain (i.e. 
Housing, childcare). 

 
LESSONS LEARNED 

• Continued outreach in the community is important to maintain a steady flow of client referrals 

• Partnering and collaborating with other community agencies is vital in obtaining needed 
resources for clients 

• Continued contact with clients during staffing changes is important in keeping clients engaged 
with the program and to decrease attrition 

 
RELEVANT EXAMPLES OF SUCCESS 

• 100% of mothers who delivered during this time period initiated breastfeeding. 

• There were no children during this time period that required an emergency room visit or 
hospitalization for injury or ingestion 
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• Of the 15 children that were screened using the ASQ during this time period, 2 children were 
identified as needing further evaluation. The PHNs provided education on developmental 
activities, as well as continued to monitor these children for the need of possible linkage to 
developmental resources 

 

PEI P2 PLAN – Nurse-Family Partnership Program 

 
FISCAL YEAR 2019 PROGRAM DEMOGRAPHICS  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Data not available  

Race (n=305)  % 

American Indian or 
Alaska Native 

1 

Asian 16 

Black of African 
American 

1 

Native Hawaiian or 
other Pacific Islander 

1 

White 60 

Other 0 

More than one race 1 

Declined to Answer 20 

Ethnicity (n=305) % 

Hispanic/Latino 72 

Non-Hispanic/Latino 21 

Declined to Answer 7 

Primary Language 
(n=305) 

% 

English 47 

Spanish 40 

Cantonese < 1 

Filipino Dialect < 1 

Vietnamese 6 

Other Non-English 6 

Russian  

Age Group (n=305) % 

CYF (0-15) 48 

TAY (16-25) 31 

Adults (26-64) 63 

Older Adults (65+) 0 

Sex Assigned at Birth* N/A 

Sexual Orientation* N/A 

Veteran Status* N/A 

Disability Status 
(n=305) 

% 

Yes 31 

-Difficulty Seeing 0 

-Difficulty hearing, or 
having speech 
understood 

< 1 

-Chronic Health 
Condition 

52 

-Mental Domain 29 

-Physical/Mobility 
Domain 

0 

-Other 18 

No 69 

Current Gender 
Identify (n=305) 

% 

Male 26 

Female 74 

Transgender 0 

Genderqueer 0 

Questioning or Unsure 
of Gender Identity 

0 

Another Gender 
Identity 

0 

Decline to Answer 0 
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PEI P2 PLAN – Reach Out and Read 

 

REACH OUT AND READ (ROR) is an early literacy and education program, administered by the Valley 

Medical Center Foundation, in partnership with Santa Clara Valley Medical Center (SCVMC) pediatric 

clinics to make early literacy promotion an essential part of pediatric health care. ROR is an evidence-

based practice that has been demonstrated to increase the frequency of parents reading to their 

children, improve parent child relationships, and increase kindergarten readiness for participating 

children. At every well-child check-up, from six (6) months through five (5) years, pediatric providers give 

each child a new and developmentally appropriate book to take home and read with parents.  Physician 

screening for developmental delays is part of the program, and children with identified developmental 

delays are referred to specialists for further services to ensure that problems are addressed early, before 

adverse effects are fully realized in a school setting 

 
UNDUPLICATED NUMBER SERVED: 556 
 
POSITIVE RESULTS 

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

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

IMPLEMENTATION CHALLENGES 

• Obtaining consistent engagement and support from pediatricians in various clinics due to 
transitions of MD staff and residents is an ongoing challenge for the program. 

• Another issue the program faces is capturing accurate data on the numbers served through ROR 
due to limited staffing support for this program. 

 
LESSONS LEARNED 

• The program has learned that there is a need to develop more robust tracking method to ensure 
follow through and follow up with families engaged in the ROR program.  

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

PEI P2 PLAN – Reach Out and Read 

 
RELEVANT EXAMPLES OF SUCCESS 

• 30% of parents surveyed reported their relationship with their child has greatly improved, and 
23% of parents surveyed reported that their relationship with their child has somewhat improved 
after enrolling in the program. 
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FISCAL YEAR 2019 PROGRAM DEMOGRAPHICS 

  
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

*Data not available. 

Race/Ethnicity 
(n=201)  

% 

American Indian or 
Alaska Native 

0 

Asian 40 

Black of African 
American 

13 

Native Hawaiian or 
other Pacific Islander 

3 

White 22 

Other 2 

More than one race 17 

Declined to Answer 1 

Primary Language 
(n=555) 

% 

English 43 

Spanish 46 

Chinese Dialect 1 

Filipino Dialect 2 

Vietnamese 4 

Other Non-English 4 

Russian < 1 

Sexual Orientation 
(n=556) 

% 

Declined to Answer 100 

Disability Status 
(n=556) 

% 

Declined to Answer 100 

Veteran Status 
(n=556) 

% 

Yes 0 

No 100 

Assigned sex at birth 
(n=556)  

% 

Male 0 

Female 0 

Decline to Answer 100 

Current Gender 
Identify* 

N/A 

Age Group (n=556) % 

CYF (0-15) 100 

TAY (16-25) 0 

Adults (26-64) 0 

Older Adults (65+) 0 
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PEI P2 PLAN – School Linked Services: School Based Program 

 
SCHOOL LINKED SERVICES (SLS) program portion supports 11 school district partners and schools. As a 
response to the need for enhanced school-based service coordination, School Linked Services (SLS) are designed 
to prevent, reduce, and eliminate emotional and behavioral challenges that may be inhibiting academic success 
and family wellness for elementary and middle school-aged youth. Services aim to understand students’ needs, 
and link students and their families to the appropriate level of mental health services in the home, school, and 
community. This program utilizes school campuses as a hub for service delivery to improve access to and 
coordination of services among students and their families. 
 
To best support children’s successes in school, SLS provides services to students and families that aim to improve 
knowledge, attitude, and behavior relative to academic success and family wellbeing. Based on medical necessity, 
children and youth are referred to SLS Prevention and Early Intervention (PEI) or SLS clinical services. 
 
For students with higher needs, SLS clinical services provide long-term clinical services such as psychiatry, 
individual therapy, family therapy, and medication support. In order to receive SLS clinical services, youth must 
meet medical necessity and Medi-Cal eligibility. All services are co-located at school sites. 
 
The attached report provides demographic and outcome data for the SLS program. 

 

PEI P2 PLAN – School Linked Services (SLS) Coordinators   

 

SCHOOL LINKED SERVICES (SLS) COORDINATORS PROGRAM The School Linked Services (SLS) Program 

through the SLS Coordinators at the thirteen (13) school districts provides family engagement and 

service coordination for students and families to community resources. Service linkage may pertain to, 

but not limited to, behavioral health services, food, and clothing. Family engagement programs relate to 

prevention and early intervention, including parenting skills, anti-bullying and health education 

workgroups. 

UNDUPLICATED NUMBER SERVED: 6,273 
 
POSITIVE RESULTS 

In Fiscal Year (FY) 2018, SLS program provided 6,273 unduplicated students and their families with SLS-
related services, including linkages to behavioral health services and workshops on family engagement. 
The SLS Coordinators administered 528 post surveys in FY 2018. The surveys were administered after a 
family engagement event at schools.  Following their participation in SLS activities, 76% of families felt 
strongly that the SLS family engagement activity or event provided them with tools to improve their 
children’s academic success. The events also taught parents how to advocate for their children (71%), 
how to support their children’s health and well-being (69%) and who to go to for help at school (78%). In 
addition, almost all families expressed that their experience participating in a SLS activity or event made 
them feel much more comfortable and welcomed (86%) and connected to the school community (78%). 
Nearly all families said they learned things that would help them change the way they interact with their 
children (75%) and learned about available resources for their families (75%).  The majority of families 
who attended an SLS activity would recommend the activity to other parents (91%). 
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IMPLEMENTATION CHALLENGES 

Part of SLS program implementation includes data collection. One improvement area of the SLS program 
is streamlining data collection processes. Collecting data from families, school data systems, and SLS 
Coordinators make it complex to enter and streamline all data variables into one data system. SLS 
program is partnering with school districts and County Office of Education on the DataZone project to 
help streamline data collection and analysis. In FY 2019, an SLS application was created in DataZone to 
allow three of the 13 partnering districts to pilot a streamlined data collection system.   
 
LESSONS LEARNED 

Schools are often seen by community members and family as natural community settings, and 
partnering with schools is critical in reaching and providing behavioral health and wellbeing family 
engagement services to students and families. Having a point person, such as the SLS Coordinators, at 
the school and district level is important in streamlining services and resources among students and 
families. Some school districts informed BHSD that prior to implementing SLS with SLS Coordinators, 
districts were not aware of services (e.g., basic community resources and mental health services) being 
offered and organizations being located at their school sites. 
 
RELEVANT EXAMPLES OF SUCCESS  

Overall, 76% of service referrals provided by the SLS Coordinators at the school site or district level 
resulted in successful linkage in FY 2018. The SLS qualitative assessment in FY 2018 with the SLS 
Coordinators at the 13 school districts yielded a few themes related to the impact of SLS on school 
systems. The following are some case samples:  

 

• SLS strengthens school partnerships with community agencies and providers. One of the SLS 
Coordinators at the Alum Rock Union School District (ARUSD) developed partnership with South 
Baptist Community Church to allow English Language Learning students to receive free weekly 
tutoring by the pastors at the church. The church typically implements a summer camp through a 
fee. To ensure families have access to summer tutoring programs, the Church has provided 
admission to the camp free of charge to ARUSD students.  At Mount Pleasant Elementary School 
District (MPESD), the SLS District Coordinator partnered with multiple agencies (e.g., Foothill 
Community Health Center, Bill Wilson and Alum Rock Counseling Center) to provide anti-bullying 
presentations and workshops to students. This was the first time the District has partnered with 
multiple agencies to provide an anti-bullying program.  

• SLS allows schools to address the rising social-emotional wellbeing needs of students through 
preventive engagement programs. At the Milpitas Unified School District, the SLS District 
Coordinator implemented mindfulness practice, every Friday, with fourth, fifth and sixth grade 
students at Rose Elementary School. This engagement activity reached 165 students. At Campbell 
Union School District (CUSD), students and families referred to counseling services also participated 
in SLS-sponsored folklorico classes. Families reported being “happier” after participation in the 
classes and mentioned that their children were able to learn more about and embrace their cultural 
background. 

• SLS helps students to improve their academic and behavioral wellbeing. At both CUSD and ARUSD, 
students enrolled in a SLS-sponsored tutoring program (e.g., Sylvan Tutoring) saw a one-grade level 
increase in their math assessment from pre to post intervention. The SLS at MPESD helped a student 
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from being referred to the office every week for behavioral issues to receiving a scholarship to a 
summer robotics program. The student and family worked with the SLS District Coordinator 
throughout the school year to positively transform the student’s behavior and academic prospects.  

 
OUTREACH 
Approximately 200 potential responders were reached during this reporting period. At schools, the types 
of responders involved School Linked Services Coordinators, teachers and school administrators. In faith-
based organizations, the types of responders involved parents/guardians, students/children, community 
leaders and school administrators. 
 

Type of Setting(s)   
(ex: school, community center) 

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

 Schools  School Linked Services Coordinators, teachers, and school administrators. 

 Faith-based organizations  Parents and guardians, students/children, community leaders, school 

administrators.  

 

ACCESS AND LINKAGE TO TREATMENT STRATEGY 
 

Number of individuals with SMI or SED referred to BHSD treatment system (includes county and 
CBO providers):  

 

The SLS program provides resource and linkage referrals through a universal prevention approach. 
To this end, all families and students are able to receive referrals to basic community resources and 
BHSD services based on different referral sources. Given the service referral is a universal prevention 
approach, SLS program does not capture data on whether referred individuals have SMI, SED or not.    

 
IMPROVING TIMELY ACCESS TO SERVICES FOR UNDERSERVED POPULATIONS STRATEGY 
 

Target population: Students and family members at the 13 partnering school districts 

Number of referrals to a Prevention program: 5,157 

Number of referrals to an Early Intervention program: 544 

Number of individuals followed through on referral & engaged in early intervention treatment 
services: Overall, of the 5,701 total referrals (i.e., prevention and early intervention), 4,462 were 
successfully linked (76%) 

Number of referrals to BHSD treatment system (beyond early onset): SLS program focuses on 
universal prevention and early intervention program referrals; not beyond early onset.  
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PEI P2 PLAN – School Linked Services (SLS) Coordinators   

 
FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

*Note: Data not available. 

  

Category % 

Gender   

Male 54 

Female 46 

Declined to Answer < 1 

Age Group 
 

CYF (0-15) 94 

TAY (16-25) 6 

Declined to Answer < 1 

Race/Ethnicities 
 

Hispanic/Latino 77 

Asian/Pacific Islander 9 

White 6 

African American 3 

Multiracial 4 

Declined to Answer 1 

Primary Language  

English 37 

Spanish 56 

Vietnamese  4 

Other 3 

Sexual Orientation* N/A 

Disability* N/A 

Veteran Status* N/A 



35 
 

PEI P2 PLAN – Triple P (Positive Parenting Program)  

 
TRIPLE P (POSITIVE PARENTING PROGRAM) is a parenting series implemented throughout Santa Clara 
County to support families in learning positive parenting techniques to foster positive relationships in 
the family and reduce challenging behaviors in children zero through 12. Triple P provides various levels 
and lengths of workshops to support various behavioral and parenting challenges (levels 2, 3, 4, and 5). 
 
UNDUPLICATED NUMBER SERVED: 49 
  
POSITIVE RESULTS 

• Santa Clara County is able to provide various levels of Triple P to meet the various needs in the 
community, from targeted 3 day workshops addressing specific behavioral topics (level 2) to 8 
session groups, workshops or individual sessions addressing overall positive parenting (level 4) to 
sessions focused on co-parenting, divorce or separation, and parental mood and adjustment 
(level 5). 

• Lower level services (level 2 and 3) geared towards specific behavioral topics through 3 day 
workshops provided high referrals and retention for providers facilitating these levels of service. 

• Services are provided in various community settings, such as schools or family resource centers. 
 
IMPLEMENTATION CHALLENGES 

• Turnover of staff trained in various levels of Triple P, making recruitment for level 5 trainings 
difficult as this requires the completion of lower level 4 training. 

- Difficulty sustaining attendance for group Triple P workshops. Providers who participate in the 
various trainings do not always stay in their employment which reduces the agency’s ability to 
provide this service to families they serve. 

 
LESSONS LEARNED 

• Supporting training opportunities for individuals motivated to sustain their current employment 
and utilize this evidenced base practice in their work through an application process proved 
more return on investment than opening up training opportunities to all providers within Santa 
Clara County. 

 
RELEVANT EXAMPLES OF SUCCESS 

• Parents/caregivers that participate in Triple P services have expressed value in the information 
they acquired from the workshop and have been able to implement change within their family. 

• Service providers who have been trained in various levels of Triple P have expressed their 
appreciation of tools that they can utilize to support families that require parenting support  
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PEI P2 PLAN – Triple P (Positive Parenting Program) 

 
FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS  

All data are for parents in the program 
 

 
 
 
 
 
 
 
 

  

Race (n=18) % 

Asian 16 

White 83 

Ethnicity (n=52) % 

Hispanic 65 

Non-Hispanic 35 

Primary Language (n=49) % 

English 100 

Sexual Orientation (n=49) % 

Declined to Answer 100 

Disability Status (n=49) % 

Yes 0 

No 100 

Veteran Status (n=49) % 

Yes 0 

No 0 

Declined to Answer 100 

Assigned sex at birth 
(n=49) 

% 

Male 6 

Female 94 

Current Gender Identify 
(n=49) 

% 

Male 0 

Female 0 

Transgender 0 

Genderqueer 0 

Questioning or Unsure of 
Gender Identity 

0 

Another Gender Identity 0 

Decline to Answer 100 

Age Group (n=49) % 

CYF (0-15) 0 

TAY (16-25) 0 

Adults (26-64) 100 

Older Adults (65+) 0 
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PEI P3 PLAN – RAISING EARLY AWARENESS CREATING HOPE (REACH)  

 

RAISING AWARENESS CREATING HOPE (REACH) is a collaborative effort between Momentum for Mental 
Health and Starlight Community Services. Together, REACH is committed to providing early intervention 
and prevention services throughout Santa Clara County . Our mission is to raise awareness and 
understanding of mental illness, specifically early signs of psychosis, within the community while offering 
culturally competent and evidence-informed treatment to underserved youth and young adults, ages 10-
25, and their families. 

Program services include case management, therapy, psychiatry, occupational therapy, education and 
employment support, peer and parent mentorship, and various groups, including Multi-Family Group. 

 
UNDUPLICATED NUMBER SERVED: 78 
NUMBER OF INDIVIDUAL FAMILY MEMBERS: 130 
TOTAL NUMBER OF POTENTIAL RESPONDERS (OUTREACH AUDIENCE): 1365 
 
POSITIVE RESULTS 

• Consumers meeting their treatment goals, graduating from the program, and/or transitioning to 
lower level of care within 12 months of service 

• Consumers and their families are actively engaged in services, attending MFG, therapy sessions if 
needed 

• Increase in the number of outreaches, screenings and referrals which led to an increase of 
consumers served 

• Increase in the level of collaboration and partnership with schools 

• Increase in the number of outreaches to school settings 

• School staff and administration are receptive to outreaches and reinforce techniques they can 
utilize with students to build skill sets and awareness. 

 
IMPLEMENTATION CHALLENGES 

• There is a lack of training in the Structured Interview for Prodromal Symptoms (SIPS) measure, 
Cognitive Behavior Therapy for Psychosis (CBTP) training certifications, and training refreshers in 
Multi-Family Groups, PIER model.  

• Maintaining fidelity to the models used 

• Receiving appropriate referrals with early symptoms to psychosis not primarily related to 
substance abuse or trauma. 

• Hiring, retaining, staff  

• Finding appropriate linkage or step down for consumers under the age of 18 on an anti-psychotic 
medication. PCP’s are hesitant to take over the medication support and there is no step down for 
mediation support and case management.  Transfer processes from our program to a Health 
Center and Primary Care Physician (PCP) can take 6 to 8 months for the due to delays.  
 

LESSONS LEARNED 

• Maintain in-the-know of new interventions, training, and education for this population.  

• Continue building relationships with other entities (i.e. schools, providers, health systems) to 
identify school, community, and individuals needs and to increase collaboration, awareness and 
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referrals.  

• There is an ongoing need to retain and hire skilled and dedicated staff to provide services to this 
specific population. 

• It is important to reiterate to outreach attendees to provide referrals early to reduce the time of 
untreated mental illness  

• With the challenges in linking adult clients a step down program that will provide medication 
services and light case management, REACH has taken a proactive approach and will work with 
the client, link them to a PCP at the same clinic and, then we begin titration of services down to a 
level that mirrors the health center, to assist with the transfer process.  At the same time, the 
REACH supervisor will assist with the transfer and will provide weekly communication and follow 
up emails to review the status of the transfer.  
 

RELEVANT EXAMPLES OF SUCCESS 

• An increase in capacity to server more clients by the REACH program.  

• An increase in outreach has shown an increase in screenings and referrals.  

• Due to ongoing psychoeducation about mental illness and the program model, family 
participation in MFG groups have increased. 

• We responded rapidly to referrals (less than 24 hours) to engage individuals in a timely manner. 

• REACH has been working with schools which has led to several trainings request in identifying 
early warning signs and obtain support, which has led to quality referrals from school social 
workers.  

 
OUTREACH ACTIVITIES 
A total number of 1,365 potential responders were reached during this reporting period. The following 
table describes the settings in which the potential responders were engaged.  
 

Type of Setting(s)   
(ex: school, community 
center) 

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

School District Offices Administrators (Superintendents, Director of Student Services, etc), School 
staff, Parents, Students, ELAC meeting coordinators,  

School Districts Social Workers and Counselors, School Linked Services Coordinators 

Elementary schools Administrators, School coordinators, Students, Teachers, Academic 
Counselors, Counselors, Social Workers, School Psychologist, 
Parents/caregivers of students 

Middle schools Administrators, School coordinators, Students, Teachers, Academic 
Counselors, Counselors, Social Workers, School Psychologist, 
Parents/caregivers of students 

High schools Administrators, School coordinators, Students, Teachers, Academic 
Counselors, Counselors, Social Workers, School Psychologist, 
Parents/caregivers of students 
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Charter Schools Middle school students, Teachers 

Continuation/Charter 
school 

Administrative staff, Students, Teachers 

Colleges/Universities Students, Professors, Interns 

Behavioral Health 
Providers 

Managers, Clinicians, Paraprofessionals, Case Managers, Psychiatrists, 
Mentors, Leadership Team 

Residential facilities  Staff, Non-clinical staff, Clinicians,  

Hospitals Clinicians, Social Workers, Urgent Care department 

Community Centers Staff, Community (families, adults, youth, children), Clinical Staff, Non-
Clinical Staff, Peer mentors, Community leaders and organizers 

Day Care Centers Staff, Parents 

Migrant Advisory 
Committee 

Parents, School staff 

Conferences College students, staff, professors. 

REACH call line Clinicians, Community members, MD, Families, School staff 

Health Fairs   Community members, Community Organizers 

Mexican Consulate Community, Staff, Community leaders/organizers 

Mental Health Day MDs, Nurses, Health providers 
Santa Clara County 
Public Health 
Department 

Mental health providers 

Mental Health First Aid 
Instruction Class 

Mental health providers, Peer mentors. 

Mid Pen Housing Adults and children  

NAMI of Santa Clara 
County 

Paraprofessionals, Administrative staff 

 

Number of individuals with SMI or SED referred to BHSD treatment system (includes county and CBO 
 providers):  94 

 

Type(s) of treatment referred to: 

Individuals were connected to other levels of care within the Behavioral Health Services Department.  
Levels of care include Transitional Age Youth (TAY) Outpatient, Full Service Partnership (FSP), Wellness 
Centers.  Individuals were also referred to School counseling services. 
 

Number of individuals who followed through on referral & engaged in treatment: 41 
 

Average duration of untreated mental illness: 2-3 months  
 

Average time between referral and participation in treatment:  16.8 days 
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Improving Timely Access to Services for Underserved Populations Strategy: 

 

Target population: African American, American Indian, and Vietnamese ethnic populations      

Number of referrals to a Prevention program:  58 

Number of referrals to an Early Intervention program: 31 

Number of individuals followed through on referral & engaged in early intervention treatment 
services: 27 

 

Average time between referral and participation in treatment: 16.8 days 

Number of referrals to BHSD treatment system (beyond early onset): 4 
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PEI P3 PLAN – Raising Early Awareness Creating Hope (REACH)   

 
FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS 

 
  Race (n= 78) % 

American Indian or Alaska Native 1 

Asian 6 

Black of African American 7 

White 8 

Other 56 

More than one race 21 

Ethnicity (n= 78) % 

Hispanic/Latino 58 

Non-Hispanic/Latino 42 

Primary Language (n= 78) % 

English 68 

Spanish 29 

Vietnamese 3 

Sexual Orientation (n= 78) % 

Gay or Lesbian 4 

Heterosexual or Straight 58 

Bisexual 9 

Questioning or unsure of sexual 
orientation 

1 

Another sexual orientation 23 

Declined to Answer 5 

Disability Status (n= 78) % 

No 100 

Veteran Status (n= 78) % 

No 100 

Assigned sex at birth (n= 78) % 

Male 44 

Female 56 

Current Gender Identify (n= 78) % 

Male 44 

Female 56 

Age Group (n= 78) % 

CYF (0-15) 40 

TAY (16-25) 60 



42 
 

PEI P1 PLAN – LAW ENFORCEMENT TRAINING 

LAW ENFORCEMENT LIAISON (LEL) AND INTERACTIVE VIDEO SIMULATION TRAINING (IVST) provides a 

collection of support mechanisms for police officers— who are often the first to respond to a mental 

health crisis— because police officers’ ability to assess a situation and respond appropriately is critical in 

creating positive outcomes. The County’s Law Enforcement Liaison (LEL) Team provides specialized 

training, including trauma-informed police training, to improve officer responses to people with mental 

health issues, while also working to enhance relationships with law enforcement through greater 

collaboration and information sharing so that officers can support individuals they come into contact 

with by connecting them with mental health services. Additionally, the LEL Team develops and 

implements Interactive Video Simulation Trainings (IVST) for officers looking to increase their ability to 

interact more effectively and safely with those experiencing a mental health related crisis. 

Law Enforcement Liaison (LEL) Team 

In Santa Clara County, mental health professionals from BHSD provide specialized trainings to police 

officers through the LEL Team to improve their responses to a person with a mental health issue. The 

mission of the LEL Team is to build and enhance teamwork, training, discussion, and collaboration with 

law enforcement agencies throughout the County. The ultimate goal of the LEL Team is to provide police 

officers with the support and tools they need to improve their responses to someone experiencing a 

mental health crisis. The training is also meant to provide law enforcement departments with 

information, so they can help residents get the mental health services and support they need. 

Interactive Video Simulation Training (IVST) 

One of the hallmarks of the LEL Team is the ongoing development and implementation of IVST. IVST is 

a four-hour program that was developed for officers to increase their ability to interact more effectively 

and safely with those experiencing a mental health related crisis. The focus is on greater understanding, 

sensitivity, recognition, and effective de-escalation techniques. As part of the training, participants 

apply what they have learned in interactive video simulations. These simulations depict people 

experiencing a myriad of mental health related challenges. 

Trauma-Informed Policing 

In order to cultivate and sustain effective relationships with the individuals police officers come into 

contact with, it is critical for police officers to able to recognize and address trauma. Trauma-Informed 

Policing trainings present a framework for law enforcement which acknowledges the prevalence of 

trauma and its related symptoms and employs response tactics accordingly. Some of the key elements 

of trauma-informed police training include identifying signs and symptoms of trauma and learning 

appropriate genera- and situation specific (e.g., interaction with victim of domestic violence) trauma-

informed responses. 
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Mobile Response to a Crisis (De-escalation) 

Law enforcement or contracted law enforcement liaisons act as liaisons between BHSD, especially the 
MCRT team and Law Enforcement Agencies, to identify services or treatments that are most appropriate 
to meet the individual’s needs. Depending on the level of risk, mobile crisis staff may provide immediate 
support to stabilize the person and then make a same-day referral to a mental health clinic, or arrange 
transportation for people experiencing crisis to Emergency Psychiatric Services (EPS) or Mental Health 
Urgent Care (MHUC) as needed. The mobile crisis team may also place 5150 involuntary holds. Mobile 
crisis staff are co-located with MHUC and in Gilroy and are trained to meet the specific needs of youth, 
adults, and older adults. 

POSITIVE RESULTS 

On several occasions, police officers have contacted the LEL team after receiving training to share 
positive results.  This usually involves the police officers using techniques discussed in the class provided 
by LELs on how to communicate with those with mental illnesses and have better outcomes.  It is 
common to hear from past attendees that they tried the techniques and were actually able to better 
communicate and de-escalate the encounter. 
 
IMPLEMENTATION CHALLENGES 

The LEL program works best when as many Law Enforcement Officers are aware of the training and 
resources available for Law Enforcement via the LELs and Behavioral Health Department.   Reaching the 
thousands of law enforcement officers in the county is time consuming. The work shifts, work dates and 
schedule demands and police department priorities all have an effect on when they can attend training 
we offer or refresher sessions.  
 
LESSONS LEARNED 

De-escalation is a perishable skill that needs to be practiced and maintained for effectiveness.   Providing 
training once and never revisiting the training is not as effective as having periodic refreshers annually or 
every other year. 

 

Relationships between Law Enforcement and Behavioral Health improve with regular meetings and 
interactions.  Staff changes regularly in both Law Enforcement and Behavioral Health and these regular 
interactions help ensure consistency.     
 
RELEVANT EXAMPLES OF SUCCESS 

A local police department and the family of a client had been trying for years get the individual into 
services.  The client was not willing to accept help.  The PD and family had tried for years to show that 
the client needed a higher level of care and involvement.  The client had been arrested several times.   

 

The LEL team, the MCRT unit and the leadership of MCRT researched the client history and present the 
case to management as an individual who needed significant focus and intervention.  The result is that 
the client was placed in an appropriate care facility for better evaluation and treatment. 

 

  



44 
 

Total number of potential responders (outreach audience): __1,563____ 
 

List type of setting(s) in which the potential responders were engaged and the type(s) of potential 

responders engaged in each setting: 

 

Type of Setting(s)   
(ex: school, community center) 

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

 BHSD Staff Central Wellness   Clinicians 

 SCC Assessor's Office Staff  Staff 

 South County Re-Entry Staff Staff 

  San Jose Police Dept. (SJPD) 
CIT Academy 

Police Officers 

 SCC PSOs County Social 
Services Building 

Staff 

 San Jose PD CSO Academy Police officers 

 SCC CIT Academy at Santa 
Clara Mission Library 

 Police Officers 

Mountain View/Los Altos PD 
SWAT Team 

Police Officers 

 SCCSO Corrections Staff, Police Officers 

 SCC CIT Academy Sunnyvale 
Sunnyvale DPS 

Police officers 

 Gilroy PD Police Officers 

Stanford Dept. of Public 
Safety 

 Public Safety Staff, Officers 

 Bill Wilson Center Staff 
Santa Clara Veteran’s 
Hospital PD. Palo Alto 

Staff, Clinicians 

Veteran’s Hospital PD. Palo 
Alto 

 Police Officers 

Los Altos PD Police Officers 

Santa Clara PD  Police Officers 

SCCSO Deputies Police Officers 

Palo Alto Children’s Health 
Council Staff 

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

Police Officers 

Momentum for Mental  Staff 

SCC CIT Academy at MVPD 
Mountain View PD 

Police officers at Mountainview 

Veteran’s Hospital  
HomeFirst Veteran Services 
Homeless Outreach 

 Staff 

HomeFirst Veteran Services  Staff 

San Jose PD CIT Academy  Police Officers 

BHSD/SUTs Substance Abuse Staff, Clinicians 

South Bay Regional Explorer Staff 

 Gardner Family Health Staff, Clinicians 

 

Number of individuals with SMI or SED referred to BHSD treatment system (includes county and CBO 
providers):  __593__ 

 

Type(s) of treatment referred to: 

- Mobile Crisis Response Team 

- Mental Health Urgent care (MHUC) 

- Outpatients Services  

- Community Resources  
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PEI P4 PLAN – PRIMARY CARE/BEHAVIORAL HEALTH INTEGRATION FOR ADULTS AND 

OLDER ADULTS 

 

NEW REFUGEES PROGRAM, in collaboration with Asian Americans for Community Involvement (AACI) 

and Gardner Health Services, provides mental health prevention, outreach, and early intervention 

services that target refugees of all ages, and their families that have newly arrived in Santa Clara County 

and are unfamiliar with community mental health services or are reticent in identifying themselves or 

their family members as experiencing mental health symptoms. 

 
UNDUPLICATED NUMBER SERVED: 119   
 
POSITIVE RESULTS 

Despite some challenges, we have seen many challenges overcome and small victories won.  Clients with 
severe social anxiety are now able to sit with their family in a public place, clients who have previously 
suffered from severe PTSD have managed their symptoms to the point of being able to share part of 
their story in a public forum.  One client is now able to check her email regularly without emotional 
support, and another can sit in a doctor’s office without fighting back panic attacks.  Others have learned 
to set healthy boundaries and are enjoying stable relationships for the first time in their lives.  These 
small steps toward normalcy represent great victories for clients as they begin conquering these 
seemingly mundane tasks and reclaiming the trust and safety that were stolen from them through their 
torture experiences. 
 
AACI/CST program continues to exceed the contracted target with respect to secured basic resources 
and basic needs met. Our team takes pride in the quality of service delivery. This makes sense given the 
hierarchy of needs that our clients present with when they first enter the program. What set us apart 
from the typical mental health provider is the ability to tailored intervention to the cultural perspective, 
of clients who generally have little or no experience with the western concept of mental health services. 
Roof above their heads and food on the table are immediate needs and without that they would not be 
able to go through a recovery process.  Another finding to consider, proposed outcomes that were 
created in more stable and less turbulent political climates and our current outcomes’ achievements 
with respect to mental health and social functioning should be considered a success.  
 
IMPLEMENTATION CHALLENGES 

Current world events continue to have a huge impact in a client’s recovery process. 
Psychological/psychiatric needs for clients are primarily centered around PTSD, depression and 
anxiety.  The recent political climate in regards to immigration has intensified the anxiety our clients are 
already experiencing.  Many clients have great fear of approaching formal agencies for help (i.e. social 
services, doctor’s office, etc.) because of torture experiences in their home countries.  Political events 
have spiked numerous fears, some realistic and others spurred through community rumors, creating a 
significant barrier to access to outside services and in many cases, triggering regression in healing that 
was newly accomplished.  With recent proposals to deny immigration status to some immigrants who 
have accessed social resources, some clients have even expressed fear of coming to therapy and case 
management sessions.  Changes to the asylum process (cases being heard in reverse chronological 
order) have led to feelings of heightened anxiety for new applicants. They have very limited time and 
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resources to find and afford legal representation, prepare their case, and prepare psychologically for 
their proceedings.  Conversely, those who have been waiting for years now must wait even longer, 
leading to feelings of hopelessness and overwhelm when they realize that their indefinite waiting period 
will now last even longer. 
 
LESSONS LEARNED 

Access to care has always been a concern with traumatized refugee population; however, we observed 
that it was becoming an increasing concern because of barriers to services. In regard to PTSD, the adage 
“time heals all wounds” is absolutely false.  If a refugee is not actively receiving culturally competent 
trauma treatment, PTSD symptoms tend to get worse over time.  This is why we see refugees suffering - 
even decades after finding asylum in the United States; without treatment, without processing the 
trauma in a safe environment and having one’s physiological arousal modulated - remains just as 
symptomatic and feeling even more helpless. Mental healthcare (and physical health care) must often 
take a back seat to more immediate needs for these individuals. Clients that are long standing are having 
difficulty because of re-traumatization and because of the unique nature of living in the bay area of San 
Jose.  The housing market in this area means that the majority of our clients must commute (sometimes 
taking 3 busses and paying $15) for long periods of time to access services. Similarly, in order to afford to 
live in even substandard housing and keep food on the table, most of our clients are forced to work 
several jobs. Their priorities are to access basic services such as childcare and food-banks (in languages 
that are not their own), and balance their own trauma related symptomatology. As is often the case, 
most of our clients sacrifice their own well-being in order to provide for their families and do not feel 
they can make time for therapy services. 

 
RELEVANT EXAMPLES OF SUCCESS 

Over the past year, a concern about changes (actual or proposed) to immigration policy has been 
pervasive among refugees’ clients. Previously, clients who had refugee legal status tended to feel pretty 
secure in their immigration status, but over the past months this has changed. Clients, who have a 
refugee or asylum status, or even green card holders, are increasingly concerned that they will 
experience problems to adjust their status in the future. Longer wait times for processing of green card 
applications and for scheduling naturalization interviews have contributed to the overall anxiety. In 
addition, proposed changes to the public charge rule has significantly increased fear among clients that 
accessing health care services, including mental health services, nutrition services (even non-
government affiliated food pantries), and apply for benefits such as SSI will prevent them from obtaining 
asylum becoming legal permanent residents, and/or becoming US citizens. Reassurances and education 
by CST staff and client attorneys are somewhat helpful in ameliorating clients’ anxieties, but in an era of 
uncertainty, our clients understand that policies may continue to change in ways that would be 
unfavorable to them or harm their immigration prospects. Those clients that we have been able to 
successfully support through the process of connecting with legal support and going through the process 
(especially people who are able to get citizenship) generally experience a reduction in symptoms as a 
result of decreased stress.     
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PEI P4 PLAN – New Refugees Program  

 
OUTREACH ACTIVITIES 
A total number of 2,989 potential responders were reached during this reporting period. The following 
table describes the settings in which the potential responders were engaged.  

 

Type of Setting(s)   
(ex: school, community center) 

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

 AACI Potential clients: refugees, survivors of torture 

 Adult School Potential clients: refugees, survivors of torture 

 Alum Rock Library Potential clients: refugees, survivors of torture 

   Bazar Norooz Potential clients: refugees, survivors of torture 

 Business owners Business owners 

 Christmas Party Refugees, survivors of torture 

 City Team Potential clients: refugees, survivors of torture 

 Community Potential clients: refugees, survivors of torture 

 Community business Potential clients: refugees, survivors of torture 

 Cypress Community Center Potential clients: refugees, survivors of torture 

 Dollar Value Potential clients: refugees, survivors of torture 

 East Carnegie Branch Library Potential clients: refugees, survivors of torture 

 Edenvale Branch Library Potential clients: refugees, survivors of torture 

 Employment Connections Job Fair Potential clients: refugees, survivors of torture 

 Escuela Popular Potential clients: refugees, survivors of torture 

 Grace Adult Daycare Potential clients: refugees, survivors of torture 

 Great Mall Potential clients: refugees, survivors of torture 

 Halal Food Potential clients: refugees, survivors of torture 

 Health and Music Festival Potential clients: refugees, survivors of torture 

 Hillview Branch Library Potential clients: refugees, survivors of torture 

 Home First Potential clients: refugees, survivors of torture 

 Independence Adult School Potential clients: refugees, survivors of torture 

 International Rescue Committee (IRC) 

  

Potential clients: refugees, survivors of torture 
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 Iranian Business Potential clients: refugees, survivors of torture 

 Iranian Group Potential clients: refugees, survivors of torture 

 Job Fair Potential clients: refugees, survivors of torture 

 Kaiser Potential clients: refugees, survivors of torture 

 Kaiser Farmers Market Potential clients: refugees, survivors of torture 

 King Library Potential clients: refugees, survivors of torture 

 Local Libraries Potential clients: refugees, survivors of torture 

 Low Income Housing Potential clients: refugees, survivors of torture 

 MCA Potential clients: refugees, survivors of torture 

 Mexican Consulate Potential clients: refugees, survivors of torture 

 Mission College Resources Fair Students 

 National Night Out Potential clients: refugees, survivors of torture 

 Non-Profit Organization in Milpitas Potential clients: refugees, survivors of torture 

 Pars Potential clients: refugees, survivors of torture 

 Persian Community Potential clients: refugees, survivors of torture 

Bachrodt Elementary School Social services staff 

BHB – Cultural Competency Advisory 
Committee 

Mental health providers: providers, managers 

Catholic Charity Presentation for Refugee 
Foster Care 

Clinicians, case workers, attorneys, supervisors 

Emmanuel House Board Meeting Emmanuel House board members  

Law Foundation of Silicon Valley Attorneys and Legal Advocates   

San Jose Unified School District Student support counselors 

Uplift Family Services Community health centers,  community organizing 

agencies 
Previous Clients Potential clients: refugees, survivors of torture 

Quina Community Center Potential clients: refugees, survivors of torture 

Refugee Day Potential clients: refugees, survivors of torture 

Sacred Heart Community Center Potential clients: refugees, survivors of torture 
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San Jose City College Resource Fair Students 

Social Services Office Potential clients: refugees, survivors of torture 

Story Road Office Potential clients: refugees, survivors of torture 

Thanksgiving Party Refugees, survivors of torture 

Vision Literacy Potential clients: refugees, survivors of torture 

Wells Fargo Bank  Potential clients: refugees, survivors of torture 

West Gate Mall Potential clients: refugees, survivors of torture 

West Valley Library Potential clients: refugees, survivors of torture 

West Valley Muslim Association Potential clients: refugees, survivors of torture 

 

Number of individuals with SMI or SED referred to BHSD treatment system (includes county and CBO 
providers):  __145_ 

List type(s) of treatment referred to: 

 

DSM 
Code  

Diagnosis for EI clients 

Number of 
New Clients 

 (n =127) 

F43.20 Adjustment disorder, unspecified  44 

F43.22 Adjustment disorder with anxiety 20 

F43.12 Post-traumatic stress disorder, unspecified 26 

F43.23 Adjustment disorder with mixed anxiety and depressed mood 20 

F32.9 Major depressive disorder, single episode, unspecified 12 

F41.9 Anxiety disorder, unspecified 5 

 

Target population: __New Refugees all ages and their families that have newly arrived in Santa Clara County  

Number of referrals to a Prevention program: 165 

Number of referrals to an Early Intervention program: 119 

Number of individuals followed through on referral & engaged in early intervention treatment services: 102 
 

Average time between referral and participation in treatment: 14.6 days            Standard Deviation: 19.56 

  



51 
 

PEI P4 PLAN – New Refugees Program  

 
FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS 

 

 
 
 

*Data not available 

 
  

Race (n=119) % 

Asian 13 

Black of African American 28 

White 47 

Other 12 

More than one race < 1 

Ethnicity (n=119) % 

Hispanic/Latino 11 

Non-Hispanic/Latino 89 

Primary Language (n=119) % 

English 22 

Spanish 9 

Farsi 20 

Arabic 8 

Other Non-English 30 

Unknown 10 

Sexual Orientation (n=119) % 

Gay or Lesbian 3 

Heterosexual or Straight 72 

Declined to Answer 24 

Disability Status* N/A 

Veteran Status (n=119) % 

Yes 0 

No 100 

Assigned sex at birth 
(n= 119) 

% 

Male 48 

Female 52 

Current Gender Identify 
(n= 119) 

% 

Male 36 

Female 44 

Transgender < 1 

Declined to Answer 19 

Age Group (n=119) % 

CYF (0-15) < 1 

TAY (16-25) 21 

Adults (26-64) 68 

Older Adults (65+) 10 
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PEI P4 PLAN – Integrated Behavioral Health (IBH) Services 

 
THE  INTEGRATED BEHAVIORAL HEALTH (IBH) now called Primary Care Behavioral Health Integration 
(PCBHI) program provides low-to-moderate behavioral health services to patients. These services help 
patients cope with stressful situations, behaviors or moods that may affect their overall medical 
condition and recovery. Primary care providers and IBH staff work as a team to help patients learn how 
to cope with depression, anxiety, and other issues related to their medical condition; make appropriate 
lifestyle changes; and increase their self-efficacy. 
 
People with mental and substance abuse disorders may die decades earlier than the average person — 
mostly from untreated and preventable chronic illnesses like hypertension, diabetes, obesity, and 
cardiovascular disease that are aggravated by poor health habits such as inadequate physical activity, 
poor nutrition, smoking, and substance abuse. Barriers to primary care — coupled with challenges in 
navigating complex healthcare systems — have been a major obstacle to care. 
 
At the same time, primary care settings have become the gateway to the behavioral health system, and 
primary care providers need support and resources to screen and treat individuals with behavioral and 
general healthcare needs. Integrated care offers a systematic coordination of general and behavioral 
healthcare. Integrating mental health, substance abuse, and primary care services produces the best 
outcomes and proves the most effective approach to caring for people with multiple healthcare needs. 
 
This program intends to: 
1. Provide outreach and services to people 18 and older; and 
2. Implement an integrated behavioral health services model within local Federally Qualified Health 
Centers that serve underserved ethnic minorities building on successes from previous years. 
 
The target population for these services include adults/older adults at risk of mental health issues 
instead of those already experiencing mental health problems. 
 
UNDUPLICATED NUMBER SERVED: 813 
 
POSITIVE RESULTS 

Vendor 1 

• Health Centers have expanded to location in East San Jose and two FTE medical doctors joined 
the team, which helped to increase the number of referrals.  

• Low percentage of patients referred to a higher level of care (i.e., less than 10%) 

• On average, patients had a 2.4 point decrease in their PHQ-9 total scores by discharge 

• We added capacity for Spanish-speaking referrals, which helped increase access to care for Latinx 
community. 

• Provided training and support to medical assistants and physicians in order to normalize 
behavioral health services and help providers feel more comfortable with referring to IBH. 

• Our psychiatrist provides continuous support to the physicians and is available for consult by 
phone/in person. 

• Expanded capacity by bringing on a psychiatric nurse practitioner who is Khmer speaking. 
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IMPLEMENTATION CHALLENGES 

Vendor 1 

• Stigma around mental health is the primary barrier that we experience with implementation of 
IBH services in our Health Center. Patients are not typically coming into our clinic seeking MH 
services and often choose not to continue services after one appointment due to stigma. 

• Ongoing changes in staffing have also been challenging. In FY 18/19, we had the following 
changes in staffing: our full-time, Mandarin-speaking licensed psychologist left in October 2018. 
A Spanish-speaking licensed psychologist was hired in November 2018, but was on maternity 
leave from November 2018 to May 2019.  

 
Vendor 2 

Historically, staffing the IBH department has been a huge challenge since its inception. Currently, 
Gardner Health Services competes to hire the limited pool of bilingual and licensed clinicians with Kaiser 
and also with the county. Unfortunately, Gardner has not been able to compete with the wages and 
benefits of such organizations, thus retaining staff has been a huge challenge. In addition, the funding of 
the program has also being a factor that causes turn over.  In the past staff has quit prior to the end of 
the fiscal year due to not knowing whether the funding for the program is secure which caused staff to 
get resumes ready and quit before the end of the fiscal year.   Currently, we are fully staffed and many 
of our clinicians are able to provide appropriately linguistic services. 

Most recently there has been a trend of patients who fail to show up for their intake appointment. This 
pattern has become more prominent in clinics that currently don’t have an assigned peer partner who 
can provide a face to face warm hand off during their PCP’s visit. Having a peer partner on site has 
shown to contribute to a decreased no show rate. Studies show that if a patient doesn’t receive a warm 
hand off but is instead told to make an appointment at the front desk for a BH visit, about 80% of the 
patients will either not make the appointment, or not show up for the appointment.  

Another challenge has been that many patients don’t have medical insurance and despite the 
accessibility to a sliding fee program, due to their economic hardships they stop coming to sessions 
prematurely. Often times these patients without insurance need to be linked to specialty mental health 
services and the call center will send them to the Central and Wellness Center or Mental Health Urgent 
Care.  Many patients come back reporting that they didn’t feel they received the care they were looking 
for. Many of these patients know that they need ongoing therapy services along with med management 
in order to avoid EPS visits. This is a huge gap in services as many patients who encounter these 
circumstances, need a higher level of care however they don’t qualify for medi-cal or can’t afford 
insurance through California Covered. Thus they continue to use IBH services as their only source of 
mental health support.  As these patients come back seeking services the previously discussed gaps 
continue to exist, making it nearly impossible for these patients to receive the adequate level of care. 

Since the inception of the program IBH continues to receive complicated/challenging cases that can’t be 
dealt with at the primary care level due the severity of their mental health symptoms. These patients 
participate in an intake which determines that a referral needs to be made to specialty mental health 
services. Over the years, there has been a bottle neck of referrals at the call center where patients are 
placed in a wait list or are given intake appointments for weeks later, causing the patients to become 
discouraged and cease participation in services. During this time period the patients continue to remain 
open with IBH and often times, the patients decide that they no longer want to be referred to call center 
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due to long wait  and at the same time they are not receiving the level of care they need e.g. outpatient 
services.  

Lastly, currently we don’t have a mechanism in place that allows IBH department to track the 
dispositions made to specialty mental health services. Currently, patients remain open in IBH until they 
receive an intake for specialty mental health and it is through the patient’s self reports that IBH clinicians 
can write on their chart that they are now opened in a specialty mental health clinic.    
 
LESSONS LEARNED 
Vendor 1 

• Increasing communication between providers (e.g., medical doctors, psychiatrist, and 
psychologist) helps to improve patient care and overall results.  

• Given the stigma around mental health, the importance of having bicultural/bilingual staff to 
help patients feel comfortable and open to communicating with IBH staff.  

• More education around stigma reduction and trauma informed care for front desk and support 
staff would be beneficial. 

Vendor 2 

As a department IBH has been instrumental in recruiting patients referred by their PCP due to mental 
health concerns that otherwise may have gone undiagnosed or untreated or perhaps frequent visits to 
Emergency Psychiatric Services. IBH clinicians are equipped and trained in determining the level of care 
that a patient needs and through some of the most current data we have been able to determine that 
IBH keeps most of the patients referred to our department. This means that less and less patients are 
being referred to specialty mental health services or have to ensure suffering that can result from an 
untreated mental health illness. IBH has been shown to prevent patients from entering a higher level of 
care or before they develop a serious mental health illness. 

Over the years IBH has also developed a true integration with the primary care providers which has lead 
to collaboration between colleagues that truly makes a difference in patient care. IBH staff often meets 
with providers on a monthly basis to discuss challenges, setbacks, and progress in the IBH department 
which foster education, training and communication. All IBH clinical staff is certified on how to write 
5150 holds and they are constantly being utilized by providers as consultants whenever providers have 
questions about diagnosis, treatment, suicide risks, etc. IBH staff also attend monthly staff meetings at 
the clinic level to provide all staff support by providing updates, identify each clinic’s needs, and explore 
solutions to these needs.  Lastly, providers have access to the lead psychiatrist that they can contact for 
consultation about meds, diagnosis, etc.  

In addition, IBH staff meets on a weekly basis to conduct a staff meeting that promotes consultation, 
training and challenges that may be unique to each clinic. During this meeting an emphasis is placed on 
case conferencing, case consultation, sharing resources and provide support to each other. A lead 
psychiatrist is present during this meeting along with the department director to ensure that staff feels 
supported in being able to verbalize their own needs whether is additional training or questions about 
the day to day operations.  During this meeting the peer partners also participate in identifying and 
verbalizing their own struggles in the field and explore ways that clinicians, department director and 
psychiatrist can assist in addressing those barriers.   
 
RELEVANT EXAMPLES OF SUCCESS 
Vendor 1 

• A patient was referred by medical doctor due to anxiety and frequent visits to Emergency 
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Department. After meeting with IBH psychologist for Cognitive Behavioral Therapy sessions, 
patient was better able to manage her anxiety and her visits to the ED decreased to zero. 

• A patient with multiple chronic illnesses who experienced a sudden loss of her caretaker was 
able to find support through PCP and IBH clinician to navigate new reality and continue managing 
her overall health effectively. 

 
Vendor 2 

Despite the fact that currently IBH doesn’t track successful outcomes in treatment it is not difficult for 
clinicians to recognize that patients do get better by participating in IBH services. This is extremely 
difficult to track because a patient can come to one visit and feel better while others may need 
additional visits before they start to notice a difference from participating in brief therapy. We have 
been receiving a lot of verbal anecdotes from patients who came into treatment without hope and after 
participating in services they are able to secure employment, keep employment, do better in school, 
develop meaningful relationships etc. Statistically patients can get better when they receive early 
intervention that prevents them from spiraling into a chronic disease state which could lead to 
involvement with Emergency Psychiatric Services, emergency room visits, mental health urgent care 
visits, etc.  

It would be ideal to track successful outcomes for our patients and in order to do that it’s important to 
define what a successful outcome looks like as it may be different from patient to patient. A patient may 
not be managing their diabetes because of their mental health and after participating in IBH services, 
they may have developed coping skills that helps them manager both. This is a success in itself and so is 
the patient who just broke up with their significant other and is having a difficult time adjusting to the 
loss and after a few sessions, the patient feels better and stops coming to services. It is somewhat 
challenging to define success in IBH as a successful outcome can vary from patient to patient.  
 
OUTREACH ACTIVITIES 
A total number of 807 potential responders were reached during this reporting period through trainings 
and outreach. The following table describes the settings in which the potential responders were 
engaged.  
 

Type of Setting(s)   
(ex: school, community center) 

Type(s) of Potential Responders   
(ex: principals, teachers, parents, nurses, peers)  

Foxdale Village Apartments 
May 20, 2019 

(residential complex) 

 70 residents from the community attended event that included health   screenings, resource 

tables, information on IBH services, as well as kid-friendly activities.  

Grail Family Services 

May 10, 2019 

(community center) 

 

 Roughly 10 Latina mothers were provided education by our pediatrician on developmental 

milestones for children. Psychologist also provided information about behavioral health 

services and how to access care with or without insurance.  

Kaiser Permanente and 
Telemundo 48 

March 23, 2019 
(Eastridge Mall) 

157 members of the community; provided flyers and answered questions about services at 

AACI Health Center, as well as insurance eligibility. 
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Day in the Park Fall Family 
Festival 

October 13, 2018 

(park) 

200 members of the community; provided outreach and answered questions about services 

at AACI Health Center. 

Moon Festival at 
Vietnamese American 

Cultural Center 

Sept. 29, 2018 

 Engaged with roughly 305 individuals in the community providing outreach on services 

available at AACI Health Center.  

Music and Health Fair 

Sacred Heart Community 
Center 

July 28, 2018 

Provided information on AACI’s Health Center, services available and insurance eligibility to 

roughly 65 individuals in the community.  

 

Vendor 1 

Number of individuals with SMI or SED referred to BHSD treatment system (includes county and CBO 
providers):  __5___ 

  

Type(s) of treatment referred to: 

When a higher level of care is needed, IBH clinicians orient client to services available and explain 
the process to of transferring care. IBH clinician assists client with calling the county call center and 
also connects with AACI management to discuss capacity and clinical need for the client. In the case 
that a client is seeking a language specific provider that is not available at AACI’s Health Center, we 
also help to facilitate a referral to the appropriate program (i.e., often in AACI’s specialty MH 
services). 
 
In FY 2018/19, we referred to AACI Specialty Mental Health (Family and Children; Adult/Older 
Adult) for psychological testing for questions around ADHD as well as cognitive impairment. We 
also referred to AOA for a higher level of care which includes individual counseling, collateral 
sessions, case management, and psychiatry. We also referred to our Domestic Violence program.  

 
Number of individuals who followed through on referral & engaged in treatment: __5___ 

 

For both vendors 

Average time between referral and participation in treatment: __10-14 days___ 
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FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS 

 

 

  

Veteran Status (n=813) % 

Yes < 1 

No 81 

Declined to Answer 18 

Assigned sex at birth 
(n= 813) 

% 

Male 40 

Female 60 

Current Gender Identify 
(n= 813) 

% 

Male 18 

Female 43 

Another Gender Identity 39 

Age Group (n=813) % 

CYF (0-15) 36 

TAY (16-25) 15 

Adults (26-64) 40 

Older Adults (65+) 9 

Race (n=813) % 

American Indian or Alaska 
Native 

< 1 

Asian 8 

Black of African American 3 

Native Hawaiian or other 
Pacific Islander 

1 

White 23 

Other 3 

More than one race < 1 

Declined to Answer 61 

Ethnicity (n=813) % 

Hispanic/Latino 63 

Non-Hispanic/Latino 37 

Primary Language (n=812) % 

English 47 

Spanish 49 

Other Non-English 4 

Sexual Orientation (n=813) % 

Gay or Lesbian < 1 

Heterosexual or Straight 54 

Bisexual 1 

Declined to Answer 45 

Disability Status (n=69) % 

Yes (Physical/Mobility Domain) 62 

No 38 
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PEI P5 PLAN – SUICIDE AND CRISIS SERVICES (SACS) 

 

SUICIDE AND CRISIS SERVICES (SACS) provides a suicide and crisis hotline 24 hours a day, 7 days a week, 
to assist individuals in crisis providing suicide assessment, crisis intervention, emotional support, and 
referrals of community resources to callers. In addition, we also provide an Emergency Department (ED) 
Outreach Program. This program provides face to face contacts with patients who received medical 
treatment at Emergency Department of Santa Clara Valley Medical Center (VMC) due to self-harm 
injuries/behaviors or suicide attempt. Through the ED Outreach Program, SACS volunteers/interns meet 
with patients, one on one, to provide resources and follow up support. 
 
UNDUPLICATED NUMBER SERVED: 25,089 
 
POSITIVE RESULTS 

• More than 30% of crisis calls that reached the Suicide and Crisis hotline come from repeat callers. 
Anecdotally, the callers share that our services are truly helpful and effective due to the 
authentic and caring volunteers/crisis counselors that we have. This is the main reason that they 
call back for additional assistance and support in coping with their crisis situations. 

• Regarding the ED program, none of the clients that were seen by a SACS volunteer/staff were 
readmitted to the ED/ER for re-attempt of suicide.  

 
IMPLEMENTATION CHALLENGES 

• Suicide and Crisis hotline volunteers/crisis counselors face challenges with gathering callers’ 
demographic information. Most callers would like to remain anonymous. They hesitate and 
sometimes get suspicious/paranoid when asked about demographic information. A lot of the 
times, callers decided to end their phone calls or hang up when they did not want to provide the 
information. This is a challenge for the program, because the caller who hangs up might have 
been in a crisis situation at the time. 

 
LESSONS LEARNED 

• Suicide and Crisis hotline volunteers/counselors learned that for any calls that come in, they 
need to first assess suicide or crisis situation of the callers. After, they are able to build rapport, 
assist the callers to cope with their crisis situation, and then strategically ask the caller for their 
demographic information in non-threatening ways. Volunteers/crisis counselors will not 
interrupt callers if they determine the caller is at risk of suicide or self-harm to obtain 
information that might not be relevant to the crisis situation. 

 
RELEVANT EXAMPLES OF SUCCESS 

• In FY 2019, the Santa Clara County Suicide and Crisis hotline received on average 3-5 “Suicide in 
Progress” calls and 35-36 calls from individuals considered high risk of suicide. We initiated 
rescue procedures to “Suicide-in Progress” callers and helped high risk callers de-escalate and 
cope with their crisis situations. We assisted them in developing a Safety Plan and also conducted 
follow up calls to ensure their safety.  

PEI P5 PLAN – Suicide and Crisis Services (SACS) 
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OUTREACH ACTIVITIES 
A total number of 23 potential responders were reached during this reporting period through trainings 
and outreach. The following table describes the settings in which the potential responders were 
engaged.  
 

Type of Setting(s)   
(ex: school, community 
center) 

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

Santa Clara Valley 
Medical Center – 
Emergency Department  

 Patients received medical treatment at Emergency Room due to suicide 

attempt or self-harm. 
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 FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS 

 

   
Race/Ethnicity (n=24,938) % 

Asian 6 

Black or African American 2 

White 12 

Hispanic 3 

Other < 1 

More than one race < 1 

Declined to Answer 77 

Primary Language (n=19,902) % 

English 99 

Other Non-English 1 

Sexual Orientation (n=25,809) % 

Gay or Lesbian 1 

Heterosexual or Straight 8 

Bisexual < 1 

Questioning or Unsure of 
Gender Identity 

< 1 

Another Sexual Orientation < 1 

Declined to Answer 91 

Disability Status 
(n=8,941) 

% 

Mental Domain 92 

Physical/Mobility 
Domain 

8 

Veteran Status (n=26) % 

Yes 100 

Assigned sex at birth 
(n= 16,176) 

% 

Male 38 

Female 62 

Current Gender Identify 
(n= 8,814) 

% 

Transgender < 1 

Questioning or Unsure 
of Gender Identity 

< 1 

Declined to Answer 99 

Age Group (n=25,089) % 

CYF (0-15) 3 

TAY (16-25) 5 

Adults (26-64) 11 

Older Adults (65+) 2 

Declined to Answer 79 
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PEI P5 PLAN – Suicide Prevention Strategic Plan – Suicide Prevention Program 

 

THE SUICIDE PREVENTION PROGRAM seeks to reduce suicide among high-risk groups throughout 

Santa Clara County and is intended to directly support the implementation of the County’s 

Suicide Prevention Strategic Plan (SPSP), which was approved by the Board of Supervisors in 

August 2010. The goal of the SPSP is to reduce suicide deaths and attempts in Santa Clara County. 

The County implements the five distinct but related strategies of the SPSP, resulting in 

comprehensive suicide prevention and awareness activities countywide. The SPSP’s five 

strategies have multiple recommendations, all of which will be implemented over time, with 

input from the Suicide Prevention Oversight Committee (SPOC) and its workgroups. 

The Suicide Prevention Program takes a population-level, public health approach to suicide prevention. 

Program activities include trainings with community members and community-serving agencies, 

community outreach, mass media campaigns, and policy advocacy and implementation. 

UNDUPLICATED NUMBER SERVED:  

• Trainings: 4,542 

• Outreach: 1,357 

COMMUNICATIONS CAMPAIGN ESTIMATED REACH:  1,464,260* 
 

*Measured through social media impressions, promotional materials distributed, reach of transit and DMV ads. This 
program cannot differentiate among duplicated individuals as no PHI is collected among trainings, outreach 
activities, and communications campaigns. The reach of different communication campaign materials may also be 
duplicated; i.e., the same individual may have seen the campaign different times and on different channels. 

 

POSITIVE RESULTS & SUCCESS 

Outcome: Increase early identification and support for people thinking about suicide  

• Large sustained increase in number of individuals trained 

The number of community members and potential responders trained in evidence-based suicide 
prevention and mental health trainings increased from 1,850 in FY17 to 3,028 in FY18 to 4,542 
people trained in FY19. The gatekeeper trainings offered are all evidence-based and include (for 
adults) Question, Persuade Refer (QPR); SafeTALK; Applied Suicide Intervention Skills Training 
(ASIST); Youth Mental Health First Aid (YMHFA); Suicide to Hope; and Kognito.  

Consistent outcome measures were integrated to surveys across the gatekeeper trainings, and 
statistically significant improvements in knowledge, attitudes, and preparedness around 
gatekeeping were demonstrated during Jan-Jun 2019 (see “Relevant Examples of 
Success/Impact”).  

 

• Culturally competent trainings  
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In 2018 partners at Palo Alto University (PAU) completed a cultural competency review of the 
SP Program’s gatekeeper trainings, based on evidence about cultural differences in the way 
suicidality is expressed and experienced. As a result of this review, the SP Program and PAU began 
incorporating the review recommendations into the gatekeeper trainings. In partnership with the 
training company LivingWorks Education, cultural adaptations were incorporated to the ASIST 
curriculum and piloted in Santa Clara County in FY19. In addition, PAU and the SP Program began 
developing original, culturally competent training content. These trainings include introductions to 
mental health and suicide prevention, and are tailored to address the training needs of the County’s 
diverse community members, as identified by the SP Program. These trainings, as well as a more 
advanced suicide prevention training for mental health clinicians, will continue to be piloted and 
refined by the PAU team in FY20. The SP Program and PAU partners presented this work at the 
American Association of Suicidology’s Annual Conferences in Washington, DC in 2018 and in 
Denver, CO in 2019. 

 

Outcome: Increase use of mental health services 

 

• Crisis Text Line  

To improve and increase youth access to crisis services, the SP Program completed its agreement 
with Crisis Text Line (CTL) in 2018. CTL is a free crisis intervention service via SMS message, where 
roughly 75% of users nationally are under age 25 (crisistrends.org). The SP Program launched the 
County CTL in December 2018 using social media, internal communications, and the local media, 
and followed with a mass media campaign promoting the County’s CTL in May 2019.  

 

• Campaign to increase help-seeking among older adults  

Working with the Communications Workgroup, the SP Program tested and developed an older 
adult suicide prevention during FY19 and launched the campaign in July 2019. Consisting of a video, 
radio ad, digital ads, and print materials, the campaign aired for three months on YouTube health 
and news channels, in local newspapers, and on KCBS. The SP Program also strived to distribute the 
print materials and video to partners at senior centers, faith institutions, and health care centers. 
More information and resources are available on the campaign’s website, www.scchope.org.  

 

• Community outreach  

In FY19 SP Program outreach focused on reaching transitional-aged youth (16-25), middle aged 
adults (45-55), and older adults (65+). Activities included tabling, resource fairs, partnership-building 
with community-based organizations and colleges, and launching a volunteer program to expand 
outreach efforts. A total of 1,357 community members were reached with resources through 47 
tabling events attended by the SP Program. Additionally, the program held two mental health 
resource fairs for September’s Suicide Prevention Week and May’s Mental Health Awareness Month. 
The Program began a volunteer initiative and recruited and onboarded five volunteers to support 
community outreach in FY19. 

In addition, the SP Program developed new outreach materials to address the needs of specific 
cultural groups. Sample materials include a handout on LGBTQ+ mental health and suicide 
prevention resources, and a mental health guide for immigrants brochure. A cultural competency 

https://f.io/B0GwwIek
http://www.scchope.org/
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review of all outreach materials was conducted by Palo Alto University (PAU) team, to align 
information with current evidence on diversity and suicide. The new materials will be finalized and 
printed in FY20. 

 

• Grief support services  

The Program’s Interventions Workgroup set a goal to increase the number of mental health 
providers in the County who are trained in providing grief support, particularly to suicide loss 
survivors, who are at increased risk of suicide themselves. After reviewing some grief support 
services and trainings available in the County and nationally, the Workgroup partnered with Dr. Janet 
Childs at the Bill Wilson Center for Living with Dying. In January 2019 Dr. Childs piloted a grief 
support training for 25 County mental health clinicians and peer support workers. The workgroup 
also created a resource of grief support services for community outreach.   

 

Outcome: Strengthen community suicide prevention and response systems 

 

• School-based suicide prevention partnership  

In August 2018, the SP Program launched a pilot training partnership with seven public school 
districts, to strengthen faculty and staff skills in supporting students who experience mental health 
distress. The online training Kognito “At Risk” allows users to practice simulated conversations about 
mental health with students and parents. Under the partnership, 2,379 school teachers and staff in 
nearly 80 Santa Clara County schools completed the Kognito “At Risk” training in the 2018-19 
school year. Pre-/post-training survey results from the Kognito At-Risk online training showed 
statistically significant increases in knowledge and improved attitudes around suicide prevention 
(see “Relevant Examples of Success/Impact”). 

Participating school districts are also receiving technical support from Stanford and the HEARD 
Alliance on implementing school-based suicide prevention and crisis response. The HEARD Alliance 
team completed consultations on suicide crisis protocols with administrators and staff from each of 
the seven participating school districts. Initial evaluation data showed statistically significant 
improvements in school staffs’ knowledge about their schools’ action plans for students at low, 
medium, and high risk for suicide, as well as re-entry after a suicide attempt (see “Relevant 
Examples of Success/Impact”). 

The SP Program is partnering with School-Linked Services and the County Office of Education to 
provide the Kognito training to the school districts, through a cost-sharing arrangement. Additional 
school districts have joined the partnership for the 2019-20 school year, and this work will continue 
in FY20. The SP Program and partners presented about this partnership in various forums, 
including the County’s first annual Suicide Prevention Conference in May 2019 and the annual 
conference of the National Association of City and County Health Officials (NACCHO) in July 2019. 
Additionally, in July 2019 the partners published a white paper describing the development and 
execution of the partnership in its first year. 

 

• Suicide death response 

In 2018-19 the SP Program identified and reach out to 12 identified community groups who 
were affected by suicide loss, offering condolences and grief support resources. These community 

http://www.kognito.com/
http://www.heardalliance.org/help-toolkit/
http://www.heardalliance.org/help-toolkit/
http://www.heardalliance.org/help-toolkit/
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groups included apartment complexes, businesses, the Department of Veterans’ Affairs, and schools. 
The Program also partnered with the County’s Child Death Review Team to review and revise the 
support letter and list of grief support resources sent to next-of-kin who lose a child to suicide, in 
accordance with postvention best practices and safe messaging around suicide.   

 

Outcome: Reduce access to lethal means  

 

• Gun safety policies: In 2018 safe storage policies were passed by cities of Morgan Hill and Saratoga. 
Additionally, the city of Sunnyvale was the first city in the County to ban the purchase of automatic 
rifles for youth under the age of 21.  

 

• Community outreach: The SP Program supported gun safety efforts by supporting community 
conversations, and by distributing information and free gun locks. In FY19 the Program distributed 
approximately 400 suicide prevention outreach materials and free gun locks at two gun buyback 
events in North County (September 2018) and in San Jose (December 2018). 

 

Outcome: Improve messaging in the media about suicide 

 

• Media monitoring and response: Through weekly monitoring of the media, the SP Program 
reviewed 163 local articles on suicide and has responded to reporters of 24 of these articles, either 
reminding them about or thanking them for following the safe messaging guidelines. The SP 
Program also conducted about 15 media interviews about suicide and suicide prevention. In June 
2019, the Health System’s Public Information Office issued a press release on the County’s low 
suicide rate and the decrease in the suicide rate over three years, resulting in at least four local news 
stories about suicide prevention efforts.  

 

• Media training: In 2019, the SP Program’s Communications Workgroup opted to begin making 
presentations to individual newsrooms about safe messaging, instead of holding annual trainings, 
which were a larger investment and traditionally not well-attended by media staff. In June, the SP 
Program and Health System Public Information Officer (PIO) met with editors at NBC Bay Area to 
discuss safe messaging. As a result of the meeting, editors began making calls to the PIO in advance 
of publication, to consult on ways to safely message stories about suicide.  

 

Strengthen data and evaluation 

 

• Suicide death data 

In a March 2019 state report, Santa Clara County was reported to have the lowest suicide rate 
in the state, from 2015-17. The rate and number of suicide deaths by County residents decreased in 
2016 (143 deaths, or 7.9 per 100,000) and again in 2017 (137 deaths, or 7.6 per 100,000), reaching a 
ten-year low in 2017. 

In September 2018, the Public Health Department (PHD) launched its Open Data Portal 
(www.sccphd.org/healthdata), which includes a section on 8- and 10-year aggregate data on suicide 

http://www.sccphd.org/healthdata
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deaths and attempts by County residents (regardless of where in the state decedents died). The PHD 
participates in the SP Program’s Data Workgroup and supports the SP Program’s efforts using this 
data, which is gathered from the California Office of Statewide Health Planning and Development 
(OSHPD).  

In 2018 the SP Program also partnered with Palo Alto University (PAU) to enter, clean, and 
analyze Medical Examiners’ suicide data from 2009-2016, and to create a standard data report that 
could be recreated and compared year-to-year. In 2018 PAU completed the 2016 death data report 
and transferred its data analysis system to BHSD’s Decision Support team. Decision Support 
completed the 2017 data report and will continue to produce the ME-C suicide data reports on an 
annual basis.  

 

• Improving evaluation efforts 

Working from the program logic model developed in 2018, the SP Program began developing and 
incorporating metrics to measure progress for each of its outcome objectives. In FY19 streamlined 
metrics were incorporated across all gatekeeper training surveys offered by the SP Program. These 
metrics were gathered beginning January 2019, and an evaluation of the trainings 
program/Objective 1 was conducted in summer 2019. The SP Program also developed metrics and 
conducted a baseline media analysis for its work with the media on safe messaging. Efforts to define 
and gather outcomes-related data are continuing in FY20. 

 

Other  

 
• The first annual Santa Clara County Suicide Prevention Conference was organized by the SP 

Program in May 2019, in a partnership between the County Office of Education and the Behavioral 
Health Services Department. About 150 attendees and 50 presenters from Santa Clara County and 
surrounding counties participated in the conference. 

 

RELEVANT EXAMPLES OF SUCCESS/IMPACT 
 

Outcome: Increase early identification and support for people thinking about suicide  

Change in suicide gatekeeper measures across all trainings, January-June 2019 

Measures (Scores range from 1=Strongly Disagree 

to 5=Strongly Agree) 

Pre- 

Training Post-Training 

t-test M SD M SD 

I know the warning signs for suicide. (N=2508) 3.16 .835 4.06 .816 -58.01*** 

I am able to identify someone who is at risk for 
making a suicide attempt. (N=2510) 

2.92 .816 3.97 .765 -73.30*** 
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I feel prepared to discuss with someone my 
concern about the signs of suicidal distress they 
are exhibiting. (N=713) 

3.44 1.03 4.22 .794 -16.23*** 

I am aware of the resources necessary to refer 
someone in a suicide crisis. (N=2508) 

3.04 .917 4.10 .663 -62.39*** 

I am confident in my ability to make a referral for 
someone in a suicide crisis. (N=2507) 

3.07 .929 4.12 .742 -64.42*** 

I have the skills necessary to support or intervene 
with someone thinking about suicide. (N=2510) 

2.74 .893 3.93 .812 -74.56*** 

Note. M=Mean. SD=Standard Deviation. *** p < .001 

 

Outcome: Increase use of mental health services 

 

• Crisis Text Line  

From May 27 to June 30, 2019, the CTL campaign had achieved an estimated 1.2 million 
impressions on social media, reached 187,500 people through light rail ads, and reached another 
50,388 people via a screen at the Gilroy DMV office. As of August 2019, 227 text conversations had 
taken place under the County’s CTL code word RENEW. In FY20, 300 text conversations were 
reached under the code word, and CTL granted the SP Program access to a customized data 
dashboard with aggregated, population-level data on text conversations exchanged under RENEW. A 
spike in text conversations was seen in August (below), presumably associated with the mass 
shooting at the Gilroy Garlic Festival. 

 

 

 

• Campaign to increase help-seeking among older adults  
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Evaluation results are available in FY20. 

• Grief support services – post-training survey results 

 

 

(From left to right): 

- Identify dynamics of stress/grief response after loss 

- Recognize behaviors, thoughts, feelings related to grief/loss 

- Articulate/ practice effective techniques for responding to grief 

- Identify dynamics of suicide grief and sudden/violent trauma 

- Recognize/ articulate stress responses in self and co-workers 

- Apply principles of stress management in home and work environments 

 

Outcome: Strengthen community suicide prevention and response systems 

 

• School-based suicide prevention partnership  
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Figure 12. Mean ratings by Kognito training participants: “I am confident that I know my school’s action 

plan for a student…” (Items were on a 5-point scale, Strongly Disagree (1) to Strongly Agree (5)) 

 Pre-Test 
Mean (SD) 

Follow-Up  
Mean (SD) 

t-test 

At low risk for suicide, e.g., 
those who have shown signs 
of emotional distress 

E 3.07 (1.14) E 3.58 (.94) E 3.63** 

M 3.41 (1.04)  M 3.76 (.98) M 2.74** 

H 3.25 (1.03) H 3.82 (.81) H 4.44*** 

At medium risk for suicide, 
e.g., those who have 
expressed suicidal thoughts 

E 2.88 (1.13) E 3.48 (.96) E 5.49*** 

M 3.33 (1.02) M 3.71 (.97) M 2.75*** 

H 3.27 (1.02) H 3.79 (.86) H 3.80*** 

Who has made a suicide 
attempt 

E 2.64 (1.11) E 3.08 (1.01) E 3.65*** 

M 3.03 (1.08) M 3.73 (1.08) M 3.06*** 

H 3.06 (1.09) H 3.51 (1.02) H 3.21** 

Re-entering school after a 
suicide crisis 

E 2.49 (1.08) E 2.90 (.99) E 3.73*** 

M 2.84 (1.13) M 3.31 (1.07) M 3.43*** 

H 3.00 (1.12) H 3.43 (1.09) H 3.09** 

Notes. *** p < .001; ** p < .01; E: elementary; M: middle school; H: high school; N(E)=73, N(M)=69-70, 

N(H)=77 

Outcome: Improve messaging in the media about suicide 

• July 12, Mercury News: Editorial: Bay Area county's suicide prevention effort is working 

• June 14, SF Gate: County sees slight drop in suicides despite increase nationwide 

• June 14, Patch: Suicide rate drops in Santa Clara County 

• June 12, KCBS: Santa Clara County suicide rate bucking state and national trend 

https://urldefense.proofpoint.com/v2/url?u=https-3A__sccgov.us5.list-2Dmanage.com_track_click-3Fu-3Db7704d67c212a9bf7f81ccf82-26id-3De57c956cd5-26e-3Dc89bf4b0b7&d=DwMFaQ&c=jIuf2QGe13CVwCCNhnnHSyGX0TfHadH8sr2VwRkl7n8&r=uLUt3r5gfXWad0FA_fI3Jt2N57BbFTUXdvp7ab9vW74&m=nZ531dHc8rPAm5E0rN2Qdb878Tzajm6YCSNMNP-aKNM&s=nKjXzIOUdYIlIVu_-yIJsdvk5QJ4FOAm8bagCjra3sM&e=
https://urldefense.proofpoint.com/v2/url?u=https-3A__sccgov.us5.list-2Dmanage.com_track_click-3Fu-3Db7704d67c212a9bf7f81ccf82-26id-3De423eb044f-26e-3Dc89bf4b0b7&d=DwMFaQ&c=jIuf2QGe13CVwCCNhnnHSyGX0TfHadH8sr2VwRkl7n8&r=uLUt3r5gfXWad0FA_fI3Jt2N57BbFTUXdvp7ab9vW74&m=nZ531dHc8rPAm5E0rN2Qdb878Tzajm6YCSNMNP-aKNM&s=4KJu875Vkn_9Mf3YJ3GEiCx_gzHdQO3SGw-Nf45zOAg&e=
https://urldefense.proofpoint.com/v2/url?u=https-3A__sccgov.us5.list-2Dmanage.com_track_click-3Fu-3Db7704d67c212a9bf7f81ccf82-26id-3D2def9b74e2-26e-3Dc89bf4b0b7&d=DwMFaQ&c=jIuf2QGe13CVwCCNhnnHSyGX0TfHadH8sr2VwRkl7n8&r=uLUt3r5gfXWad0FA_fI3Jt2N57BbFTUXdvp7ab9vW74&m=nZ531dHc8rPAm5E0rN2Qdb878Tzajm6YCSNMNP-aKNM&s=A9OkpAMhpjSm8-Q9nqMGvyCnoG-lZI2eMtgJoNPuLeM&e=
https://urldefense.proofpoint.com/v2/url?u=https-3A__sccgov.us5.list-2Dmanage.com_track_click-3Fu-3Db7704d67c212a9bf7f81ccf82-26id-3Deadc40603f-26e-3Dc89bf4b0b7&d=DwMFaQ&c=jIuf2QGe13CVwCCNhnnHSyGX0TfHadH8sr2VwRkl7n8&r=uLUt3r5gfXWad0FA_fI3Jt2N57BbFTUXdvp7ab9vW74&m=nZ531dHc8rPAm5E0rN2Qdb878Tzajm6YCSNMNP-aKNM&s=RA85SThjAKlV7Kuw0C19bIAByPapGy690Ekczqp1MkM&e=
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PEI P5 PLAN – Suicide Prevention Strategic Plan – Suicide Prevention Program 

 
IMPLEMENTATION CHALLENGES 

• Balancing and addressing the three types of prevention—primary, secondary, tertiary—in one 
program and with limited resources. In particular, collaborating with multiple large programs on 
primary prevention efforts is a related challenge. 

• Engaging with specific cultural communities where both stigma and suicide rates are high; for 
example, Pacific Islanders and Korean communities.  

• Engaging with different systems on suicide prevention efforts, namely, the health system 
(especially primary care) and faith communities.  

• Carrying out lethal means restriction for hangings, which are the first or second most commonly-
used means for suicide in the County. Research and evidence-based approaches for restricting 
access to ligatures is limited.  

• Keeping up with implementation of numerous mental health and suicide prevention-related 
policies that continue to be passed at the state level. This is a particular challenge for school 
districts.  

• Lengthy and costly trainings that require significant time-commitment from participants and high 
cost for materials by the program. Making cultural adaptations to suit local needs with some 
gatekeeper training companies.  

• Running a prevention program within a mental health care system has both benefits, such as 
close links to direct service providers, and challenges—some of these include misalignment of 
standards of measurement for impact and success, and the need to communicate clearly and 
provide constant education about the program’s activities and approaches. 

• Increasing and sustaining community stakeholder engagement through the Suicide Prevention 
Program’s various workgroups.  

• Onerous government processes to recruit and onboard volunteers create a disincentive for more 
community members to get involved with volunteer outreach efforts. 

• Linking suicide attempt data in a meaningful way to suicide death data. The state provides 
suicide attempt data on about a three-year lag and does not permit access to PHI without IRB 
approval. PHI access would be the only way to connect suicide attempt and death data.  

• Evaluating primary prevention efforts, such as access to lethal means/firearms or social 
connectedness.  

 
LESSONS LEARNED 

• Due to limited program capacity and resources, a concentrated focus of activities on select high-
risk populations could result in greater impact on suicide, compared with a broad-sweep 
approach that attempts to impact a wide range of populations that each receive a low saturation 
of intervention.   

• Work with school districts on suicide crisis response protocols moves at varying paces and in 
most cases requires more than one school year to accomplish. Strong relationships with school 
districts can be developed in a number of ways, including: 

o being highly responsive to feedback;  
o providing structure and clear/concrete technical support but also a degree of flexibility to 

account for different school contexts;  
o following up consistently;  
o translating concepts into jargon/language/models understood by educators (e.g. MTSS); 
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and  
o being highly selective about the amount of time demanded of school staff to sit in 

meetings or calls related to the work.  

• Some school districts are attempting to combine threat assessment and suicide crisis protocols 
together, to varying degrees of success. In general districts feel overwhelmed with the number of 
topics they must address and policies they must implement, and could benefit from 
collaboration/streamlining among systems that support them. 

• Evaluation data on gatekeeper trainings suggested that some gatekeeper trainings could be 
phased out or replaced. ASIST and Kognito are two gatekeeper trainings that receive consistently 
positive feedback and evaluation results.  

• Brief individual newsroom meetings about safe messaging have the potential to be more 
effective than holding annual safe messaging trainings where reporters are asked to leave their 
offices and attend. Local reporters seem to understand the need to use safe terminology; 
however, more education could be done on the safe messaging guidelines, particularly around 
including warning signs and multiple resources.  

• Firearm safe storage policies can be effective, but these efforts are undermined by less stringent 
firearm safety policies in surrounding states, where individuals may bring firearms purchased 
outside of the state into California. 

• There are high levels of interest in suicide prevention efforts going on in-County, and deep 
appreciation for opportunities to share learnings and experiences, by County providers and 
community members as well as those outside of Santa Clara County.  
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OUTREACH ACTIVITIES 
A total number of 5,899 potential responders were reached during this reporting period through 
trainings and outreach. The following table describes the settings in which the potential responders 
were engaged.  

 

Type of Setting(s)   
(ex: school, community center) 

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

Community based organization/non-
profits 

Volunteers, case managers, mental health professionals, older adults, homeless 
population, clients 

Schools – K-12, college/university Teachers, students, bus drivers, parents, counselors, psychologists 

Emergency services location (fire 
department, police department) 

EMS, firefighters, law enforcement, gun owners 

Faith-based, church Staff, faith leaders, congregation 

Employment/workplace  Staff, youth camp leaders  

Community center Community members, law enforcement  

Office of Education Staff, mental health professionals, middle school students 

Hospital/Health facility  Hospice care workers, nurses, social workers, home aides, clients 

Library Community members, youth librarians, youth, parents, older adults, staff 

Parks Parents, youth  

Shopping center Older adults, youth  

Museum Providers 

City Hall Older adults 

Apartment complex   Residents, parents, staff, youth  
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FISCAL YEAR 2018-2019 PROGRAM DEMOGRAPHICS 

 

 
 
 
 
 

 
 

Race (n= 3,470) % 

American Indian or Alaska 
Native 

< 1 

Asian 20 

Black of African American 3 

Native Hawaiian or other 
Pacific Islander 

1 

White 41 

Other 18 

More than one race 7 

Declined to Answer 9 

Ethnicity (n=4,453) % 

Hispanic/Latino 44 

Non-Hispanic/Latino 56 

Sexual Orientation* (n= 2,725) % 

Gay or Lesbian 2 

Heterosexual or Straight 83 

Bisexual 3 

Questioning or unsure of 
sexual orientation 

< 1 

Queer < 1 

Another Sexual Orientation < 1 

Declined to Answer 11 

Disability Status (n=2,764) % 

No 83 

Yes 11 

-Difficulty Seeing 4 

-Difficulty hearing, or having 
speech understood 

< 1 

-Mental Domain 3 

-Physical/Mobility Domain < 1 

-Chronic Health Condition 2 

-Other < 1 

Declined to Answer 5 

Primary Language (n= 
3,617) 

% 

English 85 

Spanish 8 

Other Non-English 7 

Veteran Status 
(n=2,717) 

% 

Yes 2 

No 95 

Declined to Answer 3 

Assigned sex at birth 
(n= 2,724) 

% 

Male 26 

Female 70 

Declined to Answer 4 

Current Gender Identify 
(n= 3,465) 

% 

Male 27 

Female 69 

Transgender < 1 

Genderqueer < 1 

Questioning or Unsure 
of Gender Identity 

< 1 

Another Gender Identity < 1 

Declined to Answer 3 

Age Group (n=4,159) % 

CYF (0-15) 2 

TAY (16-25) 12 

Adults (26-64) 76 

Older Adults (65+) 7 

Declined to Answer 3 


