
PEI Prevention Program Summaries 
 
    Violence Prevention Program     

 

               
 

 Status:   ☐New  ☐Continuing     ☒Modified 
 

           
 

 Priority ☐Children ☒Transitional Age Youth  ☒Adult   ☒Older Adult 
 

 Population: Ages 0 – 15  Ages 16 – 25  
Ages 26 – 

59  Ages 60+ 
 

              
 

                
 

Program Description 
 

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. 

 
Goals and Objectives 
  
Outcome 1: Increase knowledge about safe and healthy relationship skills  
Outcome 2: Disrupt the developmental pathways toward partner violence  
Outcome 3: Support survivors to increase safety and lessen harm 

 
 
  



Support for Parent 

    Support for Parents     
 

Status: ☐New  ☒Continuing   ☐Modified 
        

Priority ☒Children ☐Transitional Age Youth  ☐Adult  ☐Older Adult 
Population: Ages 0 – 17  Ages 16 – 24 Ages 24 – 59  Ages 60+ 
Program Description 

 
BHSD provides an array of support initiatives that are intended to prevent or intervene early 
in the development of emotional and behavioral problems in young children by providing the 
parents with outcome-based parenting strategies, support services, and classes. Family 
support and engagement services include: 

 
 Reach Out and Read: In partnership with Valley Medical Center (VMC) Pediatric Clinics, 

Reach Out and Read (ROR) is a literacy and education program. The mission is to make 
literacy promotion a standard part of pediatric health care. At every well child check-
up, VMC’s pediatric providers give each child a new, developmentally appropriate book 
to take home and read with their parents. Physician screening for developmental delays 
is part of the program, and children with identified developmental delays are referred 
to specialists for further services, ensuring that problems are addressed quickly before 
adverse effects are fully realized in a school setting.


Nurse Family Partnership (NFP) Program: NFP is a countywide, community-based 
program providing first time mothers who reside in the County’s high-risk communities 
with prenatal and postpartum support. NFP targets low-income mothers who are 
pregnant with their first child before the 28th week of pregnancy. Priority is given to 
expectant mothers involved with the mental health system, foster care system, 
juvenile/criminal justice systems, and schools in identified investment communities. 
NFP is comprised of a team of seven public health nurse home visitors. Each public 
health nurse is able to carry a caseload of 25 first-time mothers to deliver home visits 
from pregnancy until the child’s second birthday. 

 
 Mentor Parents Program: The Mentor Parents Program provides early intervention 

supports to a selective population of substance dependent parents whose children 
have been or currently are at risk of being removed from their care. Mentor parents 
work in conjunction with Dependency Advocacy Center (DAC) attorneys to encourage 
early engagement in recovery-oriented services and provide guidance to parents in 
addressing barriers impacting recovery and reunification. Mentor parents, because of 
their own previous involvement with the child welfare system, can share lived 
experiences with parents currently at risk of or engaged in the dependency system.


 Triple P Parenting: Triple P is a program that provides support to parents to guide their 

child’s behavior in a positive way that reduces stress and builds strong family 
relationships. Triple P offers parenting support and simple tips for supporting the 



development of a child. Triple P’s elements target the developmental periods of infancy 
toddlerhood, pre-school, primary school and adolescence.


Goals and Objectives 

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

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

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



   Promotores     
Status: ☒New  ☐Continuing   ☐Modified 

Priority ☐   ☒  ☒  ☒ 
Population: Children  Transitional Age Youth  Adult  Older Adult 

 Ages 0 – 5  Ages 16 – 24  Ages 24 – 59  Ages 60+ 

Program Description 
BHSD will be implementing Promotores, an evidence-based model that utilizes community-
based, peer mental health workers to deliver mental health education and serve as connectors 
between consumers and providers to promote mental health among traditionally underserved 
populations. 

 
Promotores live in the communities where they work, share similar life experiences as the 
consumers they are trying to reach, and create relationships based on trust. Due to their rooted 
nature with the community, Promotores know the social networks and strengths of their 
communities, and can leverage them to engage with hard-to-reach populations. The 
Promotores program will have a specific focus on adults and teens living within zip codes where 
significant need has been demonstrated. 
 
Promotores can play an important role in providing culturally relevant community health 
education, promotion, and referral efforts. Utilizing Promotores improves information 
dissemination to the community, specifically targeting engagement challenges arising because 
of mental illness stigma. The Promotores program will encompass training programs, build 
relationships among community groups, and identify clinics for bi-directional referrals. 
Appropriate candidates will be identified through community spaces such as churches, 
community-based organizations, and schools. This project is slated to begin on Fiscal Year 2019-
2020. 
 
Goals and Objectives 

Outcome 1: Build Promotores capacity in neighborhoods to create linkages/referrals from 
and to nearby clinics to community for both adults and teens 

Outcome 2: Reduce the barriers to health education and services that are common for 
native-born and immigrant communities 

Outcome 3: Empower traditionally underserved/unserved communities to engage in mental 
health services as needed  



PEI Early Intervention Program Summaries 
 

    
Raising Early Awareness Creating 

Hope (REACH)     
 

Status: ☐New  ☒Continuing   ☐Modified 
        

Priority ☐Children ☒Transitional Age Youth ☐Adult  ☐Older Adult 
Population: Ages 0 – 15  Ages 16 – 25 Ages 26 – 59  Ages 60+ 

 
Program Description 
Raising Early Awareness Creating Hope (REACH) works towards successful futures for youth 
through early detection and prevention of psychosis. REACH provides early detection, 
prevention, and intervention services to youth experiencing signs and symptoms of early onset 
psychosis and schizophrenia. REACH places an emphasis on TAY ages 16-25, and all services are 
guided by the practices and requirements described in the PIER (Portland Identification and 
Early Referral) model. Treatment is culturally competent and evidence-informed. REACH aims 
to provide services for youth before they experience multiple psychotic episodes, thereby 
reducing and preventing long-term impacts on development and functioning. 

 
The REACH treatment team may consist of a family specialist, parent or partner, education and 
employment specialist, occupational therapist, psychiatrist, and an overarching supervisor. 
Services are provided in community settings including the youth’s home, clinic, school, or 
community-based service agency. 

 
REACH typically serves youth for one year, with the possibility of adding up to an additional year 
when required by family crises, hardship, or clinical necessity. Criteria for admission is based on 
the Structured Interview for Prodromal Syndromes (SIPS) assessment. If clients are eligible, 
treatment services include: 

 Assessment  
 Medication evaluation  
 Support services  
 Crisis intervention  
 Individual, group, collateral, and family therapy  
 Rehabilitation treatment  
 Case management/ brokerage services 

 

Goals and Objectives 
Outcome 1: Increase early detection of psychosis and schizophrenia  
Outcome 2: Increase service connectedness 
Outcome 3: Increase prevention of psychosis and schizophrenia 



   Elders’ Storytelling Program     
Status: ☐New  ☐Continuing   ☒Modified 

       

Priority ☐Children ☐Transitional Age Youth ☐Adult ☒Older Adult 
Population: Ages 0 – 17  Ages 16 – 24 Ages 24 – 59 Ages 60+ 

 
Program Description 
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 slate to begin in mid-Fiscal Year 2019. 
 
Goals and Objectives 

Outcome 1: Connect older adults to programs and services 
Outcome 2: Decrease isolation for home-bound and monolingual older adults by creating 

community connections 
Outcome 3: Decrease depressive symptoms and improve quality of life 

  



   School Linked Services (SLS) PEI     
Status: ☐New  ☒Continuing   ☐Modified 

        

Priority ☒Children ☐Transitional Age Youth  ☐Adult  ☐Older Adult 
Population: Ages 0 – 16  Ages 16 – 24 Ages 24 – 59  Ages 60+ 

Program Description 
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. This program utilizes school campuses as a hub for 
service delivery to improve access to and coordination of services among students and their 
families. 

 
The SLS program provides support to 11 partnering school districts and schools identified 
through the community program planning process. The program provides a SLS Coordinator at 
partnering campuses to coordinate services provided by schools, public agencies, and 
community-based organizations throughout the County, thereby improving results, enhancing 
accessibility, and supporting children’s successes in school and life. 
 
SLS Coordinators: SLS Coordinators engage families and service providers, manage referrals, 
provide consultations with school referring parties, facilitate parent-involved activities, and 
provide required documentation and accountability. Coordinators are responsible for 
convening stakeholders including services providers, community groups, and parents. 
 
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. PEI provides services to students and their families who require a lower level of 
service regardless of insurance status. PEI services include enhanced behavioral support, skill 
building, linkage and referral services and strengthening family programs. 
 
For students with higher needs, they are referred to SLS clinical services which provide long-
term clinical services such as psychiatry, individual therapy, family therapy, and medication 
support. 
 
Goals and Objectives 

Outcome 1: Increase student connectedness and relationship building skills 
Outcome 2: Reduce in school suspensions and/or in office referrals for discipline 
Outcome 3: Prevent of the development of mental health challenges through early 

identification 
Outcome 4:  Improve care coordination for children, youth, and families attending SLS schools 

  



PEI Outreach for Increasing Recognition of Early 
Signs of Mental Illness Program Summaries 

 

   
Older Adult In-Home Peer Respite 

Program     
Status: ☒New  ☐Continuing   ☐Modified 

       

Priority ☐Children ☐Transitional Age Youth ☐Adult ☒Older Adult 
Population: Ages 0 – 17  Ages 16 – 24 Ages 24 – 59 Ages 60+ 

 
Program Description 
The Older Adult In-Home Peer Respite Program mobilizes peers from the community to provide 
free supportive counseling, visitation, and respite services. Peer respite providers offer 
companionship and supervision as well as peer counseling services for older adults who may be 
troubled by loneliness, depression, loss of loved ones, illness, or other concerns of aging. The 
program provides caregivers of older adults a break from caregiving while simultaneously 
providing older adult consumers with companionship and social support. The program serves 
adults aged 60 and older who live with a full time caregiver. Services are voluntary, consumer-
directed, and strengths-based. In-home respite care takes place in the home. Depending on the 
needs of the caregiver and the availability of the peer, in-home respite can occur on a regular 
or occasional basis, and can take place during the day or evening hours. 

 
This program addresses the specific need for peer services to support older adults and their 
caregivers. By providing psychosocial supports to consumers and respite supports to caregivers, 
the program assists older adults to live in the community for as long as reasonably possible and 
to age in place in their homes. Additionally, the respite support offered to caregivers will in turn 
reduce stress and mental health needs that may arise from providing ongoing caregiving. 

 
Respite providers are overseen by BHSD staff and receive a standardized training and ongoing 
oversight and support from BHSD. Staff and peer providers are trained in wellness and recovery 
principles; strategies for addressing both immediate and long-term needs of program members; 
resources and ways to link consumers to other behavioral health services; and best practices in 
delivering services in a timely manner and with sensitivity to the cultural needs of those served. 
Respite provides will also coordinate with Older Adult In-Home Outreach team to provide 
opportunities for earlier interventions to avoid crisis situations for older adults, and to create 
more access to behavioral health services for those older adults displaying signs and symptoms 
of a serious mental health need. 
 



The program will support outcomes of improved support and wellness for caregivers, 
increased service access and connection for older adults, and prolonged healthy and safe 
independent living by: 
 

 Recruiting, screening, and coordinating all peer respite providers;
 Training peer counselors in mental health resources, signs of mental illness, and how 

to work with older adults experiencing mental illness;
 Visiting older adults in the home or community to provide companionship and social 

support;
 Coordinating with the In-Home Outreach Teams for immediate assessment and 

linkage to services and crisis response; and
 Referring and linking consumers to other community-based providers for other 

needed social services and primary care.

Goals and Objectives 
Outcome 1: Improve quality of life for caregivers of older adults who may experience stress and 

burnout putting consumers at risk of out of home placement 
Outcome 2: Promote the early identification of mental health symptoms in older adults 
Outcome 3: Increase wellness and social connection among older adults who live at home and 
may be isolated 
Outcome 4: Support Older Adults to live independently in the community for as long as 
reasonably possible, while ensuring their mental and physical wellbeing 
  



   
Community Wide Outreach and 

Training     
Status: ☐New  ☒Continuing   ☐Modified 

       

Priority ☐Children ☐Transitional Age Youth ☒Adult ☒Older Adult 
Population: Ages 0 – 17  Ages 16 – 24 Ages 24 – 59 Ages 60+ 

 
Program Description 
The Community Wide Outreach and Training program provides an array of trainings to non-
mental health professionals including community-based providers, community members, and 
caregivers who live and/or work in the County. The purpose of these training programs is to 
expand the reach of individuals with knowledge and skills to respond to/ prevent a mental 
health crisis in the community, and to reduce the stigma associated with mental illness. This 
Training will include the following programs: 
 
Applied Suicide Intervention Strategies Training (ASIST) 
ASIST is a national suicide prevention training program for caregivers of individuals who are at 
risk of committing suicide. Over the course of a two-day training, caregivers learn how to 
recognize the risk and learn how to intervene to prevent the immediate risk of suicide. 
(www.livingworks.net/programs/asist). 
 
SafeTALK  
SafeTALK is a three-hour training that prepares anyone over the age of 15 to identify people 
with thoughts of suicide and connect them to suicide first aid resources. SafeTALK curriculum 
emphasizes three main skills:  

 How to move beyond common tendencies to miss, dismiss, or avoid suicide.
 How to identify people who have thoughts of suicide.
 Apply the TALK steps: Tell, Ask, Listen, and KeepSafe.

These steps will prepare someone to connect a person with thoughts of suicide to first aid and 
intervention caregivers.(www.livingworks.net/programs/safetalk). 
 
Mental Health First Aid (MHFA) and Youth Mental Health First Aid (YMHFA) Certifications 
Both Mental Health First Aid and Youth Mental Health First Aid are eight-hour courses 
designed to teach individuals in the community how to help someone who is developing a 
mental health problem or experiencing a mental health crisis. Trainees are taught about signs 
and symptoms of mental illness— including anxiety, depression, psychosis, and substance 
abuse. Youth Mental Health First Aid is especially designed to teach parents, family members, 
caregivers, teachers, school staff, peers, neighbors, providers, and other individuals how to 
help adolescents (ages 12 – 18) who are experiencing mental health or substance abuse 
problems, or who are in mental health crisis situations. The training covers mental health 
challenges for youth, offers information on adolescent development, and includes a 5-step 



action plan to help young people in both crisis and non-crisis situations. 
(www.mentalhealthfirstaid.org). 
 
QPR 
QPR (Question—Persuade—Refer), is a 90-minute training designed to teach three simple steps 
anyone can learn to help save a life from suicide.  QPR provides innovative, practical, and 
proven suicide prevention training that reduces suicidal behaviors by training individuals to 
serve as gatekeepers—those in a position to recognize a crisis and the warning signs that 
someone may be contemplating suicide. QPR will train anyone to be a gatekeeper—parents, 
friends, neighbors, teachers, ministers, doctors, nurses, office workers, caseworkers, 
firefighters—anyone who may be strategically positioned to recognize and refer someone at 
risk of suicide. (https://www.qprinstitute.com/about-qpr). 
 
Many of these trainings were previously part of separate initiatives and have been combined in 
this plan into one Community Wide strategy to organize all training for non-mental health 
professionals. Examples of services from the last plan include the following:  

 PEI 1: ECCAC (WRAP, MHFA, YMHFA, QPR)
 Office of Family Affairs (WRAP, MHFA)
 PEI 5: Suicide Prevention (ASIST, SafeTALK, YMHFA, QPR, online QPR)

These trainings will support improved mental health education and early identification by: 
 Training community and family members to recognize the signs of persons in need 

of mental health support
 Training community and family members to recognize the signs of persons who are 

at risk of suicide or of developing a mental illness
 Training and working with families and caregivers in order to develop plans and 

strategies that are tailored to their loved one’s needs
 Training participants to address the specific needs of certain populations, including 

youth
 Offering trainings in multiple languages to ensure accessibility for all interested 

persons
 Offering trainings to an intentionally diverse group of community members, family 

members, and partners, to ensure that persons are trained across a variety of 
populations in order to meet the needs of those in crisis and non-crisis situations

 Promoting wellness, recovery, and resiliency
 
Goals and Objectives  
Outcome 1: Expand the reach of the mental health system through the training of individuals 
who have the knowledge and skills to respond to or prevent a mental health crisis in the 
community 
Outcome 2: Expand the reach of mental health and suicide prevention services  
Outcome 3: Reduce the risk of suicide through prevention and intervention trainings 
Outcome 4: Promote the early identification of mental illness and of signs and symptoms of 
suicidal behavior 



Law Enforcement Training and Mobile De-Escalation Response  
Status: ☐New  ☐Continuing   ☒Modified 

       

Priority ☐Children ☐Transitional Age Youth ☒Adult ☐Older Adult 
Population: Ages 0 – 17  Ages 16 – 24 Ages 24 – 59 Ages 60+ 

 
Program Description 
Santa Clara County provides a collection of support mechanisms for police officers— who are 
often the first to respond to a mental health crisis— because police officers’ ability to assess a 
situation and respond appropriately is critical in creating positive outcomes. The County’s Law 
Enforcement Liaison (LEL) Team provides specialized training, including trauma-informed police 
training, to improve officer responses to people with mental health issues, while also working 
to enhance relationships with law enforcement through greater collaboration and information 
sharing so that officers can support individuals they come into contact with by connecting them 
with mental health services. Additionally, the LEL Team develops and implements Interactive 
Video Simulation Trainings (IVST) for officers looking to increase their ability to interact more 
effectively and safely with those experiencing a mental health related crises 

Law Enforcement Liaison (LEL) Team 
 
In Santa Clara County, mental health professionals from BHSD provide specialized training to police officers 
through the LEL Team to improve their responses to a person with a mental health issue. The mission of the 
LEL Team is to build and enhance teamwork, training, discussion, and collaboration with law enforcement 
agencies throughout the County. The ultimate goal of the LEL Team is to provide police officers with the 
support and tools they need to improve their responses to someone experiencing a mental health crisis. The 
training is also meant to provide law enforcement departments with information so they can help residents 
get the mental health services and support they need. 

Interactive Video Simulation Training (IVST) 
 
One of the hallmarks of the LEL Team is the ongoing development and implementation of IVST. 
IVST is a four-hour program that was developed for officers to increase their ability to interact 
more effectively and safely with those experiencing a mental health related crisis. The focus is 
on greater understanding, sensitivity, recognition, and effective de-escalation techniques. As 
part of the training, participants apply what they have learned in interactive video simulations. 
These simulations depict people experiencing a myriad of mental health related challenges.  
Trauma-Informed Policing 
 
In order to cultivate and sustain effective relationships with the individuals police officers come 
into contact with, it is critical for police officers to able to recognize and address trauma. 
Trauma-Informed Policing trainings present a framework for law enforcement which 
acknowledges the prevalence of trauma and its related symptoms, and employs response 
tactics accordingly. Some of the key elements of trauma-informed police training include 
identifying signs and symptoms of trauma, and learning appropriate genera- and situation 
specific (e.g., interaction with victim of domestic violence) trauma-informed responses. 



Mobile Response to a Crisis (De-escalation)  
Law enforcement or contracted law enforcement liaisons and mobile crisis staff may travel to 
an individual’s location and conduct a mental health assessment to determine which additional 
services or treatment will most appropriately 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. 
 
Goals and Objectives 
Outcome 1: Increase collaboration and enhance teamwork between law enforcement and 
Behavioral Health Care Services 
Outcome 2: Increase the ability of law enforcement to interact more effectively and safely with 
those experiencing a mental health related crises 
Outcome 3: Connect individuals experiencing mental health crisis to appropriate services 
  



PEI Stigma and Discrimination Reduction 
Program Summaries 

 
New Refugees Program  

Status: ☐New  ☐Continuing   ☒Modified 
        

Priority ☒Children ☒Transitional Age Youth ☒Adult  ☒Older Adult 

Population: Ages 0 – 15  Ages 16 – 25 Ages 26 – 59  Ages 60+ 
 
Program Description 
The New Refugee Program’s early intervention services aim to reduce stigma, and increase 
awareness of available mental health services for newly arrived refugees, and intervene at the 
early signs of mental health issues. The program provides linguistically and culturally 
appropriate outreach, engagement, and prevention activities to help refugees successfully 
settle in the County. One modification of this program will be that the New Refugee program 
will begin to allow services to children and will serve refugee clients who have lived in the County 
for seven years or less (instead of five). 

 
The New Refugee program is responsible for bringing together multiple community partners 
who serve the refugee population. The program fosters collaboration and coordinates a system 
of referrals, providing and organizing numerous culturally and linguistically appropriate 
outreach activities and mental health services. Outreach mostly occurs in the refugee’s native 
language, with videos of the refugees’ compatriots. 

 
Understandably, refugees often distrust government/authority figures, and many have endured 
public scorn, intense discrimination, and threatening behavior based on their ethnicity or 
religion. Refugee clients are provided with responsive engagement and intervention services, 
up to and including torture survivor support services. Additionally, refugee clients are 
connected to other specialty mental health services that may help them live and thrive in the 
County. 
 

Goals and Objectives 
Outcome 1: Identify newly settled refugees and increase connectedness to mental health 
services 
Outcome 2: Increase collaboration among community partners who serve refugee clients 
  



Ethnic and Cultural Communities Advisory Committees (ECCACs)  
Status: ☐New  ☒Continuing   ☐Modified 

        

Priority ☒Children ☒Transitional Age Youth ☒Adult  ☒Older Adult 
Population: Ages 0 – 15  Ages 16 – 25 Ages 26 – 59  Ages 60+ 

 
Program Description 
Ethnic and Cultural Community Advisory Committees (ECCACs) utilize the unique experiences 
and knowledge of culturally and ethnically diverse community members in support of mental 
health. ECCACs envision communities where consumers and family members from all cultures 
have quality of life, are free from stigmas associated with mental health status, and are 
empowered to move within mental health systems. ECCACs aim to increase knowledge of 
mental illness, reduce stigma and discrimination within the context of culture, and increase 
community prevention and healing capacity through natural support systems. 
 
Santa Clara County’s ECCACs serve nine specific ethnic/culture groups: African Heritage, African 
Immigrant, Chinese, Filipino, Latino, Native American, Vietnamese, LGBTQ+, and Veterans. The 
ECCACs activities are categorized into three main components: 

 
 Community Outreach and Engagement involving site outreach, community events, 

mental health workshops and presentations, support groups, and one-on-one peer 
support services

 Mental Health Literacy Campaign providing Mental Health First Aid (MHFA), 
Question Persuade, and Refer (QPR), and Wellness Recovery Action Plan (WRAP) 
trainings

 Culture-Specific Programs collaborating with community agencies to organize events 
targeting underserved ethnic communities

 
ECCAC staff are multicultural and multilingual, representing at least 10 cultural communities 
and speaking at least 12 languages. The intent of ECCACs is to break down cultural barriers to 
seeking mental healthcare, decrease stigma and discrimination, and act as cultural 
ambassadors to community members in need of services. 
 
Goals and Objectives 
Outcome 1: Collaborate with un-, under-, and inappropriately served ethnic groups  
Outcome 2: Reduce stigma associated with mental health status 
Outcome 3: Increase service connectedness to mental health resources 
  



Culture is Prevention  
Status: ☐New  ☒Continuing   ☐Modified 

        

Priority ☐Children ☒Transitional Age Youth ☐Adult  ☐Older Adult 

Population: Ages 0 – 15  Ages 16 – 25 Ages 26 – 59  Ages 60+ 
 
Program Description 
The Culture is Prevention program aims to ensure the survival and healing of American 
Indians/Alaskan Natives through culturally competent community building and mental health 
care. The program aims to improve service linkages for these high need communities and 
provide cultural and traditional education services. Understanding the importance of culture in 
designing behavioral health programs, this community-based program is a valued alternative to 
the psychiatric model. The program partners with the Indian Health Center to improve mental 
health outcomes for American Indian/Alaskan Native youth involved in foster care and juvenile 
justice systems. Outreach and engagement occurs in a variety of settings including homes, 
clinics, schools, and community agencies. 
 
The Culture is Prevention program offers community gatherings and cultural meetings/events 
around outreach and services. Specific programs include: 
 

 San Jose Native Youth Empowerment Program incorporating Native American values 
in case management, peer support, cultural education, and community connection to 
build effective social skills, respect, self-worth, responsibility, and wellness

 Dance and Drum Classes allowing for cultural reflection and celebration
 Educational Support providing tools to empower students to achieve their academic 

goals
 
Goals and Objectives 
Outcome 1: Provide space for cultural celebration community building  
Outcome 2: Empower students to achieve academic goals 
Outcome 3: Increase connectedness to culturally competent mental healthcare 
 
  



PEI Access and Linkage to Treatment Program 
Summaries 

 
Services for Children 0 – 5  

Status:  ☐New  ☒Continuing     ☐Modified 
          

Priority ☒Children ☐Transitional Age Youth   
☐Adul

t   ☐Older Adult 

Population: Ages 0 – 17  Ages 16 – 24  
Ages 24 – 

59  Ages 60+ 
 
Program Description 
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 multi-disciplinary 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. 
General services for children ages 0-5 include: 

 Screenings & Assessments
 Behavioral Health Therapeutic Services
 Behavioral Health Home Visitation Services
 Linkage to Community Resources and Services

 
Goals and Objectives 
Outcome 1: Support the healthy development of children ages 0-5 and enrich the lives of their 
families and communities 
Outcome 2: Increase children and families’ access to screening, treatment, and service linkages 



Office of Consumer Affairs  
Status: ☐New  ☐Continuing   ☐Modified 

        

Priority ☐Children ☒Transitional Age Youth ☒Adult  ☒Older Adult 

Population: Ages 0 – 17  Ages 16 – 24 Ages 24 – 59  Ages 60+ 
 
Program Description 
BHSD’s Office of Consumer Affairs runs three programs focused on connecting consumers to support from 
peers who have a shared lived experience of navigating the mental health system and are uniquely qualified 
to offer support, encouragement, and hope to consumers. To accomplish this, the County created Mental 
Health Peer Support Worker positions to enable hiring of consumers and family members into the mental 
health workforce. Mental Health Peer Support Workers provide individual and group support on a variety of 
topics such as talking about feelings of isolation; helping with access to medical benefits; and providing 
information about health, substance abuse, and other related topics. Peer support services complement the 
clinical support offered by licensed professionals through providing services in clinics and self-help centers, 
including the following locations:  
Zephyr and Esperanza Self-Help Centers: Zephyr (San Jose) and Esperanza (Gilroy) are drop-in 
centers that provide peer support to assist consumers in achieving wellness and recovery; 
participating in meaningful activities; and obtaining education, employment, and housing. Self-
help centers have capacity to serve English- and Spanish-speaking consumers with the following 
resources:  

 Peer-supported events and social activities
 One-on-one peer support as well as peer-facilitated support groups
 Wellness Recovery Action Plan (WRAP) groups
 Self-Help for TAY (Zephyr); Self-Help Center (Esperanza)
 Computer workshops and classes to support consumer empowerment at the 

Consumer Learning Center 
Clinic Peer Support: Mental health clinical staff may also refer consumers to peer support at 
County clinics, which provide the following services:  

 WRAP groups at five clinics: Sunnyvale, Central Wellness Benefit Center (CWBC), 
Downtown, East Valley and South County

 Tobacco Cessation Groups
 Mindfulness groups

 
Goals and Objectives 
Outcome 1: Consumers and their members of their support networks are supported in 
accessing the services they need to support their recovery and wellness 
  



Office of Family Affairs  
Status: ☐New  ☒Continuing   ☐Modified 

        

Priority ☐Children ☒Transitional Age Youth ☒Adult  ☒Older Adult 

Population: Ages 0 – 17  Ages 16 – 24 Ages 24 – 59  Ages 60+ 
 
Program Description 
The mission of the Office of Family Affairs (OFA) is to empower family members and loved ones 
of mental health consumers with accessible education, support, and resource opportunities. 
The OFA assists families in navigating the behavioral health system through offering direct 
support, information, and education, with the goal of providing recovery and hope. 
 
OFA operates at facilities that provide a more intensive level of care, and focuses on meeting 
the needs of family members of people with mental health issues through the following services: 
 

 Individual Peer Support 
 Family Support Groups  
 Family WRAP available in English and Spanish: WRAP is a wellness tool that families and 

individuals can use to develop a plan that supports wellness and recovery for everyone 
in the family 

 
OFA also provides Mental Health First Aid (MHFA) trainings through an 8-hour course that 
prepares members of the public to provide MHFA to those in need. 
 
Goals and Objectives 
Outcome 1: OFA provides consumers’ families and loved ones with education and support to 
navigate the mental health system and support their loved one’s recovery 
  



Mental Health Advocacy Project  
Status: ☐New  ☒Continuing   ☐Modified 

        

Priority ☐Children ☒Transitional Age Youth ☒Adult  ☒Older Adult 

Population: Ages 0 – 17  Ages 16 – 24 Ages 24 – 59  Ages 60+ 
 
Program Description 
The Mental Health Advocacy Project (MHAP) was established in 1978 through the Law 
Foundation of Silicon Valley, and provides legal and advocacy services to over 5,000 clients per 
year. MHAP is the only legal assistance organization in Santa Clara County that provides 
specialized services for people identified as having mental health issues or developmental 
disabilities. MHAP works to expand the rights and promote the social dignity of consumers by 
participating in the reform of the political, economic, and social structures that affect their lives, 
and by increasing public awareness of the social problems they experience. MHAP’s mission is 
to empower people identified as having mental health issues or developmental disabilities to 
live more independent, secure, and satisfying lives through the enforcement of their legal rights 
and the advancement of their social and economic wellbeing. 
 
MHAP provides free legal and advocacy assistance through the work of advocates and attorneys 
in three practice units: 
 

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

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

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

 
MHAP also provides information and referral in the areas of rehabilitation, employment, family, 
and criminal law. During FY2019, this project will expand to increase service capacity. Funding 
for MHAP increases to $150,000 in FY19-FY20. 
 
Goals and Objectives 
Outcome 1: Consumers are able to access legal advocacy support needed to address challenges 
they may face while navigating the mental health system 
  



Re-entry Resource Center  
Status: ☐New  ☐Continuing   ☒Modified 

        

Priority ☐Children ☐Transitional Age Youth ☒Adult  ☒Older Adult 

Population: Ages 0 – 15  Ages 16 – 25 Ages 26 – 59  Ages 60+ 
 
Program Description 
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 linkage 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 including 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. 
 
Goals and Objectives 
Outcome 1: Collaborate with the justice involved adults and their families to support re-entry 
Outcome 2: Reduce stigma associated with mental health status among those in the CJS 
Outcome 3: Increase service connectedness to mental health resources among CJS individuals 
 
  



LGBTQ+ Access and Linkage  
Status: ☒New  ☐Continuing   ☒Modified 

        

Priority ☐Children ☒Transitional Age Youth ☒Adult  ☒Older Adult 
Population: Ages 0 – 15  Ages 16 – 25 Ages 26 – 59  Ages 60+ 

 
Program Description 
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. 
 
Goals and Objectives 
Outcome 1: Collaborate with the LGBTQ+ community 
Outcome 2: Reduce stigma associated with mental health status among LGBTQ+ individuals 
Outcome 3: Increase service connectedness to mental health resources among LGBTQ+ 
individuals 
Outcome 4: Increase public and provider competence supporting young people, families and 
adults in LGBTQ+ community 
  



PEI Suicide Prevention Program Summary 
 

Suicide Prevention Strategic Plan and SACS  
Status: ☐New  ☒Continuing   ☐Modified 

        

Priority ☒Children ☒Transitional Age Youth ☒Adult  ☒Older Adult 
Population: Ages 0 – 15  Ages 16 – 25 Ages 26 – 59  Ages 60+ 

 
Program Description 
The Suicide Prevention Strategic Plan (SPSP) aims to increase suicide prevention for everyone. 
Through early intervention, education, and awareness, this plan seeks to reduce risk of suicide 
among all age groups in the County. The plan consists of five distinct but related strategies: 

 
 Implementation and coordination of suicide intervention programs and services for 

targeted high-risk populations
 Implementation of a community education and information campaign to increase 

public awareness of suicide and suicide prevention
 Development of local communication “best practices” to improve media coverage 

and public dialogue related to suicide
 Implementation of policy and governance advocacy to promote systems change in 

suicide awareness and prevention
 Establishment of a robust data collection and monitoring system to increase the 

scope and availability of suicide-related data and evaluation of suicide prevention 
efforts

 
This plan aims to provide comprehensive suicide prevention and awareness activities 
countywide. The SPSP’s five strategies have multiple recommendations, all of which will be 
implemented over time with input from the Suicide Prevention Oversight Committee (SPOC) 
and its work groups. 
 
Goals and Objectives 
Outcome 1: Reduce cases and rates of suicide 
Outcome 2: Increase access to suicide prevention programs  
Outcome 3: Improve communication channels for suicide awareness 
Outcome 4: Improve data monitoring systems for suicide-related data 
  



PEI Improve Timely Access to Services for 
Underserved Population Program Summary 

 

Culture-Specific Wellness Centers  
Status: ☒New  ☐Continuing   ☐Modified 

        

Priority ☒Children ☒Transitional Age Youth ☒Adult  ☒Older Adult 

Population: Ages 0 – 15  Ages 16 – 25 Ages 26 – 59  Ages 60+ 
 
Program Description 
Culture-Specific Wellness Centers offer space for un-, under-, and inappropriately served groups 
to gather and participate in community caregiving and healing. Wellness Centers are designed 
specifically for Latino, African American, LBGTQ+, Asian/Pacific Islander, and Native American 
populations and communities. 

 
Wellness Centers offer low-barrier access to mental health services, community building and 
culture-specific practices, and other recovery-oriented activities. Understanding that some 
populations have historically faced discrimination from government and/or mental health 
systems, Wellness Centers focus on building trust between the community and service 
providers. Unlike traditional Medi-Cal authorized services, Wellness Centers operate with an 
open door policy. Clinical mental health services are co-located in the Centers with non-clinical 
cultural activities and programs. Individuals participating in these non-clinical cultural activities 
and programs are welcome to participate without limit. 

 
Wellness Centers are culture-specific, embracing healing practices that may not necessarily be 
a part of un-, under-, and inappropriately served communities. Activities may include addressing 
trauma related to immigration, family disruptions in LGBTQ+ communities, and healing circles. 
There are age-specific activities for youth, adults, and older adults. Additionally, opportunities 
for intergenerational sharing are encouraged. Wellness Centers recognize that a different kind 
of healing may occur when different age groups come together to talk about stress, trauma, and 
self-care. This project is expected to launch on Fiscal Year 2019-2020. 
 
Goals and Objectives 
Outcome 1: Provide un-, under-, and inappropriately served groups space for community 
caregiving 
Outcome 2: Organize age-specific and intergenerational activities 
Outcome 3: Encourage culture-specific forms of healing 


