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EXECUTIVE SUMMARY
In November of 2004, California voters passed Proposition 63 creating the Mental Health Services Act
(MHSA). The Act created an additional one percent tax on any California resident making more than $1
million dollars. Annually, the tax is added on to every dollar (over $1 million) the residents make. The
revenue is distributed to counties in order to accomplish an enhanced system of care for mental health
services. A portion of the MHSA revenue is distributed to agencies at the state level. The passing of
Proposition 63 provided the first opportunity in many years to expand county mental health programs for
all populations: children, transition-age youth, adults, older adults, families, and especially, the un-served
and under-served. It was also designed to provide a wide range of prevention, early intervention, and
treatment services, including the necessary infrastructure, technology, and enhancement of the mental
health workforce to effectively support the system. There are six fundamental guiding principles outlined
in the MHSA California Code of Regulations (CCR 3320):
1.
2.
3.
4.
5.
6.

Community Collaboration
Cultural Competence
Client Driven, for adults
Family-Driven, for youth
Wellness/Recovery/Resiliency-Focused Services
Integrated Service Experience

In 2005, the Butte County Department of Behavioral Health (BCDBH) began the community collaboration
process by involving community members and stakeholders in meetings/focus groups; participating via
surveys and workgroups to identify the community needs, develop program/service plans, and
recommendations to meet the needs of the community. Every three years an MHSA Program and
Expenditure Plan is developed in partnership with community members and stakeholders to:
•

Identify community issues related to mental illness resulting from lack of community services and
supports, including issues identified during the implementation of the Mental Health Services Act.

•

Analyze the mental health needs in the community.

•

Identify and re-evaluate priorities and strategies to meet those mental health needs.

In addition, the same community input process is used for Annual Updates which define any changes
made to the programs, services, or initiatives each year.
Once the community input process is concluded, the BCDBH Administration Team takes all community
feedback into consideration to create the MHSA Expenditure and Program Plan. The Administration Team
is composed of: Director, Assistant Directors, Fiscal Manager, Medical Director, Compliance
Officer/Managed Care Plan Manager, Systems Performance, Research and Evaluation Manager, and the
MHSA and Cultural Competence Coordinator.
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Program Components
MHSA consists of five funding components, each of which addresses specific goals for priority
populations, key community mental health needs, and age groups that require special attention. The
programs developed under these components draws on the expertise and experience of behavioral
health and primary health care providers, community-based organizations of all types, school districts,
community programs and centers, institutions of higher education, law enforcement/the judicial system,
and local government departments and agencies. The five components are:
1) Community Services & Supports (CSS)
2) Prevention & Early Intervention (PEI)
3) Innovation (INN)
4) Capital Facilities & Technological Needs (CFTN)
5) Workforce Education & Training (WET)
Below is an itemization of each program, service, or initiative and fiscal allocations for Fiscal Year 20192020, by each component. Also identified, is the status of each program, service, or initiative and any
changes made since the last MHSA Program and Expenditure Plan. If there is no designation next to the
program, there were no changes since the 2018-2019 Plan. If a program is designated as updated since
the last plan, details of the modification may be found on page 21.
Note that some programs may have additional revenue streams in their budget. For the purposes of the
Executive Summary, this next section is strictly identifying what MHSA funds have been allocated to each
component.

Community Services and Supports
$8,865,907
Crisis Intensive Services
Crisis Residential Facility- Iris House
Crisis Stabilization Unit
Crisis Triage Connect
Mobile Crisis Team

Modified

Support, Employment, Assistance, Recovery, Consumer Housing (SEARCH)*
Youth Empowerment Support
Youth Intensive Program (YIP)*
*Full service partnership program

Consumer Education, Employment, & Wellness (CEEW)

Homeless Support
6th Street Drop-In Center/Runaway and Homeless Youth Match
Torres Shelter Peer Partner Program
Avenida Apartments
Continuum of Care Coordinator

5|Page

Homeless Census (Point It Time)
Housing Authority – BHAP
Housing Authority – HUD
Housing Consultant
Housing Team
Master Lease – Youth
Transitional Housing

Vocational Training and Employment
Caminar
Department of Rehabilitation Cooperative
Dreamcatchers
Jesus Center

Modified

Wellness Centers
Iversen Center
Oroville Wellness and Recovery Center
The Hub Wellness and Recovery Center

Modified

Prevention and Early Intervention
$2,433,054
Live Spot
Gridley and Oroville Live Spots
Prevention Services
Strengthening Families
Community Prevention & Intervention
African American Family and Cultural Center
Northern Valley Talk Line
Passages Connections
Promotores
Stonewall
Zoosiab
Welcoming, Triage & Referral
Welcoming Triage and Referral
Mental Health Awareness /Community Education
Care Enough to Act
Community Education Campaign: Each Mind Matters- Cal MHSA
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Mental Health Awareness- National Alliance on Mental Illness

Innovations
$778,613
The Center CARE Project

$494,464

Physician Committed

$284,149

Capital Improvement/Information Technology
Funds depleted
Reconciliation from previous projects have determined that these funds have been spent. There are no
current plans to utilize CS&S funding for this component.

Workforce Education & Training
$482,512
Consumer/Family Member Employment Support and Training

Modified

Electronic Learning System Management
Job Specific Training
Training Coordinator

Prudent Reserve
$2,457,861
The Prudent Reserve is defined as an amount of money put aside for use in extraordinary circumstances,
and is not held for use in normal circumstances. There are currently no plans for usage of the Prudent
Reserve. For the Prudent Reserve Balance Assessment please see Appendix.

Fiscal Summary
Our projected allocation for fiscal year 2018-2019 was $11,615,994. We are on target to meet this. For
fiscal year 2019-2020, our projected allocation is $12,805,549, which is a $1,189,555 increase over 20182019 projections.
As a public funded agency the department is dedicated to being a responsible steward of public funds.
Agencies often have an indirect cost for administrative responsibilities when providing services. The
indirect cost is applied to all revenue sources including MHSA. Up to 15% of allocated funds may be
allowable for administrative costs.
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Revenue and Expenditure Report (RER)
Due to the Butte County Camp Fire, California’s largest and deadliest fire to date, the Department of
Health Care Services (DHCS) granted an extension on the due date of the MHSA RER. These will be
completed and added to this report after they are submitted on June 30, 2019.

Cost per Person
Due to the extension of the RER, the cost per person cannot yet be calculated for FY17/18. This
calculation will be added to the Annual Update after the RER’s are submitted to DHCS. The following
breakdown is for FY16/17.
Butte County Behavioral Health identified the average MHSA cost per person, by component category, for
Fiscal Year 2016/2017 to be reported in this plan. These figures were taken from the FY16/17 Revenue
and Expenditure Report and are still pending approval from DHCS. The number served may be duplicated
due to a consumer being enrolled in multiple programs within the category.

CSS - CATEGORY

EXPENDITURE

NUMBER

COST PER

SERVED

PERSON

Crisis Intensive Services

$11,389,362

2202

$5172.28

Consumer Education, Employment, &

$2,553,795

2424

$1053.55

EXPENDITURE

NUMBER

COST PER

SERVED

PERSON

Wellness

PEI - CATEGORY
Live Spot

$949,301

1162

$816.95

Community Prevention & Intervention

$1,021,534

2509

$407.15

Welcoming, Triage & Referral

$2,713,643

2851

$951.82

Mental Health Awareness & Community

$103,350

585

$176.67

Education

This annual plan update provides an overview of each program, service, or initiative in a descriptive,
narrative format. Some descriptions are longer than others due to the scope of that service. Included with
each program description is a detail of outcomes and objectives, followed by the supporting data. This
plan describes the community and stakeholder feedback processes executed, and conclusions made from
this valued process. The last section of the document will contain the budget forms that are configured by
the State of California. These forms include more detail about the additional revenue that supports MHSA
funds to meet the overall costs of programs and services.
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BUTTE COUNTY
Geography
Butte County in comprised of

BIDWELL PARK, CHICO CA

approximately 1,637 square miles and is
located on the northeast side of the
Sacramento Valley next to the Sierra
Mountain foothills and at the base of
the Butte Creek Canyon. The
Sacramento River borders Butte County
to the west and several large creeks
such as Butte Creek and Big Chico Creek
run through the county to the river. The
County has a diverse geography
between the large almond orchards, the
Llano Seco wetlands preserve, creeks,
mesas and foothills, and temperate
forests stretching up through Paradise
and Magalia into the Sierras.
In terms of population, Butte County is
the largest California County north of
the Bay Area and the Sacramento Valley.
Citing the 2016 American Community
Survey, Butte County is home to circa
226,864 1 people and is made up of 5
incorporated cities/towns: Oroville,

COMING OUT OF THE DARKNESS: EDEN WERSTLER

Chico, Gridley, Paradise, and Biggs.
Chico, the city with the largest population in the county, is home to the famous Bidwell Park which is
named after Chico’s founder John Bidwell. Bidwell Park is one of the largest municipal parks in the United
States; it stretches from downtown Chico to the upper foothills of the Butte Creek Canyon and is home to
the One Mile Recreation Area, Bear Hole, Chico Community Observatory, and Bidwell Park Golf Course.
Oroville houses the County government and is home to the beautiful Table Mountain and Lake Oroville,
which provides most of the County’s agricultural irrigation. Feather Falls (shown below) is one of the
many magnificent waterfalls that drain into the County’s waterways. Gridley and Biggs are rural hubs in

1

https://censusreporter.org/profiles/05000US06007-butte-county-ca/
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the southern part of the county, and Paradise is a large, forested suburban community reaching up into
the mountains.
FEATHER FALLS, NEAR LAKE OROVILLE

PHOTO CREDIT: RAY BOUKNIGHT

Butte County contains a Mediterranean climate which means hot summers and cool, rainy winters. The
mild weather provides an excellent opportunity for outdoor enthusiasts and nature lovers to enjoy the
outdoors year-round. It also
creates an ideal agricultural

SATURDAY FARMER’S MARKET IN CHICO, CA

landscape for growing a
diverse range of vegetables,
nuts, fruits, and grains. These
conditions contribute to
agriculture being the number
one industry in Butte County,
which provides a significant
base to the county’s
economy.
Butte County provides a rare
combination of rural, natural,

PHOTO CREDIT: DAIN SANDOVAL

and urban beauty that makes it one of the best kept secrets of California.
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Cultural & Economic Diversity
While most of Butte County can be considered homogenous in its racial diversity (see figure below) there
are burgeoning ethnic communities and economic opportunities that have characterized Butte County’s
importance as a cultural and economic hub in Northern California. Large Spanish-speaking and Hmong
communities call the County home; the Spanish language meets the criteria for a “Threshold Language”
and the Hmong language falls just below that designation. We provide many services in both languages
and have vital materials translated into both languages as well.
BUTTE COUNTY RACE & ETHNICITY DEMOGRAPHIC (2016 AMERICAN COMMUNITY SURVEY):

*Hispanic includes respondents of any race. Other categories are non-Hispanic.

The percentage of persons below the poverty line in Butte County is 19.9%, which is 1.4 times the rate of
California (14.4%). The median household income is $45,177, about two thirds of the California average 2.
This makes Butte County one of the poorest counties in the state and creates many significant needs for
its population.
In comparison to California, Butte County has approximately 3% fewer people under the age of 18 and
approximately 4.5% more people over the age of 65. The largest age demographic in Butte County
according to the 2016 ACS is 20-29 year olds at 18% with 50-59 years olds coming in at second at 13%.
The California State University, Chico enrolls approximately 16,000 students annually so with so many
young individuals in the community much of the cultural and economic activity revolves around the
university. Chico’s downtown is flush with artwork, interesting characters, and a vibrant nightlife. It is also
a center for volunteerism which tops all of the universities in the United States in terms of hours
volunteered. There is a deep sense of community throughout Butte County and many people are proud
to call this county home.

2

https://censusreporter.org/profiles/05000US06007-butte-county-ca/
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MHSA COUNTY CERTIFICATION
County: Butte
Local Mental Health Director

Project Lead

Name: Scott Kennelly

Name: Holli Drobny

Telephone: 530-891-2850

Telephone: 530-897-3971

E-mail: skennelly @buttecounty.net

E-mail: hdrobny@buttecounty.net

Local Mental Health Mailing Address:
Butte County Department of Behavioral Health
Administrative Office
3217 Cohasset Road
Chico, CA 95928
I hereby certify that I am the official responsible for the administration of county mental health services in
and for said county and that the County has complied with all pertinent regulations, laws and statutes of
the Mental Health Services Act in preparing and submitting this annual update, including stakeholder
participation and non-supplantation requirements.
This Three-Year Program and Expenditure Plan has been developed with the participation of stakeholders,
in accordance with Welfare and institutions Code Section 5848 and Title 9 of the California Code of
Regulations section 3300, Community Planning Process. The draft annual update was circulated to
representatives of stakeholder interests and any interested party for 30 days for review and comment and
a public hearing was held by the local mental health board. All input has been considered with
adjustments made, as appropriate. The annual update and expenditure plan, attached hereto, was
adopted by the County Board of Supervisors on June 25, 2019.
Mental Health Services Act funds are and will be used in compliance with Welfare and Institutions
Code section 5891 and Title 9 of the California Code of Regulations section 3410, Non‐Supplant.
All documents in the attached annual update are true and correct.

__________________________________________
Scott Kennelly, LMFT
Interim Behavioral Health Director/Designee

_______________________
Date
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MHSA COUNTY FISCAL ACCOUNTABILITY CERTIFICATION1
County/City: Butte

☐ Three-Year Program and Expenditure Plan
☒ Annual Update

☐ Annual Revenue and Expenditure Report
Local Mental Health Director
Name: Scott Kennelly
Telephone: 530-891-2850
E-mail: skennelly@buttecounty.net
Local Mental Health Mailing Address:

County Auditor-Controller/City Financial Officer
Name: Graciela Gutierrez
Telephone: 530-552-3600
E-mail: ggutierrez@buttecounty.net

Butte County Department of Behavioral Health Administrative Office
3217 Cohasset Road
Chico, CA 95973
I hereby certify that the Three-Year Program and Expenditure Plan, Annual Update or Annual Revenue and
Expenditure Report is true and correct and that the County has complied with all fiscal accountability requirements
as required by law or as directed by the State Department of Health Care Services and the Mental Health Services
Oversight and Accountability Commission, and that all expenditures are consistent with the requirements of the
Mental Health Services Act (MHSA), including Welfare and Institutions Code (WIC) sections 5813.5, 5830, 5840,
5847, 5891, and 5892; and Title 9 of the California Code of Regulations sections 3400 and 3410. I further certify that
all expenditures are consistent with an approved plan or update and that MHSA funds will only be used for
programs specified in the Mental Health Services Act. Other than funds placed in a reserve in accordance with an
approved plan, any funds allocated to a county which are not spent for their authorized purpose within the time
period specified in WIC section 5892(h), shall revert to the state to be deposited into the fund and available for
other counties in future years. I declare under penalty of perjury under the laws of this state that the foregoing and
attached update/report is true and correct to the best of my knowledge.

Behavioral Health Director/Designee

(PRINT)

Signature

Date

I hereby certify that for the fiscal year ended June 30, 2018 the County/City has maintained an interest-bearing local
Mental health Services (MHS) Fund (WIC 5892(f); and that the County’s/City’s financial statements are audited
annually by an independent auditor and the most recent audit report is dated December 22, 2018 for the fiscal year
ended June 30, 2018. I further certify that for the fiscal year ended June 30, 2019, the State MHSA distributions
were recorded as revenues in the local MHS Fund; that County/City MHSA expenditures and transfer out were
appropriated by the Board of Supervisors and recorded in compliance with such appropriations; and that the
County/City has complied with WIC section 5891(a), in that local MHS funds may not be loaned to a county general
fund or any other county fund. I declare under penalty of perjury under the laws of this state that the foregoing and
the attached update/report is true and correct to the best of my knowledge.
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COMMUNITY & STAKEHOLDER ENGAGEMENT
Butte County Behavioral Health began the community and stakeholder engagement process for the
MHSA Program and Expenditure Plan in December, 2018. Notifications of Community Input meetings
were 1) announced at Behavioral Health staff meetings, community meetings (e.g., Behavioral Health
Board, Cultural Competency Committee, Quality Improvement Committee), and 2) through email
distribution lists to community contacts, MHSA email distribution lists, contracted providers and all
BCDBH employees. The department has made enhancements to its website so that community members
may opt into an email distribution list and may find MHSA information easier.
Community Input meetings were held in January and February of 2019 with two different formats: large
public meetings and focus groups. Five large public meetings were held at local libraries and community
conference rooms. Ten focus groups were held in warm, friendly settings with translators available by
request for cultural and linguistic considerations. These focus groups were facilitated with program to
gain a better understanding of the impact of these programs on clients who are being served by them. At
each meeting the agenda, materials, and presentation contained the same content; translated resources
were available as needed. The meetings provided an overview (see Appendix A) of the MHSA history,
intent, components, framework, and any anticipated changes for upcoming fiscal year. A total of 169
people signed-in as attending the community meetings (both the large public meetings and focus groups
combined). If individuals were not able to attend a meeting, they had the option to view a recording of
the presentation on the MHSA website.
To further encourage and engage community collaboration, BCDBH developed a survey (see Appendix C)
to facilitate community participation. The survey was available in English and Spanish, and offered
electronically and in paper format. The survey was posted on the MHSA website during the duration of
the community input process and sent electronically to community contacts, MHSA email distribution
lists, contracted providers and all BCDBH employees. The MHSA survey was available in paper form at
each Community Input Meeting. The survey included currently funded MHSA initiatives so that
community members could provide feedback on whether or not the initiatives were meeting the needs of
their community. Additionally, the survey asked for feedback on any potential unmet needs, innovative
ideas, demographic data, if the programs were effectively engaging cultural populations, the impact of
the programs, and access and availability of the programs, services and initiatives. Stakeholder feedback
and community input resulted in 201 surveys submitted. The survey period was open from January 16th –
March 1st, 2019.
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COMMUNITY ENGAGEMENT
Meetings and Focus Groups
A total of 169 people signed-in at the community meetings (there were 15 meetings: both large public
meetings and focus groups combined). Please see the flyers, in Appendix B for examples of advertising
these meetings. The table below demonstrates who signed-in at each meeting location:
Meetings & Attendance
African American Family & Cultural Center

6

Chico Library

33

Chico Community Counseling Center

35

Crisis Services

6

Gridley Library

1

Hmong Cultural Center*

7

Iversen Wellness and Recovery Center

16

NAMI

9

Oroville Library

3

Oroville Outpatient Center

8

Promotores*

9

Stonewall Alliance

9

Torres Shelter

14

Vocational Programs (Caminar, Dreamcatchers, DOR)

13

Youth Intensive Program

0

*Translator utilized

Each community meeting began with an introduction of BCDBH staff present (MHSA coordinator and
MHSA Analyst), followed by a presentation explaining budget details for fiscal year 2019-2020, program
details by its funding source, and any anticipated changes or updates to the plan. The presentation
concluded with a request for verbal and written community feedback.
Focus groups began with an introduction of BCDBH staff present and the translator as needed. These
meetings included a round-table discussion of budget details for fiscal year 2019-2020, program details
by its funding source, and any changes or updates to the plan. There was food and beverages provided at
the focus groups to create a welcoming and casual atmosphere. The intent of the focus groups were to
solicit feedback from those enrolled in programs in an atmosphere comfortable to them. The
demonstration concluded with a request for verbal and written community feedback.
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SURVEY RESULTS OF COMMUNITY FEEDBACK
Once the survey period was completed, all other data (e.g., paper surveys) collected via meetings or
submitted to Behavioral Health through other avenues (e.g., mailing to/dropping off at Administrative
Offices, drop off at program locations), were entered into survey software. The results depicted in the
report below were designed by the BCDBH Systems Performance, Research and Evaluations Unit. Overall,
there were 201 surveys collected.

Feedback & Input Report
The following report shows the outcomes as entered into Mental Health Services Act (MHSA) Community
Meetings and Focus-Groups Community Feedback Survey. For a view of the actual survey, see Appendix
C, for the full report of responses see Appendix D. Please note: comments submitted during the 30-Day
Public Comment period are included in the “30-Day Public Comment” Section.

Community Services and Supports
Average Score*

Crisis Services
Crisis Residential Facility- Iris House

3.64

Crisis Stabilization Unit

3.83

Crisis Triage Connect

3.95

Mobile Crisis Team

4.00

Full Service Partnerships
Support, Employment, Assistance, Recovery, Consumer Housing (SEARCH)

3.74

Youth Empowerment Support

3.45

Youth Intensive Program (YIP)

3.58

Homeless Support
6th Street Drop-In Center

4.00

Torres Shelter Peer Partner Program

3.77

Avenida Apartments

3.90

Continuum of Care Coordinator

3.49

Homeless Census (Point It Time)

3.72

Housing Authority – BHAP

3.62

Housing Consultant

3.36

Master Lease – Youth

3.78

Transitional Housing

3.80

Vocational Training and Employment
Caminar

3.78

Department of Rehabilitation Cooperative

3.61

Dreamcatchers

3.39
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OUTCOME DATA

COMMUNITY FEEDBACK RESULTS

Jesus Center

3.33

Consumer Employment

3.66

Wellness Centers
Iversen Center

4.00

Oroville Wellness and Recovery Center

3.54

The Hub Wellness and Recovery Center

3.49

Prevention and Early Intervention
Prevention Unit

Athlete Committed

3.04

Physician Committed

3.17

Strengthening Families

3.66

Gridley and Oroville Live Spots

3.34

Reach Conference

3.40

Cultural Outreach
African American Family and Cultural Center

3.70

Passages Connections

3.91

Promotores

3.65

Stonewall

4.00

Zoosiab

3.66

Early Intervention
North Valley Talk Line

3.90

Welcoming Triage and Referral

3.49

Mental Health Awareness /Community Education
Care Enough to Act

3.49

Community Education Campaign: Each Mind Matters- Cal MHSA

3.66

Mental Health Awareness- National Alliance on Mental Illness

3.72

* Respondents ranked the before programs on a scale of 0-5, with 5 being the most effective. The
outcomes show the average responses of each program.
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OUTCOME DATA

COMMUNITY FEEDBACK RESULTS

Community Comments Summary
This section provides a brief summary of the feedback provided via written comments. For the entire
2019 MHSA Annual Update Community Input Report can be found in Appendix D. The following graph
shows the distribution of the frequency of topics mentioned. Below that is a description of the categories
that included the highest number of frequency.

Category of Comment

“What type of mental health-related activities, programs or
services are most needed in your community or culture?”
Education/Outreach
NAMI
Torres Shelter
Harm Reduction
Case Managers
Trauma
Substance Use
Vocational
Transportation
Iversen Center
Zoosiab
Seniors
Stonewall
Housing Assistance
Crisis
Youth/School related
Promotores

N = 201 Skipped = 91

4
7
4
3
4
3
6
16
3
4
6
6
3
41
7
10
10
0

5

10

15

20
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30

35

40

45

40

45

Number of Mentions

Category of Comment

“Is there anything else you would like to say about mental
health needs, programs, or services related to your
community?”
Education/Outreach

9

Therapists/Psychiatrists

4

Vocational

9

Seniors

3

Housing Assistance

14

Youth/School related

N = 201 Skipped = 138

4
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25

Number of Mentions

30

35
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OUTCOME DATA

COMMUNITY FEEDBACK RESULTS

Category of Comment

“Please list any suggestions for activities, programs or services
that would enhance consumers' wellness and recovery and
better meet the needs of your community:”
Mobile Crisis
Education/Outreach
Police Trainings
Cultural Awareness
Arts
Case Managers
Oroville
Substance Use
Vocational
Transportation
Housing Assistance
Outdoors
Youth/School related

3

3
3
3

4
4
4
4
9

4
4
0

5

20

5
10

15

N = 201 Skipped = 118

20

25

30

35

40

45

# of Mentions

Note: There could be multiple mentions in one comment, some did not fall into the above categories.

Top Mentions Expanded
1. Housing Assistance:
a. Housing development for adults, elderly and families with mental illness.
b. Outreach to homeless that don’t seek services.
2. Vocational:
a. Increased availibility of hours to work.
b. More diverse opportunities for employment.
c. Increased trainings on technical tasks (e.g. computer software).
3. Youth/School related:
a. Increased funding allocated to prevention services for youth.
b. Incresaed outreach at schools to students.
c. Outreach and communication to teachers about services and trainings.
4. Education/Outreach:
a. Informing general public of progams available.
b. Presentations to large groups such as workplaces.
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30-DAY PUBLIC COMMENT PERIOD
This section is utilized to provide an overview of activities included the 30-Day Public Comment period,
April 15 through May 15, 2019. On April 15th, notifications were sent to the community announcing the
commencement of 30-Day Public Comment period, with instructions on how to access the plan online
and how to provide feedback. A public hearing was held on May 15th, 2019, at the Behavioral Health
Board meeting. Public comment was closed at the end of this hearing at 5:00pm.
There was no significant feedback on the Annual Update during the 30-day public comment period.
During the 30-day public comment period, enhancements were made to the data and its correlating
outcomes, and an Innovation project was approved by the Mental Health Services Oversight and
Accountability Commission. Additionally, following the conclusion of the 30-day comment period, it was
determined that one of the vocational programs funded through MHSA would not continue. Additional
details for this program can be found on the following page, Notable Updates & Modifications.
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NOTABLE UPDATES & MODIFICATIONS
The purpose of this section is to state any noteworthy updates that have been made to Butte County
MHSA funded programs, services or initiatives since the previous plan update.

Disaster Recovery Impacts

Butte County was faced with an unprecedented crisis in the recent Camp Fire, the largest California wild
fire to date, resulting in approximately 14,000 residences destroyed and 50,000 residents displaced. All of
the service sites located in Paradise are no longer providing services. The Hub Wellness and Recovery
Center has been relocated to the Oroville Drop-In Center. Many staff and clients have had to relocate out
of the area. The department is still trying to estimate the decrease of resources related to revenue and
facility losses.
Due to this disaster, the Department of Health Care Services (DHCS) granted an extension on the due
date of the MHSA Revenue and Expenditure Report (RER) for FY17/18. As such, this the RER’s are not
included in this version of the Annual Update, but will be added to this report after submission to DHCS
on June 30, 2019.
The understanding of the long-term impact of this trauma is yet to be evaluated, however research
indicates there is a predicted spike in mental health issues two to five years after a disaster. Behavioral
Health is strategizing how to proactively serve our community following this incident.

Innovation Concepts Introduced for Public Review

During the recent Community Input Process, potential Innovation concepts were presented for public
review. The intent was to introduce Innovative ideas and to ask the community and mental health
stakeholders which ideas they would like developed further. The findings of the Community Input Process
surrounding the Innovation Component can be found in Appendix E. In FY19/20, the department will
allocate resources towards developing new Innovation programs based on this community input.

MHSA Steering Committee

BCBH recognizes the value in gaining insight from community members who are MHSA content experts
and has made efforts to launch and facilitate a MHSA Steering Committee. In order to form this
Committee, the department solicited Community Input via online survey to determine the structure of
this group. All participants of the Annual Update Community Input Process were informed of this
opportunity and provided a follow-up survey to solicit this feedback. The results are currently being
formulated into a report for the department to review.

Mobile Crisis Team
Behavioral Health introduced the first Mobile Crisis Team (MCT), a collaboration with Chico Police
Department, to the community in March 2018. This program was born out of the Community Input
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Process that was initiated during the development of the 2017 Three Year Program and Expenditure Plan.
MCT dedicates counselors to provide on-call assistance to the Chico Police Department for mental health
crisis support. This program has now been expanded to collaborate with the Butte County Sherriff’s
Office, known hereafter at the MCT South County Program. This expansion is made possible by grant
funds awarded from SB 82 investment in Mental Health Wellness Act of 2013.

No Place Like Home

On July 1, 2016, Governor Brown signed landmark legislation enacting the No Place Like Home (NPLH)
program to dedicate up to $2 billion in bond proceeds to invest in the development of permanent
supportive housing for persons who are in need of mental health services and are experiencing
homelessness or who are at risk of homelessness. Funding for permanent supportive housing must utilize
low barrier tenant selection practices that prioritize vulnerable populations and offer flexible, voluntary,
and individualized supportive services. Counties must commit to provide mental health services and help
coordinate access to other community-based supportive services. In November 2018, California voters
approved the use of MHSA dollars for NPLH. Counties can expect to see their MHSA allocation to
decrease in FY19/20 when the repayment of these bonds begin. Behavioral Health has fulfilled the
requirements to apply for the non-completive funds associated with NPLH, and is currently awaiting the
agreement from the California Department of Housing and Community Development. The agency is
actively preparing for the release of the Notice of Funding Availability for the competitive funds in the
latter part of 2019.

Plan Updates

As of July 2018, MHSA Plan Updates are now due at the end of the fiscal year, instead of calendar year.
This change means that this year’s Annual Update is due on June 30, 2019, instead of December 31, 2019.
The department budget for FY19/20 was not finalized at the time that Community Input was solicited for
this Update. The department looks forward to the establishment of the MHSA Steering Committee to
review budget and expenditure information in the future.
For this Annual Update, the community and mental health stakeholders will be able to locate “Data
Findings” on each MHSA program. This enhancement will allow for further understanding of each
program, its goals, and if those goals are being met. By identifying the impacts that these programs are
having on our community, the community and stakeholders will be able to make informed
recommendations on current MHSA programs and initiatives.

Workforce Education and Training
Behavioral Health is currently investigating and researching ways to enhance our Peer Advocate
Workforce. These activities are a direct result of Community Input. This is being accomplished through a
work group made up of current peer advocates, peer advocates who have been promoted, and peer
volunteers. This group is investigating topics such as salary, benefits, training, classifications, respite, and
job duties/skills. This initiative falls under the WET Component, and there has been an increase in transfer
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to WET funds from CSS in anticipation of the peer workforce expansion. Research shows that peer
support works; from improving quality of life and keeping people engaged in the community to reducing
depression and substance use, peer support makes a huge difference in the mental health system of care.
Peer providers can provide hope, model recovery, actively coach, engage, and connect with consumers.
Additionally, peer employment can provide opportunities for consumers to find stable employment in an
atmosphere that is comfortable and understanding of their challenges.

Jesus Center Vocational Program
This program will not continue for Fiscal Year 2019-2020.
“After many years of a successful partnership for the consumers of Butte County Behavioral Health, it is
our decision to no longer keep the contract to operate JobLink out of the Jesus Center. This is our official
notice to release this contract with the hopes that this money can be more effectively deployed for its
intended purposes. It is our intention to continue working collaboratively with Behavioral Health to meet
the needs of our common consumers for many years to come. Thank you for the privilege of working
together.”—Executive Director, Laura Coostana,
It has not yet been determined where to allocate the funds that were allocated to the Jesus Center
Vocational Program. Due to positive community input and favorable outcomes that are generated by
vocational programs, the department is considering keeping the funding within vocational services.
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SECTION 1: COMMUNITY SERVICES & SUPPORTS
WHAT IS THE PURPOSE OF THE COMMUNITY SERVICES & SUPPORTS (CSS) COMPONENTS?
Community Services & Support (CSS) is the largest component of MHSA. The CSS component is focused on
community collaboration, cultural competence, client and family driven services and systems, wellness
focus, which includes concepts of recovery and resilience, integrated service experiences for clients and
families, as well as serving the unserved and underserved. Housing is also a large part of the CSS
component.
Community Services and Supports (CSS) provide funds for direct services to individuals with severe mental
illness. The basis for the CSS program is the concept of providing “whatever it takes” to meet the mental
health needs of those who are unserved or underserved. The goal is to provide all services and supports
for those in need of mental health services and their families, consistent with a strength-based approach
and client-centered treatment plans.
Plan Requirements:
• All ages must be served
• At least 51% of the funds must support Full Service Partnerships
• Disparities in access to services for underserved populations and regions of the County must be
addressed
COMPONENTS OF CSS
FULL SERVICE PARTNERSHIP (FSP): Full Service Partnership (FSP) programs are designed for consumers who
have been diagnosed with a severe mental illness and would benefit from an intensive service program.
The foundation of Full Service Partnerships is doing “whatever it takes” to help individuals on their path to
recovery and wellness. Full Service Partnerships embrace client-driven services and supports with each
client choosing services based on individual needs. Unique to FSP programs are a low staff-to-client ratio,
a 24/7 crisis availability, and a team approach that is a partnership between mental health staff and
consumers.
Adult FSP programs assist with housing, employment, and education in addition to providing mental health
services and integrated treatment for individuals who have a co-occurring mental health and substance
abuse disorder. Services can be provided to individuals in their homes, the community, and other locations.
Peer and caregiver support groups are available. Embedded in Full Service Partnerships is a commitment
to deliver services in ways that are culturally and linguistically competent and appropriate.
GENERAL SYSTEMS DEVELOPMENT: Activities related to improving the County’s mental health service
delivery system for all clients. Services to improve the County’s mental health service delivery system for
all clients and/or to pay for specified delivery system for all clients and/or to pay for specified mental
health services and supports for clients, and/or when appropriate for their families.
OUTREACH AND ENGAGEMENT: Activities related to reach populations that are unserved or underserved.
Activities to reach, identify, and engage unserved individuals and communities in the mental health system
and reduce disparities identified by the County. Outreach and engagement are services provided to
potential FSP clients prior to enrollment in a FSP program. Outreach and engagement services are used to
build a relationship between the FSP program and potential client, and to determine if the potential client
is appropriate for, and will, accept FSP services.
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FULL-SERVICE
PARTNERSHIP
(FSP)

CHILDREN
(0-15)

TRANSITIONAL
AGE YOUTH
(16-25)

ADULT
(26-59)

OLDER
ADULT (60+)

PROGRAM

GENERAL
(NON-FSP)

CRISIS STABILIZATION
UNIT

X

X

X

X

X

MOBILE CRISIS TEAM

X

X

X

X

X

TRIAGE CONNECT

X

X

X

X

X

CRISIS RESIDENTIAL:
IRIS HOUSE

X

X

X

X

X

X

X

X

X

SEARCH

X

YOUTH INTENSIVE
PROGRAMS
YOUTH EMPOWERMENT
SERVICES

X

X

X

X

X

X

X

X

6TH STREET CENTER

X

MASTER LEASE HOUSING

X

X

TRANSITIONAL HOUSING

X

X

AVENIDA APARTMENTS

X

HOMELESS PEER
PARTNER PROGRAMTORRES SHELTER
HOMELESS CENSUSPOINT IN TIME

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

X

CAMINAR

X

X

X

X

DREAMCATCHERS

X

X

X

X

JESUS CENTER

X

X

X

X

WELLNESS & RECOVERY
CENTERS

X

X

X

X

HOUSING CONSULTANT
BASIC HOMELESS
ASSISTANCE
CONTINUUM OF CARE
COORDINATOR
DEPARTMENT OF
REHABILITATION
COOPERATIVE

X
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DEMOGRAPHICS OF NON-DISTINCT CLIENTS IN ALL CSS PROGRAMS
FY 17-18
Number Served: 2790

N=2790

N=2790

N=2790

N=2790
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N=2790

N=2790

*In order to compare with county figures, “Decline to Answer” and “Other” were removed.
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CS&S

CRISIS TRIAGE
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

The Crisis Triage team facilitates consumer movement through the crisis continuum; this includes
coordinating psychiatric hospitalization placement as needed, discharge planning, monitoring, and followup case management. The Crisis Triage program has three components: answering the access line,
transporting the clients, and following up on discharge from a psychiatric hospital. The access line operates
24/7 and takes crisis calls, grievance calls, new requests for services (for both mental health and substance
use services), and gives out information/resources. The transport team drives clients to and from
psychiatric hospitals, takes them for medical clearances to access in-patient services, and takes them home
or back into the community. The discharge team, also known as the Connect Team, communicates with all
psychiatric hospitals to setup follow-up services for every client upon discharge from a psychiatric hospital.
The Connect Team also provides 60 days of case management services to facilitate the warm hand-off between
inpatient and outpatient services.
OUTCOMES

1. Number of individuals served.
2. Number of individuals with serious mental illness referred to treatment, and the kind of
treatment to which the individual was referred.
3. Average duration of untreated mental illness and standard deviation.
4. Number of access calls received and referrals given.
5. Number of transports in the following categories:
a. To and from psychiatric hospitals
b. To the CSU
c. Safety planned to home/community
d. Medical clearances
MEASUREMENTS

1.
2.
3.
4.
5.

Number of individuals served.
Number of referrals to treatment, and types of treatment to which clients were referred.
Average duration (in months) of untreated mental illness.
Number of access calls received for the time period and the number of referrals made.
Number of transports performed to support clients getting to a psychiatric hospital, home from
psychiatric hospital, safety planned, or driven to get medically cleared for in-patient admission.
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OUTCOME DATA

CRISIS TRIAGE

NOTABLE FINDINGS

1. 36% of clients served are homeless, while 0.6% of calls were referred to housing services.
2. 87% are unemployed or seeking employment.
3. 14% of clients are youth.
OUTCOME 1: DISTINCT NUMBER OF INDIVIDUALS SERVED IN THE FISCAL YEAR
CRISIS TRIAGE CONNECT
OUT OF COUNTY/TRANSPORT

NUMBER SERVED
92
763

OUTCOME 2: NUMBER OF REFERRALS TO TREATMENT AND TYPE OF REFERRALS
FY 17-18
Number of Clients: 88*
REFERRED TO:
NO. OF
REFERRED TO:
NO. OF
REFERRALS:
REFERRALS:
AMPLA Health
5
Northern Valley Indian Health
0
California Health and Wellness
1
Northern Valley Catholic Social
0
Services (NVCSS)
Catalyst
2
Oroville Hospital
0
Children’s Services Division
0
Oroville Rescue Mission
3
Counseling Solutions
0
Other
5
Crisis Triage Connect Team (CTCT)
18
Other DBH Program
1
DBH Adult Outpatient Clinic
61
Other Social Service
2
Organization
DBH Crisis Stabilization Unit (CSU)
5
Outside Psychiatrist
0
DBH Youth Outpatient Clinic
1
Passages
1
Department of Employment/DOR
4
Primary Care Doctors
4
Eligibility Specialist
1
Probation
1
Enloe Behavioral Health
0
Private Providers
0
Enloe Hospital
0
Rape Crisis
1
Far Northern Regional Center
0
Sabbath House
4
Feather River Health Center
1
Salvation Army
3
Hospital Alternative Program
0
Shalom Clinic
6
(HAP)
Housing Authority
7
Sober Living
10
Independent Living Services
2
Therapeutic Behavioral Services
1
(TBS)
Jesus Center
15
Torres Shelter
15
Mediation
1
Veterans Administration
0
NAMI
1
Youth For Change
0
*Number of clients are captured on discharge summary, so it will differ from number served
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OUTCOME DATA

CRISIS TRIAGE

OUTCOME 3:
Average Duration in Months of Untreated Mental Illness:
Due to the way this information was being collected, the data was not useable. However, this issue has
been rectified and this information will be included in next report.
OUTCOME 4: NUMBER OF CRISIS CALLS RECEIVED AND REFERRALS GIVEN
FY 17-18
Number of Calls Received: 4228
REFERRAL

ADULT

YOUTH

Crisis Line
Community Referrals
Outpatient Services
Crisis Intervention
Law Enforcement/Welfare Check
Talk Line/Resource Line
Hospital
Alcohol & Drug Services
Catalyst
Patient’s Rights
Medical Services (non-urgent)
Housing Services
Rape Crisis
Special Needs
TOTAL

1722
353
396
191
166
312
133
79
17
41
18
25
7
6
3466*

321
56
60
58
36
15
36
0
1
4
1
0
1
2
591*

*Multiple referrals may be given at each call

OUTCOME 5: NUMBER OF TRANSPORTS
TRANSPORTS
To and from psychiatric hospitals
To the Crisis Stabilization Unit (CSU)
Safety Planned Home/Community
To receive medical clearances for hospital/CSU admissions

FY 17-18
1054
340
341
187
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OUTCOME DATA

CRISIS TRIAGE

DEMOGRAPHICS OF DISTINCT CLIENTS IN CRISIS TRIAGE PROGRAM
FY 17-18
Number Served: 92

N=92
N=92

N=92

N=92

31 | P a g e

OUTCOME DATA

CRISIS TRIAGE

N=92

N=92

N=92

N=92
*INCLUDES: ADULT RESIDENTIAL FACILITY, BOARD AND CARE, COMMUNITY TREATMENT FACILITY, GROUP HOME, REQUIRING DAILY
SUPPORT, JUSTICE-RELATED (JUVENILE HALL, CYA HOME, ETC.), RESIDENTIAL TREATMENT CENTER, SKILLED NURSING FACILITY
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CS&S

CRISIS STABILIZATION UNIT
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

The Crisis Stabilization Unit (CSU) offers voluntary mental health crisis services for any adult or youth
experiencing acute psychiatric symptoms. The purpose of the CSU is to assess the crisis, while allowing time
for the individual to be away from stimuli that may provoke the crisis. A consumer experiencing a psychiatric
crisis can be in the CSU for up to 23 hours. Providers can then assess if the crisis can be resolved to the
point that the consumer can reintegrate into the community, or if the crisis dictates a higher level of
inpatient care. The CSU helps resolve crises with the goal of linking consumers and their families to local
community services—making direct referrals and appointments as necessary. The CSU staff also informs all
clients’ providers of their crisis in order to ensure a continuum of care. The CSU operates 24 hours a day, 7
days a week to provide a welcoming, therapeutic environment, which serves all of our community during
their crisis. This program reduces the overall impact on local emergency rooms.
OUTCOMES

1. Accurately track and monitor client disposition.
2. Discharge consumers to community resources and give direct referrals—making appointments as
necessary.
3. Serve a minimum of 1200 client admissions per year (average of 3.3/day).
4. Provide follow up with clients who discharged to community/home within 3-7 days to ensure
discharge plan was followed.*
5. Maintain a 70% or above satisfaction rate with consumers.*
MEASUREMENTS

1.
2.
3.
4.
5.

Report home/community vs. higher level of care disposition.
Number of referrals upon discharge.
Number of referrals accepted in electronic health record.
Client discharge follow up survey results.*
Collect surveys throughout year and calculate responses of “Very Satisfied” and “Satisfied” vs.
“Very Dissatisfied” and “Dissatisfied.”*

NOTABLE FINDINGS

1. 53% of client discharges result in hospitalization, while 43% result in clients going home. Possibly
due to CSU admitting consumers waiting for hospitalization to reduce strain on emergency rooms.
2. Did not meet outcome #3: CSU admitted 1024 clients which is 85.33% of expected outcome.
3. 91% of referred clients were accepted. Excludes the 90 referrals that were withdrawn during the
review process.
*data not collected for FY17/18 but will be collected in FY 18/19
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OUTCOME DATA

CRISIS STABILIZATION UNIT

OUTCOME 1: DISCHARGE COMPARISONS FOR FY 17-18

OUTCOME 2: DISCHARGE REFERRALS FOR FY 17-18

OUTCOME 3: CLIENT ADMISSIONS
TOTAL REFERRALS
TOTAL ACCEPTED
TOTAL DENIED
WITHDRAWALS DURING REVIEW PROCESS

FY 16-17*
742
603
73
66

FY 17-18
1206
1024
92
90

*Formalized referral process was introduced this year
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OUTCOME DATA

CRISIS STABILIZATION UNIT
DEMOGRAPHICS OF DISTINCT CLIENTS SERVED
FY 17-18
Number Served: 701
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OUTCOME DATA

CRISIS STABILIZATION UNIT

*INCLUDES: ADULT RESIDENTIAL FACILITY, BOARD AND CARE, COMMUNITY TREATMENT FACILITY, GROUP HOME, REQUIRING DAILY
SUPPORT, JUSTICE-RELATED (JUVENILE HALL, CYA HOME, ETC.), RESIDENTIAL TREATMENT CENTER, SKILLED NURSING FACILITY
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CS&S

MOBILE CRISIS TEAM
STATUS

☒

New

☐

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

The Mobile Crisis Team will partner with law enforcement to provide crisis-related outreach and
engagement as well as respond to 911 requests regarding possible psychiatric or emotional crises in the
community. The Mobile Crisis Team will operate with the goal of reducing the number of involuntary
psychiatric hospitalizations, when appropriate. Mobile Crisis provides consultations, crisis assessments, and
engagement of the individual in need to seek alternative treatment resources, including referrals to
voluntary psychiatric services as available.
OUTCOMES

1. Reduce number of involuntary psychiatric hospitalizations by co-responding with the law
enforcement resulting in role-modeling and educating law enforcement about effective ways to
de-escalate interactions with people who have a mental illness.
2. Increase number of engagements with people with mental illness in the community to provide
resources, support, and transportation to services.
3. Decrease usage of 9-1-1 non-emergency users and ER visits.
4. Increase client satisfaction with the services they receive.
MEASUREMENTS

1. Police and Sheriff changes in attitudes, knowledge, and/or behavior related to mental illness that
are applicable to the specific program:
a. Pre/Post Survey every 6 months which will address understanding of mental health
resources, general feelings of engaging with people with mental illness, and increasing
compassion for people with mental illness*.
b. Number of people on 5150’s in hospital emergency rooms decrease*.
c. Decrease the number of 5150’s rescinded in the ER’s*.
2. Number of community members that receive engagement.
3. Number of community members that receive transportation to services.
4. Use of crisis units post-intervention (9-1-1, ER, etc.). Measurements will be derived from*:
a. Surveys conducted by Peer Advocates post-intervention.
b. CS Client Tracker form in electronic health record system.
5. Peer advocate will conduct surveys with clients post-engagement to asses for*:
a. Satisfaction with services.
b. Ability to relate to BCDBH staff.
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OUTCOME DATA

MOBILE CRISIS TEAM

NOTABLE FINDINGS

1. Due to program starting in March, 2018, there are not enough data for findings or demographics
for FY 17-18.
*Data not collected or not sufficient to report for FY 17-18

OUTCOME 2: NUMBER OF COMMUNITY MEMBERS THAT RECEIVES ENGAGEMENT

COMMUNITY MEMBERS

FY 17-18
81

OUTCOME 3: NUMBER OF COMMUNITY MEMBERS THAT RECEIVED TRANSPORTATION

TRANSPORTS

FY 17-18
18
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SEARCH

CS&S
STATUS

☐

New

☒

Continuing

EMPHASIS

☐

General (Non-FSP)

☒

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

The SEARCH (Support, Employment, Assistance, Recovery, Community, and Housing) program is a full
service partnership program. The SEARCH teams use client-centered and strength-based recovery
philosophies to help individuals with severe and persistent mental illness to reduce impairments from
symptoms and achieve the highest level of self-sufficiency while integrating into the community. Butte
County Department of Behavioral Health’s in-house operated programs, coupled with contracted
collaborations with other community-based agencies, have maximized the program’s success in providing
outreach, support, employment, assistance, recovery, and housing to people who are homeless or at risk
of homelessness with mental illness and co-occurring disorders. The goal of SEARCH is to promote
consumer self-sustainability in the community, thus reducing further decompensation and the need for
additional services (e.g. police services and emergency room visits).
OUTCOMES

1.
2.
3.
4.
5.

Increase number of consumers employed.
Increase number of consumers enrolled in vocational programs.
Increase number of consumers housed.
Decrease number of consumers hospitalized.
Manage mental illness symptoms and improve functioning.

MEASURMENTS

1.
2.
3.
4.
5.

Distinct number of clients who gained employment at discharge.
Distinct number of clients who enrolled in vocational programs.
Distinct number of clients who acquired housing (if homeless at intake).
Distinct number of clients who avoided psychiatric hospitalization.
Maintain 70% on the selected responses from the Consumer Perception Survey.

NOTABLE FINDINGS

1. Have assisted 18 individuals to gain employment and 82 acquire housing over the last 3 years.
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OUTCOME DATA

SEARCH

OUTCOMES 1-4:

DURING THIS EPISODE THE CLIENT:
OUTCOME 1: Gained Employment
OUTCOME 2: Enrolled in Vocational Program
OUTCOME 3: Acquired Housing
OUTCOME 4: Avoided Psych Hospital

FY 15-16

FY 16-17

FY 17-18

3
17
32

8
19
18

7
32
46
125

*Added Outcome 2 in FY 17-18

OUTCOMES 5:

CONSUMER PERCEPTION SURVEY QUESTIONS ARE BASED ON THE FOLLOWING AS A RESULT OF THE
PROGRAM:
1.
2.
3.
4.
5.
6.
7.

How participants are handling daily life.
How participants are getting along with family.
How participants are doing better at school/work.
How participants are able to cope when things go wrong.
How participants are better able to do thing they want to do.
How participants have the support they need in a crisis.
How participants have others to which they can do enjoyable things.
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OUTCOME DATA

SEARCH
DEMOGRAPHICS OF DISTINCT CLIENTS SERVED
FY 17-18
Number Served: 271
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OUTCOME DATA

SEARCH

*INCLUDES: ADULT RESIDENTIAL FACILITY, BOARD AND CARE, COMMUNITY TREATMENT FACILITY, GROUP HOME, REQUIRING DAILY
SUPPORT, JUSTICE-RELATED (JUVENILE HALL, CYA HOME, ETC.), RESIDENTIAL TREATMENT CENTER, SKILLED NURSING FACILITY
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OUTCOME DATA

SEARCH

SEARCH Provides Mental Health Services at the newly opened Valley View Complex
In February 2017, the collaborative housing project between Butte County Behavioral Health and
Northern Valley Catholic Social Services was completed. The following month, Valley View Apartments
began providing permanent supportive housing for Mental Health Services Act (MHSA) eligible adults (18
years and older) with serious mental illness who are homeless or at risk of homelessness. This permanent
supportive housing complex offers affordable housing for eligible residents benefitting from mental
health services linked through the SEARCH program.
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CS&S

YOUTH INTENSIVE PROGRAMS
STATUS

☐

New

☒

Continuing

EMPHASIS

☐

General (Non-FSP)

☒

Full-Service Partnership (FSP)

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☐

Older Adult (60+)

PROGRAM DESCRIPTION

Youth Intensive Programs (YIP) are for youth and their families. Services are integrated across agencies and
programs to provide coordinated care through an easily accessible process that enables families and youth
to be helped by a wrap-around team that addresses their unique needs. The common goal of all Youth
Intensive Programs is to provide interventions and treatments that have been shown to decrease youth
hospitalization, disruptive out-of-home placements, and involvement in the juvenile justice system while
improving mental health and daily functioning.
OUTCOMES

1.
2.
3.
4.
5.
6.
7.
8.
9.

Decrease hospitalizations for a minimum of 18 clients.
Assist a minimum of 5 consumers in acquiring housing.
Enroll consumers in vocational programs.
Improve mental health/wellbeing for a minimum of 140 clients.
Assist a minimum of 12 consumers in completing their GED or receiving a High School Diploma.
Improve relationship with family.
Decrease number of consumers admitted to a psychiatric hospital.
Decrease involvement with juvenile justice system since starting program.*
Manage mental illness symptoms and improve functioning.

MEASUREMENTS

1. Number of consumers who avoided psychiatric hospitalization (based on average from past 4
years).
2. Number of consumers who attained housing (based on average from past 4 years).
3. Number of consumers who were enrolled in vocational program.
4. Number of consumers who improved mental health/wellbeing, measured on:
a. Electronic Health Record discharge disposition (based on average from past 4 years)
5. Number of consumers who completed GED/High School Diploma (based on average from past 4
years).
6. Number of consumers who improved their relationships with their family:
a. Biological family
b. Foster family
7. Number of consumers who were admitted to psychiatric hospital (based on average from past 4
years).
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OUTCOME DATA

YOUTH INTENSIVE PROGRAMS

8. Comparison of answers to the following questions on the Consumer Perception Survey*:
a. Were you arrested during the last 12 months?
b. Were you arrested during the 12 months prior to that?
9. Maintain 70% satisfaction for the following responses from the Consumer Perception Survey:
a. How participants are handling daily life.
b. How participants are getting along with family.
c. How participants are doing better at school/work.
d. How participants are able to cope when things go wrong.
e. How participants are better able to do thing they want to do.
f. How participants have the support they need in a crisis.
g. How participants have others to which they can do enjoyable things.
*data not collect for FY17/18 but will be collected in FY 18/19
NOTABLE FINDINGS

1. Significantly fewer numbers in program for FY 17-18 due to the change in requirements
for the program.
2. On the Consumer Perception Survey, 64.8% of participants reported that they improved
due to the program.
OUTCOMES 1-6:

DURING THIS EPISODE, THE CONSUMER:

FY 13-14

FY 14-15

FY 15-16

FY 16-17

FY 1718**

OUTCOME 1: Avoided Psych Hospital

14

20

24

13

OUTCOME 2: Acquired Housing

9

4

0

4

2

OUTCOME 3: Enrolled in Vocational Program

-

-

-

-

16

OUTCOME 4: Increased Mental
Health/Wellbeing
OUTCOME 5: Completed GED/High School
Diploma
OUTCOME 6A: Improved Biological Family
Relationship
OUTCOME 6B: Improved Foster Family
Relationship

150

138

135

139

19

13

14

12

8

1

115

107

105

98

13

10

37

36

29

5

Distinct Count of Discharged Clients

557

616

559

528

74

9

*At discharge, multiple categories can be selected for each client.
**For FY 17-18, the program changed their criteria for being in FSP services vs. outpatient services so the number of
consumers decreased
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OUTCOME DATA

YOUTH INTENSIVE PROGRAMS

OUTCOME 7: DECREASE NUMBER OF CONSUMERS ADMITTED TO A PSYCHIATRIC HOSPITAL

FY 15-16

FY 16-17

FY 17-18**

Number of consumers open to YIP

836

840

608

Total number of consumers hospitalized

17

24

20

2.03%

2.86%

3.29%

Hospitalization rate

**For FY 17-18, the program changed their criteria for being in FSP services vs. outpatient services so the number of
consumers decreased

OUTCOMES 9: MANAGE MENTAL ILLNESS SYMPTOMS AND IMPROVE FUNCTIONING
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OUTCOME DATA

YOUTH INTENSIVE PROGRAMS
DEMOGRAPHICS OF DISTINCT CLIENTS SERVED
FY 17-18
Number Served: 143
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OUTCOME DATA

YOUTH INTENSIVE PROGRAMS
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CS&S

YOUTH EMPOWERMENT SERVICES

STATUS

☐

New

☒

Continuing

EMPHASIS

☐

General (Non-FSP)

☒

Full-Service Partnership (FSP)

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☐

Adult (26-59)

☐

Older Adult (60+)

PROGRAM DESCRIPTION

Youth Empowerment Services (YES) works in collaboration with YIP, offering outdoor, therapeutic, youthdriven activities in Butte County for diverse consumer youth with a qualified mental health diagnosis.
Services are designed and delivered in a culturally-comprehensive manner utilizing an intensive, strengthbased, consumer-guided model of care. YES activities provide a safe and engaging platform for
county/provider clinical staff to address treatment plan objectives. Intervention opportunities include
social skills building, life skills, vocational skills, communication skills, problem-solving skills, independentliving skills, building self-esteem, self-soothing skills, and anger management. Clinical staff will apply
behaviorally rehabilitative treatment plan interventions to support youth during YES recreational activities.
Youth will learn appropriate social skills for integrating into the community. YES staff provides an
opportunity for clinical staff to address functional social impairments that affect their mental health
through Medi-Cal billing.
The YES program provides a variety of services including wilderness outings, team building events, seasonal
activities, family outings, and staff trainings. These activities create opportunities for developing healthy
hobbies while supporting the achievement of emotional stability. Family events and outings build on
strengths, assets, and skills. They support trust, cooperation, self-worth, and family unity. Recreation staff
are certified or licensed as required based on activities provided. All staff complete Therapeutic Crisis
Intervention training and additional training to support the needs of program participants.
OUTCOMES

1.
2.
3.
4.

Improve self-esteem.
Gain leadership behaviors, seek mentorship opportunities.
Effectively communicate with others and establish support system.
Attend and participate in community groups/activities.

MEASUREMENTS

1.
2.
3.
4.

Compare clients scored for pre and post scores on YES Self-Esteem Survey.
Compare clients scored for pre and post scores on YES Leadership Life Skills Development Survey.
Maintain 70% approval rate on the responses from the Consumer Perception Survey.
Report of number of groups/activities were provided and attendance.
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OUTCOME DATA

YOUTH EMPOWERMENT SERVICES

NOTABLE FINDINGS

1. 67% of clients are male.
2. An average of 2.8 groups happened per week.
OUTCOME 1: COMPARE CLIENTS’ PRE AND POST SCORES ON YES SELF-ESTEEM SURVEY*
*Data were not collected for FY 17-18
OUTCOME 2: COMPARE CLIENTS’ PRE AND POST SCORES ON YES LEADERSHIP LIFE SKILLS DEVELOPMENT
SURVEY*
*Data were not collected for FY 17-18
OUTCOME 3: MAINTAIN 70% APPROVAL RATE ON THE CONSUMER PERCEPTION SURVEY*
*Data were not collected for FY 17-18
OUTCOME 4: REPORT OF NUMBER OF GROUPS/ACTIVITIES WERE PROVIDED AND ATTENDANCE

GROUPS/ACTIVITIES

NUMBER
GROUPS/ACTIVITES

NUMBER NONDISTINCT SERVED

GROUP: HEALTH EDUCATION GROUP
EVENTS/TRAININGS: STAFFING YES CASES
COMMUNITY AWARENESS: PARK CLEANUP

143
38
1

957
283
7

YES: DEMOGRAPHICS OF DISTINCT COUNT SERVED
FY 17-18
Number Served: 73
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OUTCOME DATA

YOUTH EMPOWERMENT SERVICES
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OUTCOME DATA

YOUTH EMPOWERMENT SERVICES

*SNF/SUPPORTIVE LIVING INCLUDES: ADULT RESIDENTIAL FACILITY, BOARD AND CARE, COMMUNITY TREATMENT FACILITY, GROUP HOME,
REQUIRING DAILY SUPPORT, JUSTICE-RELATED (JUVENILE HALL, CYA HOME, ETC.), RESIDENTIAL TREATMENT CENTER, SKILLED NURSING
FACILITY
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CS&S

CRISIS RESIDENTIAL – IRIS HOUSE
STATUS

☒

New

☐

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

The Crisis Residential Program is a homelike, temporary (up to 30 days), safe, and therapeutic environment
where adult (18 and older) community members struggling with a mental health crisis can receive 24 hour
support and services. This is a voluntary program for persons who are assessed and referred by Behavioral
Health staff when it is determined that a residential alternative to hospitalization is within the best interest
of the individual. Individuals in the program must agree to program rules that support their recovery and
ensure a comfortable and safe environment.
At the core of the program are individualized care plans that
support a successful transition back into the community. A key
“Thank you all so much. I really
component is having professional and licensed staff with
needed a place like this to get on my
experience and specialized training. The program team is on site
two feet again.”
24 hours a day and 7 days a week. The 10-bed, drug and alcohol- Consumer
free home includes laundry facilities, a kitchen, multiple
community gathering spaces, and a fenced-in backyard. Services
are individualized and follow a social rehabilitation model that integrates aspects of emergency psychiatric
care, psychological rehabilitation, milieu therapy, and coordinated case management and social work
interventions.
Consumers are encouraged to complete a survey about their experience at the Iris House and the director
addresses each concern as they arise. In addition, a weekly client group meeting is held where anyone can
write down concerns or suggestions and the director responds to them all in writing and implements
change when appropriate.
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OUTCOME DATA

CRISIS RESIDENTIAL – IRIS HOUSE

OUTCOMES

1. Maintain an average capacity of 7 clients per week.
2. Maintain a maximum 4-hour response time after receiving referral and a maximum of 10-hour
admission time after receiving referral.
3. Decrease number of consumers who are admitted to BCDBH Crisis Services 15-days and 30-days
post-discharge.
4. Maintain a 70% or above satisfaction rate with consumers.
MEASUREMENTS

1. Average weekly capacity.
2. Timeliness of:
a. Referral received by Willow Glenn to decision made
b. Referral received by Willow Glenn to admission of consumer
3. Number of consumers who are admitted to Crisis Services (gathered from CS Tracker in Avatar)
15 and 30 days post-discharge from Iris House.
4. Collect surveys throughout year and calculate responses of “Very Satisfied” and “Satisfied” vs.
“Very Dissatisfied” and “Dissatisfied.”
NOTABLE FINDINGS

1. Achieved 96% rate of satisfaction with consumers.
2. 95% of consumers agree services helped stabilize or helped recover them.

OUTCOMES 1-3:

Number of distinct consumers admitted to Iris House
Referral received by Willow Glenn to decision made by
Willow Glenn (average)
Referral received by Willow Glenn to admission of
consumer (average)
Number of Iris House discharges that resulted in a
subsequent admission to Crisis Services within 15 days
Number of Iris House discharges that resulted in a
subsequent admission to Crisis Services between 16
and 30 days
Total number of Iris House discharges that resulted in
a subsequent admission to Crisis Services within 30
days

FY 16-17
103
2 hours and 59
minutes
9 hours and 15
minutes
38

FY 17-18
108
2 hours and 13 minutes
11 hours and 10 minutes
30

11

25

55 (Total Discharges:
113; Recidivism Rate:
43.36%)

55 (Total Discharges:
132; Recidivism Rate:
41.67%)
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OUTCOME DATA

CRISIS RESIDENTIAL – IRIS HOUSE

OUTCOME 4:

*All surveys were electively completed by consumers through SurveyMonkey online
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OUTCOME DATA

CRISIS RESIDENTIAL – IRIS HOUSE
DEMOGRAPHICS OF DISTINCT CLIENTS SERVED
FY 17-18
Number Served: 108
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OUTCOME DATA

CRISIS RESIDENTIAL – IRIS HOUSE

* SNF/SUPPORTIVE LIVING INCLUDES: ADULT RESIDENTIAL FACILITY, BOARD AND CARE, COMMUNITY TREATMENT FACILITY, GROUP
HOME, REQUIRING DAILY SUPPORT, JUSTICE-RELATED (JUVENILE HALL, CYA HOME, ETC.), RESIDENTIAL TREATMENT CENTER, SKILLED
NURSING FACILITY
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OUTCOME DATA

CRISIS RESIDENTIAL – IRIS HOUSE
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OUTCOME DATA

CRISIS RESIDENTIAL – IRIS HOUSE
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CS&S

MASTER LEASE HOUSING
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☐

Adult (26-59)

☐

Older Adult (60+)

PROGRAM DESCRIPTION

The Master Lease Housing program aims to meet the housing needs of Transitional Age Youth (TAY) ages
16 through 25. Master Lease Programs help consumers on their journey to recovery and self-sufficiency by
assisting them with the process of securing a safe place to live. Consumers sometimes have difficulty finding
safe, affordable housing due to poor rental histories, including evictions, poor credit, and insufficient
financial resources. This program also offers counseling services and case management for all the residents.
OUTCOMES

1. Provide housing to a minimum of 9 consumers per year.
2. Maintain average length of stay to a minimum of 9 months.
3. Increase number of tenants who have permanent housing after program.
MEASUREMENTS

1. Number of tenants (based on average from past 5 years).
2. Capture number of months in housing program (based on last year’s average).
3. Capture disposition status on exit from program.
NOTABLE FINDINGS

1. FY 17-18 had more clients served than any other year in the past 6 years.
2. The average stay is 2.3 months based on the last 6 years.
3. The top 3 exit dispositions are permanent housing (15), homeless (8) and living with
friends/family (5).
OUTCOME 1: PROVIDE HOUSING TO A MINIMUM OF 9 CONSUMERS PER YEAR
NUMBER OF TENANTS IN TAY MASTER
LEASE HOUSING
Distinct Tenant Count
New Tenants (Included in Distinct Count)

FY 12-13
11
5

FY 13-14
4
2

FY 14-15
10
6

FY 15-16
11
5

FY 16-17

FY 17-18

8
4

13
10
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OUTCOME DATA

MASTER LEASE HOUSING

OUTCOME 2: LENGTH OF STAY FOR TAY MASTER LEASE HOUSING

OUTCOME 3: STATUS AT EXIT OF TAY MASTER LEASE HOUSING

DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 13
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CS&S

AVENIDA APARTMENTS
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☐

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

The Support, Employment, Assistance, Recovery, Community & Housing (SEARCH) program developed a
collaborative relationship with Caminar, Inc., to provide residents of the county permanent housing with
case management services and support at the Avenida Apartment complex in Chico. Caminar’s Avenida
Apartments offer affordable, supportive, and attractive housing for consumers of Butte County Behavioral
Health who have experienced homelessness.
Featuring fourteen housing units, Avenida Apartments are designed for people with a mental health
disability who have experienced homelessness. The complex has a community room for groups and
recreational gatherings, laundry, maintained landscaped areas, and a community garden. Avenida
Apartments has a full-time, live-in property manager, in addition to case management and support services
provided by Butte County Department of Behavioral Health. Employment opportunities are available onsite
to assist residents in their recovery process to become productive members of the community.
By encompassing a vocational training approach, providing employment opportunities onsite (e.g., the
social enterprise bike shop facility, grounds maintenance, and janitorial services), Avenida Apartments
promotes independent living and self-sufficiency to its residents. The model fits perfectly with the Caminar
Butte County Region’s goal of building community and enhancing lives for people with disabilities.
OUTCOMES

1. Provide housing to a minimum of 14 consumers per year (based on program capacity).
2. Maintain length of stay of a minimum of 2 years.
MEASUREMENTS

1. Number of tenants (based on average from past 4 years).
2. Capture number of years in housing program (based on last year’s average).
NOTABLE FINDINGS

1. Exceeded goal of Outcome #1 by 28.6%.
2. Exceeded goal of Outcome #2 by 29.5%.
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OUTCOME DATA

AVENIDA APARTMENTS

OUTCOME 1: DISTINCT NUMBER OF INDIVIDUALS SERVED IN THE FISCAL YEAR

NUMBER OF TENANTS IN AVENIDA

Distinct Tenant Count
New Tenants (Included in Distinct Count)

FY 13-14 FY 14-15 FY 15-16 FY 16-17
15
0

20
9

14
1

17
4

FY 17-18
18
5

OUTCOME 2: AVERAGE LENGTH OF STAY

DEMOGRAPHICS FOR AVENIDA TENANTS
FY 17-18
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CS&S

HOUSING ASSISTANCE PROGRAMS
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☐

Older Adult (60+)

PROGRAM DESCRIPTION

Behavioral Health is awarded funds from the United States Department of Housing and Urban
Development. These funds do not cover all the expenses for local housing projects implemented through
the Housing Authority. MHSA funds fill in the gaps that the HUD grant does not cover.
Emergency Housing Assistance Payment:
Emergency Housing Assistance Payment also known as EHAP can provide one-time rental and/or motel
assistance. EHAP can only be used for rent. Individuals receiving this assistance will need to show
verification of income and provide a plan of how they will be able to afford their rent on-going
independently. Individuals will be responsible for locating their own housing and following up with the
Housing Counselors to make sure all EHAP documentation is completed and monies are received by the
property manager.
Behavioral Health Housing Assistance Payment:
Behavioral Health Housing Assistance Payment also known as BHHAP can provide a temporary monthly
subsidy. Payments are made directly to the property manager each month according to the housing plan.
BHHAP assistance is provided only as an adjunct to the individual’s ability to pay and is not intended to take
the place of other supports available in the community such as Section 8, Public Housing, and other housing
departments which provide low income rental subsidies. It is important for self-sufficiency that each
member applies for whatever assistance may be available in the community. BHHAP simply helps to fill in
the gap until other supports become available. To receive funds, individuals must continue services with
BCDBH, show proof of income (i.e., SSI, SSDI, GA…etc.), and work on a self-sufficiency plan to become
independent of BHHAP assistance.
Housing Grants through BCDBH and the Housing Authority:
Chronically Homeless Housing Grants are for unaccompanied (living alone without a child or partner)
individuals over the age of 18 who are chronically homeless. Chronically homeless can be defined as either
an individual who has been continuously homeless for a year or more OR has had at least four episodes of
homelessness in the past three years totaling twelve months. For eligibility, the individual needs to have
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income to pay for food, meet the definition of chronically homeless, following through with BCDBH services,
and work towards self-sufficiency.
Housing Consultant:
The housing consultant provides support to the Department of Behavioral Health in identifying housing
projects and securing project partners for housing initiatives. The consultant provides important expertise
in matters of housing, project development, and monitoring state and federal policy around the issues of
tenancy, housing, and housing development.
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CS&S

TRANSITIONAL HOUSING
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☐

Adult (26-59)

☐

Older Adult (60+)

PROGRAM DESCRIPTION

Transitional housing provides an opportunity to assist consumers on their journey to recovery and selfsufficiency by helping them to secure a safe place to live. This program provides short-term (6 months to 1
year), temporary transitional housing for transitional age youth ages 18-25 with serious mental illness who
are homeless or at risk of homelessness and who have no other options for housing. Consumers sometimes
have difficulty finding safe affordable housing due to poor rental histories (including evictions), poor credit,
or insufficient financial resources. The youth work with a case manager to obtain permanent and safe
housing and are counseled on independent living skills, education, and employment.
OUTCOMES

1. Provide housing to a minimum of 8 consumers per year.
2. Maintain average length of stay to a minimum of 6 months.
3. Transition tenants to permanent housing.
MEASUREMENTS

1. Number of tenants (based on average from past 5 years).
2. Capture number of months in housing program.
3. Client’s living status at discharge.
NOTABLE FINDINGS

1. The average stay is 2.5 months based on the last 5 years of data.
2. The top 3 exit dispositions are Master Lease Housing (6), permanent housing (5) and homeless
(4).
OUTCOME 1: PROVIDE HOUSING TO A MINIMUM OF 8 CONSUMERS PER YEAR
NUMBER OF TENANTS IN TAY
FY 12-13 FY 13-14 FY 14-15 FY 15-16
TRANSITIONAL HOUSING
Distinct Tenant Count
9
10
7
10
New Tenants (Included in Distinct
Count)

2

5

3

6

FY 16-17

FY 17-18

6

8

3

4
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OUTCOME DATA

TRANSITIONAL HOUSING

OUTCOME 2: LENGTH OF STAY FOR TAY TRANSITIONAL HOUSING

OUTCOME 3: STATUS AT EXIT OF TAY TRANSITIONAL HOUSING

DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 8
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CS&S

HOMELESS CENSUS & CONTINUUM OF CARE COORDINATOR
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

The Countywide Continuum of Care (CoC) assists local governments and community–based organizations
in addressing the needs of homeless men and women. A substantial part of the CoC’s activities has been in
identifying gaps in services to underserved and unserved homeless persons. The CoC Council, comprised
of homeless services agencies and other groups, assists in preparation of federal Department of Housing
and Urban Development’s (HUD’s) annual homeless assistance grant applications and reports.
The CoC Coordinator supports grant-writing, facilitation of the Point-in-Time Homeless Survey,
organizational development and planning, communication between the agency and nonprofits, and
addressing the 10-year strategy to end homelessness. MHSA funds support a portion of the CoC
Coordinator’s salary in partnership with Butte County Department of Social Services.
The CoC works to identify the County’s homeless populations, facilitates the coordinated provision of
services to the homeless, identifies gaps in services, and seeks additional resources in addressing unmet
needs and insufficient services. Documentation of homelessness, in part through the annual Butte County
Point-In-Time Homeless Census and Survey, has helped to galvanize community support about meeting the
needs of the homeless.
OUTCOMES

1. Provide up-to-date data for providers and Continuum of Care collaborative partners

The 2017 Homeless Point in Time Census & Survey Report can be found at the Butte County Homeless
Continuum of Care website, located at http://www.buttehomelesscoc.com.
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CS&S

DEPARTMENT OF REHABILITATION COOPERATIVE
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☐

Older Adult (60+)

PROGRAM DESCRIPTION

Connection to the California Department of Rehabilitation (DOR) provides job training and communitybased employment. Butte County has a cooperative (co-op) relationship with the DOR. This arrangement
allows for Butte County to receive matching funds from the Federal government. One result of this
relationship is that DOR assigns a counselor to work with BCDBH consumers. This DOR counselor has
specialized training and experience, and understands the unique needs of BCDBH consumers. Consumers
who qualify for DOR services may receive in-depth vocational assessments, financial assistance, and jobrelated education.
OUTCOMES

1. Open 84* new cases.
2. Develop 72* new Individualized Plans for Employment (IPE).
3. Close 39* cases successfully.
MEASUREMENTS

1. Capture number of new cases.
2. Capture number of Individualized Plans for Employment (IPE).
3. Capture number of cases closed successfully.
FINDINGS

1. Exceeded goal of Outcome #1 by 8.3%.
2. Exceeded goal of Outcome #2 by 6.9%
3. Did not meet Outcome #3: 74.4% of successful cases closed.
*Represents average of last six years

TOTAL NUMBER SERVED BY FISCAL YEAR
Total
Served

FY 11-12

FY 12-13

FY 13-14

FY 14-15

FY 15-16

FY 16-17

FY 17-18

218

142

141

157

163

142

173
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OUTCOME DATA

DEPARTMENT OF REHABILITATION COOPERATIVE

OUTCOME 1: DISTINCT NUMBER OF NEW INDIVIDUALS SERVED IN THE FISCAL YEAR

Total New
Applicants

FY 11-12
94

FY 12-13
77

FY 13-14
84

FY 14-15
89

FY 15-16

FY 16-17

FY 17-18

FY 15-16
78

FY 16-17
59

FY 17-18
77

92

69

91

OUTCOME 2: NEW INDIVIDUALIZED PLANS FOR EMPLOYMENT (IPE)

Outcome 3: Close 28 cases successfully.

Total # of
IPEs

FY 11-12
98

FY 12-13
52

FY 13-14
70

FY 14-15
73
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OUTCOME DATA

DEPARTMENT OF REHABILITATION COOPERATIVE

OUTCOME 3: CASES CLOSED SUCCESSFULLY AFTER AT LEAST 90 DAYS OF EMPLOYMENT

Total # of
Successfully
Closed Cases

FY 11-12
41

FY 12-13
14

FY 13-14
53

FY 14-15
66

FY 15-16
38

FY 16-17
23

FY 17-18
29
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CS&S

CAMINAR
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

Employment services for Butte County Department of Behavioral Health (BCDBH) consumers provide a
range of services including employment readiness, on-site supportive employment and employment
placement assistance, connection to the California Department of Rehabilitation (DOR), job training, and
community-based employment. A key aspect of recovery is helping BCDBH consumers identify ways to live
a full life, which often includes re-entry into the workforce.

“I have learned how to be responsible
and respectful in the workplace. I have
learned how to work productively as a
member of a work crew. I have learned
new skills that I can apply to future
employment.”
- Consumer

Caminar provides vocational employment development. Both
Sensible

cyclery

and

Pro-touch

Cleaning

and

Yard

Maintenance provide consumers with opportunities to
develop skills, which enable them to acquire and maintain
employment. This program is linked to SEARCH, but open to
all programs. Consumers earn paid positions that build
expectations of a community job.

OUTCOMES

1. Assist a minimum of 40 consumers in supported employment vocational training per fiscal year.
2. Transition a minimum of 6 consumer to community employment and/or higher level of vocational
services (DOR Co-Op) per fiscal year.
3. Increase in work performance.
4. Increase in vocational knowledge.
5. Increase the number of participants completing/graduating the vocational training program.
MEASUREMENTS

1.
2.
3.
4.
5.

Number of consumers employed in program by type/position.
Number of consumers who gained community or competitive employment upon discharge.
Quarterly employee performance reviews completed by supervisor and employee.
Intake and discharge vocational knowledge reviews completed by supervisor and employee.
Number of participants completing the full 9 month training term.

NOTABLE FINDINGS

1. Exceeded goal of Outcome #1 by 15%.
2. Exceeded goal of Outcome #2 by 216.7%.
3. 45.6% of consumers are 16-25 years old.
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OUTCOME DATA

CAMINAR

OUTCOMES 1: DISTINCT NUMBER OF INDIVIDUALS SERVED IN THE FISCAL YEAR

OUTCOME 2: NUMBER OF INDIVIDUALS THAT GAINED COMMUNITY OR COMPETITIVE EMPLOYMENT AT
DISCHARGE
FY 12-13
FY 13-14
FY 14-15
FY 15-16
FY 16-17
FY 17-18
GAINED EMPLOYMENT
13
15
17
23
24
19
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OUTCOME DATA

CAMINAR

OUTCOME 3: QUARTERLY EMPLOYEE PERFORMANCE REVIEWS COMPLETED BY SUPERVISORS AND
EMPLOYEES IN FY 17-18

PERFORMANCE REVIEWS: SUPERVISOR & SELF-REVIEWS

30 DAYS

3 MONTHS

6 MONTHS

20

22

17

OUTCOME 4: INCREASE IN WORK PERFORMANCE (BASED ON 10-POINT SCALE)

N=31

N=30
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OUTCOME DATA

CAMINAR

OUTCOME 5: INCREASE IN VOCATIONAL KNOWLEDGE (BASED ON 10-POINT SCALE)

N=31

N=30

OUTCOME 6: INCREASE THE NUMBER OF PARTICIPANTS COMPLETING/GRADUATING THE VOCATIONAL
TRAINING PROGRAM.

FY 15-16

NUMBER OF PARTICIPANTS*
N/A
*New outcome that was collected starting this year

FY 16-17
N/A

FY 17-18
14
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OUTCOME DATA

CAMINAR
DEMOGRAPHICS OF DISTINCT CLIENTS SERVED
FY 17-18
Number Served: 46

N=46

N=46

N=46
N=46
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OUTCOME DATA

CAMINAR

N=46
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CS&S – SECTION XV

DREAMCATCHERS

STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

Dreamcatchers Supported Employment Program helps individuals build skills and obtain work experience
in a supportive environment. Dreamcatchers staff work with BCDBH consumers to develop positions in
which individuals can cultivate basic skills to increase their employability. Employment opportunities are
both in-house with BCBH or within the community. This program provides the ability for consumers to
work on effective communication, multi-tasking skills, following directions, and time management skills.
They work on understanding the importance of attendance and punctuality, responsibility, appearance,
and attitude. These basic employability skills provide the foundation needed for becoming employed
regardless of job level or industry.
OUTCOMES

1. Increase number of consumers participating in supported employment vocational training with a
minimum of 28*.
2. Provide a variety of employment/training opportunities.
3. Transition a minimum of 15 consumers to community employment and/or higher level of
vocational services (DOR Co-Op).
4. Increase in work performance.
5. Increase in vocational knowledge.
6. Increase the number of participants completing/graduating the vocational training program.
*based on average of last 3 years
MEASUREMENTS

1. Number of consumers employed:
a. Overall quarterly totals
b. Quarterly total of new consumers employed
2. Number of consumers participating by type of employment:
a. Number of consumers in each type/position
3. Distinct count of consumer who gained employment upon discharge.
NOTABLE FINDINGS

1. Exceeded goal of Outcome #1 by 3.57%.
2. Exceeded goal of Outcome #3 by 60%.
3. 51.7% of consumers are under the age of 26.
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OUTCOME DATA

DREAMCATCHERS

OUTCOME 1: DISTINCT COUNT OF CONSUMER BY FISCAL YEAR

OUTCOME 2: NUMBER OF CONSUMERS PARTICIPATING BY TYPE OF EMPLOYMENT

WORK TYPE*

Consumer Presenter
Custodian/Janitorial
Landscaper
Office Assistant
Store Clerk
Youth Mentor

FY 15-16
1
5
4
3
12
2

FY 16-17
0
6
5
5
17
4

FY 17-18
0
7
5
4
12
2

*Consumers may work in more than one vocational program.

OUTCOME 3: NUMBER OF CONSUMERS TRANSITIONED TO COMMUNITY OR COMPETITIVE EMPLOYMENT

Gained Employment

FY 15-16
16

FY 16-17
13

FY 17-18
24
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OUTCOME DATA

DREAMCATCHERS

OUTCOME 4: INCREASE IN WORK PERFORMANCE (BASED ON 10-POINT SCALE)

N= 50

N= 47
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OUTCOME DATA

DREAMCATCHERS

OUTCOME 5: INCREASE IN VOCATIONAL KNOWLEDGE (BASED ON 10-POINT SCALE)

N= 50

N= 47
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OUTCOME DATA

DREAMCATCHERS

OUTCOME 6: INCREASE THE NUMBER OF PARTICIPANTS COMPLETING/GRADUATING THE VOCATIONAL
TRAINING PROGRAM
FY 17-18
NUMBER OF PARTICIPANTS WHO GRADUATED/COMPLETED 9 MONTH PROGRAM
9

DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 29

N= 29
N= 29

N= 29
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OUTCOME DATA

DREAMCATCHERS

N= 29

N= 29

N= 29
N= 29

N= 29

N= 29
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*INCLUDES: ADULT RESIDENTIAL FACILITY, BOARD AND CARE, COMMUNITY TREATMENT FACILITY, GROUP HOME, REQUIRING DAILY SUPPORT,
JUSTICE-RELATED (JUVENILE HALL, CYA HOME, ETC.), RESIDENTIAL TREATMENT CENTER, SKILLED NURSING FACILITY

CS&S

JESUS CENTER
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

The Jesus Center is a job readiness program that engages consumers in volunteer positions with the long
term goal of helping consumer’s re-enter the workforce. The employment services for the individuals that
are currently receiving behavioral health services through the county include: on site supportive
employment, employment readiness, job training, community-based employment, and connection to the
California Department of Rehabilitation (DOR). The Joblink Kitchen Project offers participants the
opportunity to earn a food handlers certificate while learning the functions of various food equipment, knife
skills and food prep skills to further their career. The services offered at the Jesus Center are based around
community collaboration, cultural competency, client/family driven mental health system, recovery and
resilience, and integrated service experiences.
OUTCOMES

1. Increase number of consumers participating in supported vocational training with a minimum of
26.*
2. Provide a variety of position/training opportunities.
3. Transition to community employment and/or higher level of vocational services (DOR Co-Op). **
4. Increase in work performance. **
5. Increase in vocational knowledge. **
6. Increase the number of participants completing/graduating the vocational training program. **
MEASUREMENTS

1. Number of consumers engaged in the program (based on contract).
2. Number of consumers participating by each type of position.
3. Number of consumers:
a) Transitioned and/or referred to DOR Co-Op
b) Maintained DOR Co-Op training
4. Quarterly employee performance reviews completed by supervisor and employee.
5. Intake and Discharge vocational knowledge reviews completed by supervisor and participant.
6. Number of participants completing the full 9 month training term.
NOTABLE FINDINGS

1. 57.7% of Outcome #1 Achieved.
2. Four different types of positions are offered for diversity.

This program will not continue for Fiscal Year 2019-2020.
Please see page 23 for more information.

*Represents average of last 4 years
**Data not collected for FY17/18
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OUTCOME DATA

JESUS CENTER

OUTCOME 1: CONSUMERS SERVED

OUTCOME 2: CONSUMERS IN EACH POSITION
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OUTCOME DATA

JESUS CENTER
DEMOGRPAHICS OF DISTINCT CLIENTS SERVED
FY 17-18
Number Served: 11

N=11
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OUTCOME DATA

JESUS CENTER

N=11
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CS&S

6TH STREET CENTER
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☐

Adult (26-59)

☐

Older Adult (60+)

PROGRAM DESCRIPTION

The 6th Street Center in Chico provides services to homeless
youth between the ages of 14-24. Drop-in hours are Monday

experiences with families, friends, schools, and other

“6th Street is AMAZING I wouldn’t be
alive if I didn’t have it. Hot food,
showers, and clean clothing really
make a difference on the street.”

community support systems which have caused them to be wary

- Consumer

through Friday 10:30am - 5:30pm. The majority of the youth
served are between 18 and 24 years old and a large percentage
have been in foster care. Many of the youth have had traumatic

of accessing services. Thus, a major focus of the program is trust
building.

Youth initially contact the center to utilize shower facilities, access computers, use laundry services, and
get food. Groups, classes, and workshops are offered focusing on development of independent living skills,
youth leadership opportunities, and healthy use of leisure time. The weekly activity schedule includes art,
yoga, and cooking. Music time occurs daily where youth have access to the center piano, keyboard, and
guitars. Field trips occur approximately four times per year and have included rafting, rock-climbing,
swimming, and hiking.
Once a 6th street member, each youth is issued a benefits card indicating the number of clothing and
hygiene items they are able to access for the month. Community donations supply the clothing closet,
hygiene room, and the 6th Street Little Box store; containing essentials such as socks, underwear,
deodorant, dental care, food, games, and basic household supplies. Youth earn TAY Bucks to use at the
Little Box store by attending appointments, completing goals, and helping out with chores. The store serves
both as a participation incentive and practice for learning to save and budget. Coffee, pastries, and food
are provided by a local coffee shop and Trader Joe’s. Youth and staff work together to plan and prepare
center meals.
6th Street case managers work one-on-one with youth to access counseling, employment readiness,
educational advocacy, housing opportunities, and public benefits through:
•

Partnership with the Butte County Office of Education School Ties program to meet the educational
needs of the youth. School Ties provides weekly on-site tutoring and GED preparation. 6th St staff
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OUTCOME DATA

6TH STREET CENTER

are ready to assist youth with enrolling in school and for those attending college, complete the
FAFSA.
•

Collaboration with Job Steps, a privately funded project, designed to provide supportive services
to prepare at-risk/homeless youth for today’s workforce. The 6th Street TAY Employment Specialist
helps each youth assess their individual strengths, skills, and qualifications to help determine what
different employment opportunities might best fit their needs.

•

Olive House is a privately funded supportive housing project providing 2 beds for young women
between 18-24 years old who are either working or attending an educational program. A live-in
mentor provides support and models healthy independent living for Olive House participants.
Other supportive housing opportunities through 6th street membership include Master Lease and
TAY Transitional Housing.

th

6 Street clinicians provide therapy services on site. If a youth is in need of medication or has mental health
symptoms requiring a higher level of care, a referral to Butte County Behavioral Health is completed. 6th
Street staff and BCBH work closely to coordinate care and assist the youth towards wellness and recovery.
OUTCOMES

1. Provide emotional support a minimum of 100 times in level 1 and mental health services to a
minimum of 50 consumers in level 2.
2. Transition a minimum of 32 consumers into housing.
3. Assist a minimum of 100 consumers in participating in an employment program and a minimum
of 35 find employment.
4. Assist a minimum of 25 consumers in accessing educational services and a minimum of 70
consumers enrolled in school.
5. Increase local community support services.
MEASUREMENTS

1. Number of emotional services provided in level 1 and consumers enrolled in level 2.
2. Number of TAY/youth transitioned to stable housing (based on average from past 5 years).
3. Number participating in employment services (based on average from past 5 years):
a. Number engaged in an employment program.
b. Number employed.
4. Number enrolled in educational program (based on average from past 5 years):
a. Number accessing educational services.
b. Number attending educational programs.
5. Number of referrals made to medical, mental health, housing or other community services.
NOTABLE FINDINGS

1.
2.
3.
4.
5.

19.5% of consumers identify with gay or lesbian as their sexual orientation.
27 of 78 clients (34.6%) referred did not accept level 2 services.
Exceeded Outcome #1 by 3%.
Did not meet Outcome #2.
Exceeded Outcome #4 by 11.43% with 78 consumers enrolled in school.
89 | P a g e

OUTCOME DATA

6TH STREET CENTER

PARTICIPANTS SERVED
New Participant (distinct)
Returning Participants
(non-distinct)

FY 12-13
297
535

FY 13-14
209
866

FY 14-15
200
852

FY 15-16
177
816

FY 16-17
168
860

FY 17-18
261
654

*Numbers provided are reported to Department of Behavioral Health as a sum by Youth for Change

DAILY LIVING SERVICES
Clothing
Bus Passes
Meals (dinner only)
Food Bags
Laundry
Showers
Computer Access

FY 15-16
97
54
2060
598
419
982
982

FY 16-17
27
0
2868
445
742
1487
1530

FY 17-18
184
81
2025
301
428
925
966

*Numbers provided are reported to Department of Behavioral Health as a sum by Youth for Change

OUTCOME 1: NUMBER OF MENTAL HEALTH SERVICES PROVIDED
MENTAL HEALTH SERVICES
Number of recorded times emotional support was provided in Level 1 (non-distinct count)
Distinct count of consumer in Level 2 (therapy included)
Distinct count of consumers who denied services on Level 2
Number of times mental health services were provided for both Level 1 & 2
How many minutes of mental health services provided

FY 17-18
103
51
27
739
46,501

*Numbers provided are reported to Department of Behavioral Health as a sum by Youth for Change

OUTCOME 2: TRANSITIONED YOUTH TO STABLE HOUSING
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OUTCOME DATA

6TH STREET CENTER

OUTCOME 3: EMPLOYMENT OUTCOME

*Due to a collection error reported by Youth For Change, FY 17-18 may not be representative

OUTCOME 4: EDUCATION OUTCOMES
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OUTCOME DATA

6TH STREET CENTER

OUTCOME 5: REFERRALS FOR FY 17-18

DEMOGRAPHICS OF DISTINCT CLIENTS SERVED IN PROGRAM*
FY 17-18
Number Served: 261

N= 261
N= 261

N= 261
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OUTCOME DATA

6TH STREET CENTER

N= 261

N= 261

N= 261
*Data from Youth For Change’s electronic health records
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CS&S

IVERSEN CENTER
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

The Iversen Wellness and Recovery Center is a group of
individuals challenged by a variety of mental health, alcohol,
and drug issues. A variety of activities, and varying levels of
participation, are provided; activities include weekly groups,
writing articles for the newsletter, attending meetings to help
organize and plan activities within the center, participating in
community outings, finding support from others with similar
life experiences and difficulties, and opportunities to become a
peer group facilitator.

“My home away from home. I
enjoy groups, community, and
interacting. This place saved my
life! We’re a big family.”
- Consumer

The Iversen Wellness and Recovery Center was created to serve those with mental illness. It offers the
chance to work and develop the skills needed to pursue goals, such as attending school, or acquiring and
maintaining employment in the community. The Iversen Center also offers support through groups and
socialization in an environment free from stigma and judgement.
A variety of groups are offered that are geared toward helping individuals with day-to-day issues, as well
as other issues related to their illnesses. Some groups particularly loved by the community are the Bi-Polar
Support and the Process Group. Assistance is also provided in creating a Wellness Recovery Action Plan™
which provides a tangible program to ensure clients’ success in life and recovery. The center also provides
services related to needs such as housing and job placement which is done through networking and
computer access.
OUTCOMES

1. Provide support, education, and tools to integrate into the community through groups held at the
center.
2. Provide medication services.
3. Monitor vital signs.
4. Connecting consumers to primary care.
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OUTCOME DATA

IVERSEN CENTER

MEASUREMENTS

1.
2.
3.
4.

Capture number of tools used to create awareness of the Iversen Center and what the
Number of consumers utilizing medication services.
Number of consumers with vital signs taken.
Number of consumers referred to primary care.

NOTABLE FINDINGS

1. Achieved 37.4% more community awareness occurrences in this fiscal year compared to the previous
year.
2. Increased groups offered by 29.4% in this fiscal year compared to the previous year.
DISTINCT PARTICIPANTS COUNTS
Total Distinct Participants

FY 15-16
344

FY 16-17
143

FY 17-18
165

OUTCOME 1: PROVIDE SUPPORT, EDUCATION, AND TOOLS TO INTEGRATE INTO THE COMMUNITY
THE IVERSEN CENTER PROVIDES:
Groups, reading materials, peer advocates, medication clinics, computer lab, and counseling services.

IVERSEN CENTER COMMUNITY AWARENESS TOTALS
Advertisement
Article
Brochure
Calendar
Emails
Fliers
Information Booth
Other Outreach
Radio/TV
Total Number of Community Awareness Occurrences
IVERSEN CENTER GENERAL TOTALS
Average Daily Attendance at the Iversen Center
New Member Completing Orientation
Number of Groups Offered
Number of Contacts by Peer Advocates

FY 15-16
6
0
598
5204
2264
119
78
2184
1
10454
FY 15-16
53
161
1051
5166

FY 16-17
9
1
405
3620
6715
89
69
857
0
11765
FY 16-17
64
90
1335
2455

FY 17-18
6
2
772
67
9309
3359
1084
1560
2
16161
FY 17-18
67
189
1727
3258
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OUTCOME DATA

IVERSEN CENTER

OUTCOME OF CONTACTS WITH CONSUMERS BY
PEER ADVOCATES
Reflective Listening
Self-Care
Iversen Tour
Link to Community Services
Link to Crisis Services
Asked to Leave
Other

FY 15-16

FY 16-17

FY 17-18

4784
97
162
55
12
0
43

1897
145
137
143
20
90
25

2438
258
77
264
21
153
58

FY 15-16

FY 16-17

FY 17-18

Outcome 2: Provide Medication Support Services

80

65

58

Outcome 3: Monitor Vital Signs

86

82

10

Outcome 4: Connected with Primary Care Providers

0

2

2

Outcome 4: Referred to Primary Care Providers

18

1

1

MEDICATION CLINIC OUTCOMES

DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 165

N= 165

N= 165
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OUTCOME DATA

IVERSEN CENTER

N= 165

N= 165
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CS&S

WELLNESS & RECOVERY CENTERS
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☐

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

Three Wellness and Recovery Centers operate in Butte County: The Iversen Center in Chico, The Hub in
Paradise, and The Oroville Wellness and Recovery Center in Oroville.
Each center is unique to its community yet they all have similar goals. The consumer-driven centers embody
the “Recovery Philosophy;” this is a focus on learning how to live to the fullest while managing the ups and
downs that accompany mental health challenges. Consumers who take part in center activities include
those who receive a wide array of behavioral health services as well as those who seek only medication
management. Consumers have praised the centers, commenting on the benefits that they receive from
their participation in consumer-run support groups, meditation, WRAP© (Wellness & Recovery Action
Plans), group activities, computer labs, and employment services.
In general, Wellness and Recovery Centers provide
consumers opportunities to find ways to increase their
ability to live life at its fullest.

“I have finally found a group where I
feel like I belong [The Hub]. They are
supportive and caring.”
- Consumer

OUTCOMES

1. Provide support, education, and tools to integrate into the community through groups held
at the center.
2. Provide medication services.
3. Monitor vital signs.
4. Tracking or connecting consumers to primary care.
MEASUREMENTS

1.
2.
3.
4.

Capture usage of groups and computer lab.
Number of consumers utilizing medication services.
Number of consumers with vital signs taken.
Number of consumers with primary care physicians or referred to primary care.

OUTCOME DATA

WELLNESS & RECOVERY CENTERS
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NOTABLE FINDINGS

1. Oroville Wellness Center increased their group participants by 65.1%, while Paradise (The Hub)
increased by 19.3%.
DISTINCT GROUP PARTICIPANT COUNT
Total Distinct Participants

Oroville
Paradise

FY 16-17
43
88

FY 17-18
71
105

Outcome 1: Provide support, education, and tools to integrate into the community.
THE WELLNESS & RECOVERY CENTERS PROVIDE:
Groups, reading materials, peer advocates, medication clinics, and counseling services.
NUMBER OF DISTINCT PARTICIPANTS PER
WELLNESS CENTER PER GROUP
Community Organization
Computer Lab
Cultural Activity
Health Education
Life Skills
Mental Health and Substance Abuse Education
Mental Health Education
Physical Activity
Social Activity

FY 15-16

Oroville
Paradise
Oroville
Paradise
Oroville
Paradise
Oroville
Paradise
Oroville
Paradise
Oroville
Paradise
Oroville
Paradise
Oroville
Paradise
Oroville
Paradise

0
0
0
34
16
26
38
1
40
39
0
0
34
41
25
18
33
28

FY 16-17

FY 17-18

0
0
0
278
24
135
93
3
165
281
0
0
103
289
32
282
56
106

7
0
28
31
0
51
0
0
31
50
42
0
42
59
31
15
0
0
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OUTCOME DATA

WELLNESS & RECOVERY CENTERS

MEDICATION CLINIC OUTCOME
Outcome 2: Provide Medication Support Services.

Oroville
Paradise*
Outcome 3: Monitor Vital Signs.
Oroville
Paradise
Outcome 4A. Connected with Primary Care.
Oroville
Paradise*
Outcome 4B. Referred to Primary Care Providers.
Oroville
Paradise*
*Above outcomes are currently not available at The Hub in Paradise.

FY 15-16

FY 16-17

FY 17-18

137
0
107
1
36
0
33
0

111
0
94
2
10
0
11
0

102
0
89
0
7
0
1
0

DEMOGRAPHICS OF DISTINCT CLIENTS IN OROVILLE WELLNESS PROGRAM
MED CLINIC ONLY
FY 17-18
Number Served: 65

N= 65

N= 65

N= 65

N= 65
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OUTCOME DATA

WELLNESS & RECOVERY CENTERS

DEMOGRAPHICS OF DISTINCT CLIENTS IN PARADISE WELLNESS PROGRAM (THE HUB)
MED CLINIC ONLY
FY 17-18
Number Served: 82

N= 82

N= 82

N= 82

N= 82
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CS&S

HOMELESS PEER PARTNER PROGRAM – TORRES SHELTER
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

Services at the Torres Shelter utilize peer partner(s) to provide support to shelter guests who are
experiencing mental illness. The goal is to increase the shelter guests’ ability to effectively partake in services
and to reinforce stable and secure housing. Peer partner(s) are available during the Torres Shelter evening
hours, building relationships with shelter guests, decreasing stigma around mental health issues and guiding
guests towards self-sufficiency. The Homeless Peer Partner Program is funded through federal funds (PATH)
and MHSA funds.
OUTCOMES

1. Peer partner(s) engagement of shelter guests in skill building activities will improve length of stay
and connection of mental health treatment.
2. Increase length of stay in shelter will reduce recidivism/chronically homeless.
3. Increase number of consumers gaining employment with minimum of 173*.
4. Increase transition of consumers to housing with minimum of 277*.
5. Increased number of referrals to County and/or community services.
6. Report the number of contacts made to link homeless individuals to services.
MEASUREMENTS

1. Peer partner(s) data:
a. Number of peer partner(s)
b. Number of hours of peer partner(s) services
c. Number and type of service to support shelter guests
d. Number of shelter guests outreached to by peer partner(s)
2. Average length of stay in the shelter (12 month period).
3. Number of guests placed in vocational training or employment.
4. Number of guests placed in housing outside the shelter.
5. Number of guests:
a. Referred to DESS eligibility worker
b. Referred to BCDBH
c. Referred to community or private mental health services
d. Referred to mental health and/or SUD services
6. Distinct count of persons contacted/outreached by PATH-funded staff cumulatively for each fiscal
year.
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OUTCOME DATA

HOMELESS PEER PARTNER PROGRAM – TORRES SHELTER

NOTABLE FINDINGS

1. Exceeded goal of Outcome #3 by 42.8%.
2. Exceeded goal of Outcome #4 by 12.6%.
*Represents average of last 6 years.

103 | P a g e

OUTCOME DATA

HOMELESS PEER PARTNER PROGRAM – TORRES SHELTER

Outcome 3: Number of guests placed
in vocational training or employed
Outcome 4: Number of guests placed
in housing outside the shelter
Outcome 5A: Number of guests
referred to DESS eligibility worker*
Outcome 5B: Number of guests
referred to mental health and/or SUD
services

FY 12-13
177

FY 13-14
152

FY 14-15
139

FY 15-16
153

FY 16-17
172

FY 17-18
247

296

322

303

201

228

312

-

-

-

-

-

510

0

81

285

312

386

70

*Data not collected for previous years

OUTCOME 6:
Distinct Count of Clients

FY 12-13

FY 13-14

FY 14-15

FY 15-16

FY 16-17

FY 17-18

685

732

712

729

963

851
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OUTCOME DATA

HOMELESS PEER PARTNER PROGRAM – TORRES SHELTER
DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM*
FY 17-18
Number Served: 851
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OUTCOME DATA

HOMELESS PEER PARTNER PROGRAM – TORRES SHELTER

N=851

N=851

* All demographic data provided by Torres Shelter; Torres Shelter did not collect age group, sexual orientation or
primary language for FY 17-18
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SECTION 2: PREVENTION & EARLY INTERVENTION
WHAT IS THE PURPOSE OF THE PREVENTION AND EARLY INTERVENTION (PEI) COMPONENT?
The intent is to prevent mental illness from becoming severe and disabling. PEI Programs emphasize
strategies to reduce negative outcomes that might result from untreated mental illness: suicide,
incarcerations, school failure or dropout, unemployment, prolonged suffering, homelessness, and removal
of children from their homes.
The PEI plan must include at least one of the following programs: Prevention, Early Intervention, Outreach
for Increasing Recognition of Early Signs of Mental Illness, Stigma and Discrimination Reduction, and one
Access and Linkage to Treatment program or Timely Access to Services for Underserved Populations. The
PEI component may include one or more Suicide Prevention programs.

PREVENTION
AAFCC

EARLY INTERVENTION
PASSAGES

LIVE SPOT &
PREVENTION
PROMOTORES

OUTREACH FOR
INCREASING
RECOGNITION OF
EARLY SIGNS
NAMI

ACCESS AND LINKAGE
TO TREATMENT
PROGRAM/STRATEGY
WTR

STIGMA &
DISCRIMINATION
REDUCTION
PROGRAM
STONEWALL

TALK LINE

ZOOSIAB

DEFINITION OF PROGRAMS
PREVENTION: A set of related activities to reduce risk factors for developing a potentially serious mental
illness and to build protective factors. Examples of risk factors include, but are not limited to: serious
chronic medical condition, adverse childhood experiences, experience of severe trauma, ongoing stress,
exposure to drugs or toxins (including in the womb), poverty, family conflict or domestic violence,
experience of racism and social inequality, having a previous mental illness, a previous suicide attempt, or
having a family member with a serious mental illness.
EARLY INTERVENTION: Treatment and other services and interventions include relapse prevention and
promote recovery and related functional outcomes for a mental illness early in its emergence. Early
intervention shall not exceed 18 months. However if the person is identified as experiencing first onset of
a serious mental illness, or emotional disturbance with psychotic features, early intervention services shall
not exceed four years. Serious mental illness or emotional disturbance with psychotic features means
schizophrenia spectrum, other psychotic disorders, and schizotypal personality disorder. These disorders
include abnormalities in one of the five domains: delusions, hallucinations, disorganized thinking (speech),
grossly disorganized or abnormal motor behavior (including catatonia, and negative symptoms).
OUTREACH FOR INCREASING RECOGNITION OF EARLY SIGNS OF MENTAL ILLNESS: A process of engaging,
encouraging, educating, and/or training, and learning from potential responders about ways to recognize
and respond effectively to early signs of potentially severe and disabling mental illness. Potential
responders include, but are not limited to: families, employers, primary health care providers, law
enforcement, and school personnel. Outreach may include reaching out to individuals with signs and
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symptoms of a mental illness so they can recognize and respond to their own symptoms.
STIGMA AND DISCRIMINATION REDUCTION: Activities to reduce negative feelings, attitudes, beliefs,
perceptions, stereotypes and/or discrimination related to being diagnosed with a mental illness, having a
mental illness, or to seek mental health services and to increase acceptance, dignity, inclusion, and equity
for individuals with mental illness, and members of their families.
ACCESS AND LINKAGE TO TREATMENT: A set of related activities to connect children, adults and seniors
with severe mental illness, as early in the onset of these conditions as practicable to medically necessary
care and treatment, including, but are not limited to, care provided by county mental health programs.
Examples include screening, assessment, referral, telephone help lines, and mobile response.
SUICIDE PREVENTION: Organized activities that the County undertakes to prevent suicide as a consequence
of mental illness. This program does not focus on or have intended outcomes for specific individuals at risk
of or with serious mental illness. Programs include, but are not limited to, public and targeted information
campaigns, suicide prevention hotlines, training, and education.
BREAKDOWN OF PREVENTION AND EARLY INTERVENTION
All PEI programs have components of prevention and early intervention. Here is the breakdown by
program:
PROGRAM
AFRICAN AMERICAN FAMILY & CULTURAL CENTER

PREVENTION
50%

EARLY INTERVENTION
50%

NAMI

75%

25%

PASSAGES

30%

70%

PREVENTION

75%

25%

PROMOTORES

50%

50%

STONEWALL

70%

30%

TALK LINE

70%

30%

WTR

0%

100%

ZOOSIAB

47%

53%
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PREVENTION AND EARLY INTERVENTION (PEI) DEMOGRAPHICS
Fiscal Year 2017-2018
Non-Distinct Number Served: 5786

N=5786

N=5786

N=5786

N=5786
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N=5786

*In order to compare with county figures, “Decline to Answer” and “Other”; Talk Line data not reported in demographics

N=5786

N=5786
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PEI

NORTHERN VALLEY TALK LINE
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

General (Non-FSP)

☐

Full-Service Partnership (FSP)

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

PROGRAM DESCRIPTION

Since August 2010, the Northern Valley Talk Line (NVTL) has provided a free, consumer-run, peer support
telephone service that offers non-emergency, non-crisis support and referrals. The majority of calls pertain
to problem solving, help with coping, and conflict management. Callers that are in crisis or that are at risk
of harm to themselves or others are referred to crisis services. The Talk Line number is 1 (855) 582-5554
and is open 7 days a week from 4:30 PM to 9:30 PM.
Talk Line’s continued increase in calls and high level of retention of staff are examples of the program’s
outstanding supervision and training as well as a dedicated group of staff. Talk Line operators regularly
describe how proud they are to give back and how much the program has done for them. Several of the
staff have discontinued Social Security Disability Insurance (SSDI) and moved from homelessness to stable
housing. Another success was the way in which the Talk Line developed a modified, culturally appropriate
line for the Hmong community. Consumers use this line as a part of their recovery plan; by placing regular
calls to the program, consumers are actively reducing loneliness and isolation.
OUTCOMES

1.
2.
3.
4.
5.

Minimum of 200 non-crisis calls redirected from BCDBH Crisis Line to Talk Line.
Track and report outcomes for peer staff.
Resolves issues to prevent escalation and increase rapport of staff with caller.
Increase local community support services.
Address the MHSA PEI Required Strategies:
a. Provide access and linkage to services.
b. Improve timely access to services for underserved populations.
c. Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.
6. Track duration of untreated mental illness*.
MEASUREMENTS

1.
2.
3.
4.
5.
6.

Number of calls referred to Talk Line logged in the electronic health record.
Survey to track all peer staff outcomes.
Capture caller satisfaction (end of the call satisfaction survey) and have a 70% satisfaction rate.
Number of referrals made to medical, financial, housing or other community services.
Include all Strategies as referenced in Section 3735, Title 9, California Code of Regulations.
Provide the average duration of untreated mental illness of callers*.
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OUTCOME DATA

NORTHERN VALLEY TALK LINE

NOTABLE FINDINGS

1.
2.
3.
4.

Exceeded goal of Outcome #1 by 26%.
Top referrals made, discounting “other”, were mental health (15%) and health services (10%).
29.2% increase in referrals made to Talk Line from previous fiscal year.
Talk Line has a 99.9% satisfaction rate after removing the “refused/no answer” and “not
applicable”.
*this data was not collected for FY 17-18

OUTCOME DATA

NORTHERN VALLEY TALK LINE

OUTCOME 1: BCDBH LOGGED REFERRALS TO TALK LINE

N = 614

OUTCOME 1: BCDBH LOGGED REFERRALS TO TALK LINE

OUTCOME 2: NUMBER OF CALLS REFERRED OUT FOR A CRISIS

N = 614
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OUTCOME DATA

NORTHERN VALLEY TALK LINE

OUTCOME 2: NUMBER OF CALLS REFERRED OUT FOR A CRISIS

OUTCOME 3: CALLER SATISFACTION WITH CALL
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OUTCOME DATA

NORTHERN VALLEY TALK LINE

OUTCOME 4: NUMBER OF REFERRALS MADE TO MEDICAL, FINANCIAL, HOUSING OR OTHER COMMUNITY
SERVICES

N = 2268

OUTCOME 5: STRATEGIES AS REFERENCED IN SECITON 3735, TITLE 9, CALIFORNIA CODE OF REGULATIONS
Provide access and linkage to services.
In FY 2017-2018, the Northern Valley Talk Line provided linkage to 2,268 services during the course of
13,222 completed calls, for a linkage rate of 17.2%. Of these linkages, 16 were links to Crisis Services, 17 to
Law Enforcement, 341 to Mental Health Services, 226 to Health Services, 26 to SUD services, and 1,642
were links to other services.
Peer staff receive bimonthly trainings on local, regional and national resources, and every operator has
access to a regularly updated resource binder on their desk. This allows for regular linkages to appropriate
services, including other warm lines that may be more appropriate for the caller based on age, language
preference, or other considerations.
Improve timely access to services for underserved populations.
All services provided by the Northern Valley Talk Line (NVTL) are free of charge and available to any member
of the community. Peer Operators are briefed before every shift to quickly respond to the needs of the
community, for example by having up to date information on recent natural disasters, from wildfires to the
Oroville Dam evacuation.
Members of the community are made aware of services through regular print advertising, direct contact
with an outreach team in community farmer’s market, and community fliers and announcements. Many
items have been developed and distributed with NVTL phone number, including fliers, brochures, magnets,

OUTCOME DATA

NORTHERN VALLEY TALK LINE
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and pens. In service meetings are held with helping professionals to raise awareness of this community
resource.
The NVTL operates 365 days per year, from 4:30-9:30 PM. This operating time was selected to help extend
service hours to improve access to MH services in the community.
Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.
Members of our community living with Mental Illness often find that they are heavily stigmatized and
face prejudice and discrimination from many areas of society. One of the goals of peer support service is
to provide services rooted in the experiences of being a member of this group. Many individuals state
that they prefer peer support services, such as the NVTL, as it allows them to “be themselves” and “not
worry about what (others) are thinking.”
NVTL Peer staff are all trained in best practices regarding a number of skills to help keep the service non
stigmatizing and non-discriminatory. Staff are exposed to, when available: Peer Provider Core
Competency Training provided by California Association of Social Rehab Agencies (CASRA) or National
Alliance on Mental Illness (NAMI), as well as Wellness Recovery Action Plan (WRAP). Staff receive inservice trainings by several advocacy agencies, including cultural humility training and sensitivity for
ethnic and cultural groups, victim status (domestic violence and rape), as well as LGBTQI+ sensitivity.
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PEI

PREVENTION PROGRAMS
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

Prevention

☐

Early Intervention

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

☐

Access & Linkage

☐

Early Intervention

☐

Outreach

☒

Prevention

☐

Stigma & Discrimination

☐

Other

SERVICES/ACTIVITIES

PROGRAM DESCRIPTION

Butte County Department of Behavioral Health’s Prevention Unit houses school and community based
programs aimed at building partnerships for positive and healthy community development to engage
individuals as resources in their community. The Prevention Unit offers an array of services aimed to
promote positive emotional health and well-being, reduce stigma and prevent the use and abuse of alcohol
and other drugs. There are five main programs within Prevention and they all provide different needed
services to youth and their families: Athlete Committed, Live Spot, Physician Committed, Reach, and
Strengthening Families.
ATHLETE COMMITTED: Athlete Committed is designed to provide support to athletes, coaches and
administrators by increasing skill and knowledge in areas such as: preventing bullying/harassment,
cyberbullying and creating an inclusive team/school/community, reducing mental health stigma and
promoting mental health wellness on teams/schools/communities, creating balance and reducing stress,
reducing substance abuse, mindfulness, improving health (in the areas of sleep, nutrition, training and
recovery), promoting positive character, team/school culture and service and leadership. The conference
includes a combination of general sessions, breakout sessions, hands on learning, and service
opportunities. This conference increases positive healthy behaviors, promotes positive bonding in social
institutions, and establishes a social order with a basis of support and inclusiveness.
Number served for FY 17-18: 299*
LIVE SPOT: The Gridley and Oroville Live Spot & Prevention program provides hope and reassurance, as well
as a safe place for young people after school when they need support and supervision. At the Live Spot,
young people have the opportunity to build skills and relationships in a positive, supportive environment.
The Live Spot offers daily activities, workshops, school success services, special events and employment
opportunities for youth. An integral part of the Live Spot service design is employing young people to plan,
implement and evaluate all of the Live Spot programs and services.
Number served for FY 17-18: 93
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OUTCOME DATA

PREVENTION PROGRAMS

REACH: The Reach for the Future Conference is a three day/two night experience (once per year for high
school students and once per year for middle school students) based on a youth development framework,
providing leadership/life skills, support and opportunities for young people. The conference experience
includes youth led workshops on critical youth issues such as: creating healthy relationships, creating
balance to reduce stress, coping skills, reducing cyber-bullying and negative social media, preventing
prescription drug misuse/abuse, foster hope, reducing intolerance, promoting positive school culture, and
promoting inclusion/diversity. Number served for FY 17-18: 704*
STRENGTHENING FAMILIES: The Strengthening Families Program (SFP) provides a comprehensive approach
to increasing skills and knowledge for parents/care givers and children, which are critical to healthy
behaviors and relationships. The SFP is a science based program spanning 14 sessions, which increase life
skills for parents/guardians, families and children. This program ends with a graduation for the
parents/guardians and children who complete the program. Each session includes the Center for Disease
Control (CDC)’s core components of effective evidence based parenting programs including: parent and
child practice time in the family sessions, learning positive interactions, communication, and effective
discipline. Number served for FY 17-18: 126
*self-reported by program
OUTCOMES

1. Provide services to a minimum of 1200** clients in the fiscal year.
2. Address the MHSA Required Strategies:
a. Provide access and linkage to services.
b. Improve timely access to services for underserved populations.
c. Design, implement, and promote program using strategies that are non-stigmatizing
and non-discriminatory.
3. Manage mental illness symptoms and improve functioning.
MEASUREMENTS

1. Number of unduplicated individuals served.
2. Include all Strategies as referenced in Section 3735, Title 9, California Code of Regulations
3. Include answers from the program surveys.
NOTABLE FINDINGS

1. In the surveys pertaining to Live Spot, Athlete Committed, and Reach, participants reported
significant improvement in all categories.
2. In the survey from Strengthening Families, participants reported slight improvement in most
categories.
**based on average from past 3 years

OUTCOME 1: DISTINCT NUMBER OF INDIVIDUALS SERVED IN THE FISCAL YEAR BY ALL PREVENTION
PROGRAMS
PARTICIPANTS FOR ALL PREVENTION PROGRAMS

FY 15-16

FY 16-17

FY 17-18

1147

1162

1337
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OUTCOME DATA

PREVENTION PROGRAMS

OUTCOME 2: STRATEGIES AS REFERENCED IN SECITON 3735, TITLE 9, CALIFORNIA CODE OF REGULATIONS

Provide access and linkage to services.

Gridley and Oroville Live Spot Youth Centers - The Gridley and Oroville communities have long advocated
for youth services. These communities have seen their vision become a reality. Each community has a Live
Spot Youth Center as a cornerstone for supportive youth services creating access and linkages to
prevention, early intervention and treatment services. The Live Spot services provide hope and
reassurance, a safe place for young people after school when they need support and supervision and
supportive services in the school/community. Through the Live Spot services, young people have the
opportunity to build skills and relationships in a positive, supportive environment that is welcoming and
safe. The Live Spot offers daily activities, workshops, school success services, special events, and
employment opportunities for youth. These activities and events are designed to not only engage young
people, but also increase their knowledge around mental health issues (i.e.: stress, depression and anxiety).
The activities and events are intentionally designed to include education and opportunities to increase skills
on how to cope with risk factors that can contribute to mental health issues.
Athlete Committed – To ensure that all high school athletes in Chico Unified School District are provided
access and linkage to supportive services, athletes receive annual athletic physicals which include a
behavioral health screening. Every athlete is screened for substance use and mental health issues,
provided brief intervention when appropriate, and linked to other supportive services if needed. In
addition, due to the Athlete Committed code of conduct, any athlete who experiences a substance use
violation is provided brief intervention and linkage to extended services if necessary. Through the Athlete
Committed Conference, athletes are provided information on the resources available to them.
Reach for the Future – Reach for the Future provides youth with experiential workshops and programs that
demonstrate the possibility of appreciation and connection through the celebration of diversity, truth, and
expression. Reach for the Future is designed to build connection and empathy, and to create a setting
where youth feel safe, loved, and celebrated. Reach for the Future ignites a movement of compassion and
positive change through workshops, large and small group experiences, and experiential learning
opportunities.
Strengthening Families - The Strengthening Families Program (SFP) provides a comprehensive approach to
increasing skills and knowledge for parents/guardians and children critical to healthy behaviors and
relationships. The SFP is a science-based program with 14 sessions which increase life skills for
parents/guardians, families and children. Culminating with a graduation for the parents/guardians and
children who complete the program. Each session includes a family meal, skill session (where
parents/guardians and children are separated but are receiving the same skills training), then a family
activity (where the parents/guardians are brought back together to practice the newly learned skill). Each
session includes the Center for Disease Control (CDC)’s core components of effective evidence-based
parenting programs including: parent and child practice time in the family sessions, learning positive
interactions, communication, and effective discipline. SFP is referral based providing easy access to the
program and linkages to other supportive services if appropriate.

118 | P a g e

OUTCOME DATA

PREVENTION PROGRAMS

Improve timely access to services for underserved populations.

Gridley and Oroville Live Spot Youth Centers - Due to the diverse program/service opportunities available,
as well as the continuous open membership, youth/families are not forced to wait for services. In addition,
the programs and services of the Oroville and Gridley Live Spot also reach far beyond the youth center
doors with services provided on the middle school and high school campuses. In addition, traditional
barriers such as transportation, insurance, membership fees, or childcare are eliminated ensuring that
there is no delay or barrier to services due to these factors.
Athlete Committed – As a result of the behavioral health screening, any athlete who is identified for needing
a brief intervention is seen within 48-72 hours.
Reach for the Future – This program is available to any middle school or high school age youth. Potential
barriers such as cost or transportation are eliminated to ensure that youth have the opportunity to
participate.
Strengthening Families – Due to the ongoing referral system, SFP receives continuous referrals and is open
to any family. The program offers childcare and transportation reducing barriers that may interfere with
participation.

Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.

Through all of the Prevention Unit and services, young people are experiencing a non-stigmatizing and
non-discriminatory environment. This is captured through the demographic information, the participant
survey responses, interviews and focus groups.
OUTCOME 3: MANAGE MENTAL ILLNESS SYMPTOMS AND IMPROVE FUNCTIONING
OROVILLE, BIGGS AND GRIDLEY LIVE SPOT AGGREGATE DATA

Number of Surveys: 137

N = 124

119 | P a g e

OUTCOME DATA

PREVENTION PROGRAMS

DEMOGRAPHICS OF DISTINCT CLIENTS SERVED
FY 16-17
Number Served: 1162

N = 124

N = 124
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OUTCOME DATA

PREVENTION PROGRAMS

N = 124

OUTCOME DATA

PREVENTION PROGRAMS

N = 124
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OUTCOME DATA

PREVENTION PROGRAMS

N = 124

N = 484

N = 137

N = 18
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OUTCOME DATA

PREVENTION PROGRAMS

DEMOGRAPHICS OF DISTINCT CLIENTS IN ALL PREVENTION PROGRAMS
FY 17-18
Number Served: 1313

N = 1313

N = 1313
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OUTCOME DATA

PREVENTION PROGRAMS

N = 1313
N = 1313
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PEI

PASSAGES CONNECTION PROGRAM
STATUS
EMPHASIS
AGE GROUP

SERVICES/ACTIVITIES

☐ New

☒

Continuing

☐ Prevention

☒

Early Intervention

☐ Children (0-15)

☐

Transitional Age Youth (16-25)

☐ Adult (26-59)

☒

Older Adult (60+)

☐ Access & Linkage

☒

Early Intervention

☐ Outreach

☐

Prevention

☐ Stigma & Discrimination

☐

Other

PROGRAM DESCRIPTION

The Connections Program through Passages seeks to serve older adults (age 60 and above) throughout
Butte County who are at risk of, experiencing, exposed to, or interested in learning about mental illness
and who are not presently connect to appropriate information or services for reasons of stigma, lack of
personal understanding, lack of transportation, and/or functional disability.
Passages services seek to establish a network of information, services, and supports throughout the county
designed with the unique needs of older adults in mind. The program works to reduce stigma around issues
of mental illness and treatment, promote recognition and early intervention in regards to challenges to
mental health, decrease the incidence of psychological crisis, and improve suicide prevention efforts. These
actions aim to encourage appropriate measures related to the consideration and treatment of mental
health issues in not only Butte County’s older adult population, but also the community as a whole.
OUTCOMES

1. Provide services to a minimum of 22 clients in the fiscal year.
2. Address the MHSA Required Strategies:
a. Provide access and linkage to services.
b. Improve timely access to services for underserved populations.
c. Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.
3. Manage mental illness symptoms and improve functioning.
MEASUREMENTS

1. Number of unduplicated individuals served (based on average from past 3 years).
2. Include all Strategies as referenced in Section 3735, Title 9, California Code of Regulations.
3. Maintain 70% on the selected responses from the Consumer Perception Survey.
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OUTCOME DATA PASSAGES CONNECTIONS
FINDINGS

1. 25 of 27 consumers are female.
2. 21 of 27 consumers have chronic health conditions.
3. Exceeded 70% satisfaction on the May-2017 and November-2018 Consumer Perception Surveys.
OUTCOMES 1: DISTINCT NUMBER OF INDIVIDUALS SERVED IN THE FISCAL YEAR
PARTICIPANTS

FY 14-15
20

FY 15-16
32

FY 16-17
24

FY 17-18
27

OUTCOME 2: STRATEGIES AS REFERENCED IN SECTION 3735, TITLE 9, CALIFORNIA CODE OF REGULATIONS

Provide access and linkage to services.

The Passages Connections program include phone intake, face-to-face psychosocial assessment, and shortterm counseling of older adults who are experiencing mild-to-moderate mental illness, and referral of
anyone who may be experiencing SMI to county behavioral health programs or crisis intervention services
as appropriate. This includes frequently providing referrals to psychiatrists or primary care physicians to
clients who are engaged in Individualized Services and are not currently connected to either.

Improve timely access to services for underserved populations.

Providing home-based counseling services to adults 60 and older at no cost to the recipient. By providing
the vast majority of counseling services in the client’s home often eliminates the present transportation
barriers, while also enabling clients the opportunity to receive counseling and referral services that
otherwise wouldn’t be unavailable. This helps to reduce the risk of out-of-home placement for older adults
served through Connections. Furthermore, through the process of in home psychosocial assessment, the
Connections program is able to provide referrals to other programs through Passages and in Butte County
that serve to enhance each client’s mental wellness and maintain independent living in their homes.

Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.

Connections provides services that are promoted using strategies that are non-stigmatizing and nondiscriminatory in a number of ways. Individuals referred for counseling services are almost always served
on a first-come, first-serve basis, as long as they meet the criteria for receiving services through the
program. The staff through Connections strives to utilize client-centered, strength-based, and communityoriented treatment models that are congruent with Recovery and Wellness standards. This includes
empowering the client through all stages of the treatment process; starting with the assessment, through
treatment planning and through termination of services. Person-first language and accurate
psychoeducation are provided frequently in hope of reducing stigma and self-stigma often present in the
course of treatment. Frequent advertising through local newspapers (such as the Chico News and Review)
and other media sources aims to reduce stigma and increase culturally competent education of mental
illness in older adult communities through targeted campaigns. Professional and community trainings have
been provided specifically on topics of older adult resiliency, mental health stigma, and topics that often
pertain to mental illness in aging populations.
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OUTCOME DATA PASSAGES CONNECTIONS
OUTCOME 3: MAINTAIN 70% OR MORE SATISFACTION RATE ON THE FOLLOWING RESPONSES FROM THE
CONSUMER PERCEPTION SURVEY

Consumer Perception Survey Results FY 17/18
(Passages)

100%
80%
60%
40%
20%
0%

Strongly
Disagree

Disagree

I am Neutral

Agree

Strongly
Agree

Not
Applicable

No Response

Nov-17 (N=3)

0.00%

0.00%

4.77%

33.33%

42.86%

9.52%

9.52%

May-18 (N=5)

0.00%

2.86%

14.29%

40.00%

34.29%

8.57%

0.00%

CONSUMER PERCEPTION SURVEY QUESTIONS ARE BASED ON THE FOLLOWING AS A RESULT OF THE
PROGRAM:
8.
9.
10.
11.
12.
13.
14.

Participants are handling daily life.
Participants are getting along with family.
Participants are doing better at school/work.
Participants are able to cope when things go wrong.
Participants are better able to do things they want to do.
Participants have the support they need in a crisis.
Participants have others with which they can do enjoyable things
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OUTCOME DATA PASSAGES CONNECTIONS
DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 27

N= 27

N= 27

N= 27

N= 27
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OUTCOME DATA

PASSAGES CONNECTIONS

N= 27

N= 27

N= 27

N= 49
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PEI

AFRICAN AMERICAN FAMILY & CULTURAL CENTER
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

Prevention

☐

Early Intervention

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

☐

Access & Linkage

☐

Early Intervention

☐

Outreach

☒

Prevention

☐

Stigma & Discrimination

☐

Other

SERVICES/ACTIVITIES

PROGRAM DESCRIPTION

The African American Family & Cultural Center (AAFCC) integrates African-American culture into the
services that focus on early detection, prevention, and awareness of mental health illness in Butte
County. These services include: outreach to families, increasing access and linkage to medical care,
reducing stigma associated with mental illness, and reducing discrimination against people with mental
illness. The Centers location in Southside Oroville allows for convenient community engagement in a nonstigmatizing environment.
The AAFCC was planned and designed by community residents to address
“It helps me get along with others
a wide array of issues with the goal of decreasing the impact of historic
and talk out loud.”
and current trauma which impact the African-American community. All
“It helps me deal emotionally.”
programs increase the knowledge and skills that reduce the risk factors
for the African-American population but all cultures are invited to learn,
“…a safe haven for us – friendly staff
embrace, and take part in the center activities. The AAFCC aims to
– glad its here.”
establish programs that are connected to “Reclaiming, restoring, and
- Consumers
revitalizing the African American culture, heritage, values and identity.”
OUTCOMES

1. Provide services to a minimum of 160* clients in the fiscal year.
2. Address the MHSA Required Strategies:
a. Provide access and linkage to services.
b. Improve timely access to services for underserved populations.
c. Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.
3. Manage mental illness symptoms and improve functioning.
MEASUREMENTS

1. Number of unduplicated individuals served.
2. Include all Strategies as referenced in Section 3735, Title 9, California Code of Regulations.
3. Maintain 70% satisfaction on the responses from the Consumer Perception Survey.
*based on average from past 5 years
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OUTCOME DATA

AFRICAN AMERICAN FAMILY & CULTURAL CENTER

NOTABLE FINDINGS

1. Exceeded goal of Outcome #1 by 2%.
2. Exceeded 70% satisfaction in November-2017 and May-2018 Consumer Perception Survey.
OUTCOMES 1: DISTINCT NUMBER OF PARTICIPANTS SERVED IN THE FISCAL YEAR
Distinct Count of Participants Served

FY 13-14

FY 14-15

FY 15-16

FY 16-17

FY 17-18

148

210

117

134

163

OUTCOME 2: STRATEGIES AS REFERENCED IN SECITON 3735, TITLE 9, CALIFORNIA CODE OF
REGULATIONS

Provide access and linkage to services.

The African American Family and Cultural Center is centrally located in the heart of Oroville, California’s
Southside community. Being located in the heart of this community, the Center has tremendously impacted
the amount of information and services provided to its underserved population. These services are based
on a prevention-and-early intervention structure that enables clients to become self-sustaining and
resilient.

Improve timely access to services for underserved populations.

All services, groups and events that the African American Family and Cultural Center provide are free of
charge to the community. This assists the underserved population in the Center’s community that could
not otherwise afford services. To have services easily available at the client’s disposal and center staff that
can access mental health services quickly increase the client’s timely access to available services. The
Center also provides transportation for clients to receive the treatment needed at Butte County Behavioral
Health offices to aid in timely access.

Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.

The African American Family and Cultural Center operate as a family setting as well as from an Afrocentric
perspective to make the client feel comfortable and welcome. When speaking to the client, the center staff
do so in a calm and non-confrontational/non-condemning voice and try to get to the root of the issue with
which the client presents. The client is then apprised of their different options of what the African American
Family and Cultural Center offers in regards to services, programs, and groups so they can make a personal
choice that is up to the client. The client is not pressured, but rather guided in the direction of the
appropriate groups to attend.
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OUTCOME DATA

AFRICAN AMERICAN FAMILY & CULTURAL CENTER

OUTCOME 3: MAINTAIN 70% OR MORE SATISFACTION RATE ON THE FOLLOWING RESPONSES FROM THE
CONSUMER PERCEPTION SURVEY

Consumer Perception Survey Results FY 17/18
(African American Family Cultural Center)

100%
80%
60%
40%
20%
0%

Strongly
I am
Strongly
Not
DEMOGRAPHICS
OF
DISTINCT
CLIENTS
SERVEDApplicable
Disagree
Agree
Disagree
Neutral
Agree

Nov-17 (N=11)

0.00%

May-18 (N=32)

0.00%

0.00%

FY 16-17 9.09%
7.79%

Served:
134
1.79% Number
11.16%
38.39%

No
Response

70.13%

11.69%

1.30%

38.84%

8.93%

0.89%

CONSUMER PERCEPTION SURVEY QUESTIONS ARE BASED ON THE FOLLOWING AS A RESULT OF THE
PROGRAM:
1. Participants are handling daily life.
2. Participants are getting along with family.
3. Participants are doing better at school/work.
4. Participants are able to cope when things go wrong.
5. Participants are better able to do things they want to do.
6. Participants have the support they need in a crisis.
7. Participants have others with which they can do enjoyable things.

DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 163

N= 163

N= 163
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OUTCOME DATA

AFRICAN AMERICAN FAMILY & CULTURAL CENTER

N= 163

N= 163

N= 163

N= 163
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OUTCOME DATA

AFRICAN AMERICAN FAMILY & CULTURAL CENTER

Answers are based on the aggregated responses from the following questions; however full survey is available upon
request:
• I am better able to handle things when they
• I deal more effectively with daily problems.
go wrong.
• I am better able to control my life.
• I am better able to do things that I want to
• I am better able to deal with crisis.
do.
• I am getting along better with my family.
• I am happy with the friendships I have.
• I do better in social situations.
• I have people with whom I can do enjoyable
• I do better in school and/or work.
things.
• My housing situations has improved.
• I feel I belong in my community.
• My symptoms are not bothering me as
much.
• In a crisis, I would have the support I need
from family or friends.
• I do things that are more meaningful to me.
• I am better able to take care of my needs.
N= 43

N= 163

N= 163
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PEI

PROMOTORES
STATUS
EMPHASIS
AGE GROUP

SERVICES/ACTIVITIES

☐ New

☒

Continuing

☒ Prevention

☐

Early Intervention

☒ Children (0-15)

☒

Transitional Age Youth (16-25)

☒ Adult (26-59)

☒

Older Adult (60+)

☐ Access & Linkage

☐

Early Intervention

☐ Outreach

☒

Prevention

☐ Stigma & Discrimination

☐

Other

PROGRAM DESCRIPTION

The Latino Promotores, and Hmong Tus Txhawb program is designed to provide strength-based, wellnessfocused services and group support. That include outreach/education, mental health consultation, youth
services for kids ages 6-17 years old, and early intervention services, which build on individual, and family
strengths. The services and groups are located in schools, apartment complexes, and other community
areas. The purpose of these prevention groups is to focus on teaching healthy coping/self-regulation
techniques, strengthening self-esteem and self-worth, learning cultural norms/traditions of all youth
attending groups, reducing bullying, and discussing overall wellness. The groups for the Latino community
are in Gridley, Biggs, and Chico. The groups for the Hmong community are in Chico and Oroville.
Vital to this strategy is the involvement of mental health consultants—promotores (Hmong: Tus Txhawb)—
who are local residents trained as community health promoters and community liaisons. While the Latino
and Hmong communities value the expertise of professionals, members also find reassurance by speaking
with locally-trained residents that share their culture and language.
OUTCOMES

1. Provide services to a minimum of 170* clients in the fiscal year.
2. Address the MHSA Required Strategies:
a. Provide access and linkage to services.
b. Improve timely access to services for underserved populations.
c. Design, implement, and promote program using strategies that are non-stigmatizing and
non-discriminatory.
3. Manage mental illness symptoms and improve functioning.
MEASUREMENT

1. Number of unduplicated individuals served.
2. Include all Strategies as referenced in Section 3735, Title 9, California Code of Regulations.
3. Maintain 70% or more satisfaction rate on the selected responses from the Consumer Perception
Survey.
*based on average from past 5 years
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OUTCOME DATA

PROMOTORES

NOTABLE FINDINGS

1. Achieved 99% of Outcome #1.
2. 37.4% decline in clients from previous year.
3. Exceeded goal of 70% satisfaction in the May-2018 Consumer Perception Survey.
OUTCOMES 1: DISTINCT NUMBER OF INDIVIDUALS SERVED IN THE FISCAL YEAR
Distinct Count of Participants

FY 12-13
190

FY 13-14
107

FY 14-15
104

FY 15-16*
166

FY 16-17 FY 17-18
270

169

*Due to PEI requirements changing mid-year, these counts are from QTR 3-4

OUTCOME 2: STRATEGIES AS REFERENCED IN SECITON 3735, TITLE 9, CALIFORNIA CODE OF
REGULATIONS

Provide access and linkage to services.

The Promotores program frequent community meetings, provides educational presentations and conducts
groups in which the program is able to outreach to not only a vast variety of community partners but also
its participants. The outreach provided consists of the Promotores newsletter, the monthly calendar, along
with flyers for groups. All materials are provided in English, Spanish, and Hmong. The educational
presentations highlight mental health and wellness while embracing the Latin and Hmong culture. These
presentations focus on reducing stigma of mental health while promoting the wellbeing of the Latino and
Hmong communities. Additionally, Promotores has provided presentations to community partners to raise
cultural awareness and identify cultural norms for the Latino and Hmong community. An individual who is
referred to Promotores can attend mutual support groups or receive support through one-on-one services.
The Promotor/Promotora can refer individuals or families to additional services when needed.

Improve timely access to services for underserved populations.

The Promotores program provides a variety of weekly groups in Chico, Gridley, and Biggs. The group topics
focus on mental health and wellness, self-advocacy, parenting, life skills, physical health, cultural
awareness, Wellness and Recovery Action Plan, self-esteem, and leadership. All groups are presented in
Spanish or Hmong and all materials are provided to participants in their native language. Through groups
or one-on-one support the Promotor/Promotora are able to identify needs and discuss linkages to services
with individuals and/or families. Referrals are made immediately and the Promotor/Promotora follows up
on the referral with the individual and the service provider. The Promotor/Promotora will also make followup phone calls to the participants to remind them of groups and or one on one meetings.

Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.

Promotores provides services in Spanish and Hmong and all materials are in English, Spanish, and Hmong.
Groups are strength-based and individualized to meet the needs of the community and individuals.
Services focus on wellbeing while exploring and educating how ones mental health can impact daily living
and the different roles each individual plays. Cultural norms and practices regarding mental health are also
discussed throughout service. Participants share their feeling about losing their cultural traditions due to
assimilation and are able to find ways through Promotores services to keep these traditions alive.
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OUTCOME DATA

PROMOTORES

OUTCOME 3: MANAGE MENTAL ILLNESS SYMPTOMS AND IMPROVE FUNCTIONING ON THE
FOLLOWING RESPONSES FROM THE CONSUMER PERCEPTION SURVEY

Consumer Perception Survey Results FY 17/18
(Promotores)

100%
80%
60%
40%
20%
0%

DEMOGRAPHICS OF DISTINCT CLIENTS SERVED
FY 16-17
Strongly
Disagree

Disagree

I am
Neutral

Agree

Strongly
Agree

Not
Applicable

No
Response

Nov-17 (N=26)

7.69%

7.69%

24.73%

29.67%

23.62%

4.95%

1.65%

May-18 (N=21)

3.40%

2.04%

11.56%

23.82%

47.62%

6.12%

5.44%

CONSUMER PERCEPTION SURVEY QUESTIONS ARE BASED ON THE FOLLOWING AS A RESULT OF THE
PROGRAM:
1. Participants are handling daily life.
2. Participants are getting along with family.
3. Participants are doing better at school/work.
4. Participants are able to cope when things go wrong.
5. Participants are better able to do things they want to do.
6. Participants have the support they need in a crisis.
7. Participants have others with which they can do enjoyable things.

DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 169

N= 169

N= 169
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PROMOTORES

N= 169

N= 169

N= 169

N= 169
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PROMOTORES

N= 169

N= 169

N= 8
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PEI

ZOOSIAB – HMONG CULTURAL CENTER
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

Prevention

☐

Early Intervention

AGE GROUP

☐

Children (0-15)

☐

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

☐

Access & Linkage

☐

Early Intervention

☐

Outreach

☒

Prevention

☐

Stigma & Discrimination

☐

Other

SERVICES/ACTIVITIES

PROGRAM DESCRIPTION

The Zoosiab Program is a community-based program serving

“When I attend Zoosiab, I am
relieved of my depression and stress.
I am able to learn coping skills and
use them in my everyday life. I am
able to seek support with my peers
during Zoosiab group.”
- Consumer

Hmong elders who have experienced historical trauma often
associated with the Vietnam War. It combines Western and
traditional cultural practices to decrease the negative impacts of
stress, isolation, stigmatization, depression, and trauma,
common among the Hmong elders decades after the Vietnam
War.
Zoosiab staff perform outreach activities to assist elders in

successfully accessing culturally-relevant behavioral health and other services in the
community. Staff coordinate services for Hmong Elders in an effort to develop a cohesive system of care
for this underserved population. Staff work with the elders to reduce the stigma of mental health disorders
and improve participation in western mental health county services. Outreach efforts combine an attractive
and pertinent blend of traditional Hmong approaches to healing with the Recovery Model and
contemporary approaches to mental health services. Client support services provide on-going case
management services for Hmong Elders. Case managers offer home visits to assess, intervene, and
problem- solve with elders. Linkage to appropriate resources in the community is essential to reduce
isolation.
OUTCOMES

1. Provide services to a minimum of 60 clients.
2. Address the MHSA PEI Required Strategies:
a. Provide access and linkage to services.
b. Improve timely access to services for underserved populations.
c. Design, implement, and promote program using strategies that are non-stigmatizing and
non-discriminatory.
3. Manage mental illness symptoms and improve functioning.
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OUTCOME DATA

ZOOSIAB – HMONG CULTURAL CENTER

MEASUREMENTS

1. Distinct number of individuals served.
2. Include all Strategies as referenced in Section 3735, Title 9, California Code of Regulations.
3. Maintain 70% or more satisfaction rate on the selected responses from the Consumer Perception
Survey.
NOTABLE FINDINGS

1.
2.
3.
4.

Exceeded goal of Outcome #1 by 26.7%.
65.8% of consumers are female.
51.3% of consumers are over the age of 60.
Did not achieve 70% satisfaction in November-2017 and May-2018 Consumer Perception Survey
(possibly due to language/reading barrier).

OUTCOMES 1: DISTINCT NUMBER OF INDIVIDUALS SERVED IN THE FISCAL YEAR
FY 16-17
PARTICIPANTS
67

FY 17-18
76

OUTCOME 2: STRATEGIES AS REFERENCED IN SECITON 3735, TITLE 9, CALIFORNIA CODE OF
REGULATIONS

Provide access and linkage to services.
Zoosiab outreaches to Hmong elders and the Hmong community in Butte County. Zoosiab also encourages
and educates participants to advocate for themselves to get the treatment they need. Additionally, Zoosiab
refers consumers to Butte County Department of Behavioral Health.

Improve timely access to services for underserved populations.
Ways to promote timely access to mental health services is through accessible cultural and linguistic
services and linkage/navigation for consumers in regards to resources or services that meet their needs.

Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.
The Hmong Cultural Center is a safe and non-stigmatizing place for consumers to socialize and talk about
their mental health with staff.
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OUTCOME DATA

ZOOSIAB – HMONG CULTURAL CENTER

OUTCOME 3: MANAGE AND IMPROVE FUNCTIONING ON THE FOLLOWING RESPONSES FROM THE
CONSUMER PERCEPTION SURVEY

Consumer Perception Survey Results FY 17/18
(Zoosiab)

100%
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Nov-17 (N=36)

1.19%
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I am Neutral

Agree

Strongly
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No Response

1.19%

7.54%

33.33%

23.02%

11.51%

22.22%

0.00%

28.57%

47.62%

16.67%

7.14%

0.00%

CONSUMER PERCEPTION SURVEY QUESTIONS ARE BASED ON THE FOLLOWING AS A RESULT OF THE
PROGRAM:
1. Participants are handling daily life.
2. Participants are getting along with family.
3. Participants are doing better at school/work.
4. Participants are able to cope when things go wrong.
5. Participants are better able to do things they want to do.
6. Participants have the support they need in a crisis.
7. Participants have others with which they can do enjoyable things.

DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 76

N= 76
N= 76

142 | P a g e

OUTCOME DATA

ZOOSIAB – HMONG CULTURAL CENTER

N= 76

N= 76

N= 76

N= 76

N= 76
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OUTCOME DATA

ZOOSIAB – HMONG CULTURAL CENTER

N= 76

Answers are based on the aggregated responses from the following questions; however full survey is available
upon
N= 76
request:
• I deal more effectively with daily problems.
• In a crisis, I would have the support I need
• I am better able to control my life.
from family or friends.
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PEI

STONEWALL ALLIANCE CENTER
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

Prevention

☒

Early Intervention

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

☐

Access & Linkage

☐

Early Intervention

☐

Outreach

☐

Prevention

☒

Stigma & Discrimination

☐

Other

SERVICES/ACTIVITIES

PROGRAM DESCRIPTION

The LGBTQ+ (Lesbian, Gay, Bisexual, Transgender, Queer/Questioning, and more) Suicide Prevention and
Education Programs are programs of Stonewall Alliance Center of Chico. Stonewall provides suicide
prevention, education, and outreach services throughout Butte County — as well as Glenn, Sutter, Tehama,
and Yuba — to gay, lesbian, bisexual, transgender, queer, questioning, intersex, and more youth and young
adults, as well as their families, friends, allies and institutions, organizations, service providers, and
educational facilities.
According to the Massachusetts Youth Risk Behavior Survey (2015), suicide is the third leading cause of
death among 15-24 year olds. Also, LGBTQ+ youth are up to five times more likely to attempt suicide than
their heterosexual peers. According to the Gay, Lesbian, Straight Education Network (GLSEN) National
School Climate Survey (2015), 85% of LGBTQ+ students reported being verbally harassed; 35% reported
being physically harassed; and, 16% reported being physically assaulted at school in the past year because
of their sexual orientation. Nearly two-thirds (62.6%) of students reported that they felt unsafe in school
because of their sexual orientation, and nearly half (46.7%) reporting feeling unsafe because of their gender
expression.
Stonewall aims to prevent suicide, decrease stigma of mental illness, increase access to mental health
services, and overall reduce mental health challenges within the LGBTQ+ community, which research shows
is much higher than in other communities.
OUTCOMES

1. Provide services to a minimum of 1,280 consumers*.
2. Include approaches that are culturally congruent with the values of the populations for whom
changes in attitudes, knowledge, and behavior are intended.
3. Address the MHSA Required Strategies:
a. Provide access and linkage to services.
b. Improve timely access to services for underserved populations.
c. Design, implement, and promote program using strategies that are non-stigmatizing and nondiscriminatory.
*based on average from past 2 years
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LGBTQ OUTREACH, EDUCATION, TRAINING & SUICIDE
OUTCOME DATA

PREVENTION

MEASUREMENTS

1. Distinct number of individuals served (based on last year’s amount).
2. Changes in attitudes, knowledge, and/or behavior related to mental illness that are applicable to the
specific program:
c. Pre/Post Presentation Survey
3. Include all Strategies as referenced in Section 3735, Title 9, California Code of Regulations.
NOTABLE FINDINGS

1. Achieved 77.8% of Outcome 1.
2. Lack of knowledge of resources available to the LGBTQ+ community dropped from 45% down to 3%,
while knowledge of resources improved from 22% to 74%.
OUTCOMES 1: DISTINCT NUMBER OF INDIVIDUALS SERVED IN THE FISCAL YEAR
FY 15-16
FY 16-17
PARTICIPANTS
903
1657

FY 17-18
996

OUTCOME 2: PRE/POST SURVEYS
Component Evaluation: Changes in attitudes, knowledge, and/or behavior related to mental illness that
are applicable to the program – 1026 pre/post surveys were administered.
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OUTCOME DATA

LGBTQ OUTREACH, EDUCATION, TRAINING & SUICIDE
PREVENTION
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LGBTQ OUTREACH, EDUCATION, TRAINING & SUICIDE
OUTCOME DATA

PREVENTION
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LGBTQ OUTREACH, EDUCATION, TRAINING & SUICIDE
OUTCOME DATA

PREVENTION

OUTCOME 3: STRATEGIES AS REFERENCED IN SECTION 3735, TITLE 9, CALIFORNIA CODE OF REGULATIONS

Be designed and implemented to help create Access and Linkage to treatment.

The Stonewall Alliance program distributes referral information face-to-face at every training,
tabling event, outreach event, as well as electronically through Facebook, program websites and
emails. The Stonewall staff provide specific referrals to: BCDBH, crisis services, counseling services,
Stonewall program services, as well as countless community affiliates. These referrals are provided
through trainings administered by the program staff to agencies that need assistance in expanding
their knowledge of the LGBTQI2S+ community and how to better serve them.

Be designed, implemented, and promoted in ways that Improve Timely Access to Mental Health
Services for individuals and/or families from underserved populations.

The goal of Stonewall Alliance is that its direct services (counseling and support groups) aims to
improve the mental health, wellness, resilience, and recovery for members of our community. To
facilitate this, the program’s indirect services (outreach and education, subgroup-specific provider
training, referrals and linkages, social supports, and events) aim to provide the earliest possible
access to culturally-competent services. Combined, the impact of these two services will
measurably reduce disparities in mental health services for the rural LGBTQ+ population we serve.
When making referrals, we often state specific people to contact that are more open and aware
of the needs of the community to help avoid potential obstacles. Stonewall Alliance also provides
insightful information about the best ways to go about accessing the services needed. Warm hand
offs are made to the appropriate providers, through coordination of care between Stonewall
Alliance groups, counseling program advocacy coordinators, and outside agencies, which in turn
strengthens the collaboration with other agencies to provide a wider range of services.
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OUTCOME DATA

LGBTQ OUTREACH, EDUCATION, TRAINING & SUICIDE
PREVENTION

Be designed, implemented, and promoted using Strategies that are non-stigmatizing and nondiscriminatory.
The Stonewall Alliance trainings are about being safe, non-stigmatizing and non-discriminatory. The staff
teach how to be a good ally, how to be accepting, use proper language, listening and using language and
identities that are given by the consumer. Stonewall Alliance of Chico is a LGBTQ+ community-based,
community-driven organization founded, directed, and managed by local LGBTQ+ people and their allies,
and represents the demographics of the broader LGBTQ+ community. All staff, board members, and
volunteers are required to attend diversity training prior to service. In addition, Stonewall is an active
member of the Butte County Behavioral Health Cultural Competence Committee and we partner with
Promotores which provides services to the Hispanic and Hmong communities in our area. The center also
works with the Hmong Cultural Center and the African American Family Cultural Center in Oroville.

DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 996

N= 996

N= 996

OUTCOME DATA

LGBTQ OUTREACH, EDUCATION, TRAINING & SUICIDE
PREVENTION – STONEWALL ALLIANCE

N= 996
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LGBTQ OUTREACH, EDUCATION, TRAINING & SUICIDE
PREVENTION

N= 1091

N= 996

N= 996
N= 996

N= 126
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LGBTQ OUTREACH, EDUCATION, TRAINING & SUICIDE
PREVENTION

N= 996

N= 996
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PEI

WELCOMING, TRIAGE & REFERRAL
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

Prevention

☒

Early Intervention

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

☒

Access & Linkage

☐

Early Intervention

☐

Outreach

☐

Prevention

☐

Stigma & Discrimination

☐

Other

SERVICES/ACTIVITIES

PROGRAM DESCRIPTION

As the words imply, this service represents a welcoming pathway into the behavioral health system.
“Welcoming, Triage, & Referral” (WTR) is provided in youth and adult outpatient centers and provides
screenings and referrals to the appropriate level of treatment throughout the department, contracted
providers and/or community resources. Walk-in screenings are offered at each outpatient clinic on a weekly
basis, and an orientation of services is included during the screening and assessment process.
OUTCOMES

1. Distinct number of individuals served.
2. Average duration of untreated mental illness and standard deviation.
3. Number of individuals with serious mental illness referred to treatment, and the kind of
treatment to which the individual was referred.
4. Number of individuals who followed through on the referral and engaged in treatment, defined
as the number of individuals who participated at least once in the program to which they were
referred.
5. Average interval between the referral and participation in treatment, defined as participating at
least once in the treatment to which referred and standard deviation.
MEASUREMENTS

1.
2.
3.
4.
5.

Number of individuals served.
Average duration (in days/and or years) of untreated mental illness.
Number of referrals to treatment, and types of treatment clients were referred to.
Number of referrals that accessed treatment.*
Average number of days between referral and participation site.*
*data for this outcome will be collected in FY18/19

NOTABLE FINDINGS

1. 42.5% of consumers are served in Chico.
2. Served 4.9% more consumers FY 17-18 than the previous year.
3. The average amount of time that a consumer has mental illness before accessing WTR is
approximately 10 years.
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OUTCOME DATA

WELCOMING, TRIAGE & REFERRAL

OUTCOME 1: DISTINCT NUMBER OF INDIVIDUALS SERVED

PROGRAM

FY 15-16

FY 16-17

FY 17-18

CHICO – ADULT WTR

1173

1042

1016

CHICO – YOUTH WTR

241

245

254

GRIDLEY – ADULT WTR

131

170

169

GRIDLEY – YOUTH WTR

63

72

79

OROVILLE – ADULT WTR

793

734

844

OROVILLE – YOUTH WTR

196

260

290

PARADISE – ADULT WTR

360

397

393

PARADISE – YOUTH WTR

5

5

9

2,859*

2,849*

2,989*

TOTAL

*total numbers are the distinct count; however, some clients can be seen in multiple programs, it is not possible to
sum across programs to produce the overall distinct count of clients within the fiscal year

OUTCOME 2: AVERAGE DURATION OF UNTREATED MENTAL ILLNESS

Duration of Untreated Mental Illness

Number of Clients: 1947
Average Duration of Untreated Mental Illness: 120.89 MONTHS (10.07 YEARS)
Standard Deviation: 151.27
*Responses not mandatory upon assessment; number will differ from total number of clients served
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OUTCOME DATA

WELCOMING, TRIAGE & REFERRAL

OUTCOME 3: NUMBER OF REFERRALS TO TREATMENT AND TYPE OF REFERRALS

Number of Clients: 1956*

REFERRED TO:

NO. OF
REFERRED TO:
REFERRALS:

NO. OF
REFERRALS:

Adult Managed Care Provider
AMPLA Health
California Health and Wellness

18
205
13

4
9
5

Caminar
Catalyst
Children’s Services Division
Counseling Solutions
Crisis Triage Connect Team (CTCT)
DBH Adult Outpatient Clinic
DBH Alcohol and Drug Services
DBH Crisis Stabilization Unit (CSU)
DBH Youth Outpatient Clinic
Department of Employment
Department of Rehabilitation
Dreamcatchers
Eligibility Specialist
Enloe Behavioral Health
Far Northern Regional Center
Feather River Health Center
Feather River Hospital
Feather River Tribal Health (FRTH)
Hospital Alternative Program (HAP)
Housing Authority
Independent Living Services
Jesus Center
Law Enforcement

1
9
1
11
1
71
0
3
61
10
17
0
7
1
14
15
3
6
0
8
1
0
1

Local Churches
North Valley Indian Health
Northern Valley Catholic Social
Services
Opt for Health Living
Oroville Hospital
Oroville Rescue Mission
Other
Other DBH Program
Other Social Service Organization
Outside Psychiatrist
Passages
Prevention
Primary Care Doctors
Probation
Private Providers
Rape Crisis
Sabbath House
Salvation Army
School-based counseling
Shalom Clinic
Triage Connect
Torres Shelter
Valley Oaks Children Services
Veterans Administration
Victor
Youth For Change

0
3
2
212
51
27
36
3
2
105
1
28
1
0
0
2
0
0
5
0
2
5
7

*Number of clients is captured on discharge summary so it will differ from number served
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OUTCOME DATA

WELCOMING, TRIAGE & REFERRAL
DEMOGRAPHICS OF DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 2989

N= 2989

N= 2989

N= 2989

N= 2989
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OUTCOME DATA

N= 2989

WELCOMING, TRIAGE & REFERRAL

N= 2989

N= 2989
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OUTCOME DATA

WELCOMING, TRIAGE & REFERRAL

N= 3038*

N= 2989

**INCLUDES: ADULT RESIDENTIAL FACILITY, BOARD AND CARE, COMMUNITY TREATMENT FACILITY, GROUP HOME, REQUIRING
DAILY SUPPORT, JUSTICE-RELATED (JUVENILE HALL, CYA HOME, ETC.), RESIDENTIAL TREATMENT CENTER, SKILLED NURSING
FACILITY

N= 2989
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MENTAL HEALTH AWARENESS:
NATIONAL ALLIANCE ON MENTAL ILLNESS

PEI
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

Prevention

☐

Early Intervention

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

☐

Access & Linkage

☐

Early Intervention

☒

Outreach

☐

Prevention

☐

Stigma & Discrimination

☐

Other

SERVICES/ACTIVITIES

PROGRAM DESCRIPTION

BCDBH contracts with the National Alliance on Mental Illness (NAMI) of Butte County to support their
mission of improving the lives of individuals and families affected by mental illness. NAMI provides a variety
of support and education throughout Butte County, including the following:


Peer-To-Peer Groups



Family-To-Family Groups



Provider Training



Family Support Groups



NAMI Signature Programs



Community awareness activities, such as: guest speaking engagements and presentations to different
community groups

NAMI Butte County implements mental health awareness, education, support and advocacy programs. This
NAMI-developed structured program embraces an anti-stigma approach, which includes creating a forum
by which individuals with mental illness share their personal experiences in diverse locations across the
county. Additionally, support systems provide individuals living with experience and family members of
those individuals the opportunity to connect and learn from each other.
OUTCOMES

1. Maintain minimum number of 335* potential responders trained per fiscal year.
2. Train diverse types of potential responders.
3. Provide trainings in types of settings that provide opportunities to identify early signs of mental
illness.
4. Address the MHSA Required Strategies:
a. Provide access and linkage to services.
b. Improve timely access to services for underserved populations.
c. Design, implement, and promote program using strategies that are non-stigmatizing and
non-discriminatory.
*represents average (minus CIT Training) of last 3 years

159 | P a g e

OUTCOME DATA

MENTAL HEALTH AWARENESS:
NATIONAL ALLIANCE ON MENTAL ILLNESS

MEASUREMENTS

1.
2.
3.
4.

Non-distinct count of participants.
Sampling of type of participants.
Types of settings that support is offered.
Include all Strategies as referenced in Section 3735.

NOTABLE FINDINGS

1. Exceeded goal of Outcome #1 by 25.4%.
2. Numbers of potential responder trainings decreased by 28.2% from previous year.
OUTCOME 1: RESPONDER AND POTENTIAL RESPONDER TRAININGS
TRAINING/GROUP TOPIC
CIT Training**
Family Support
Family to Family
Peer to Peer
Community Meetings
Total Number of Potential
Responders (non-distinct)

FY 15-16*
449
N/A
200
12
661

FY 16-17*
211
N/A
77
297
585

FY 17-18
N/A
93
162
18
147
420

*Data not collected until 1/1/2016; **NAMI is no longer doing CIT Training

OUTCOME 2: TYPE OF RESPONDERS
TYPES OF POTENTIAL RESPONDERS
Law enforcement personnel (i.e., police officers, sheriff’s officers, CHP officers and dispatchers),
community members, family members, peers, and cultural groups (Hmong, Native Americans, etc.)
OUTCOME 3: TYPES OF SETTINGS
SETTING PROVIDING OPPORTUNITIES TO IDENTIFY EARLY SIGNS OF MENTAL ILLNESS
In the field, community, schools, and the home.
OUTCOME 4: STRATEGIES AS REFERENCED IN SECTION 3735, TITLE 9, CALIFORNIA CODE OF REGULATIONS

Be designed and implemented to help create Access and Linkage to treatment.

At the heart of NAMI’s mission is the sharing of information, resources and support, and networking with
the general public. These efforts, demonstrated through our educational and support programs, help
create access and linkage to treatment.
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OUTCOME DATA

MENTAL HEALTH AWARENESS:
NATIONAL ALLIANCE ON MENTAL ILLNESS

Be designed, implemented, and promoted in ways that Improve Timely Access to Mental Health Services for
individuals and/or families from underserved populations.

On a national level, NAMI advocates regularly to help ensure access to a wide range of treatments and
services. Some projects focus on increasing access for underserved to appropriate mental health care since
these groups receive fewer mental health services and encounter more barriers to illness management
than the general population. NAMI also works to identify systemic breakdowns and advocate for
improvement within the criminal justice system, hospitals, state, and private facilities.

Be designed, implemented, and promoted using Strategies that are non-stigmatizing and nondiscriminatory.

NAMI Butte County strives for a community where everyone can live with quality and respect, without
discrimination or stigma. We support goals to improve quality of life for people with mental illness in our
community by working to ensure dignity and securing nondiscriminatory access to quality health care,
housing, education, and all economic opportunities. Through local educational programs, support groups,
community lectures, and outreach NAMI Butte County helps reduce the stigma and guilt associated with
mental illness. One of national priorities is addressing disparities including studying healthcare approaches
that achieve best outcomes in different populations, especially those that tend to have less access to health
resources.

DEMOGRAPHICS OF NON-DISTINCT CLIENTS IN PROGRAM
FY 17-18
Number Served: 53

N= 53

N= 53
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OUTCOME DATA

MENTAL HEALTH AWARENESS:
NATIONAL ALLIANCE ON MENTAL ILLNESS

N= 53

N= 53

N= 53

N= 53
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OUTCOME DATA

MENTAL HEALTH AWARENESS:
NATIONAL ALLIANCE ON MENTAL ILLNESS

N= 34

N= 53

N= 53
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PEI

CALIFORNIA MENTAL HEALTH SERVICES AUTHORITY
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

Prevention

☐

Early Intervention

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

☐

Access & Linkage

☐

Early Intervention

☐

Outreach

☐

Prevention

☐

Stigma & Discrimination

☒

Other

SERVICES/ACTIVITIES

PROGRAM DESCRIPTION

In 2008, the Mental Health Services Oversight & Accountability Commission (MHSOAC) approved
statewide PEI initiatives, including: suicide prevention, stigma and discrimination reduction, and student
mental health. In 2009, California’s counties formed the California Mental Health Services Authority
(CalMHSA) as a Joint Powers Authority to implement the statewide PEI initiatives. The MHSOAC
committed to fiscal contribution for CalMHSA from 2011 through 2015. The counties now carry-on the
investment in PEI strategies through their MHSA allocation by contributing to the CalMHSA Sustainability
Plan. This investment results in larger social impact (e.g., changing attitudes, increasing knowledge, and
modifying behaviors), implementing programs that can benefit counties regionally and statewide,
procuring resources at lower cost (e.g., cost efficiencies), and ultimately making a significant impact on
preventing mental illnesses from becoming severe.
The Behavioral Health Board was informed of the benefits of contributing to the CalMHSA Sustainability
Plan in FY15/16. Specifically, the Each Mind Matters resources that reach cultural populations to prevent
suicide, promote mental health, and decrease stigma and discrimination. The Board of Supervisors
approved Butte County’s contribution to CalMHSA from the Prevention and Early Intervention annual
allocation. The use of CalMHSA resources (Each Mind Matters and Know the Signs) will be infused in the
Care Enough to Act (CETA) Taskforce.
OUTCOMES



Suicide Prevention



Stigma and Discrimination Reduction



Promotion of Mental Health
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PEI

CARE ENOUGH TO ACT
STATUS

☐

New

☒

Continuing

EMPHASIS

☒

Prevention

☐

Early Intervention

AGE GROUP

☒

Children (0-15)

☒

Transitional Age Youth (16-25)

☒

Adult (26-59)

☒

Older Adult (60+)

☐

Access & Linkage

☐

Early Intervention

☐

Outreach

☐

Prevention

☐

Stigma & Discrimination

☒

Other

SERVICES/ACTIVITIES

PROGRAM DESCRIPTION

Care Enough to Act (CETA), officially began meeting in November of 2011 as a Suicide Prevention Task
Force. CETA is facilitated by Behavioral Health and Stonewall Alliance, with membership comprised of
community agencies. Past functions of CETA have been sponsoring a summit to raise awareness around
suicide, producing an insert that is circulated through newspapers in Butte County, supporting the Suicide
Prevention Week, and increasing agency collaboration.
More recently, CETA has expanded their focus to include community education on mental health and
illness, raising awareness of MHSA funded programs, stigma and discrimination reduction, and student
mental health initiative. Incorporating programs and resources from CalMHSA (Each Mind Matters and
Know the Signs) will help CETA accomplish its goal.
OUTCOMES



Mobilize partner agencies in sponsoring community events and educational activities to increase the
knowledge around suicide prevention, stigma reductions, and mental health awareness.
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SECTION 3: INNOVATION
The Innovation (INN) component provides California the opportunity to develop and test new, unproven
mental health models with the potential to become tomorrow’s best practices. The MHSOAC controls
funding approval for the INN component of the MHSA.
The primary purpose of Innovation Projects is to achieve one of the following:
• Increase access to mental health services to underserved groups, including permanent supportive
housing.
• Increase the quality of mental health services, including measurable outcomes.
• Promote interagency and community collaboration related to mental health services or supports
or outcomes.
• Increase access to mental health services, including permanent supportive housing.
Counties select one or more goals and use those goals as the primary priority or priorities for their
proposed INN plan. Innovation projects may address issues faced by children, transition-age youth,
adults, older adults, families (self-defined), neighborhoods, tribal and other communities, counties,
multiple counties, or regions. The project may initiate, support and expand collaboration and linkages,
especially connections between systems, organizations and other practitioners not traditionally defined
as a part of mental health care. The project may influence individuals across all life stages and all age
groups, including multigenerational practices/approaches.

Innovation Community Input: 2019
During the Annual MHSA Community Input Process, a survey was offered to all stakeholders regarding
Innovation. This survey was open from January 16th to March 1st of 2019 and there were 201 surveys
taken. There were four Innovative concepts introduced at Community Meetings, and the public was
asked to rank the concepts on the most current, urgent need for MHSA funding. The results of this survey
will be will be utilized by administration and leadership when considering were to allocate resources for
future Innovation Projects. Comprehensive survey results can be found in the Appendix.

RANKING OF EACH CONCEPT
HERO: Youth Crisis

3.61

Concepts

Primary Care Kiosks

2.82

Simplicity Village

4.45

Spirit Mountain

3.24
0

0.5

1

1.5

2

2.5

3

3.5

4

4.5

5

Scale
Note: Respondents could select between 0-5 as an overall score of the concept.
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Mental Health Services Act Reversion Plan
What is Assembly Bill 114?

AB 114 became effective July 10, 2017. The bill amended certain Welfare and Institution Code (WIC)
Sections related to the reversion of MHSA funds. AB 114 implemented provisions concerning funds
subject to reversion as of July 1, 2017. These funds are deemed to have been reverted and reallocated for
the purposes for which they were originally intended. Funds that could be subject to reversion as of July
1, 2017, were distributed to counties from Fiscal Year (FY) 2005/2006 through FY 2014-15. By July 1,
2018, counties are required to have a plan to spend those funds by July 1, 2020.
A county may expend reallocated funds for an already approved program/project, or use the reallocated
funds to expand an already approved program/project provided the program/project is the same
component as the component for which the funds were originally allocated to the county, which must be
in compliance with applicable MHSA statutes and regulations.
Butte County AB 114 MHSA Funds by Component:
BUTTE COUNTY

CSS

PEI

INN

TOTAL

Total

$0

$0

$772,693

$772,693

These estimated amounts are based on funds subject to AB114 per DHCS communication, including the
amounts subject to AB114 from the submitted FY 16/17 Annual Mental Health Services Act Revenue and
Expenditure Report, which are pending confirmation and reconciliation from DHCS. These amounts
incorporate interest earned.

Plan to Spend Reallocated Funds
CSS (Community Services and Supports): There are currently no CSS funds at-risk for reversion.
PEI (Prevention and Early Intervention): There are currently no PEI funds at-risk for reversion.
INN (Innovation): The Physician Committed Innovation Program was approved by MHSOAC on May 24th,
2018. The estimated three year budget for Physician Committed is $767,900, approximately $255,967
annually. This program will be funded firstly by the entire FY 2015-16 Innovation allocation, which is
$430,570, and then by a portion of the FY 2016-17 Innovation allocation, which totals $337,330.
Congruently, The Center CARE Project was approved by the MHSOAC on April 25th, 2019. This program
budget total is $1,671,031 over three years. This project would spend the remaining FY 2016-17
allocation, which totals $215,648. After depleting FY 2016-17 allocation, the department will utilize
AB114 funds for the remainder of the project.
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INN

PHYSICIANS COMMITTED
This program was approved by the MHSOAC on May 24, 2018

PROGRAM DESCRIPTION

While early screening and detection for physical health issues in adolescents is common in medical
practices, the early screening and detection for behavioral health is not common. This project will
standardize the process and protocol used for screening Adolescents for mental health and substance use
issues, also referred to as behavioral health issues. This will be accomplished by providing the medical
professionals training and support on the adoption of the Alcohol Screening and Brief Intervention for
Youth tool (National Institute on Alcohol Abuse and Alcoholism) and the Brief Mental Health Update
(American Academy of Pediatrics, David S. Rosen MD, MPH). These screening tools can assess for risk early
on, are empirically based, are fast and versatile and can be easily and efficiently incorporated into medical
screening protocols and practices. As a result of the Physician Committed Program, adolescents who are
being seen by their pediatrician/family primary care doctor for annual exams, sports physicals,
immunizations or other standard visits will also be screened for behavioral health issues. This will identify
these issues early on and often, reducing the incidence of undiagnosed/unidentified issues and increase
access for services. This project will help transform the traditional health screening process, increase the
capacity of the medical providers and ensure easier access to intervention, support and/or treatment.
Ultimately, this will help reduce the number of undetected adolescent behavioral health issues and reduce
the need for more intensive supportive services by catching the issues earlier.
OUTCOMES

1. Physicians will experience increased comfort levels screening adolescents for behavioral health
issues.
2. Behavioral health screenings can be effectively and efficiently integrated into the comprehensive
adolescent health physical.
3. Adolescents will feel more capable of managing early symptoms as a result of the intervention
received.
4. Early identification and intervention will prevent the need for more intensive treatment.
5. Adolescents’ coping skills will increase as a result of the intervention received.
6. Adolescents’ mental health symptoms, such as depression, anxiety, and stress will be reduced.
7. The interagency collaboration between BCBH, BGMS, pediatric offices, and local school districts
will be a success.
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OUTCOME DATA

PHYSICIANS COMMITTED

MEASUREMENTS

1.
2.
3.
4.
5.
6.

Pre/post training surveys, 30-day follow up surveys and qualitative feedback received.
Pre/post training surveys, 30-day follow up surveys and qualitative feedback received.
Post intervention survey completed by the adolescent on the last session.
Intervention Specialist and client feedback.
Post intervention survey completed by the adolescent on the last session.
Measurements to reduce mental health symptoms will include:
a. The pre-survey/baseline will be the result of the screening tools that determine the youth’s
risk level.
b. The post intervention survey completed by the adolescent on the last session.
c. The outcomes reported in clinical documentation for clients who are admitted to BCBH.
7. Measurements to ensure collaboration between agencies will include:
a. Feedback from the staff who participated in the collaboration
b. The number of physicians trained
c. The number of physicians actively using the screening tool
FINDINGS

1. This program was approved by the Mental Health Services Oversight and Accountability
Commission in May 24, 2018, therefore there is no data for FY17/18.

169 | P a g e

INN

THE CENTER CARE PROJECT
This project was approved by the MHSOAC on April 24th, 2019.

PROGRAM DESCRIPTION

Young children (age 0-5) in Butte County are facing significant trauma and disconnects in social-emotional
development that are leading to challenging behaviors, interfering in their ability to learn and develop. As
of 2013, Butte County had the highest prevalence of residents living with one or more Adverse Childhood
Experiences (ACEs) in California at 76.5 percent of residents, and with 30.3 percent having experienced
four or more ACEs (ranked third). Compounding this urgent issue is the lack of mental health providers
with expertise serving youth aged 0-5, and a lack of funding to serve this vulnerable population;
particularly those in rural and remote areas.
Rural communities such as Butte County face distinct challenges in connecting services to children and
families. Barriers include the distance, time, and difficult terrain between localities; lack of an efficient,
effective, or far-reaching public transit system; families living in geographically-isolated microcommunities; social stigma attached to seeking services; difficulty in finding services for people
experiencing mild to moderate mental health symptoms; and a limited number of qualified specialists
available to cover the vast majority of the county territory.
In addition to these significant statistics and characteristics, in early November 2018, Butte County
communities were decimated by the Camp Fire, the largest and most destructive wild fire in California
history, displacing nearly 50,000 residents, including approximately 5,000 school-age children and 1,000
children in childcare settings into surrounding towns. Families have lost homes, jobs, businesses, child
care, medical and mental health care, family strengthening and support systems, and a sense of
community. The community of Magalia is now separated from services and amenities for basic needs by a
45-minute drive through the rubble and destruction of Paradise, re-traumatizing and excessively
burdening families with young children. Families are doubled up and co-housed with multiple families and
in temporary housing trailers in new communities, adding to the day-to-day-living stressors which
research associates with increases in mental health conditions, drug and alcohol use, family violence and
crime. It is yet known the true long-term impact of a fire with such unprecedented devastation, but
research indicates that there is a predicted spike in mental health issues two to five years after a disaster.
The Creation of The Center and the CARE Project
The Center for Learning & Resilience (The Center) is a trauma-responsive, innovative, community-based,
research-driven approach to services and learning. Young, developing children and the adults who impact
their lives are at the heart of The Center. The Center building itself is a place for children, families and
community to feel like they belong and that they will receive the support they need to heal and thrive.
The framework for The Center includes five tiers: Community Development, Research, Organizational &
Systems Capacity, Integrated Education, and Direct and Coordinated Services. This Innovation project,
The CARE (Collective Action for Resiliency & Education) Project, is an essential piece of the Center as it
links all five tiers.
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Planning and Development
Committee
Butte 2-1-1
Butte College
Education, Child & Family Studies
Butte Thrives: County ACEs Coalition
Child Abuse Prevention Council
County Department
of Behavioral Health
County Department
of Employment & Social Services
County Department of Public Health
County First 5 Commission
County Office of Education
Child Development Programs &
Services
Special Education
California State University Chico,
Child Development Department
Civic Engagement
Education Department
Psychology Department
Rural School Collaborative

Planning for The Center began in January 2018. A group of 25
seasoned, multi-disciplinary stakeholders (see side bar) convened
to bring the Center vision to fruition. The CARE Project was born
from the collective expertise of this group during the Development
Phase of the process, which involved ideation of services,
approaches and systems based on the understanding of the diverse
planning committee. In addition to the calculated and thoughtful
planning and development activities from the Planning and
Development Committee, The CARE Project was vetted through
the 2019 MHSA Annual Update Community Input Process.
The Innovation
The CARE Project will build on the Infant Early Childhood Mental
Health Consultation Model (IECMHC) to bring specialized mental
health support to young children in natural learning and play
environments. The CARE Project brings IECMHC’s research-based
urban model to rural, remote communities and integrates it into a
multi-disciplinary trauma-responsive service system. The IECMHC
model promotes positive mental health outcomes, allows for
prevention and management of early childhood trauma, and utilizes
intervention strategies that are effective in supporting young
children. Yet, this model is wholly untested in rural settings.

Social Work Department

The CARE Project builds mental health professional capacity and
service access at target locations that are most accessible to
Head Start/Early Head Start
children, families, and professionals in need. The Mental Health
Northern Valley Catholic Social
Consultant will be referred to Early Learning and Care (ELC) sites to
Service
support identified young children who have either experienced early
Parent/Family Consumers
trauma or exhibit behavior challenges in the child care, preschool,
State Preschools
or family child care home settings. The Consultant will be integrated
Student Consumers
into the child’s natural setting to support the child’s healthy
Trauma Consultants
development, emphasize social emotional skills in a community
Workforce Development
setting, and nurture responsive relationships. The Consultant will
Youth For Change
also model and coach the ELC professionals in trauma-informed
approaches and practices, and social and emotional development instruction, as well as support the staff
through their own secondary trauma.
Far Northern Regional Center

Fundamental to the CARE Project is decreasing challenging behaviors and increasing access to mental health
services for young children. This is done not only through the IECMHC, but by increasing the number of clinicians
in Butte County who have completed adequate training to effectively serve young children and their specific and
unique needs. The CARE Project will allow comprehensive training to be brought to the county so that
overloaded mental health providers can gain expertise in mental health modalities for young children, in trauma
recovery support, and culturally humble approaches.
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The Mental Health Consultant, as well as early care and education teacher, peer navigators, and families
will participate in a multi-disciplinary team (MDT) as case plans are developed, implemented, and
evaluated. Others slated for this team include Inclusion Specialists, Early Care and Education Specialists,
Occupational Therapist, Mental Health Clinicians, Home Visitors, Pediatricians, Child Psychiatrists, College
Faculty and College Students. Many of the MDT members and agencies will be housed in the Center to
both formally and informally support each other through trauma-responsive professional work, secondary
trauma, and compassion fatigue. This MDT collaboration enhances the resource and referral system, child
screening and assessment, case and care management, and builds capacity and expertise through crosstraining in a community with an extremely limited workforce.
Evaluation and Research
The Center CARE Project details the evaluation associated with four overarching goals. The following clarifies
the timing of the evaluation:
• Goal 1 – Improve child social emotional outcomes through access to specialized mental health services by
IECMHC at Early Learning and Care settings.
Child screening and assessment tools will be administered at the beginning of the academic year or
when referred to the program if the site does not automatically complete the specific tool. The post-test
will be administered at the end of the academic year or completion of the treatment plan.
• Goal 2 – Increase the capacity of Butte County clinicians to offer specialized, therapeutic care for young
children by completing a professional development series, consisting of instruction, modeling, and
observation.
Clinician completion and evaluation of the training will be document at the time of the training. The
rubric will be used at the end of the modelling and observation period.
• Goal 3 – Increase interagency collaboration and expertise related to mental health services through
multidisciplinary co-location, cross-training, collaborative screen and assessments, joint case planning and
collective evaluation.
Professional record keeping will be monitored on an on-going basis and documented for completion at
the end of each academic year. Pre-assessments for reflective practices will be administered within one
month of the program starting, and annually at the end of the academic year.
• Goal 4 – Decrease work related stress by increasing professional development and trauma support to ECE
caregivers.
Pre-tests will be administered within two months beginning the academic year. Post-tests will be
administered at the end of the academic year. Trainings will be monitored at the time of completion.
FINDINGS

1. This program was approved by the Mental Health Services Oversight and Accountability
Commission on April 25, 2019, therefore there is no data for FY17/18.
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CAPITAL FACILITIES & TECHNOLOGY
This component works towards the creation of a facility that is used for the delivery of MHSA services to
mental health clients and their families or for administrative offices. Funds may be used to support an
increase in peer-support and consumer-run facilities, development of community-based settings, and the
development of a technological infrastructure for the mental health system to facilitate the highest
quality and cost-effective services and supports for clients and their families.
Funding for facilities and technology does not get allocated annually; funds were delivered in one lump
sum in the beginning of the MHSA program planning process. To date, Butte County Behavioral Health
has no funds remaining in this component.
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WORKFORCE EDUCATION & TRAINING
The WET component carries forth the vision of the MHSA to create a transformed, culturally-competent
system that promotes wellness, recovery and resilience across the lifespan of age groups such as infants,
children, adolescents, transition age youth, and older adults. WET funding provided a 10-year budget that
defined a one-time allocation of $210 million to counties throughout California for local WET program
implementation. In 2008, Butte County was awarded $1,128,900 to be budgeted over those ten years.
These funds have been depleted and Behavioral Health is now using a small percentage of CS&S
resources to fund these initiatives to develop and maintain a robust and diverse public mental health
workforce capable of addressing mental health disparities.
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WET

WORKFORCE EDUCATION & TRAINING COORDINATOR

PROGRAM DESCRIPTION

The WET Coordinator ensures that the five fundamental elements of MHSA (consumer driven, family
driven, community collaboration, recovery/resiliency strength-based services, integrated services, and
culturally competency) are embedded within all training events. The coordinator works with Behavioral
Health staff, leadership, and contracted providers to support planning, development and operation of a
comprehensive workforce program that meets MHSA requirements and supports the development of our
workforce.
OVERVIEW OF TASKS



Coordinate and/or implement training for public mental health system to include Behavioral Health
staff, contract providers, and consumers and family members based on the principles of wellness,
recovery and resiliency, cultural competence, consumer/family driven mental health services,
integrated services, and community collaboration.



Regularly assess the training and educational needs of staff, interns, consumers and their families,
volunteers, and contract organizations.



Completion and monitoring of contracts with entities providing programs and services.



Participation in and support of state and regional education and training efforts to ensure
coordination and reduce duplication of services.



Participation in local initiatives which expand opportunities and fiscal support for workforce
development, i.e. community colleges, ROP, Vocational Rehab, etc.



As needed, assist in the development of courses with adult education, Butte County Office of
Education, Butte College that would provide skill development/education that supports the principles
of MHSA.



Coordinate and provide oversight to all Workforce Education and Training activities and programs.
OBJECTIVES



Continually enhance development of staff to integrate advancements in the field (e.g. evidence-based
practices, best practices, leadership and management practices, etc.)



Promote the integration of wellness, recovery and resiliency concepts throughout the mental health
delivery system (all levels of services)



Develop cultural competence of staff throughout the mental health system



Increase capacity and capability for the provision of clinical supervision (mentoring, coaching, etc.)



Improve the coordination and streamlining of training efforts throughout the mental health system.



Ensure that consumers, family members, and underserved and underrepresented communities are
included as both trainers and participants.



Design training interventions to meet the needs of a multidisciplinary workforce, including mental
health, substance abuse, and primary care.



Enhance collaboration with community-based organizations (CBOs)
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WET

JOB SPECIFIC TRAINING

PROGRAM DESCRIPTION

Workforce training needs assessment is an ongoing process. Based on the ongoing assessments, training
will be provided across the mental health workforce, including clinical, administrative, and clerical staff,
related to job specific knowledge and skills. Specific training topics and focus areas will be identified
through surveys, site specific data, CS&S program training needs, PEI program training needs, and other
methodologies as they are developed. All Butte County organized trainings will incorporate the concepts
of cultural competency/diversity, wellness, recovery and resiliency. Outcome measures will be used to
ensure effectiveness and fiscal efficacy. Trainings will be offered to staff, contract providers and
consumers and family members, as appropriate.
OVERVIEW OF TASKS



Conduct annual needs assessment of staff training needs



Identify recommended training programs based on needs assessment from staff providing services



Research available training resources (internal vs. external)



Ensure structure and consistency of all trainings



Coordinate efforts with Information Technology funding to ensure E-Learning opportunities are in
place and coordinated for tracking, CEU’s and employee/contractor support



Implement training and skill development on evidence-based and other best-practices to better
address the needs of our underserved clients to increase clients’ wellness, recovery and resiliency in
both the public and private service settings
OBJECTIVES



Provide timely, relevant job specific knowledge and skills



Give people the knowledge and skills they need to do their job, no matter what their position is



Provide training as needed to develop and enhance staff, contractor, and consumer employee skill
and knowledge in the five fundamental MHSA concepts



Create a policy and criteria for participation in specified trainings



Evaluate internal versus external resources for proposed trainings



Ensure the inclusion of diversity, wellness, recovery, resiliency in all training curricula



Incorporate outcome measures to ensure efficacy of training programs



Continue offering trainings for incoming staff, contracted providers and employed consumers / family
members



Develop a resource library available to all providers and consumers



Address the issues of stigma and discrimination faced by mental health consumers and by family
members.



Ensure that staff has the opportunity to experience various client and family member viewpoints to
better understand the client and family experience.
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WET

ELECTRONIC LEARNING MANAGEMENT SYSTEM: RELIAS

PROGRAM DESCRIPTION

E-Learning is an invaluable resource that allows BH to develop, deliver and manage educational
opportunities and distance learning for mental health workforce including BH staff, consumers and family
members, contractors, community based organizations and others. E-Learning reduces training costs due
to savings from sending people to training (travel, lodging, registration, etc.) It is an efficient way to
provide CEUs for licensed/certified members of the mental health workforce.
OBJECTIVES



Provide greater ease for staff, community providers, consumers and family members to access
training and educational courses which meet license requirements and/or provide career path
development, as well as rehabilitation and consumer employment courses.



Provide a community access portal for consumers and family members and key stakeholders to meet
their training and information needs.



Increase quality and availability of diverse training offerings while reducing cost.



Provide compliance and quality control for legal requirements by linking to the County’s existing
education and licensing tracking system.
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WET

CONSUMER EMPLOYMENT SUPPORT & TRAINING

PROGRAM DESCRIPTION

Research shows that peer support works; from improving quality of life and keeping people engaged in
the community to reducing depression and substance use, peer support makes a huge difference in the
mental health system of care. Peer providers can provide hope, model recovery, actively coach, engage,
and connect with consumers. Additionally, peer employment can provide opportunities for consumers to
find stable employment in an atmosphere that is comfortable and understanding of their challenges.
Behavioral Health is currently investigating and researching ways to enhance our Peer Advocate
Workforce. This is being accomplished through a work group made up of current peer advocates, peer
advocates who have been promoted, and peer volunteers. This group is investigating topics such as
salary, benefits, training, classifications, respite, and job duties/skills. The group is working towards
making recommendations to the department, and submitting these recommendations for community
input for the 2020 Three Year Program and Expenditure Plan.
OBJECTIVES

•

To gain understanding of how to strengthen the peer workforce in the department.

•

Make thoughtful recommendations to department leadership on how to execute enhancement
of peer workforce.

•

Revitalize an already stablished peer workforce.

•

Identify appropriate training and certification requirements for the peer workforce so that they
feel knowledgeable and prepared to complete their tasks.
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FUNDING SUMMARY
Due to the Butte County Camp Fire, California’s largest and deadliest fire to date, the Department of
Health Care Services (DHCS) granted an extension on the due date of the MHSA RER. These will be
completed and added to this report after they are submitted on June 30, 2019. The following data is from
the previous Annual Update.
FY 2017/18 Mental Health Services Act Annual Update
Funding Summary
County: Butte

Date: 7/26/18
MHSA Funding
A

B

C

Community

Prevention and

Services and

Early

Supports

Intervention

D

E
Capital

Workforce
Innovation

F

Education and
Training

Facilities and

Prudent

Technological

Reserve

Needs

A. Estimated FY 2018/19 Funding
1. Estimated Unspent Funds from Prior
Fiscal Years
2. Estimated New FY 2018/19 Funding
3. Transfer in FY 2018/19a/
4. Access Local Prudent Reserve in FY
2018/19
5. Estimated Available Funding for FY
2018/19
B. Estimated FY 2018/19 MHSA Expenditures

0

0

2,349,177

2,323,199

580,800

50,008

292,084

8,711,995

0

(292,084)
0

0

8,419,911

2,323,199

2,929,977

342,092

0

8,419,911

2,323,199

266,489

342,092

0

0

0

2,663,488

0

0

G. Estimated FY 2018/19 Unspent Fund
Balance
H. Estimated Local Prudent Reserve Balance
1. Estimated Local Prudent Reserve Balance on June 30, 2018

2,457,861

2. Contributions to the Local Prudent Reserve in FY
2018/19

0

3. Distributions from the Local Prudent Reserve in FY 2018/19

0

4. Estimated Local Prudent Reserve Balance on June 30, 2020

2,457,861

a/ Pursuant to Welfare and Institutions Code Section 5892(b), Counties may use a portion of their CSS funds for WET, CFTN, and the Local Prudent
Reserve. The total amount of CSS funding used for this purpose shall not exceed 20% of the total average amount of funds allocated to that County
for the previous five years.
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Prevention and Early Intervention (PEI) Funding
County: Butte

Date: 7/26/18

Fiscal Year 2017/18
A

B

C

D

E

F

Estimated

Estimated Total

Estimated PEI

Mental Health

Estimated

Funding

Expenditures

MediCal FFP

Estimated 1991

Behavioral

Estimated Other

Realignment

Health

Funding

Subaccount

PEI Programs – Prevention
1. Live Spot

806,633

576,093

2. Community Prevention and

767,901

590,780

28,196

0

11. Live Spot

268,878

192,031

12. Community Prevention and

812,143

624,817

9,399

0

1,445,662

127,233

1,217,145

PEI Administration

240,501

174,352

66,149

PEI Assigned Funds

37,893

37,893

4,417,206

2,323,199

174,290
51,438

56,250

125,683

Intervention
3. Mental Health Awareness

28,196

PEI Programs - Early Intervention
58,097
54,401

18,750

132,925

Intervention
13. Mental Health Awareness
14. Welcoming Triage and Referral

Total PEI Program Estimated Expenditures

9,399
101,284

1,389,133

0

629,874

75,000

Community Services and Supports (CSS) Funding
County: Butte

Date: 7/26/18

Fiscal Year 2017/18
A

B

Estimated Total
Mental Health
Expenditures

C

D

E
Estimated

Estimated CSS
Funding

Estimated
MediCal FFP

Estimated 1991

Behavioral

Realignment

Health
Subaccount

F
Estimated
Other
Funding

FSP Programs
1. Crisis Intensive

13,870,431

5,306,745

6,778,278

1,293,958

491,450

3,279,279

2,274,004

670,379

125,232

209,664

1,220,454

839,162

372,433

8,419,911

7,821,090

Non-FSP Programs
1. Consumer Education, Employment and Wellness
CSS Administration
CSS MHSA Housing Program Assigned Funds
Total CSS Program Estimated Expenditures
FSP Programs as Percent of Total

8,859

0
18,370,164

0

1,419,190

709,973

75.5%
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Innovations (INN) Funding
County:Butte

Date: 7/26/18

Fiscal Year 2017/18
A

B

Estimated Total
Mental Health
Expenditures

C

D

E

F

Estimated 1991

Behavioral

Estimated Other

Realignment

Health

Funding

Estimated
Estimated INN
Funding

Estimated
MediCal FFP

Subaccount

INN Programs
1. Physician Committed

251,405

20.
INN Administration
Total INN Program Estimated Expenditures

251,405

0
15,084

15,084

266,489

266,489

0

0

0

0

Workforce, Education and Training (WET) Funding
County:Butte

Date: 7/26/18

Fiscal Year 2017/18
A
Estimated Total
Mental Health
Expenditures

B

C

D

E

F

Estimated WET

Estimated

Estimated 1991

Behavioral

Funding

MediCal FFP

Realignment

Health

Estimated
Estimated Other
Funding

Subaccount

WET Programs
1. Workforce Staffing Support
2. Training & Technical Assistance
WET Administration
Total WET Program Estimated Expenditures

213,744

213,744

97,249

97,249

31,099

31,099

342,092

342,092

0

0

0
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0

