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A Vision of Recovery
Recovery is a process of change through which people improve their health and wellness, live a self-
directed life and strive to reach their full potential. There are many different pathways to recovery, and 
each individual determines his or her own way.   
Supporting a Life in Recovery

Health:  Overcoming or managing one’s disease(s) or symptoms and for everyone in recovery, making 
informed, healthy choices that support physical and emotional wellbeing.
Home:  A stable and safe place to live.

Purpose:  Meaningful daily activities, such as a job, school, volunteerism, family caretaking or creative 
endeavors, and the independence, income and resources to participate in society.
Community:  Relationships and social networks that provide support, friendship, love, and hope.
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Message from the Director

The Mental Health Services Act was designed to create a system that promotes recovery and 
wellness for adults with serious mental illness and resiliency for children with severe emotional 
disturbance and their families. With the help of community partners, clients and families, the Shasta 
County Health and Human Services Agency provide Mental Health Services Act-funded programs 
that serve children, transitional age youth, adults and older adults.

This has been an exciting year for Shasta County’s Mental Health Services Act programs, as we have 
launched two new Innovations projects and added several new programs to improve youth mental 
health. We are delighted to introduce you to Hope Park, a multigenerational project operated out of 
teen centers that brings teens and older adults together with the goal of improving mental wellness 
for both populations. Shasta County is also proud to be participating in the multi-county Psychiatric 
Advance Directives project, which will give people more power to make their own decisions for their 
psychiatric care during a mental health crisis. The Launch, IMPACT and Mental Health Student 
Services Act grant programs are helping to put critical services within reach of youth and their families 
to improve their chances for a bright and healthy future. In addition, the Workforce, Education and 
Training program has been re-energized to help provide supports to ensure a robust public mental 
health workforce.

We continue to fine-tune our programs based on feedback from our community, and we measure the 
results of these programs so we know what needs to be adjusted to make them work better. Thank 
you for reviewing this report and providing the feedback that continues to help us meet the needs of 
all Shasta County residents.

Sincerely,

Laura Burch
Acting Director, Shasta County Health and Human Services Agency
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Proposition 63, known as the Mental Health Services Act, was approved by California voters in 
November 2004 and became law in January 2005.  The Mental Health Services Act is an additional 
1 percent tax on individual taxable income in excess of $1 million, and that money funds a 
comprehensive approach to developing a system of community-based mental health services and 
supports. It addresses a broad continuum of prevention, early intervention and service needs, and the 
necessary infrastructure, technology and training elements that effectively support this system.

The purpose and intent of the Mental Health Services Act is:

To define serious mental illness among children, adults and seniors as a condition deserving 
priority attention, including prevention and early intervention services, and medical and supportive 
care.

To reduce the long-term adverse impact on individuals, families, and state and local budgets 
resulting from untreated serious mental illness.

To expand the kinds of successful, innovative service programs begun in California, including 
culturally and linguistically competent approaches for underserved populations.  These programs 
have already demonstrated their effectiveness in providing outreach and integrated services, 
including medically necessary psychiatric services, and other services, to individuals most severely 
affected by or at risk of serious mental illness.

To provide state and local funds to adequately meet the needs of all children and adults who 
can be identified and enrolled in programs under this measure.  State funds shall be available to 
provide services that are not already covered by federally sponsored programs or by individuals’ or 
families’ insurance programs.

To ensure that all funds are expended in the most cost-effective manner and services are provided 
in accordance with recommended best practices subject to local and state oversight to ensure 
accountability to taxpayers and to the public.

The Mental Health Services Act is divided into five components: Community Services and Supports 
(CSS), Prevention and Early Intervention (PEI), Workforce Education and Training (WET), Capital 
Facilities and Technological Needs (CF/TN), and Innovation (INN). Through the community planning 
process, the projects and programs under each of these components are planned, developed, 
approved, implemented, monitored and updated.

Shasta County Health and Human Services Agency spearheads the community planning process 
and is responsible for outreach, providing opportunities to participate, involving consumers and/or 
family members and providing training when necessary.  The community planning process involves 
many stakeholders, both individuals and agencies with an interest in mental health services in Shasta 
County. 

Mental Health Services Act Overview
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Community Program Planning
The Mental Health Services Act 
community stakeholder process 
is a collaboration that adheres to 
California Code of Regulations 
§ 3320 to plan, implement and 
evaluate Shasta County’s Mental 
Health Services Act programs. 
We take care to ensure that we 
reach out to people of all ages, 
ethnicities and socioeconomic 
backgrounds, mental health clients 
and family members, people 
who provide services to people 
with mental health challenges 
and substance use disorders, 
and people from all corners of 
our county.  The goal is to work 
together to gather diverse opinions 
to ensure that our wellness-, 
recovery- and resilience-focused 
programs will be successful. 

Community program planning 
for the Mental Health Services 
Act in Shasta County happens 
throughout the year, at locations 
all over the county. We encourage 
each participant to complete 
a demographic survey, which 
includes a verbal explanation 
of why; we want to ensure that 
people of all ages, races, genders, 
income levels, etc. are fairly 
represented in our information 
gathering efforts. This includes 
unserved, underserved and fully 
served county residents who 
qualify for MHSA services.

The stakeholder process also 
uses e-mail, websites, newsletters, 
social media, trainings and 
webinars to communicate with 
stakeholders. See Appendix A.

Underserved cultural populations

Level Up NorCal Pit River Health Services

Hispanic Latino Coalition Redding Rancheria

Local Indians for Education Shasta County Citizens Against Racism

NorCal OUTReach Victor Youth Services (LGBTQ+)

Consumer-based organizations

Circle of Friends Wellness Center Sunrise Mountain Wellness Center

Consumer and/or family member

Adult/Youth Consumers & Family Members Public Health Advisory Board

Mental Health, Alcohol and Drug Advisory 

Board

Rowell Family Empowerment

NAMI Shasta County

Health and Human Services Agency

Law Enforcement

Redding Police Department Shasta County Sheriff’s Department

Shasta County Probation Department Anderson Police Department

Education

All Shasta County Schools Shasta College

Chico State University Shasta County Office of Education

National University Simpson University

Community-based organizations

Northern Valley Catholic Social Service Kings View

Area Agency on Aging Tri-Counties Community Network

Shasta County Chemical People Youth Violence Prevention Council

Community Foundation of the North State United Way of Northern California

Pathways to Hope for Children One SAFE Place

Good News Rescue Mission Children’s Legacy Center

ShiningCare Dignity Health Connected Living

Dunamis Wellness Center Family Dynamics

First 5 Shasta Golden Umbrella

The McConnell Foundation  Visions of the Cross

Health care

Hill Country Health and Wellness Center Shasta Community Health Center

Mountain Valleys Health Centers Shingletown Medical Center

Dignity Health Shasta Regional Medical Center

Mayers Memorial Hospital District Health Alliance of Northern California

Veterans Administration

...and many, many more.
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Community Program Planning
Regular stakeholder committees:
The following meetings were held during Fiscal Year 2020-21.

MHSA Stakeholder Workgroup:  The MHSA Stakeholder Workgroup meets quarterly and as needed, 
depending upon the needs of the Health and Human Services Agency in administering the Mental 
Health Services Act. The workgroup provides input for the planning, implementation and oversight of 
the Mental Health Services Act. 

Meeting dates: March 30, 2021. These quarterly meetings were put on hold during the pandemic.

Stand Against Stigma Committee: This committee works to promote mental wellness, increase 
community awareness of mental health and end the stigma surrounding mental illness and substance 
abuse. The community-based committee supported by the Health and Human Services Agency 
meets monthly and is open to all interested members of the public. 

Meeting dates: July 14, 2020; August 11, 2020; Sept. 8, 2020; Oct. 13, 2020; Nov. 10, 2020; Dec. 8, 2020; 
Jan. 12, 2021; Feb. 9, 2021; March 9, 2021; April 13, 2021; May 11, 2021; June 8, 2021.

Suicide Prevention Collaborative:  The Suicide Prevention Workgroup was renamed the Suicide 
Prevention Collaborative to better reflect its purpose. This local collaboration of community members 
and public and private agencies focuses on reducing suicide in Shasta County. It discusses 
the progress being made in suicide prevention, as well as action planning, implementation and 
evaluation. Because the suicide prevention coordinator was reassigned to COVID-19 duties during 
the pandemic, fewer meetings than usual were held.

Meeting dates: March 18, 2021; May 20, 2021.

The Mental Health, Alcohol and Drug Advisory Board also provides opportunities for discussion, 
education and input at its meetings. A Mental Health Services Act update report is given at its regular 
bi-monthly meeting, and they hear periodic presentations on Mental Health Services Act programs.

Meeting dates: Oct. 7, 2020; Jan. 6, 2021; March 3, 2021; May 5, 2021; June 23, 2021.
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Community Program Planning
One general stakeholder meeting was held during Fiscal Year 2020-21 (most were postponed due to 
the pandemic), and three additional stakeholder meetings were held specifically to gather input for this 
report In preparation for the creation of this report. This included a general stakeholder meeting held 
online on January 18, 2022, followed by meetings at the Sunrise Mountain Wellness Center on March 
30, 2022, the Circle of Friends Wellness Center in Burney on April 1, 2022, and the Stand Against 
Stigma Committee on April 12, 2022. Meetings included representatives from the following groups: 

• People who have severe mental illness
• Families of children, adults, and seniors who have severe mental illness
• People who provide mental health services, including peer support specialists
• Law enforcement agencies
• Educators
• Social services agencies
• Veterans
• Providers of alcohol and drug services
• Health care organizations

All stakeholder meetings were advertised in press releases and on social media, and we encouraged 
partners and committee members to also share them in their circles. Online meetings were recorded 
for those who were unable to attend in person.
Because Shasta County does not have any threshold languages, all meetings were conducted in 
English. However, the county has interpreters who were available to translate verbally and a translation 
service that could translate the survey into other languages if we were to receive such a request. The 
Stakeholder Survey Results Report can be found in Appendix A.
Below is a summary of stakeholder feedback from the general meeting:
• The new layout for this report is easier to understand.
• Supported the Hope Park and Psychiatric Advance Directives projects.
• Isolation and loneliness is a challenge for older adults, and a community provider would like the 

Health and Human Services Agency to promote a friendship line.
From the Sunrise Mountain Wellness Center meeting:
• Attendees enjoy the growing number of programs at the center, they appreciate lunch, and they 

feel communication is excellent.
• They would like to have more art, groups (for topics including anxiety, depression, walking), 

general wellness, equine therapy, volunteer opportunities. They would also like cooking classes, 
perhaps taught by a local diabetic-friendly cooking expert.

• Peer support is highly valued and was a popular topic of discussion. Identified needs included a 
phone line for peer support, train mental health drivers in peer support, peers leading other peers, 
and peer support at the Center for Behavioral Health at Shasta Regional Medical Center and 
Restpadd at the beginning of the person’s crisis through their journey. The state of Virginia has 
peer support for crisis, which might serve as a good example for us.
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Community Program Planning
• HHSA’s Access program could benefit from connection between visits, as some clients are not 

well enough to make it a month between visits.
• Transportation continues to be inadequate.
• Veterans Services and Shasta Community Health Center provide good care.
• People without addresses need better access to services, including toilets, water and showers. 

Staff, perhaps peer support, should go to their communities with resources. A mobile unit could go 
into communities where people without addresses tend to stay.

• It is difficult to access counselors and therapists if you have Partnership HealthPlan or private 
insurance.

• North American Mental Health Services’ 30-minute appointments are not long enough.
• More housing is needed, including supportive housing and emergency housing.
• Accessing emergency services during a psychiatric emergency is hard. We need more emergency 

crisis psychiatric services that fall into the continuum of care between the CARE Center and the 
emergency department.

• Crisis Residential and Recovery Center is valued.
• The new Crisis Intervention and Response Team is amazing! They were fast and provided safety 

and support.
• The Hill Country mobile crisis van is incredible, professional and caring.
• Restpadd is not warm and welcoming, as the walls are dark and you can’t see out the windows.
• People with autism need better support and understanding. The county directs them to Far 

Northern Regional Center, but the regional center doesn’t serve their mental health needs.
• COVID-19 led to a large increase in drug use. The county needs more Narcan and should have 

testing strips “everywhere.”
• Youth need to be able to access Mental Health First Aid in schools. (Stakeholders were then 

advised that a local provider is pursuing certification to offer youth-focused MHFA training.)
• WRAP should be offered in schools.
• We need more publicity on suicide and attempts so people know it is a problem.
From the Circle of Friends meeting:
• Attendees love the Circle of Friends and the space.
• They would like a community pool for people with disabilities.
• They would like more arts and crafts, including clay.
• Therapy is good at Hill Country Community Clinic in Round Mountain.
• Transportation, which was identified as a major challenge in prior years, has gotten better. MTM 

Inc.’s non-emergency medical transportation has significantly lightened staff’s workload, as it was 
challenging to have to drive clients places while also ensuring adequate staffing at the center. 
Shasta Connect runs to McArthur, so clients can go to the DMV. RABA is also available. The main 
transportation gap now is between Burney and Round Mountain.
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Community Program Planning
• Some clients had their work published in the “Diverse Minds” book and were very proud of that.
• Weekends can feel isolating, and clients recommended having a creative studio offered on days 

when Circle of Friends is not open, at a community location that would be open to people of all 
ages and abilities. Painting, jewelry and sewing classes were some of the suggested offerings, 
and a gallery in the building could allow people to display and potentially sell their work.

• Clients would like local high school students to do senior projects that involve socializing with 
older people.

• The Intermountain area needs a crisis response team, like the Hope Van or mobile crisis. 
Resources are limited, including ambulances, and people sometimes cannot access their 
preferred hospital in Redding because the long drive would leave the Intermountain area without 
an ambulance.

• Clients were happy about the Burney Commons apartments, which are scheduled to be under 
construction soon, and additional housing is still needed. It is too expensive.

From the Stand Against Stigma meeting:
• Expanding Wellness Recovery Action Plan (WRAP) offerings to include “Healthy Aging WRAP” for 

seniors. A community member is willing to be trained to offer this specific WRAP program.
• More “bottom up” feedback from local youth and what they feel they need to take care of their 

mental health. Youth mental health has been addressed throughout the pandemic, but it was 
much more from the “top down” or from an adult’s perspective.

• Any program that could provide a link between intensive, such as Assisted Outpatient Treatment, 
and lower levels of treatment. This link is especially important when changing the contracted 
partner who is providing the service. They also felt it is important to find a way to identify when 
someone says they’re doing better while in an intensive program, but it’s not showing to others 
involved in the person’s life.

• Another committee member requested information on what the Workforce Education and 
Training funds are being used for currently, and the MHSA coordinator followed up by sharing the 
information on the “Workforce Education and Training” in this document.
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Program Evaluation
Outcomes are used to understand and measure how a person responds to programs. They are 
important because they help answer the question: Are we offering effective services that are helping 
individuals have more meaningful lives?

Shasta County Health and Human Services Agency is dedicated to measuring mental health 
outcomes for the purpose of guiding treatment practices at both the individual and service level. 

CANS:  Child and Adolescent Needs and Strengths

CANS is a multipurpose tool for use in children’s programs to support decision making, including level 
of care and service planning, to facilitate quality improvement initiatives, and to monitor outcomes of 
services. The CANS is well liked by parents, providers and partners because it is easy to understand 
and does not necessarily require scoring to be meaningful. This tool is a comprehensive assessment 
of psychological and social factors, as well as the strengths of the family/caregiver and child/youth, for 
use in treatment planning. It was developed with the objectives of permanency, safety and improved 
quality of life. See Appendix B for additional details.

MORS: Milestones of Recovery Scale

Shasta County transitioned from 
MORS to MORS II in August 
2021. It tracks the process 
of recovery for adults with 
persistent, serious mental illness. 
It is rooted in the principles of 
psychiatric rehabilitation and 
defines recovery as a process 
beyond symptom reduction, 
client compliance and use of 
services. It provides a snapshot 
of an individual’s progress toward 
recovery using milestones that 
include level of risk, level of engagement and level of skills and supports. MORS II reflects client 
progress, monitors changes in the people we serve, is used as a communication tool between 
practitioners, provides outcome data for decisionmaking, and supports fiscal stewardship by 
monitoring costs over time.

By administering the MORS II on a regular basis, an individual’s recovery process can be monitored 
and treatment adjusted to support progressive, successful recovery. Learn more in Appendix C.

Client satisfaction

The Health and Human Services Agency aims to use feedback from clients, family members and 
the general public to help ensure a positive experience for people using our services. The California 
Department of Health Care Services requires all California counties to make the voluntary Consumer 
Perception Survey available (see Appendix D). The Service Satisfaction Survey in the lobby of our 
mental health clinic received no responses this year. The Health and Human Services Agency has 
launched an Agency-wide customer satisfaction survey, with posters, online links and instructions for 
front-desk staff on how to encourage clients to take the survey, which should increase our Agency’s 
knowledge about customer experience. 
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Community Services and Supports

Client and Family Operated Services

• NAMI • Wellness centers

STAR (Shasta Triumph and Recovery)

Rural Health Initiative

Older adult services

Crisis services

Housing continuum

Co-occurring disorders

Outreach

Prevention and Early Intervention (PEI)

Children and Youth in Stressed Families

• Triple P
• Trauma-Focused Treatment
• At-Risk Middle School
• 0-5

• Adverse Childhood Experiences
• Launch
• IMPACT
• MHSSA grant

Individuals experiencing the onset of serious psychiatric illness

Stigma and discrimination reduction

Suicide prevention

CalMHSA statewide projects

Workforce Education and Training (WET)

Superior WET Partnership

Innovation (INN)

CARE Center

Hope Park Project

Psychiatric Advance Directives (PADs)

Capital Facilities/Technological Needs (CF/TN)

None during this reporting period

Mental Health Services Act Programs
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Community Services and Supports (CSS)

What this program does:

• Operates two consumer-run wellness centers: Sunrise Mountain Wellness Center in Redding, operated by Kings View, 
and Circle of Friends in Burney, operated by Hill Country Health and Wellness Center.

• Funds the Shasta County National Alliance on Mental Illness (NAMI), which provides education programs in the 
community including NAMI Basics, NAMI Family-to-Family, NAMI Peer-to-Peer, Family Support Group and NAMI on 
Campus. NAMI operates out of the CARE Center and facilitates peer support groups and offers one-on-one mentoring.

Three-year goal:

A. Provide programs at the two wellness centers that include engagement activities, peer support, socialization and 
wellness and recovery activities. Programs shall include partnerships with other community groups. This includes 
weekly scheduled activities or groups, workshops (employment, housing, independent living skills, personal finances) 
and 12-step recovery meetings. Increase participants’ ability to spend time in meaningful activities, increase satisfaction 
with level of involvement in the community, and reduce adverse consequences of untreated or undertreated mental 
illness.

B. For NAMI, provide at least four hours of peer support per month, one 10-week Peer-to-Peer program per fiscal year, one 
12-week Family-to-Family program per fiscal year, one six-week NAMI Basics program per fiscal year, Family Support 
Group sessions at least twice a month, 20 hours of one-on-one mentoring, and NAMI On Campus for at least two local 
high schools.

Achieved in year two:

A. The Redding wellness center shifted from Northern Valley Catholic Social Service to Kings View, and the name was 
changed from the Olberg Wellness Center to Sunrise Mountain Wellness Center. Despite the pandemic, the wellness 
centers provided a cumulative total of 2,016 workshops, groups, activities and 12-step recovery meetings. Attendance 
at both centers steadily increased through this fiscal year.

B. NAMI volunteers ran Family Support Group sessions every two weeks, and an average of about 17 hours per month 
were spent on mentoring. There were no facilitated peer support sessions, Peer-to-Peer, Family-to-Family, or NAMI 
Basics programs, due in large part to COVID challenges.

Looking to next year:

A. Continue to achieve activities outlined in the Three-Year Goal.

B. With COVID restrictions now being relaxed, offer the courses outlined in the Three-Year Goal.

Find more information in Appendix E.

Fiscal Year 2020-21 Expenditures: $692,298

Number of people served: Approximately 300 (Sunrise 
Mountain Wellness Center opened mid-year)

Who this program serves: People 18 and over with mental 
illness and their families

Client and Family-Operated Systems
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Community Services and Supports (CSS)

What this program does:

• Supportive housing, linkage to services to maintain lowest level of care, therapy, crisis interventions, education 
regarding mental health symptoms and treatment, help identifying and practicing coping skills, around-the-clock 
support, medication support in the clinic, field-based medication support with nurses, alcohol and drug services, social 
group activities, employment preparations, peer support

Three-year goal:

A. More Full Service Partners will be able to access supportive housing through The Woodlands. 

B. Provide extensive social and supportive services with the goal of maintaining permanent housing. 

C. Continue efforts to reach out to the hardest-to-reach populations, including people who are homeless and suffer from 
severe and persistent mental illness.

D. Expand STAR services to provide comprehensive intensive services to decrease placing clients in out-of-county higher 
level of care placements while also increasing and adding Assisted Outpatient Treatment services.

E. Increase the number of adult FSP served by the team to 80 partners. 

Achieved in year two:

A. Increased the number of FSP into The Woodlands housing.

B. Increased caseload and increased clients served by Adult STAR team to more than 100.

Looking to next year:

A. Expand housing options, both independent living and supportive housing.

B. Keep more clients off conservatorship and out of the hospital.

Find more information in Appendix F.

Fiscal Year 2020-21 Expenditures: 
$2,155,099

Number of people served: 130

Who this program serves: Adults with severe and persistent mental illness or children 

with severe emotional disturbance, who are homeless or at risk of homelessness and/or 

incarceration, have an increased risk of hospitalization or multiple hospitalizations and/or 

emergency department contacts, at risk of conservatorship, difficult to engage or not in 

treatment, multiple functional impairments and struggles to complete activities of daily 

living tasks without support or prompts from intensive case management, and who may 

also have a substance use disorder

Shasta Triumph and Recovery (STAR)
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Community Services and Supports (CSS)

What this program does:

• Contracts with four Federally Qualified Health Centers, which provide integrated primary and mental health care 
to these populations. These are Hill Country Health and Wellness Center in Round Mountain, Shingletown Medical 
Center, Mountain Valleys Health Centers in Burney, and Shasta Community Health Center in Redding. Services include 
telepsychiatry, intensive case management, medication management, crisis services and support, and integration with 
primary care physicians. 

Three-year goal:

A. Ensure that programs and services offered in the larger cities are as accessible as possible to those in rural areas, 
potentially increasing the use of technology that helps to bridge geographical gaps, such as telepsychiatry.

Achieved in year two:

A. Increased the number of people served by a Federally Qualified Health Center by 8.4%.

Looking to next year:

A. Continue to achieve the Three-Year Goal.

Find more information in Appendix G.

Fiscal Year 2020-21 Expenditures:  
$837,156

Number of people served: 3,176

Who this program serves:  People with severe and persistent mental illness who live in 
rural areas.

Rural Health Initiative
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Community Services and Supports (CSS)

What this program does:

• Helps older adults with severe and persistent mental illness who are transitioning from acute care medical hospitals, 
psychiatric hospitals, board and care homes or jail.  

• Outreach and engagement activities support recovery or rehabilitation as deemed appropriate by clients and 
their natural support system of family and community. Services include medication management, therapy, case 
management, community connection and connection to transportation.

Three-year goal:

A. Continue to ensure that outreach and stakeholder groups include older adults.

B. Increase number of people served.

C. Reduce hospitalization.

Achieved in year two:

A. Engaged older adults in stakeholder meetings.

Looking to next year:

A. Continue to increase the number of older adults served.

B. Continue to partner with the Area Agency on Aging and engage stakeholders to ensure older adult voices are heard.

Fiscal Year 2020-21 Expenditures: 
$9,756 

Number of people served: 50

Who this program serves:  Adults age 60 and older

Older Adult
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Community Services and Supports (CSS)

What this program does:

• Case management, linkage to services, discharge planning to coordinate care.

• 24/7 telephone crisis services.

• Contracts with Hill Country Health and Wellness Center for a mobile crisis team, and with Redding Police Department 
for a new Crisis Intervention Response Team.

Three-year goal:

A. Coordinate with co-located emergency department crisis staff, HHSA outpatient services and community providers to 
help facilitate discharges from emergency departments and psychiatric hospitalizations and link clients with ongoing 
services. 

B. Identify and address challenges in the inpatient admissions and discharge processes.

Achieved in year two:

A. Care coordination case managers serviced a total of 1,166 clients with a total of 1,691 case management services.

B. The CARE Center was also shifted from the Innovations component to Community Services and Supports in March 
2021.

Looking to next year:

A. Hire a second case manager to facilitate successful discharge of client from both the emergency department and 
inpatient facilities. 

B. Coordinate with emergency department and crisis staff, HHSA outpatient services, and community providers.

C. Provide linkage to ongoing services to reduce the continue need for access of emergency/crisis services.

Find more information about the CARE Center in Appendix H.

Fiscal Year 2020-21 Expenditures: 
$1,682,547 

Number of people served: 1,406

Who this program serves:  People experiencing a mental health emergency, including 
those who come to local emergency departments on an involuntary mental health hold, 
people with a psychiatric diagnosis who visit emergency departments frequently, people 
who may need acute psychiatric hospitalization, and people who require services to 
maintain a lower level of care and stability

Crisis Services
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Community Services and Supports (CSS)

What this program does:

• Provides residential services for up to 30 days to adults following a mental health crisis to prevent the need for 
hospitalization.

• Stays are voluntary and include such services as daily groups focused on wellness and recovery, coping skills, 
medication support, education, daily living activities, peer support, and short-term respite care. 

• Helps people move from crisis into short-term transitional housing and stabilization and Full Service Partnership 
enrollment, Whole Person Care enrollment, or to outpatient intensive case management and support, as needed.

Three-year goal:

A. To develop systems that accurately standardize practice and approach in service delivery so that we may adjust our 
current model to help clients connect to appropriate level of care. 

B. Increase the level of clinical intervention and documentation within the center and linkage to outside clinical resources 
in an effort to prevent/reduce the need for future psychiatric hospital stays in Shasta County.

Achieved in year two:

A. Provided services to 135 unduplicated people.

Looking to next year:

A. Continue to achieve Three-Year Goal and look for opportunities to expand services.

Find more information in Appendix I.

Fiscal Year 2020-21 Expenditures: 
$1,268,214

Number of people served: 183 admits, 
135 unduplicated

Crisis Services: Crisis Residential and Recovery Center
Who this program serves:  Clients 18 and older who have become suicidal, critically 
depressed or otherwise psychiatrically incapacitated. Clients are either being released 
from a 5150 hold in a psychiatric hospital or are in jeopardy of being placed in a 
psychiatric facility in the next 30 days.
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Community Services and Supports (CSS)

What this program does:

• Provides court-ordered outpatient treatment for people 18 and older with a serious mental illness who have a recent 
history of psychiatric hospitalizations, incarcerations or threatened/attempted serious violent behavior toward 
themselves or others.

Three-year goal:

A. Use evidence-based practices to reduce the incidents and duration of psychiatric hospitalization, homelessness, 
incarcerations and interactions with the criminal justice system while improving the health and social outcomes of 
people with serious mental illness.

B. Work with courts to allow people to obtain treatment while continuing to live in the community and their homes. 

This program was contracted out to Kings View in Fiscal Year 2020-21. Progress will be noted in next year’s report.

Fiscal Year 2020-21 Expenditures: $0 Who this program serves:  People 18 and older with a serious mental illness who have 
a recent history of psychiatric hospitalizations, incarcerations or threatened/attempted 
serious violent behavior toward themselves or others.

Crisis Services: Assisted Outpatient Treatment (“Laura’s Law”)
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Community Services and Supports (CSS)

What this program does:

• Provides access to housing options, both transitional and permanent supportive, in the least restrictive setting possible.

• Permanent Supportive Housing: The Woodlands (75 units, with 29 MHSA funded and designated for people eligible 
for Full Service Partnership services) includes an HHSA case manager and peer support specialist, along with life skills 
classes provided by Northern Valley Catholic Social Service. Partners in Housing II is run by Shasta County Housing and 
also offers case management.

• Transitional Housing: Affordable, accessible housing near clients’ support systems with adequate access to 
transportation to services, as found in board and care facilities.

Three-year goal:

A. Work collaboratively to identify ways to secure funding for housing in Shasta County.

Achieved in year two:

A. The Center of Hope Apartments (98 units, 30 MHSA funded) are under construction next to Hill Country Community 
Clinic’s new 40,000-square-foot medical facility. 

B. Square 1 Homes now house 13 seniors and/or medically fragile adults who are homeless or at risk of homelessness.

C. Christian Church Homes has applied for No Place Like Home funding to help build 59 units (9 supportive housing) for 
people 62 and older with a serious mental illness who are homeless or at risk of homelessness.

D. Plans for the 20-unit Burney Commons continue to move forward with a private developer.

Looking to next year:

A. Continue to look for opportunities to expand housing services.

Find more information about The Woodlands in Appendix J.

Fiscal Year 2020-21 Expenditures: 
$228,354

Number of people served: 147

Housing Continuum
Who this program serves:  People with serious mental illness and their families who are 
homeless or at risk of homelessness.
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Community Services and Supports (CSS)

What this program does:

• Connects people to primary care to provide coordinated care to treat the whole person, and provides services that 
focus on both their mental and physical illnesses and how the two can interact. Providers coordinate the detection, 
treatment and follow-up of mental and physical conditions. Services include outreach, education, case management, 
treatment, medication support, and clinical and nursing services. This program looks at diabetes, hypertension, Chronic 
Obstructive Pulmonary Disease, Hepatitis B or C, metabolic syndrome (anything that leads to obesity), and chronic 
heart failure.

Three-year goal:

A. Work with community providers to improve the integrated treatment of co-occurring disorders to improve the quality 
of life for people who have both co-occurring severe mental illness and substance use disorders.

Achieved in year two:

A. Clinical staff continue to identify ways to effectively identify whether a client’s symptoms are due to a mental health 
disorder or substance use, and treatment programs look at clients holistically. Whole Person Care has made significant 
progress in this work.

Looking to next year:

A. Continue to achieve the Three-Year Goal.

Fiscal Year 2020-21 Expenditures: 
$485,804

Number of people served: 93

Co-occurring/Primary Care Integration
Who this program serves:  People who have both mental illness and substance use 
problems, as well as people who have a mental illness and another physical illness.
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Community Services and Supports (CSS)

What this program does:

• Case management, nursing and clinical staff reach out to bring people in need into the behavioral health system.

• The Access Team evaluates and assesses everyone who is referred to (or is seeking) mental health services. The team 
determines the person’s level of need and refers them to a service provider, which can include county mental health 
outpatient programs, contract service providers, primary care physicians, wellness centers and other community 
behavioral health providers. 

• Field-based nursing serves clients living with serious mental illness who are difficult to engage in ongoing treatment. 
Nurses help to reduce symptom relapse, decompensation, and hospitalization. They work to improve treatment 
engagement, therapeutic alliance, and accessibility of care in accordance with each client’s unique goals.

Three-year goal:

A. Reinstate field-based nursing services to help people remain as stable and independent as possible by working 
collaboratively with clients, health care providers, and community partners.

Achieved in year two:

A. Reinstated field-based nursing and added a nurse to the team for a total of 3.

B. Launched the Crisis Intervention Response Team (CIRT), in partnership with the Redding Police Department. The team 
includes two police officers with advanced crisis intervention and mental health training, and a mental health clinician 
from HHSA. CIRT works to deescalate situations involving someone experiencing mental health crises and when 
appropriate, divert them from the criminal justice system and connect them to resources. 

Looking to next year:

A. Continue to provide outreach to underserved people through the Access Team, field-based nursing, CIRT and other 
programs.

Fiscal Year 2020-21 Expenditures: 
$1,171,704

Number of people served: 1,085

Outreach
Who this program serves:  People who are unserved and underserved
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Prevention and Early Intervention (PEI)

What this program does:

• This program enhances parents’ knowledge, skills and confidence in an evidenced-based format to prevent severe 
behavioral, emotional and developmental problems in children.

• Multiple levels of interventions are tailored to meet the child’s/family’s specific needs, . This program is done in 
partnership with First 5 Shasta.

Three-year goal:

A. Study how the program is being used, what barriers prevent the use of the program and its tools, how to address the 
barriers and how organizations can fund Triple P in the future. 

B. Help parents become positive change agents for their children and enhance the community’s capacity to support at-
risk children and their families.

Achieved in year two:

A. Parent-child relationship, consistency, teamwork and encouragement improved, reflecting strengthening of parenting 
skills and supporting families who are at-risk. 

Looking to next year:

A. Enlist new providers to reach more Shasta County families and serve more people. 

B. Increase outreach among the new providers. 

C. Increase attendees for the Triple P quarterly sustainability meeting.

Find more information in Appendix K.

Fiscal Year 2020-21 Expenditures: 
$575,360

Children and Youth in Stressed Families: Triple P
Who this program serves:  Parents

Number of people served: 312 youth representing 360 caregivers, plus thousands 
reached by website and advertising
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Prevention and Early Intervention (PEI)

What this program does:

• Provides Trauma Focused – Cognitive Behavioral Therapy (TF CBT), Eye Movement Desensitization and Reprocessing 
(EMDR), Trust Based Relational Interventions (TBRI) and Neurosequential Model of Therapeutics (NMT) assessments for 
youth with challenging behaviors due to trauma. 

Three-year goal:

A. Decrease hospitalizations.

B. Decrease length of stay in treatment.

C. Develop tracking mechanisms for therapeutic interventions provided.  

Achieved in year two:

A. Specific achievements toward the program goal for 20/21 cannot be confirmed given COVID and operation challenges. 
Clinician completed 22 NMT assessments during this reporting period.   

Looking to next year:

A. Continue to build staff’s ability to deliver cohesive trauma-informed services.  

B. A new treatment modality, Dialectical Behavioral Therapy (DBT), will be implemented in 2022. This evidenced-based 
psychotherapy began with efforts to treat personality disorders and interpersonal conflicts, and it can be useful in 
treating mood disorders, suicidal ideation, and for change in behavioral patterns such as self-harm and substance use.

Fiscal Year 2020-21 Expenditures: 
$900 

Number of people served:  
Organization of the electronic health 
record does not currently allow 
extraction of this information

Children and Youth in Stressed Families: Trauma-focused treatment
Who this program serves:  Any youth receiving specialty mental health services with 
impairments due to trauma
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Prevention and Early Intervention (PEI)

What this program does:

• Promotes healthy alternatives to risky behavior.

• Activities encourage students resist peer pressure to smoke or use drugs and alcohol, and teaches the effects of 
substance use and healthier life choices.

• Develops greater self-esteem and social skills. 

• Teaches relaxation techniques to cope with anxiety.

Three-year goal:

A. Increase awareness of peer-pressure related topics, and decrease substance abuse among youth in middle school. 

Achieved in year two:

A. Anderson Middle School showed increased outcomes in knowledge, specifically anti-drug, and life skills. 

B. Turtle Bay School also showed improved scores in anti-drinking attitudes, and assertiveness/self-control understanding. 

Looking to next year:

A. Improve implementation in new identified schools.

B. Strengthen delivery in current schools.

C. Ensure proper completion of all required surveys to better track outcomes.

Find more information in Appendix L.

Fiscal Year 2020-21 Expenditures: 
$157,447

Number of people served: 108

Children and Youth in Stressed Families: At-risk middle schoolers
Who this program serves:  Middle schoolers



 26Shasta County MHSA Annual Update 2021: Fiscal Year 2020-21

Prevention and Early Intervention (PEI)

What this program does:

• Provides assessment, treatment planning, intensive care coordination, in-home behavioral services, Triple P, case 
management, individual and family therapy. 

Three-year goal:

A. Reduce the number of children who require ongoing specialty mental health services. 

B. Maintain or improve the re-entry rate for services. 

Achieved in year two:

A. During the pandemic, the program was able to sustain service delivery to children, helping to contribute to reducing 
the number of children who will experience ongoing mental health struggles throughout their childhood. 

Looking to next year:

A. Rebuild staffing for the program.

B. Train new and ongoing staff in evidenced-based practices in early childhood mental health.

Fiscal Year 2020-21 Expenditures:  
$51,408

Number of people served: 73

Children and Youth in Stressed Families: 0-5 program
Who this program serves:  Children ages 0-5
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Prevention and Early Intervention (PEI)

What this program does:

• Provides ACE presentations, Lunch & Learns, movie showings, events via the Strengthening Families Collaborative 
Partners, and ACE summits/town halls to raise awareness about ACEs and reduce their impact.

Three-year goal:

A. Increase protective factors and resilience in families and the community.

B. Build community leadership and capacity to address ACEs by supporting and coordinating ACE Interface Trainers and 
trainings in multiple sectors.

C. Increase website and social media engagement.

D. Maintain dashboard of ACE-related indicators.

E. Institutionalize ACE screening and referral system in Strengthening Families Collaborative organizations.

Achieved in year two:

A. Hosted 12 Parent Café’s, an ACE Luncheon and 8 ACE presentations. Movies, trauma-informed practices trainings, 
developmental asset trainings, ACE trainers/learning community meetings and town halls were put on hold due to 
COVID-19. 

B. Hosted monthly Strengthening Families Collaborative meetings.

C. Revised and updated Strengthening Families website.

D. Updated ACE indicator data on the data dashboard.

E. Launched Community Connect through an agreement with the Shasta County Office of Education to build family and 
student resiliency and build protective factors for students. Public schools in Shasta County refer students and their 
families to this program for assessment and connection to community resources, including behavioral services when 
needed.

Looking to next year:

A. Launch revised Strengthening Families website, including new videos, and increase social media presence.

B. Train new ACE presenters and increase ACE presentations.

C. Plan and facilitate Learning Community Meetings with Master Trainers.

D. Conduct a new survey of the Shasta County general community regarding ACEs and mental wellness.

Find more information in Appendix M.

Fiscal Year 2020-21 Expenditures: 
$193,801

Number of people served: More than 
3,000

Children and Youth in Stressed Families: Adverse Childhood Experiences
Who this program serves:  Parents, families, teachers, administrators, business owners, 
community leaders, law enforcement, the judicial system, the health system, the faith 
community and others.   
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Prevention and Early Intervention (PEI)

What this program does:

• Parent Partners provide supportive services such as SafeCare and Triple P.

• Strengthens understanding of issues related to promoting healthy childhood development.

• Connects families to local resources.

• Provides parent cafe’s for parents of transitional kindergarten and kindergarten students at assigned schools. 

Three-year goal:

A. Parents to become positive change agents for their children and enhance the community’s capacity to support at-risk 
children and their families. This program includes Triple P – Positive Parenting Program, Trauma Focused Treatment, At 
Risk Middle School Students and Adverse Childhood Experiences. 

Achieved in year two:

A. Completed 272 visits with participating families. Despite COVID-19, the program was able to adapt and continue 
services virtually. 

Looking to next year:

A. Continue to strengthen collaboration with First 5 and Pathways to Hope and maintain or increase youth served in this 
program.

Fiscal Year 2020-21 Expenditures:  
$58,601

Number of people served: 66

Children and Youth in Stressed Families: Launch
Who this program serves:  School-age children and their families
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Prevention and Early Intervention (PEI)

What this program does:

• Provides behavior therapy, individual/family therapy sessions (including substance use counseling), connects people to 
resources

Three-year goal:

A. Connect students struggling and/or with Individual Educational Program (IEP) to supportive services. 

Achieved in year two:

A. In more than 90% of the referrals from the Shasta County Office of Education, the families were connected to 
services. This included 314 counseling sessions, 52 mental health assessments, 63 treatment plans and 53 diagnostic 
evaluations.

Looking to next year:

A. Update outcome evaluation collection to better understand program progress, success and barriers.

B. Strengthen interagency collaboration to improve communication to minimize service delays and eliminate waitlists.

Fiscal Year 2020-21 Expenditures:  
$220,427 

Number of people served: 74

Children and Youth in Stressed Families: IMPACT
Who this program serves:  Students who are struggling, and/or who have Individual 
Educational Programs (IEP)
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Prevention and Early Intervention (PEI)

What this program does:

• Hires personnel or peer support to enhance an existing county partnership with school-based programs, to expand 
access to mental health services for children and youth, including campus-based mental health services, and to 
facilitate linkage and access to ongoing and sustained services.

Three-year goal:

A. Partner with the Shasta County Office of Education and 9 school districts representing 12 schools to provide mental 
health services to youth attending community day schools and other alternative schools in Shasta County. These 
schools serve approximately 456 youth.

B. Ensure this vulnerable population has access to critical mental health services.  The proposed program will allow 
improved access to needed mental health services for at-risk youth and will allow for early identification and treatment.  

This project was approved on Nov. 16, 2021. Progress will be noted in next year’s report.

Fiscal Year 2020-21 Expenditures: $0

Children and Youth in Stressed Families: Mental Health Student 
Service Act Grant

Who this program serves:  Students at community day schools or alternative 
educational sites who, for a variety of reasons, have not been successful at a traditional 
school campus and have been expelled from school or who have problems with 
attendance or behavior. 
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Prevention and Early Intervention (PEI)

What this program does:

• Provides individual counseling and supportive services to the family through collaboration with mental health social 
workers, community mental health workers, peer support specialists and parent partners.  

• Aims to decrease further psychotic episodes for the youth and provide education and support to the caregivers of the 
youth.  

Three-year goal:

A. Reduce hospitalizations and re-hospitalizations.

B. Decrease psychotic breaks for youth.

C. Provide community education around early onset psychosis.

Achieved in year two:

A. Stepped down several youth to a lower level of treatment given improvement in functioning.  

A. Outreach was impacted due to COVID restrictions and lack of staff due to multiple vacancies in the youth mental 
health department. 

Looking to next year:

A. Increase outreach activities, educating others about early onset.

B. Further develop the multiple staff involved with service delivery to improve outcomes for the youth and families 
served. 

Fiscal Year 2020-21 Expenditures:  
$127,104

Number of people served: 16

Individuals Experiencing Onset of Mental Illness: Early onset
Who this program serves:  Youth ages 12 to 23 who are experiencing early onset of 
psychosis 
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Prevention and Early Intervention (PEI)

What this program does:

• Promotes mental wellness, increases community awareness of mental health, and aims to end the stigma surrounding 
mental illness and substance use. 

• Provides education on mental health and wellness, community events and meetings, social connection for people 
living with mental illness and their supportive loved ones, and a sense of purpose through volunteer opportunities. 

Three-year goal:

A. Continue community outreach and education activities, in person and through the website and social media, including 
launching the Minds Matter Podcast and revitalizing GetBetterTogether.net with the help of local youth.

B. Organize a training addressing stigma for medical professionals.

C. Work with peer support specialists and wellness centers to develop frequent and meaningful volunteer opportunities 
to increase integration of people with living with mental illness into the broader community.

D. Bring Stand Against Stigma activities to teen centers and campus wellness centers.

Achieved in year two:

A. The Stand Against Stigma Committee met monthly. Brave Faces presentations were given to Simpson College Masters 
in Counseling students, One SAFE Place volunteers, Sunrise Mountain Wellness Center members and law enforcement.

B. The online forum “Untangling Uncertainty” was held, featuring HHSA leaders and peer support specialists, and an 
online Becoming Brave training was given to local wellness centers.

C. Offered Introduction to Wellness Recovery Action Plan (WRAP) and workshops on journaling, as well as two, 8-week, 
mind-body skills groups to help people cope with pandemic-related stress.

D. The Minds Matter Mental Health Fair was converted to a COVID-19-safe, drive-through event. 

E. Launched the new Stand Against Stigma website.

F. Trained more than 30 HHSA staff in hope science to become Hope Navigators.

Looking to next year:

A. Give 15 Brave Faces presentations, produce at least two new Brave Faces galleries, provide at least two Becoming Brave 
trainings and organize at least three Hope Is Alive! Open Mics.

B. Implement items B, C, D, E and F in the Three-Year Goal.

Find more information in Appendix N.

Fiscal Year 2020-21 Expenditures: 
$252,994

Number of people served: Thousands

Stigma and Discrimination Reduction
Who this program serves:  People living with mental illness, including serious mental 
illness, parents, friends, families and community partners.
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Prevention and Early Intervention (PEI)

What this program does:

• Provides QPR (Question,  Persuade, Refer); coordinates ASIST and safeTALK suicide prevention trainings.

• Provides suicide prevention education and materials to community organizations and the public.

• Provides outreach and education at local health fairs and community events, including promoting Suicide Prevention 
Month and Week. 

• Provides information on lethal means safety, including reducing access among people at risk of suicide and firearm 
storage safety (gun locks).

• Hosts Shasta Suicide Prevention Collaborative bi-monthly meetings and issues a monthly community newsletter.

• Provides the men’s mental wellness program, Captain Awesome.

Three-year goal:

A. Write a new 5-year strategic plan that includes creating a system of suicide prevention, reducing suicide deaths in 
Shasta County, reducing access to lethal means (firearms/substances) among people at risk of suicide, and increasing 
community gatekeepers through training and outreach education

Achieved in year two:

A. Began writing the Shasta County Suicide Prevention Strategic Plan.

B. Trained in QPR Suicide Prevention Training with 7 other community partners, providing suicide prevention gatekeeper 
training to Shasta County

C. Provided firearms safety brochures and firearm locks to firearm retailers and CCW permit instructors.

D. After a hiatus due to COVID-19, provided Adult Mental Health First Aid training to 30 people and Youth Mental Health 
First Aid training to 17 people.

Looking to next year:

A. Complete Shasta County Suicide Prevention Strategic Plan; identify goals and objectives for Suicide Prevention 
program and Shasta Suicide Prevention Collaborative.

B. Enhance MHSA funded suicide prevention work by coordinating trainings for selected community target audiences 
funded directly with California Department of Public Health Comprehensive Suicide Prevention Project funding to 
increase community capacity in preventing suicide deaths

C. Continue providing QPR Gatekeeper Training, and coordinating ASIST and safeTALK suicide prevention trainings in 
Shasta County.

D. Complete Captain Awesome and Shasta Suicide Prevention website updates.

E. Identify new participants for Captain Awesome campaign; develop new media commercials (video and radio).

Find more 
information in 
Appendix O.

Fiscal Year 2020-21 Expenditures:  
$167,440

Number of people served: Thousands

Suicide Prevention
Who this program serves:  All of Shasta County; those with lived experience; loss 
survivors; at-risk; advocates; service providers
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Prevention and Early Intervention (PEI)

What this program does:

• CalMHSA provides California counties, including Shasta, with a flexible, efficient and effective administrative and 
fiscal structure. It helps counties collaborate and pool their efforts in development and implementation of common 
strategies and programs; fiscal integrity, protections and management of collective risk; and accountability at state, 
regional and local levels.

Three-year goal:

A. Administer the Suicide Prevention, Stigma and Discrimination Reduction, and Student Mental Health Initiative 
programs.

Achieved in year two:

A. Please refer to the Suicide Prevention and Stigma and Discrimination Reduction pages in this report.

Looking to next year:

A. Please refer to the Suicide Prevention and Stigma and Discrimination Reduction pages in this report.

Find more information about PEI programs in Appendix P.

Fiscal Year 2020-21 Expenditures:  
$15,000

Number of people served: See Suicide 
Prevention and Stigma Reduction pages

CalMHSA Statewide Projects
Who this program serves:  All Shasta County residents
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Workforce Education and Training (WET)

What this program does:

• Aims to address the shortage of mental health practitioners in the public mental health system through a framework 
that engages regional partnerships. 

• The Superior WET Partnership supports individuals through loan repayment, educational stipends and peer 
scholarships.

• This program is still under development and the goal is to begin implementing it in mid-2022. 

Three-year goal:

A. In partnership with CalMHSA, participate in the loan repayment, educational stipend and peer scholarship programs.

This is a new program, so progress will be shared in the next report.

Fiscal Year 2020-21 Expenditures: $0

Number of people served: This is a 
new program that began after Fiscal Year 
2020-21.

Superior WET Partnership
Who this program serves:  People in the public mental health workforce
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Innovation

What this program does:

• This after-hours mental health resource center is operated by Hill Country Health and Wellness Center. Some services 
are available onsite, while other services are through a warm hand-off or referral. 

• Provides more access to needed services with extended hours, and a more holistic approach to meeting various 
individual and family needs via a visit to one location.

• Engages mental health personnel to handle some situations that in the past were handled by law enforcement officers 
or busy emergency department personnel, moving the focus from short-term crisis management to advocacy and 
long-range solutions for wellness and recovery.

Three-year goal:

A. Innovations projects are centered on learning questions. For the CARE Center, these were:

1. The extent to which the after-hours Project improves access to services, particularly for individuals currently 
unserved or underserved by the existing mental health system.

2. Whether the project reduces mental health crises, including trips to the emergency department, in both human 
and economic benefits.

3. The extent to which an after-hours “one-stop” resource center can help bridge service gaps, facilitate access to 
community-based resources, and better meet individual and family needs.

4. The impact of the project on families, by partnering with other agencies and community-based organizations 
such as the National Alliance on Mental Illness (NAMI), including family-focused services as a priority, and 
increasing access to mental health services and supports for family members with competing daytime 
responsibilities.

5. The elements of the project that are most associated with successful outcomes, with a particular focus on 
effective collaborative approaches.

Achieved in year two:

A. Completion of the 
Innovations portion of 
this project. Please refer 
to the final report in the 
Appendix.

Looking to next year:

A. Because the 
Innovations portion 
of this project has 
ended, this report will 
subsequently be part 
of Community Services 
and Supports. 

Find more information in 
Appendix Q.

Fiscal Year 2020-21 Expenditures:   
$727,636 (funding for CARE Center 
transitioned to Crisis Services from March 
forward)

CARE Center
Who this program serves:  People in mental health crisis

Number of people served: More than 300
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Innovation

What this program does:

• Establishes the Hope Park program in the Anderson Teen Center and the new Redding Teen Center.

• Engages older adult volunteers and youth ages 13-18 in meaningful activities to help prevent the negative physical 
and mental health effects of loneliness for adults and reduce risky behavior in youth. This includes semi-annual high-
adventure activities, in addition to mentoring, skill sharing, preparing healthy meals together, karate, yoga, financial 
literacy, life skills, and more. 

Three-year goal:

A. Implement and evaluate the Hope Park program.

This program launched in March 2022, and the new Redding Teen Center opened to youth on April 11, 2022. Progress will 
be shared in the next report.

Find more information in Appendix R.

Fiscal Year 2020-21 Expenditures: $0

Hope Park
Who this program serves:  Teenagers and older adults

Number of people served: This is a new program that began after Fiscal Year 2020-21.
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Innovation

What this program does:

• Begins the process of making Psychiatric Advance Directives, which are a form of Supportive Decision-Making, available 
to Shasta County residents. The process of developing a PAD, with support from mental health professionals and others, 
helps people when not in a crisis to clarify their preferences for treatment so that they will receive appropriate support 
and care during health crises. 

• When complete, this will build community capacity among law enforcement, peers, the court system, mental health 
care providers and others to ensure consumer choice and collaborative decision-making to improve participant care in 
a crisis. It aims to reduce recidivism and engage participants in their treatment and recovery.

Three-year goal:

A. Make Psychiatric Advance Directives available in Shasta County.

This multi-county project was approved by the Mental Health Services Oversight and Accountability Commission on June 
24, 2021, and Shasta County’s participation was approved by the Shasta County Board of Supervisors on September 14, 
2021. Progress will be shared in the next report.

Find more information in Appendix S.

Fiscal Year 2020-21 Expenditures: $0

Number of people served: This is a 
new program that began after Fiscal Year 
2020-21.

Psychiatric Advance Directives
Who this program serves:  Anyone in Shasta County who wishes to create a Psychiatric 
Advance Directive
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Mental Health Services Act Budgets
FY 2020/21 Mental Health Services Act Annual Update

Funding Summary

County:Shasta Date: 4/22/22

MHSA Funding
A B C D E F

Community 
Services and 

Supports

Prevention 
and Early 

Intervention
Innovation

Workforce 
Education and 

Training

Capital 
Facilities and 
Technological 

Needs

Prudent 
Reserve

A. Estimated FY 2020/21 Funding

1.Estimated Unspent Funds from Prior Fiscal Years 4,497,472 2,692,158 1,837,041 0 0 

2.Estimated New FY 2020/21 Funding 10,349,876 2,587,469 680,913 

3.Transfer in FY 2020/21a/ (374,414) 374,414 

4.Access Local Prudent Reserve in FY 2020/21 0 

5.Estimated Available Funding for FY 2020/21 14,472,934 5,279,627 2,517,954 0 0 

B. Estimated FY 2020/21 MHSA Expenditures 5,231,808 1,624,348 483,838 0 0 

G. Estimated FY 2020/21 Unspent Fund Balance 9,241,126 3,655,279 2,034,116 0 0 

H. Estimated Local Prudent Reserve Balance

1. Estimated Local Prudent Reserve Balance on June 30, 2020 0 

2. Contributions to the Local Prudent Reserve in FY 2020/21 374,414 

3. Distributions from the Local Prudent Reserve in FY 2020/21 0 

4. Estimated Local Prudent Reserve Balance on June 30, 2021 374,414 

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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Mental Health Services Act Budgets
FY 2020/21 Mental Health Services Act Annual Update

Community Services and Supports (CSS) Funding

County: Shasta Date: 4/22/22

Fiscal Year 2020/21
A B C D E F

Estimated Total 
Mental Health 
Expenditures

Estimated CSS 
Funding

Estimated 
Medi-Cal FFP

Estimated 1991 
Realignment

Estimated 
Behavioral 

Health 
Subaccount

Estimated 
Other Funding

FSP Programs

1.Client Family Operating Services 692,298 690,290 2,008

2.Shasta Triumph and Recovery 2,155,099 1,512,400 597,452 45,247

3.Crisis Residential and Recovery 1,268,214 0 1,264,536 3,678

4.Crisis Response 1,933,969 1,073,077 769,152 91,740

5.Outreach-Access 1,171,704 317,336 837,653 16,715

6.Housing Continuum 228,354 105,658 93,860 28,836

7. 0

8. 0

9. 0

Non-FSP Programs

1.Rural Health Initiative 837,156 324,952 179,325 332,879

2.Older Adult Services 9,756 0 7,923 1,833

3.Co-occurring Integration 485,804 0 463,738 22,066

4. 0 0

5. 0

6. 0

7. 0

CSS Administration 1,212,146 1,208,095 4,051

CSS MHSA Housing Program Assigned Funds 0

Total CSS Program Estimated Expenditures 9,994,500 5,231,808 4,213,639 0 0 549,053

FSP Programs as Percent of Total 142.4% -434,178 1,682,501 61,382
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Mental Health Services Act Budgets
FY 2020/21 Mental Health Services Act Annual Update

Prevention and Early Intervention (PEI) Funding

County: Shasta Date: 4/22/22

Fiscal Year 2020/21
A B C D E F

Estimated Total 
Mental Health 
Expenditures

Estimated PEI 
Funding

Estimated 
Medi-Cal FFP

Estimated 1991 
Realignment

Estimated 
Behavioral 

Health 
Subaccount

Estimated 
Other Funding

PEI Programs - Prevention

1.Stigma and Discrimination 252,994 252,713 281

2.Suicide Prevention 182,440 182,440

3. 0

4. 0

PEI Programs - Early Intervention

11.Children and Youth in Stressed Families: 0

Triple P 626,768 535,963 90,109 696

 ACE 472,829 404,326 67,978 525

Middle School Youth at Risk 157,447 134,636 22,636 175

TFCBT 900 771 129

16. Individuals Experiencing Onset of 127,104 0 126,963 141

              Serious Psychiatric Illness 0

17. 0

PEI Administration 113,683 113,499 184

PEI Assigned Funds 0

Total PEI Program Estimated Expenditures 1,934,165 1,624,348 307,815 0 0 2,002
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Mental Health Services Act Budgets
FY 2020/21 Mental Health Services Act Annual Update

Innovations (INN) Funding

County: Shasta Date: 4/22/22

Fiscal Year 2020/21
A B C D E F

Estimated Total 
Mental Health 
Expenditures

Estimated INN 
Funding

Estimated 
Medi-Cal FFP

Estimated 1991 
Realignment

Estimated 
Behavioral 

Health 
Subaccount

Estimated 
Other Funding

INN Programs

1.
Counseling and Recovery Engagement 
Center 476,214 476,214

2. 0

3. 0

INN Administration 7,624 7,624

Total INN Program Estimated Expenditures 483,838 483,838 0 0 0 0
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The public comment period for the Annual Update to the Three-Year Program and Expenditure Plan, which includes data 
from Fiscal Year 2020-21 along with the annual Innovations and Prevention and Early Intervention Reports, began April 
29, 2022. A public notice regarding the public comment period and public hearing was published on www.ShastaMHSA.
net and the Shasta County Health and Human Services Agency’s Facebook, Instagram and Twitter pages during the 
30-day public comment period of April 29, 2022, to May 31, 2022. The public notice was also sent to local media, and a 
copy of the draft document was posted on ShastaMHSA.net. A link to the draft document was e-mailed to stakeholders, 
advisory board members and stakeholder workgroup members, and copies were available upon request. The public 
comment period will be closed and a public hearing will be conducted by the Shasta County Mental Health, Alcohol and 
Drug Advisory Board at a June 1, 2022, special meeting. The report was approved unanimously by the Shasta County 
Board of Supervisors on June 21, 2022.

For information regarding this document, please contact:
Kerri Schuette, Mental Health Services Act Coordinator

Shasta County Health and Human Services Agency

(530) 245-6951

kschuette@co.shasta.ca.us

Public Comment/Public Hearing
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Effective date: August 13, 2020 Page 1 of 1 

POLICY 
See also: Mental Health Services Act Community Planning Process Procedure 

CONDUCTING THE MENTAL HEALTH SERVICES ACT COMMUNITY PLANNING 
PROCESS IN SHASTA COUNTY 

This policy delineates how Shasta County Health and Human Services Agency accesses 
stakeholder input in Mental Health Services Act (MHSA) planning. 

1. The Mental Health Services Act Community Planning Process is a collaboration
that adheres to California Code of Regulations § 3320 to plan, implement and
evaluate Shasta County’s Mental Health Services Act programs.

2. The Community Planning Process must reach out to people of all ages, ethnicities
and socioeconomic backgrounds, mental health clients and family members,
people who provide services to people with mental health challenges and substance
use disorders, and people from all geographic regions of the county.

3. The Community Planning Process must occur throughout the year, in person and
online, and at various locations.

4. The Community Planning Process must also incorporate regular communication
with stakeholders, including through e-mail, websites, newsletters, social media,
trainings and webinars.

5. Shasta County Mental Health Services Act staff must be trained in the Community
Planning Process upon receiving an assignment to a position that is funded (in full
or in part) by MHSA.
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Effective date: August 13, 2020 Page 1 of 3 

PROCEDURE 
See also: Mental Health Services Act Community Planning Process Policy 

CONDUCTING THE MENTAL HEALTH SERVICES ACT COMMUNITY PLANNING 
PROCESS IN SHASTA COUNTY 

This procedure delineates how Shasta County Health and Human Services Agency accesses 
stakeholder input in Mental Health Services Act (MHSA) planning. 

1. The Community Planning Process includes several standing committees and
workgroups that actively involve a wide array of people and agencies, and their
input helps guide the Health and Human Services Agency as it administers the
Mental Health Services Act in Shasta County. These groups provide ideas and
feedback for plans and updates, mental health policies, programs, budgets, and
outreach and engagement efforts. These committees include:

a. MHSA Stakeholder Workgroup: The MHSA Stakeholder Workgroup
meets quarterly and as needed, depending upon the needs of the Health and
Human Services Agency in administering the Mental Health Services Act.
The workgroup provides input for the planning, implementation and
oversight of the Mental Health Services Act. Any community member,
including consumers, family members, Health and Human Services Agency
staff, peer support staff and any other interested individual, organization or
agency are invited to attend. This meeting is the platform where priorities
for each component of MHSA are established and decisions about how to
implement, improve or expand programs are made. Meetings are
announced via a press release, social media, outreach to community
partners and e-mail to the Mental Health Services Act distribution e-mail
list.

b. Stand Against Stigma Committee: This committee works to promote
mental wellness, increase community awareness of mental health and end
the stigma surrounding mental illness and substance abuse. The
community-based committee supported by the Health and Human Services
Agency meets monthly and is open to all interested members of the public.

c. Suicide Prevention Collaborative: This is a local collaboration of
community members and public and private agencies who focus on
reducing suicide in Shasta County. This active workgroup discusses the
progress being made in suicide prevention, as well as action planning,
implementation and evaluation.
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d. The Mental Health, Alcohol and Drug Advisory Board also provides
opportunities for discussion, education and input at its meetings, and
liaisons are assigned to all of the above workgroups. This board is
appointed by the Shasta County Board of Supervisors. A Mental Health
Services Act update report is given at its regular bi-monthly meeting, and
the board hears periodic presentations on Mental Health Services Act
programs.

e. The Community Planning Process also engages people who are not able to
attend meetings in person. This is done through social media, press
releases, outreach to community partners and e-mail to the Mental Health
Services Act distribution e-mail list on items that are impacted by MHSA
funding.

2. The following items require input using the Community Planning Process:

a. MHSA Three-Year Plan and/or Annual Update: Stakeholder review is
required by statute through the Mental Health Services Act. Every year,
Shasta County MHSA staff conduct a community program planning process
to review community programs for the next year. The results of the
community program planning process are incorporated into the Three-Year
Plan or Annual Update. This is done through a widely distributed online
survey, which is publicized through a press release, social media, outreach
to community partners and e-mail to the Mental Health Services Act
distribution e-mail list. Feedback is also solicited in person through
community meetings, including meetings at the County’s MHSA-funded
wellness centers. The purpose of this outreach is to determine who is
actively participating in the stakeholder process, what target populations
and programs the community feels MHSA funding should be focusing on,
how effective the Health and Human Services Agency is in meeting the
essential elements of the Act, and what additional programming is needed,
if funding allows. Survey results are included in the published Three-Year
Plan and/or Annual Update, which is posted for public comment for at least
30 days, reviewed and approved after a Public Hearing at a publicly noticed
Mental Health Advisory Board meeting, and reviewed and approved by the
Shasta County Board of Supervisors in a public meeting.

b. Any new Innovations project proposals must also be reviewed through
the process noted in item 2a.

c. Any other MHSA-funded project that has not been discussed during regular
MHSA stakeholder meetings.

3. In addition to ensuring representation from the demographic groups required by the
Mental Health Services Act, the Community Planning Process intentionally seeks
feedback from people with the following experience:
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a. People who have severe mental illness

b. Families of children, adults, and seniors who have severe mental illness

c. People who provide mental health services

d. Law enforcement agencies

e. Educators

f. Social services agencies

g. Veterans

h. Providers of alcohol and drug services

i. Health care organizations

4. An updated list of organizations that are routinely included in Community
Planning Process activities is included in the MHSA Three-Year Plan and/or
Annual Update.

5. Reports based on the demographic and other information collected from surveys
throughout the year, including who is involved in the Community Planning
Process, are also included in the MHSA Three-Year Plan and/or Annual Update.
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MHSA Stakeholder Demographics 

Due to the virtual MHSA Stakeholder meeting format, the number of people in attendance and the number of 
demographics forms received were lower compared to previous years.  

The number of responses varied by question. The number of responses received were 35, but not every survey was 
answered fully. To protect participant confidentiality, only summary statistics are provided below.  

Q1) How many years old are you?  

• Mean Age = 53 
• Median Age = 57 
• Age Range = 20 - 80 

 

Q2) What is your military status?  

• >85% of respondents had never served in the military  
 

Q3) What is your primary language?  

• >90% identified English as their primary language  
 

Q4) Do you have any disabilities?  

• >70% identified as having a disability. Difficulty hearing or having speech understood, chronic health 
condition/chronic pain, and learning disability were the most reported. 
 

Q5) What is your race/ethnicity?  

• 50% identified as being white and 50% identified as a race/ethnicity other than white. 
 

Q6) What is your gender identity?  

• >65% identified as female  
 

Q7) What is your sexual orientation?  

• >80% identified as heterosexual 
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FY N = 292

N = 402

1 of 8

Shasta HHSA CANS

FY N = 268

Unduplicated Fiscal Year totals are less than combined unduplicated quarter totals due to 

some clients receiving more than one assessment within the fiscal year.
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FY N = 102

2 of 8

Fiscal Year 2018-2019 had 34% of unduplicated clients with Anxiety as one of their treatment goals. Fiscal 

Year 2019-2020 had a  4% increase to 35% of unduplicated clients with Anxiety as one of their treatment 

goals. Fiscal Year 2020-2021 decreased 10% from the previous year to 32% of unduplicated clients with 

Anxiety as one of their treatment goals.

FY N = 90

Unduplicated Fiscal Year totals are less than combined unduplicated quarter totals due to 

some clients receiving more than one assessment within the fiscal year.

Shasta HHSA CANS

FY N = 58
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Fiscal Year Sexual Abuse Physical Abuse Emotional Abuse Neglect Medical Trauma
Witness to Family 

Violence

Witness to 

Community/ 

School Violence

Natural or 

Manmade 

Disaster

War/Terrorism 

Affected

Victim/Witness to 

Criminal Activity

Disruption in 

Caregiving/ 

Attachmnt Losses

Parental Criminal 

Behaviors

FY18-19 75 (28%) 137 (50%) 168 (62%) 184 (68%) 29 (11%) 196 (72%) 53 (19%) 50 (18%) 0 (0%) 95 (35%) 239 (88%) 144 (53%)

FY19-20 142 (35%) 205 (50%) 297 (72%) 304 (74%) 67 (16%) 288 (70%) 86 (21%) 98 (24%) 0 (0%) 189 (46%) 375 (91%) 262 (64%)

FY20-21 116 (34%) 172 (51%) 259 (76%) 249 (73%) 51 (15%) 241 (71%) 78 (23%) 67 (20%) 0 (0%) 179 (53%) 322 (95%) 236 (69%)

Sexual Abuse Physical Abuse Emotional Abuse Neglect Medical TraumaWitness to Family ViolenceWitness to Community/School ViolenceNatural or Manmade DisasterWar/Terrorism AffectedVictim/Witness to Criminal ActivityDisruption in Caregiving/Attachmnt LossesParental Criminal Behaviors

FY18-19 (N=272) 75 137 168 184 29 196 53 50 0 95 239 144

FY19-20 (N=410) 142 205 297 304 67 288 86 98 0 189 375 262

FY20-21 (N=340) 116 172 259 249 51 241 78 67 0 179 322 236

272

410

340

3 of 8

Trauma Domain

"Yes" Responses

Across all Trauma Domain categories for all three report years, an average of 46% of clients responded "Yes" to all but one category (War/Terrorism Affected had 0 "Yes" responses). 

In all three years "Disruption in Caregiving/Attachment Losses" had the most "Yes" answers with 88% in FY18-19, there was a 4% increase to 91% in FY19-20, and another 4% increase 

in FY20-21 to 95% of clients responding "Yes" to this category.
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Parental Criminal Behaviors

Trauma Domain "Yes" Responses

FY18-19 (N=272) FY19-20 (N=410) FY20-21 (N=340)
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Fiscal Year Sexual Abuse Physical Abuse Emotional Abuse Neglect Medical Trauma
Witness to Family 

Violence

Witness to 

Community/ 

School Violence

Natural or 

Manmade 

Disaster

War/Terrorism 

Affected

Victim/Witness to 

Criminal Activity

Disruption in 

Caregiving/ 

Attachmnt Losses

Parental Criminal 

Behaviors

FY18-19 197 (72%) 135 (50%) 104 (38%) 88 (32%) 243 (89%) 76 (28%) 219 (81%) 222 (82%) 272 (100%) 177 (65%) 33 (12%) 128 (47%)

FY19-20 268 (65%) 205 (50%) 113 (28%) 106 (26%) 343 (84%) 122 (30%) 324 (79%) 312 (76%) 410 (100%) 221 (54%) 35 (9%) 148 (36%)

FY20-21 224 (66%) 168 (49%) 81 (24%) 91 (27%) 289 (85%) 99 (29%) 262 (77%) 273 (80%) 340 (100%) 161 (47%) 18 (5%) 104 (31%)

FY18-19 No 197 135 104 88 243 76 219 222 272 177 33 128

FY19-20 No 268 205 113 106 343 122 324 312 410 221 35 148

FY20-21 No 224 168 81 91 289 99 262 273 340 161 18 104

4 of 8

Trauma Domain (Continued)

"No" Responses
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Fiscal Year Quarter
1. Psychosis 

(Thought 

Disorder)

2. Impulsivity/ 

Hyperactivity
3. Depression 4. Anxiety

5. 

Oppositional
6. Conduct

7. Anger 

Control

8. Substance 

Use

9. 

Adjustment 

to Trauma

10. Family 

Functioning

11. Living 

Situation

12. Social 

Functioning

13. 

Developmental/ 

Intellectual

14. Decision 

Making

15. School 

Behavior

16. School 

Achievement

17. School 

Attendance

18. Medical/ 

Physical

19. Sexual 

Development
20. Sleep

Jul-17 71 10 21 14 18 50 3 1 17 28 16 11 58 30 19 20 38 65 66 29

Oct-17 51 10 9 8 18 41 1 0 7 14 14 15 50 22 17 21 42 55 56 21

Jan-18 93 27 28 17 27 71 5 1 12 31 33 20 77 51 33 39 64 84 87 44

Apr-18 71 22 18 12 33 53 4 1 5 26 28 23 49 45 25 26 43 53 65 34

Jul-18 56 16 8 4 19 41 3 2 7 10 23 15 38 25 23 17 30 47 52 28

Oct-18 71 38 20 9 41 63 2 1 10 15 28 23 72 40 39 46 54 69 79 39

Jan-19 72 24 18 4 23 62 2 0 11 11 26 20 66 30 35 35 51 61 69 32

Apr-19 79 30 16 9 30 63 2 1 11 11 29 13 73 28 49 53 55 71 85 32

Jul-19 100 32 22 8 32 72 12 2 17 17 40 20 95 43 53 60 81 94 95 50

Oct-19 65 21 19 2 25 52 17 5 5 13 23 19 68 30 42 43 51 58 67 29

Jan-20 101 31 31 15 29 79 8 1 20 18 37 16 86 34 56 55 82 86 100 56

Apr-20 79 29 19 8 25 55 48 14 10 13 29 24 73 28 45 40 65 64 71 29

Jul-20 69 30 16 12 24 49 53 23 5 14 24 16 60 28 44 46 57 61 67 33

Oct-20 77 25 23 15 33 56 61 24 11 14 28 26 64 40 51 37 59 66 78 32

Jan-21 74 20 20 14 20 48 54 18 6 11 24 15 65 22 45 41 64 65 78 36

Apr-21 82 27 28 18 27 56 57 32 12 13 38 20 68 28 44 36 58 72 74 41

07/01/2021

Jul-17 86.6% 12.2% 25.6% 17.1% 22.0% 61.0% 100.0% 33.3% 20.7% 34.1% 19.5% 13.4% 70.7% 36.6% 23.2% 24.4% 46.3% 79.3% 80.5% 35.4%

Oct-17 83.6% 16.4% 14.8% 13.1% 29.5% 67.2% 50.0% 0.0% 11.5% 23.0% 23.0% 24.6% 82.0% 36.1% 27.9% 34.4% 68.9% 90.2% 91.8% 34.4%

Jan-18 89.4% 26.0% 26.9% 16.3% 26.0% 68.3% 83.3% 16.7% 11.5% 29.8% 31.7% 19.2% 74.0% 49.0% 31.7% 37.5% 61.5% 80.8% 83.7% 42.3%

Apr-18 93.4% 28.9% 23.7% 15.8% 43.4% 69.7% 80.0% 20.0% 6.6% 34.2% 36.8% 30.3% 64.5% 59.2% 32.9% 34.2% 56.6% 69.7% 85.5% 44.7%

Jul-18 96.6% 27.6% 13.8% 6.9% 32.8% 70.7% 100.0% 66.7% 12.1% 17.2% 39.7% 25.9% 65.5% 43.1% 39.7% 29.3% 51.7% 81.0% 89.7% 48.3%

Oct-18 84.5% 45.2% 23.8% 10.7% 48.8% 75.0% 50.0% 25.0% 11.9% 17.9% 33.3% 27.4% 85.7% 47.6% 46.4% 54.8% 64.3% 82.1% 94.0% 46.4%

Jan-19 88.9% 29.6% 22.2% 4.9% 28.4% 76.5% 100.0% 0.0% 13.6% 13.6% 32.1% 24.7% 81.5% 37.0% 43.2% 43.2% 63.0% 75.3% 85.2% 39.5%

Apr-19 86.8% 33.0% 17.6% 9.9% 33.0% 69.2% 66.7% 33.3% 12.1% 12.1% 31.9% 14.3% 80.2% 30.8% 53.8% 58.2% 60.4% 78.0% 93.4% 35.2%

Jul-19 86.2% 27.6% 19.0% 6.9% 27.6% 62.1% 80.0% 13.3% 14.7% 14.7% 34.5% 17.2% 81.9% 37.1% 45.7% 51.7% 69.8% 81.0% 81.9% 43.1%

Oct-19 83.3% 26.9% 24.4% 2.6% 32.1% 66.7% 100.0% 29.4% 6.4% 16.7% 29.5% 24.4% 87.2% 38.5% 53.8% 55.1% 65.4% 74.4% 85.9% 37.2%

Jan-20 82.1% 25.2% 25.2% 12.2% 23.6% 64.2% 66.7% 8.3% 16.3% 14.6% 30.1% 13.0% 69.9% 27.6% 45.5% 44.7% 66.7% 69.9% 81.3% 45.5%

Apr-20 84.9% 31.2% 20.4% 8.6% 26.9% 59.1% 63.2% 18.4% 10.8% 14.0% 31.2% 25.8% 78.5% 30.1% 48.4% 43.0% 69.9% 68.8% 76.3% 31.2%

Jul-20 86.3% 37.5% 20.0% 15.0% 30.0% 61.3% 66.3% 28.8% 6.3% 17.5% 30.0% 20.0% 75.0% 35.0% 55.0% 57.5% 71.3% 76.3% 83.8% 41.3%

Oct-20 90.6% 29.4% 27.1% 17.6% 38.8% 65.9% 71.8% 28.2% 12.9% 16.5% 32.9% 30.6% 75.3% 47.1% 60.0% 43.5% 69.4% 77.6% 91.8% 37.6%

Jan-21 87.1% 23.5% 23.5% 16.5% 23.5% 56.5% 63.5% 21.2% 7.1% 12.9% 28.2% 17.6% 76.5% 25.9% 52.9% 48.2% 75.3% 76.5% 91.8% 42.4%

Apr-21 NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA

Fiscal Year Quarter
21. Suicide 

Risk

22. Non-

Suicidal Self-

Injurious 

Behavior

23. Other 

Self-Harm 

(Recklessnes

s)

24. Danger to 

Others

25. Sexual 

Aggression

26. 

Delinquent 

Behavior

27. Runaway

28. 

Intentional 

Misbehavior

29. Language

30. 

Traditions 

and Rituals

31. Cultural 

Stress

32. Family 

Strengths

33. 

Interpersonal

34. 

Educational 

Setting

35. Talents/ 

Interests

36. Spiritual/ 

Religious

37. Cultural 

Identity

38. 

Community 

Life

39. Natural 

Supports

40. 

Resiliency

Jul-17 55 66 67 47 3 3 3 41 80 81 76 37 16 10 17 11 76 6 0 17

Oct-17 39 48 48 39 0 2 1 31 60 58 58 20 12 10 17 7 56 4 0 12

Jan-18 70 83 83 63 4 5 4 64 102 99 98 39 24 26 25 19 99 9 0 26

Apr-18 54 61 59 44 4 4 4 48 75 75 69 32 9 19 20 11 73 6 0 14

Jul-18 33 48 42 29 3 3 3 38 57 55 54 13 6 9 7 8 45 4 0 7

Oct-18 56 58 64 62 2 4 2 58 81 80 77 21 20 36 34 33 44 19 0 20

Jan-19 48 53 62 58 2 1 2 60 80 77 75 16 17 32 22 26 31 15 0 22

Apr-19 65 66 68 62 2 3 2 67 90 87 78 20 9 22 23 19 19 12 0 16

Jul-19 68 83 84 77 12 11 13 81 115 109 95 17 14 35 23 16 32 13 0 21

Oct-19 51 57 58 54 13 15 15 45 77 76 69 13 12 28 11 8 22 9 0 18

Jan-20 68 77 83 78 8 11 8 78 121 121 108 24 17 33 15 16 34 15 0 21

Apr-20 55 59 59 60 46 67 52 59 92 89 86 15 12 23 11 8 18 8 0 12

Jul-20 52 57 58 49 53 72 61 42 78 76 70 16 10 23 7 11 19 5 0 12

Oct-20 63 66 67 59 62 76 66 57 85 83 78 13 10 21 12 9 13 9 0 16

Jan-21 51 61 60 57 55 75 56 50 83 84 78 17 5 17 14 11 19 6 0 7

Apr-21 55 63 65 62 60 84 65 65 89 86 79 20 14 22 18 19 24 10 0 15

07/01/2021

Jul-17 67.1% 80.5% 81.7% 57.3% 100.0% 100.0% 100.0% 50.0% 97.6% 98.8% 92.7% 45.1% 19.5% 12.2% 20.7% 13.4% 92.7% 7.3% NA 20.7%

Oct-17 63.9% 78.7% 78.7% 63.9% 0.0% 100.0% 50.0% 50.8% 98.4% 95.1% 95.1% 32.8% 19.7% 16.4% 27.9% 11.5% 91.8% 6.6% NA 19.7%

Jan-18 67.3% 79.8% 79.8% 60.6% 66.7% 83.3% 66.7% 61.5% 98.1% 95.2% 94.2% 37.5% 23.1% 25.0% 24.0% 18.3% 95.2% 8.7% NA 25.0%

Apr-18 71.1% 80.3% 77.6% 57.9% 80.0% 80.0% 80.0% 63.2% 98.7% 98.7% 90.8% 42.1% 11.8% 25.0% 26.3% 14.5% 96.1% 7.9% NA 18.4%

Jul-18 56.9% 82.8% 72.4% 50.0% 100.0% 100.0% 100.0% 65.5% 98.3% 94.8% 93.1% 22.4% 10.3% 15.5% 12.1% 13.8% 77.6% 6.9% NA 12.1%

Oct-18 66.7% 69.0% 76.2% 73.8% 50.0% 100.0% 50.0% 69.0% 96.4% 95.2% 91.7% 25.0% 23.8% 42.9% 40.5% 39.3% 52.4% 22.6% NA 23.8%

Jan-19 59.3% 65.4% 76.5% 71.6% 100.0% 50.0% 100.0% 74.1% 98.8% 95.1% 92.6% 19.8% 21.0% 39.5% 27.2% 32.1% 38.3% 18.5% NA 27.2%

Apr-19 71.4% 72.5% 74.7% 68.1% 66.7% 100.0% 66.7% 73.6% 98.9% 95.6% 85.7% 22.0% 9.9% 24.2% 25.3% 20.9% 20.9% 13.2% NA 17.6%

Jul-19 58.6% 71.6% 72.4% 66.4% 80.0% 73.3% 86.7% 69.8% 99.1% 94.0% 81.9% 14.7% 12.1% 30.2% 19.8% 13.8% 27.6% 11.2% NA 18.1%

Oct-19 65.4% 73.1% 74.4% 69.2% 76.5% 88.2% 88.2% 57.7% 98.7% 97.4% 88.5% 16.7% 15.4% 35.9% 14.1% 10.3% 28.2% 11.5% NA 23.1%

Jan-20 55.3% 62.6% 67.5% 63.4% 66.7% 91.7% 66.7% 63.4% 98.4% 98.4% 87.8% 19.5% 13.8% 26.8% 12.2% 13.0% 27.6% 12.2% NA 17.1%

Apr-20 59.1% 63.4% 63.4% 64.5% 60.5% 88.2% 68.4% 63.4% 98.9% 95.7% 92.5% 16.1% 12.9% 24.7% 11.8% 8.6% 19.4% 8.6% NA 12.9%

Jul-20 65.0% 71.3% 72.5% 61.3% 66.3% 90.0% 76.3% 52.5% 97.5% 95.0% 87.5% 20.0% 12.5% 28.8% 8.8% 13.8% 23.8% 6.3% NA 15.0%

Oct-20 74.1% 77.6% 78.8% 69.4% 72.9% 89.4% 77.6% 67.1% 100.0% 97.6% 91.8% 15.3% 11.8% 24.7% 14.1% 10.6% 15.3% 10.6% NA 18.8%

Jan-21 60.0% 71.8% 70.6% 67.1% 64.7% 88.2% 65.9% 58.8% 97.6% 98.8% 91.8% 20.0% 5.9% 20.0% 16.5% 12.9% 22.4% 7.1% NA 8.2%

Apr-21 NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA NA

07/01/2021
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Fiscal Year Quarter
1. Psychosis 

(Thought 

Disorder)

2. Impulsivity/ 

Hyperactivity
3. Depression 4. Anxiety

5. 

Oppositional
6. Conduct

7. Anger 

Control

8. Substance 

Use

9. 

Adjustment 

to Trauma

10. Family 

Functioning

11. Living 

Situation

12. Social 

Functioning

13. 

Developmental/ 

Intellectual

14. Decision 

Making

15. School 

Behavior

16. School 

Achievement

17. School 

Attendance

18. Medical/ 

Physical

19. Sexual 

Development
20. Sleep

Jul-17 8 37 42 37 40 27 0 1 25 30 40 42 12 30 22 24 10 14 7 38

Oct-17 7 30 30 28 26 16 0 1 23 27 29 17 8 23 19 17 8 5 3 26

Jan-18 5 39 38 46 51 20 0 2 42 34 43 47 10 28 36 38 16 15 8 40

Apr-18 5 35 40 33 31 18 0 1 29 33 33 31 13 22 18 25 15 21 4 22

Jul-18 2 23 29 31 27 13 0 0 18 26 21 27 7 21 14 20 14 9 4 24

Oct-18 9 25 25 26 18 13 0 2 22 32 32 30 8 24 28 26 19 10 2 23

Jan-19 6 31 29 37 33 16 0 2 29 33 34 33 11 34 32 24 16 14 9 28

Apr-19 8 31 32 33 33 20 0 0 34 39 42 36 14 39 20 21 27 17 3 36

Jul-19 10 37 33 41 42 32 2 7 42 40 49 53 19 39 42 39 25 19 11 41

Oct-19 8 27 22 34 27 20 0 4 33 25 31 28 10 24 17 19 19 19 10 28

Jan-20 18 39 41 48 44 26 3 5 53 48 52 49 26 54 38 42 28 32 15 42

Apr-20 9 27 28 37 32 24 13 31 36 38 28 26 14 37 28 34 18 23 18 33

Jul-20 9 22 31 23 26 21 18 33 28 24 33 33 12 23 23 24 15 15 6 20

Oct-20 6 27 35 37 25 23 13 35 42 33 28 33 13 25 24 22 17 14 4 34

Jan-21 8 31 28 35 36 26 21 33 31 30 42 39 15 39 30 31 14 16 6 32

Apr-21 5 33 30 35 32 18 16 27 32 28 23 39 22 32 27 28 16 15 8 23

07/01/2021

Jul-17 9.8% 45.1% 51.2% 45.1% 48.8% 32.9% 0.0% 33.3% 30.5% 36.6% 48.8% 51.2% 14.6% 36.6% 26.8% 29.3% 12.2% 17.1% 8.5% 46.3%

Oct-17 11.5% 49.2% 49.2% 45.9% 42.6% 26.2% 0.0% 50.0% 37.7% 44.3% 47.5% 27.9% 13.1% 37.7% 31.1% 27.9% 13.1% 8.2% 4.9% 42.6%

Jan-18 4.8% 37.5% 36.5% 44.2% 49.0% 19.2% 0.0% 33.3% 40.4% 32.7% 41.3% 45.2% 9.6% 26.9% 34.6% 36.5% 15.4% 14.4% 7.7% 38.5%

Apr-18 6.6% 46.1% 52.6% 43.4% 40.8% 23.7% 0.0% 20.0% 38.2% 43.4% 43.4% 40.8% 17.1% 28.9% 23.7% 32.9% 19.7% 27.6% 5.3% 28.9%

Jul-18 3.4% 39.7% 50.0% 53.4% 46.6% 22.4% 0.0% 0.0% 31.0% 44.8% 36.2% 46.6% 12.1% 36.2% 24.1% 34.5% 24.1% 15.5% 6.9% 41.4%

Oct-18 10.7% 29.8% 29.8% 31.0% 21.4% 15.5% 0.0% 50.0% 26.2% 38.1% 38.1% 35.7% 9.5% 28.6% 33.3% 31.0% 22.6% 11.9% 2.4% 27.4%

Jan-19 7.4% 38.3% 35.8% 45.7% 40.7% 19.8% 0.0% 100.0% 35.8% 40.7% 42.0% 40.7% 13.6% 42.0% 39.5% 29.6% 19.8% 17.3% 11.1% 34.6%

Apr-19 8.8% 34.1% 35.2% 36.3% 36.3% 22.0% 0.0% 0.0% 37.4% 42.9% 46.2% 39.6% 15.4% 42.9% 22.0% 23.1% 29.7% 18.7% 3.3% 39.6%

Jul-19 8.6% 31.9% 28.4% 35.3% 36.2% 27.6% 13.3% 46.7% 36.2% 34.5% 42.2% 45.7% 16.4% 33.6% 36.2% 33.6% 21.6% 16.4% 9.5% 35.3%

Oct-19 10.3% 34.6% 28.2% 43.6% 34.6% 25.6% 0.0% 23.5% 42.3% 32.1% 39.7% 35.9% 12.8% 30.8% 21.8% 24.4% 24.4% 24.4% 12.8% 35.9%

Jan-20 14.6% 31.7% 33.3% 39.0% 35.8% 21.1% 25.0% 41.7% 43.1% 39.0% 42.3% 39.8% 21.1% 43.9% 30.9% 34.1% 22.8% 26.0% 12.2% 34.1%

Apr-20 9.7% 29.0% 30.1% 39.8% 34.4% 25.8% 17.1% 40.8% 38.7% 40.9% 30.1% 28.0% 15.1% 39.8% 30.1% 36.6% 19.4% 24.7% 19.4% 35.5%

Jul-20 11.3% 27.5% 38.8% 28.8% 32.5% 26.3% 22.5% 41.3% 35.0% 30.0% 41.3% 41.3% 15.0% 28.8% 28.8% 30.0% 18.8% 18.8% 7.5% 25.0%

Oct-20 7.1% 31.8% 41.2% 43.5% 29.4% 27.1% 15.3% 41.2% 49.4% 38.8% 32.9% 38.8% 15.3% 29.4% 28.2% 25.9% 20.0% 16.5% 4.7% 40.0%

Jan-21 9.4% 36.5% 32.9% 41.2% 42.4% 30.6% 24.7% 38.8% 36.5% 35.3% 49.4% 45.9% 17.6% 45.9% 35.3% 36.5% 16.5% 18.8% 7.1% 37.6%

Apr-21 5.6% 36.7% 33.3% 38.9% 35.6% 20.0% 17.8% 30.0% 35.6% 31.1% 25.6% 43.3% 24.4% 35.6% 30.0% 31.1% 17.8% 16.7% 8.9% 25.6%

07/01/2021

Fiscal Year Quarter
21. Suicide 

Risk

22. Non-

Suicidal Self-

Injurious 

Behavior

23. Other 

Self-Harm 

(Recklessnes

s)

24. Danger to 

Others

25. Sexual 

Aggression

26. 

Delinquent 

Behavior

27. Runaway

28. 

Intentional 

Misbehavior

29. Language

30. 

Traditions 

and Rituals

31. Cultural 

Stress

32. Family 

Strengths

33. 

Interpersonal

34. 

Educational 

Setting

35. Talents/ 

Interests

36. Spiritual/ 

Religious

37. Cultural 

Identity

38. 

Community 

Life

39. Natural 

Supports

40. 

Resiliency

Jul-17 19 11 13 20 0 0 0 30 2 1 3 23 34 25 35 20 5 29 0 31

Oct-17 12 11 11 9 2 0 0 24 1 3 2 27 26 31 27 20 4 20 0 25

Jan-18 24 17 16 24 1 1 2 29 0 5 4 35 43 42 29 23 3 34 0 42

Apr-18 17 11 12 27 0 1 0 19 1 0 6 26 45 30 23 22 2 21 0 37

Jul-18 23 8 13 26 0 0 0 16 1 3 4 25 31 29 27 15 7 27 0 33

Oct-18 20 18 14 18 1 0 1 15 3 4 6 39 29 28 31 14 14 29 0 37

Jan-19 23 21 15 20 0 1 0 14 1 4 3 31 32 26 34 15 10 23 0 39

Apr-19 22 20 16 18 0 0 0 17 1 3 9 27 33 29 31 19 15 18 0 36

Jul-19 39 29 17 30 2 4 2 27 1 7 18 43 48 37 50 25 24 30 0 45

Oct-19 18 17 14 16 3 1 1 24 1 2 7 29 27 25 40 20 19 19 0 31

Jan-20 46 33 30 35 2 1 2 31 2 2 13 44 34 35 63 23 16 32 0 55

Apr-20 29 26 21 23 23 5 15 26 0 2 6 36 35 22 34 21 13 20 0 42

Jul-20 21 16 12 22 20 6 13 26 2 4 10 31 28 17 37 10 13 20 0 26

Oct-20 13 14 16 20 14 5 13 19 0 2 7 31 41 22 35 14 12 19 0 36

Jan-21 24 17 21 18 18 6 17 26 2 1 3 31 35 25 39 18 13 20 0 37

Apr-21 24 18 12 18 17 4 11 9 1 4 9 31 34 31 30 15 14 16 0 38

07/01/2021

Jul-17 23.2% 13.4% 15.9% 24.4% 0.0% 0.0% 0.0% 36.6% 2.4% 1.2% 3.7% 28.0% 41.5% 30.5% 42.7% 24.4% 6.1% 35.4% NA 37.8%

Oct-17 19.7% 18.0% 18.0% 14.8% 100.0% 0.0% 0.0% 39.3% 1.6% 4.9% 3.3% 44.3% 42.6% 50.8% 44.3% 32.8% 6.6% 32.8% NA 41.0%

Jan-18 23.1% 16.3% 15.4% 23.1% 16.7% 16.7% 33.3% 27.9% 0.0% 4.8% 3.8% 33.7% 41.3% 40.4% 27.9% 22.1% 2.9% 32.7% NA 40.4%

Apr-18 22.4% 14.5% 15.8% 35.5% 0.0% 20.0% 0.0% 25.0% 1.3% 0.0% 7.9% 34.2% 59.2% 39.5% 30.3% 28.9% 2.6% 27.6% NA 48.7%

Jul-18 39.7% 13.8% 22.4% 44.8% 0.0% 0.0% 0.0% 27.6% 1.7% 5.2% 6.9% 43.1% 53.4% 50.0% 46.6% 25.9% 12.1% 46.6% NA 56.9%

Oct-18 23.8% 21.4% 16.7% 21.4% 25.0% 0.0% 25.0% 17.9% 3.6% 4.8% 7.1% 46.4% 34.5% 33.3% 36.9% 16.7% 16.7% 34.5% NA 44.0%

Jan-19 28.4% 25.9% 18.5% 24.7% 0.0% 50.0% 0.0% 17.3% 1.2% 4.9% 3.7% 38.3% 39.5% 32.1% 42.0% 18.5% 12.3% 28.4% NA 48.1%

Apr-19 24.2% 22.0% 17.6% 19.8% 0.0% 0.0% 0.0% 18.7% 1.1% 3.3% 9.9% 29.7% 36.3% 31.9% 34.1% 20.9% 16.5% 19.8% NA 39.6%

Jul-19 33.6% 25.0% 14.7% 25.9% 13.3% 26.7% 13.3% 23.3% 0.9% 6.0% 15.5% 37.1% 41.4% 31.9% 43.1% 21.6% 20.7% 25.9% NA 38.8%

Oct-19 23.1% 21.8% 17.9% 20.5% 17.6% 5.9% 5.9% 30.8% 1.3% 2.6% 9.0% 37.2% 34.6% 32.1% 51.3% 25.6% 24.4% 24.4% NA 39.7%

Jan-20 37.4% 26.8% 24.4% 28.5% 16.7% 8.3% 16.7% 25.2% 1.6% 1.6% 10.6% 35.8% 27.6% 28.5% 51.2% 18.7% 13.0% 26.0% NA 44.7%

Apr-20 31.2% 28.0% 22.6% 24.7% 30.3% 6.6% 19.7% 28.0% 0.0% 2.2% 6.5% 38.7% 37.6% 23.7% 36.6% 22.6% 14.0% 21.5% NA 45.2%

Jul-20 26.3% 20.0% 15.0% 27.5% 25.0% 7.5% 16.3% 32.5% 2.5% 5.0% 12.5% 38.8% 35.0% 21.3% 46.3% 12.5% 16.3% 25.0% NA 32.5%

Oct-20 15.3% 16.5% 18.8% 23.5% 16.5% 5.9% 15.3% 22.4% 0.0% 2.4% 8.2% 36.5% 48.2% 25.9% 41.2% 16.5% 14.1% 22.4% NA 42.4%

Jan-21 28.2% 20.0% 24.7% 21.2% 21.2% 7.1% 20.0% 30.6% 2.4% 1.2% 3.5% 36.5% 41.2% 29.4% 45.9% 21.2% 15.3% 23.5% NA 43.5%

Apr-21 26.7% 20.0% 13.3% 20.0% 18.9% 4.4% 12.2% 10.0% 1.1% 4.4% 10.0% 34.4% 37.8% 34.4% 33.3% 16.7% 15.6% 17.8% NA 42.2%

07/01/2021
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Fiscal Year Quarter
1. Psychosis 

(Thought 

Disorder)

2. Impulsivity/ 

Hyperactivity

3. 

Depression
4. Anxiety

5. 

Oppositional
6. Conduct

7. Anger 

Control

8. Substance 

Use

9. 

Adjustment 

to Trauma

10. Family 

Functioning

11. Living 

Situation

12. Social 

Functioning

13. 

Developmental

/ Intellectual

14. Decision 

Making

15. School 

Behavior

16. School 

Achievement

17. School 

Attendance

18. Medical/ 

Physical

19. Sexual 

Development
20. Sleep

Jul-17 3 29 17 30 20 5 0 1 34 22 20 25 6 18 14 10 3 3 9 13

Oct-17 2 16 21 22 13 3 1 0 30 17 17 22 1 14 12 11 1 1 2 13

Jan-18 6 26 33 36 20 11 1 2 41 34 23 27 6 22 15 10 5 5 8 17

Apr-18 0 14 16 28 7 4 1 3 34 17 13 19 4 8 15 6 2 2 7 19

Jul-18 0 18 19 22 9 4 0 1 26 17 12 13 3 12 11 11 4 1 0 5

Oct-18 2 17 29 44 18 7 1 0 38 31 19 28 3 18 14 9 8 4 2 21

Jan-19 1 25 26 31 22 3 0 0 36 29 17 20 3 14 10 17 10 4 2 20

Apr-19 2 27 40 45 25 8 1 2 39 36 16 38 4 22 16 15 6 3 1 23

Jul-19 4 41 59 58 37 8 1 5 51 49 18 37 2 29 19 16 5 2 5 24

Oct-19 3 25 35 31 20 4 0 7 32 34 18 28 0 22 16 13 5 1 1 18

Jan-20 3 44 44 55 39 16 1 5 43 48 27 53 11 31 23 22 8 2 6 20

Apr-20 4 32 39 42 29 9 12 24 37 27 25 38 5 22 17 14 6 3 2 24

Jul-20 2 19 26 37 23 7 4 14 33 34 14 26 7 28 11 6 2 4 5 20

Oct-20 2 26 20 26 20 3 9 19 25 30 23 24 7 18 7 20 9 5 3 16

Jan-21 2 30 27 29 21 9 7 27 36 35 13 31 4 21 8 8 3 2 1 12

Apr-21 0 19 20 24 15 9 8 19 27 37 19 26 0 26 11 19 10 3 5 18

07/01/2021

Jul-17 3.7% 35.4% 20.7% 36.6% 24.4% 6.1% 0.0% 33.3% 41.5% 26.8% 24.4% 30.5% 7.3% 22.0% 17.1% 12.2% 3.7% 3.7% 11.0% 15.9%

Oct-17 3.3% 26.2% 34.4% 36.1% 21.3% 4.9% 50.0% 0.0% 49.2% 27.9% 27.9% 36.1% 1.6% 23.0% 19.7% 18.0% 1.6% 1.6% 3.3% 21.3%

Jan-18 5.8% 25.0% 31.7% 34.6% 19.2% 10.6% 16.7% 33.3% 39.4% 32.7% 22.1% 26.0% 5.8% 21.2% 14.4% 9.6% 4.8% 4.8% 7.7% 16.3%

Apr-18 0.0% 18.4% 21.1% 36.8% 9.2% 5.3% 20.0% 60.0% 44.7% 22.4% 17.1% 25.0% 5.3% 10.5% 19.7% 7.9% 2.6% 2.6% 9.2% 25.0%

Jul-18 0.0% 31.0% 32.8% 37.9% 15.5% 6.9% 0.0% 33.3% 44.8% 29.3% 20.7% 22.4% 5.2% 20.7% 19.0% 19.0% 6.9% 1.7% 0.0% 8.6%

Oct-18 2.4% 20.2% 34.5% 52.4% 21.4% 8.3% 25.0% 0.0% 45.2% 36.9% 22.6% 33.3% 3.6% 21.4% 16.7% 10.7% 9.5% 4.8% 2.4% 25.0%

Jan-19 1.2% 30.9% 32.1% 38.3% 27.2% 3.7% 0.0% 0.0% 44.4% 35.8% 21.0% 24.7% 3.7% 17.3% 12.3% 21.0% 12.3% 4.9% 2.5% 24.7%

Apr-19 2.2% 29.7% 44.0% 49.5% 27.5% 8.8% 33.3% 66.7% 42.9% 39.6% 17.6% 41.8% 4.4% 24.2% 17.6% 16.5% 6.6% 3.3% 1.1% 25.3%

Jul-19 3.4% 35.3% 50.9% 50.0% 31.9% 6.9% 6.7% 33.3% 44.0% 42.2% 15.5% 31.9% 1.7% 25.0% 16.4% 13.8% 4.3% 1.7% 4.3% 20.7%

Oct-19 3.8% 32.1% 44.9% 39.7% 25.6% 5.1% 0.0% 41.2% 41.0% 43.6% 23.1% 35.9% 0.0% 28.2% 20.5% 16.7% 6.4% 1.3% 1.3% 23.1%

Jan-20 2.4% 35.8% 35.8% 44.7% 31.7% 13.0% 8.3% 41.7% 35.0% 39.0% 22.0% 43.1% 8.9% 25.2% 18.7% 17.9% 6.5% 1.6% 4.9% 16.3%

Apr-20 4.3% 34.4% 41.9% 45.2% 31.2% 9.7% 15.8% 31.6% 39.8% 29.0% 26.9% 40.9% 5.4% 23.7% 18.3% 15.1% 6.5% 3.2% 2.2% 25.8%

Jul-20 2.5% 23.8% 32.5% 46.3% 28.8% 8.8% 5.0% 17.5% 41.3% 42.5% 17.5% 32.5% 8.8% 35.0% 13.8% 7.5% 2.5% 5.0% 6.3% 25.0%

Oct-20 2.4% 30.6% 23.5% 30.6% 23.5% 3.5% 10.6% 22.4% 29.4% 35.3% 27.1% 28.2% 8.2% 21.2% 8.2% 23.5% 10.6% 5.9% 3.5% 18.8%

Jan-21 2.4% 35.3% 31.8% 34.1% 24.7% 10.6% 8.2% 31.8% 42.4% 41.2% 15.3% 36.5% 4.7% 24.7% 9.4% 9.4% 3.5% 2.4% 1.2% 14.1%

Apr-21 0.0% 21.1% 22.2% 26.7% 16.7% 10.0% 8.9% 21.1% 30.0% 41.1% 21.1% 28.9% 0.0% 28.9% 12.2% 21.1% 11.1% 3.3% 5.6% 20.0%

07/01/2021

Fiscal Year Quarter
21. Suicide 

Risk

22. Non-

Suicidal Self-

Injurious 

Behavior

23. Other 

Self-Harm 

(Recklessnes

s)

24. Danger 

to Others

25. Sexual 

Aggression

26. 

Delinquent 

Behavior

27. Runaway

28. 

Intentional 

Misbehavior

29. Language

30. 

Traditions 

and Rituals

31. Cultural 

Stress

32. Family 

Strengths

33. 

Interpersonal

34. 

Educational 

Setting

35. Talents/ 

Interests

36. Spiritual/ 

Religious

37. Cultural 

Identity

38. 

Community 

Life

39. Natural 

Supports

40. 

Resiliency

Jul-17 7 5 2 14 0 0 0 8 0 0 2 19 28 19 24 19 1 31 0 33

Oct-17 10 2 2 11 0 0 1 5 0 0 1 11 20 9 13 11 1 28 0 19

Jan-18 7 3 5 17 0 0 0 10 2 0 2 29 33 21 45 37 2 41 0 30

Apr-18 4 3 4 5 1 0 1 7 0 1 0 17 17 12 31 17 1 35 0 22

Jul-18 2 2 3 3 0 0 0 4 0 0 0 15 16 8 21 17 2 21 0 18

Oct-18 6 7 5 3 0 0 0 10 0 0 1 21 31 17 14 16 8 26 0 24

Jan-19 4 5 2 3 0 0 0 6 0 0 3 29 27 19 22 21 14 30 0 17

Apr-19 3 3 5 11 0 0 1 7 0 1 4 37 41 24 35 27 17 33 0 34

Jul-19 8 4 15 7 0 0 0 8 0 0 3 42 43 23 34 29 22 34 0 46

Oct-19 7 3 5 7 1 0 0 8 0 0 2 29 28 13 21 20 7 27 0 27

Jan-20 9 11 7 9 2 0 2 11 0 0 2 45 59 32 34 32 21 31 0 39

Apr-20 7 7 10 7 4 4 6 5 1 2 1 25 27 24 23 22 15 28 0 31

Jul-20 5 6 7 9 3 1 3 12 0 0 0 22 31 18 30 31 13 20 0 38

Oct-20 7 4 1 6 8 4 4 8 0 0 0 30 23 28 27 26 19 31 0 27

Jan-21 8 5 4 10 8 4 10 8 0 0 3 29 36 27 23 17 15 25 0 32

Apr-21 8 7 11 9 9 1 9 11 0 0 2 28 35 19 31 12 9 21 0 31

07/01/2021

Jul-17 8.5% 6.1% 2.4% 17.1% 0.0% 0.0% 0.0% 9.8% 0.0% 0.0% 2.4% 23.2% 34.1% 23.2% 29.3% 23.2% 1.2% 37.8% NA 40.2%

Oct-17 16.4% 3.3% 3.3% 18.0% 0.0% 0.0% 50.0% 8.2% 0.0% 0.0% 1.6% 18.0% 32.8% 14.8% 21.3% 18.0% 1.6% 45.9% NA 31.1%

Jan-18 6.7% 2.9% 4.8% 16.3% 0.0% 0.0% 0.0% 9.6% 1.9% 0.0% 1.9% 27.9% 31.7% 20.2% 43.3% 35.6% 1.9% 39.4% NA 28.8%

Apr-18 5.3% 3.9% 5.3% 6.6% 20.0% 0.0% 20.0% 9.2% 0.0% 1.3% 0.0% 22.4% 22.4% 15.8% 40.8% 22.4% 1.3% 46.1% NA 28.9%

Jul-18 3.4% 3.4% 5.2% 5.2% 0.0% 0.0% 0.0% 6.9% 0.0% 0.0% 0.0% 25.9% 27.6% 13.8% 36.2% 29.3% 3.4% 36.2% NA 31.0%

Oct-18 7.1% 8.3% 6.0% 3.6% 0.0% 0.0% 0.0% 11.9% 0.0% 0.0% 1.2% 25.0% 36.9% 20.2% 16.7% 19.0% 9.5% 31.0% NA 28.6%

Jan-19 4.9% 6.2% 2.5% 3.7% 0.0% 0.0% 0.0% 7.4% 0.0% 0.0% 3.7% 35.8% 33.3% 23.5% 27.2% 25.9% 17.3% 37.0% NA 21.0%

Apr-19 3.3% 3.3% 5.5% 12.1% 0.0% 0.0% 33.3% 7.7% 0.0% 1.1% 4.4% 40.7% 45.1% 26.4% 38.5% 29.7% 18.7% 36.3% NA 37.4%

Jul-19 6.9% 3.4% 12.9% 6.0% 0.0% 0.0% 0.0% 6.9% 0.0% 0.0% 2.6% 36.2% 37.1% 19.8% 29.3% 25.0% 19.0% 29.3% NA 39.7%

Oct-19 9.0% 3.8% 6.4% 9.0% 5.9% 0.0% 0.0% 10.3% 0.0% 0.0% 2.6% 37.2% 35.9% 16.7% 26.9% 25.6% 9.0% 34.6% NA 34.6%

Jan-20 7.3% 8.9% 5.7% 7.3% 16.7% 0.0% 16.7% 8.9% 0.0% 0.0% 1.6% 36.6% 48.0% 26.0% 27.6% 26.0% 17.1% 25.2% NA 31.7%

Apr-20 7.5% 7.5% 10.8% 7.5% 5.3% 5.3% 7.9% 5.4% 1.1% 2.2% 1.1% 26.9% 29.0% 25.8% 24.7% 23.7% 16.1% 30.1% NA 33.3%

Jul-20 6.3% 7.5% 8.8% 11.3% 3.8% 1.3% 3.8% 15.0% 0.0% 0.0% 0.0% 27.5% 38.8% 22.5% 37.5% 38.8% 16.3% 25.0% NA 47.5%

Oct-20 8.2% 4.7% 1.2% 7.1% 9.4% 4.7% 4.7% 9.4% 0.0% 0.0% 0.0% 35.3% 27.1% 32.9% 31.8% 30.6% 22.4% 36.5% NA 31.8%

Jan-21 9.4% 5.9% 4.7% 11.8% 9.4% 4.7% 11.8% 9.4% 0.0% 0.0% 3.5% 34.1% 42.4% 31.8% 27.1% 20.0% 17.6% 29.4% NA 37.6%

Apr-21 8.9% 7.8% 12.2% 10.0% 10.0% 1.1% 10.0% 12.2% 0.0% 0.0% 2.2% 31.1% 38.9% 21.1% 34.4% 13.3% 10.0% 23.3% NA 34.4%

07/01/2021
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Fiscal Year Quarter
1. Psychosis 

(Thought 

Disorder)

2. Impulsivity/ 

Hyperactivity

3. 

Depression
4. Anxiety

5. 

Oppositional
6. Conduct

7. Anger 

Control

8. Substance 

Use

9. 

Adjustment 

to Trauma

10. Family 

Functioning

11. Living 

Situation

12. Social 

Functioning

13. 

Developmental

/ Intellectual

14. Decision 

Making

15. School 

Behavior

16. School 

Achievement

17. School 

Attendance

18. Medical/ 

Physical

19. Sexual 

Development
20. Sleep

Jul-17 0 6 2 1 4 0 0 0 6 2 6 4 0 4 4 7 5 0 0 2

Oct-17 1 5 1 3 4 1 0 1 1 3 1 7 0 2 5 4 2 0 0 1

Jan-18 0 12 5 5 6 2 0 1 9 5 5 10 0 3 5 4 4 0 1 3

Apr-18 0 5 2 3 5 1 0 0 8 0 2 3 0 1 6 7 4 0 0 1

Jul-18 0 1 2 1 3 0 0 0 7 5 2 3 0 0 0 1 0 1 2 1

Oct-18 2 4 10 5 7 1 1 1 14 6 5 3 1 2 3 3 3 1 1 1

Jan-19 2 1 8 9 3 0 0 0 5 8 4 8 1 3 4 5 4 2 1 1

Apr-19 2 3 3 4 3 0 0 0 7 5 4 4 0 2 6 2 3 0 2 0

Jul-19 2 6 2 9 5 4 0 1 6 10 9 6 0 5 2 1 5 1 5 1

Oct-19 2 5 2 11 6 2 0 1 8 6 6 3 0 2 3 3 3 0 0 3

Jan-20 1 9 7 5 11 2 0 1 7 9 7 5 0 4 6 4 5 3 2 5

Apr-20 1 5 7 6 7 5 3 7 10 15 11 5 1 6 3 5 4 3 2 7

Jul-20 0 9 7 8 7 3 5 10 14 8 9 5 1 1 2 4 6 0 2 7

Oct-20 0 7 7 7 7 3 2 7 7 8 6 2 1 2 3 6 0 0 0 3

Jan-21 1 4 10 7 8 2 3 7 12 9 6 0 1 3 2 5 4 2 0 5

Apr-21 3 11 12 13 16 7 9 12 19 12 10 5 0 4 8 7 6 0 3 8

07/01/2021

Jul-17 0.0% 7.3% 2.4% 1.2% 4.9% 0.0% 0.0% 0.0% 7.3% 2.4% 7.3% 4.9% 0.0% 4.9% 4.9% 8.5% 6.1% 0.0% 0.0% 2.4%

Oct-17 1.6% 8.2% 1.6% 4.9% 6.6% 1.6% 0.0% 50.0% 1.6% 4.9% 1.6% 11.5% 0.0% 3.3% 8.2% 6.6% 3.3% 0.0% 0.0% 1.6%

Jan-18 0.0% 11.5% 4.8% 4.8% 5.8% 1.9% 0.0% 16.7% 8.7% 4.8% 4.8% 9.6% 0.0% 2.9% 4.8% 3.8% 3.8% 0.0% 1.0% 2.9%

Apr-18 0.0% 6.6% 2.6% 3.9% 6.6% 1.3% 0.0% 0.0% 10.5% 0.0% 2.6% 3.9% 0.0% 1.3% 7.9% 9.2% 5.3% 0.0% 0.0% 1.3%

Jul-18 0.0% 1.7% 3.4% 1.7% 5.2% 0.0% 0.0% 0.0% 12.1% 8.6% 3.4% 5.2% 0.0% 0.0% 0.0% 1.7% 0.0% 1.7% 3.4% 1.7%

Oct-18 2.4% 4.8% 11.9% 6.0% 8.3% 1.2% 25.0% 25.0% 16.7% 7.1% 6.0% 3.6% 1.2% 2.4% 3.6% 3.6% 3.6% 1.2% 1.2% 1.2%

Jan-19 2.5% 1.2% 9.9% 11.1% 3.7% 0.0% 0.0% 0.0% 6.2% 9.9% 4.9% 9.9% 1.2% 3.7% 4.9% 6.2% 4.9% 2.5% 1.2% 1.2%

Apr-19 2.2% 3.3% 3.3% 4.4% 3.3% 0.0% 0.0% 0.0% 7.7% 5.5% 4.4% 4.4% 0.0% 2.2% 6.6% 2.2% 3.3% 0.0% 2.2% 0.0%

Jul-19 1.7% 5.2% 1.7% 7.8% 4.3% 3.4% 0.0% 6.7% 5.2% 8.6% 7.8% 5.2% 0.0% 4.3% 1.7% 0.9% 4.3% 0.9% 4.3% 0.9%

Oct-19 2.6% 6.4% 2.6% 14.1% 7.7% 2.6% 0.0% 5.9% 10.3% 7.7% 7.7% 3.8% 0.0% 2.6% 3.8% 3.8% 3.8% 0.0% 0.0% 3.8%

Jan-20 0.8% 7.3% 5.7% 4.1% 8.9% 1.6% 0.0% 8.3% 5.7% 7.3% 5.7% 4.1% 0.0% 3.3% 4.9% 3.3% 4.1% 2.4% 1.6% 4.1%

Apr-20 1.1% 5.4% 7.5% 6.5% 7.5% 5.4% 3.9% 9.2% 10.8% 16.1% 11.8% 5.4% 1.1% 6.5% 3.2% 5.4% 4.3% 3.2% 2.2% 7.5%

Jul-20 0.0% 11.3% 8.8% 10.0% 8.8% 3.8% 6.3% 12.5% 17.5% 10.0% 11.3% 6.3% 1.3% 1.3% 2.5% 5.0% 7.5% 0.0% 2.5% 8.8%

Oct-20 0.0% 8.2% 8.2% 8.2% 8.2% 3.5% 2.4% 8.2% 8.2% 9.4% 7.1% 2.4% 1.2% 2.4% 3.5% 7.1% 0.0% 0.0% 0.0% 3.5%

Jan-21 1.2% 4.7% 11.8% 8.2% 9.4% 2.4% 3.5% 8.2% 14.1% 10.6% 7.1% 0.0% 1.2% 3.5% 2.4% 5.9% 4.7% 2.4% 0.0% 5.9%

Apr-21 3.3% 12.2% 13.3% 14.4% 17.8% 7.8% 10.0% 13.3% 21.1% 13.3% 11.1% 5.6% 0.0% 4.4% 8.9% 7.8% 6.7% 0.0% 3.3% 8.9%

07/01/2021

Fiscal Year Quarter
21. Suicide 

Risk

22. Non-

Suicidal Self-

Injurious 

Behavior

23. Other 

Self-Harm 

(Recklessnes

s)

24. Danger 

to Others

25. Sexual 

Aggression

26. 

Delinquent 

Behavior

27. Runaway

28. 

Intentional 

Misbehavior

29. Language

30. 

Traditions 

and Rituals

31. Cultural 

Stress

32. Family 

Strengths

33. 

Interpersonal

34. 

Educational 

Setting

35. Talents/ 

Interests

36. Spiritual/ 

Religious

37. Cultural 

Identity

38. 

Community 

Life

39. Natural 

Supports

40. 

Resiliency

Jul-17 1 0 0 1 0 0 0 3 0 0 1 3 4 7 6 32 0 16 0 1

Oct-17 0 0 0 2 0 0 0 1 0 0 0 3 3 5 4 23 0 9 0 5

Jan-18 3 1 0 0 1 0 0 1 0 0 0 1 4 4 5 25 0 20 0 6

Apr-18 1 1 1 0 0 0 0 2 0 0 1 1 5 5 2 26 0 14 0 3

Jul-18 0 0 0 0 0 0 0 0 0 0 0 5 5 5 3 18 4 6 0 0

Oct-18 2 1 1 1 1 0 1 1 0 0 0 3 4 3 5 21 18 10 0 3

Jan-19 6 2 2 0 0 0 0 1 0 0 0 5 5 4 3 19 26 13 0 3

Apr-19 1 2 2 0 1 0 0 0 0 0 0 7 8 16 2 26 40 28 0 5

Jul-19 1 0 0 2 1 0 0 0 0 0 0 14 11 21 9 46 38 39 0 4

Oct-19 2 1 1 1 0 1 1 1 0 0 0 7 11 12 6 30 30 23 0 2

Jan-20 0 2 3 1 0 0 0 3 0 0 0 10 13 23 11 52 52 45 0 8

Apr-20 2 1 3 3 3 0 3 3 0 0 0 17 19 24 25 42 47 37 0 8

Jul-20 2 1 3 0 4 1 3 0 0 0 0 11 11 22 6 28 35 35 0 4

Oct-20 2 1 1 0 1 0 2 1 0 0 0 11 11 14 11 36 41 26 0 6

Jan-21 2 2 0 0 4 0 2 1 0 0 1 8 9 16 9 39 38 34 0 9

Apr-21 3 2 2 1 4 1 5 5 0 0 0 11 7 18 11 44 43 43 0 6

07/01/2021

Jul-17 1.2% 0.0% 0.0% 1.2% 0.0% 0.0% 0.0% 3.7% 0.0% 0.0% 1.2% 3.7% 4.9% 8.5% 7.3% 39.0% 0.0% 19.5% NA 1.2%

Oct-17 0.0% 0.0% 0.0% 3.3% 0.0% 0.0% 0.0% 1.6% 0.0% 0.0% 0.0% 4.9% 4.9% 8.2% 6.6% 37.7% 0.0% 14.8% NA 8.2%

Jan-18 2.9% 1.0% 0.0% 0.0% 16.7% 0.0% 0.0% 1.0% 0.0% 0.0% 0.0% 1.0% 3.8% 3.8% 4.8% 24.0% 0.0% 19.2% NA 5.8%

Apr-18 1.3% 1.3% 1.3% 0.0% 0.0% 0.0% 0.0% 2.6% 0.0% 0.0% 1.3% 1.3% 6.6% 6.6% 2.6% 34.2% 0.0% 18.4% NA 3.9%

Jul-18 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 8.6% 8.6% 8.6% 5.2% 31.0% 6.9% 10.3% NA 0.0%

Oct-18 2.4% 1.2% 1.2% 1.2% 25.0% 0.0% 25.0% 1.2% 0.0% 0.0% 0.0% 3.6% 4.8% 3.6% 6.0% 25.0% 21.4% 11.9% NA 3.6%

Jan-19 7.4% 2.5% 2.5% 0.0% 0.0% 0.0% 0.0% 1.2% 0.0% 0.0% 0.0% 6.2% 6.2% 4.9% 3.7% 23.5% 32.1% 16.0% NA 3.7%

Apr-19 1.1% 2.2% 2.2% 0.0% 33.3% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 7.7% 8.8% 17.6% 2.2% 28.6% 44.0% 30.8% NA 5.5%

Jul-19 0.9% 0.0% 0.0% 1.7% 6.7% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 12.1% 9.5% 18.1% 7.8% 39.7% 32.8% 33.6% NA 3.4%

Oct-19 2.6% 1.3% 1.3% 1.3% 0.0% 5.9% 5.9% 1.3% 0.0% 0.0% 0.0% 9.0% 14.1% 15.4% 7.7% 38.5% 38.5% 29.5% NA 2.6%

Jan-20 0.0% 1.6% 2.4% 0.8% 0.0% 0.0% 0.0% 2.4% 0.0% 0.0% 0.0% 8.1% 10.6% 18.7% 8.9% 42.3% 42.3% 36.6% NA 6.5%

Apr-20 2.2% 1.1% 3.2% 3.2% 3.9% 0.0% 3.9% 3.2% 0.0% 0.0% 0.0% 18.3% 20.4% 25.8% 26.9% 45.2% 50.5% 39.8% NA 8.6%

Jul-20 2.5% 1.3% 3.8% 0.0% 5.0% 1.3% 3.8% 0.0% 0.0% 0.0% 0.0% 13.8% 13.8% 27.5% 7.5% 35.0% 43.8% 43.8% NA 5.0%

Oct-20 2.4% 1.2% 1.2% 0.0% 1.2% 0.0% 2.4% 1.2% 0.0% 0.0% 0.0% 12.9% 12.9% 16.5% 12.9% 42.4% 48.2% 30.6% NA 7.1%

Jan-21 2.4% 2.4% 0.0% 0.0% 4.7% 0.0% 2.4% 1.2% 0.0% 0.0% 1.2% 9.4% 10.6% 18.8% 10.6% 45.9% 44.7% 40.0% NA 10.6%

Apr-21 3.3% 2.2% 2.2% 1.1% 4.4% 1.1% 5.6% 5.6% 0.0% 0.0% 0.0% 12.2% 7.8% 20.0% 12.2% 48.9% 47.8% 47.8% NA 6.7%

07/01/2021
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Count and Percent of Score 3 by Quarter

FY18-19
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Jul-20 2 9 28 37 153 49 2 0 280

Aug-20 4 10 29 35 183 63 4 0 328

Sep-20 1 13 33 38 156 61 6 3 311

Oct-20 2 11 26 21 136 49 11 3 259

Nov-20 2 9 27 27 129 56 4 1 255

Dec-20 1 3 19 20 152 52 4 2 253

Jan-21 4 3 11 34 138 57 8 1 256

Feb-21 2 3 28 22 125 59 7 0 246

Mar-21 2 7 27 26 130 27 6 0 225

Apr-21 1 5 22 22 142 51 8 1 252

May-21 3 7 20 19 132 62 5 0 248

Jun-21 2 4 15 26 153 53 7 0 260

Totals: 26 84 285 327 1729 639 72 11 3173

 A
dv

an
ce

d 
R

ec
ov

er
y

8
 E

xt
re

m
e 

R
is

k

 H
ig

h 
R

is
k 

/ N
ot

 E
ng

ag
ed

 H
ig

h 
R

is
k 

/ E
ng

ag
ed

 P
oo

rly
 C

op
in

g 
/ N

ot
 E

ng
ag

ed

 P
oo

rly
 C

op
in

g 
/ E

ng
ag

ed

 C
op

in
g 

/ R
eh

ab
ili

ta
tin

g

 E
ar

ly
 R

ec
ov

er
y

Monthly 

Total

Monthly 

Average

For Fiscal Year 2020-2021 there were an average of 264 MORS assessments completed per month which included a monthly average of 

64 intake MORS assessments. August of 2020 had the most with 328, while March 2021 had the fewest with 225.

2
6

4

MORS Score Counts

Month 1 2 3 4 5 6 7
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Overwhelmingly the most used MORS Score was a 5 with a monthly average of 55% of all assessments having this score in FY20-21 and 

94% of all scores were between 3 and 6. 
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*Intake MORS Assessments not included in the count of unchanged scores as they represent only a single assessment.

During Fiscal Year 20-21 the amount of assessments resulting in a decreased score averaged 8%, assessments resulting in an increased 

score averaged 11%, while assessments resulting in no change averaged 56%* of all MORS assessments.
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20. I was encouraged to use consumer-run programs
(support groups, drop-in centers, crisis phone line, etc.).

1. I like the services that I received here.

5. Staff were willing to see me as often as I felt it was
necessary.

4. The location of services was convenient
(parking, public transportation, distance, etc.).

2. If I had other choices, I would still get services
from this agency.

3. I would recommend this agency to a friend or
family member.

13. I was given information about my rights.
14. Staff encouraged me to take responsibility for how I

live my life.
15. Staff told me what side effects to watch out for.

11. I felt comfortable asking questions about my treatment
and medication.

6. Staff returned my calls within 24 hours.
7. Services were available at times that were good  for me.
8. I was able to get all the services I thought I needed.
9. I was able to see a psychiatrist when I wanted to.

12. I felt free to complain.

19. Staff helped me obtain the information I needed so
that I could take charge of managing my illness.

17. I, not staff, decided my treatment goals.
18. Staff were sensitive to my cultural background

(race, religion, language, etc.).

16. Staff respected my wishes about who is, and who is not
to be given information about my treatment.

Consumer Survey

CONTINUED ON NEXT PAGE...

  Strongly
Agree Agree I am

Neutral Disagree Strongly
Disagree

Not
Applicable

10. Staff here believe that I can grow, change and recover.

As a direct result of the services I received:
21. I deal more effectively with daily problems.
22. I am better able to control my life.

  Strongly
Agree

Agree I am
Neutral Disagree Strongly

Disagree
Not

Applicable

Page  of

71% 29% 0% 0% 0% 0%

57% 14% 29% 0% 0% 0%

57% 14% 14% 0% 0% 14%

57% 29% 14% 0% 0% 0%

71% 29% 0% 0% 0% 0%

57% 14% 14% 0% 0% 14%

71% 29% 0% 0% 0% 0%
71% 29% 0% 0% 0% 0%

71% 29% 0% 0% 0% 0%
71% 29% 0% 0% 0% 0%

57% 29% 14% 0% 0% 0%

57% 29% 14% 0% 0% 0%
57% 29% 0% 14% 0% 0%

71%  14% 14% 0% 0% 0%

71% 29% 0% 0% 0% 0%

71% 29% 0% 0% 0% 0%

43% 43% 14% 0% 0% 0%

71% 14% 14% 0% 0% 0%

57% 29% 0% 0% 0%  14%

57% 14% 14% 14% 0% 0%
86% 14% 0% 0% 0% 0%

71% 14% 14% 0% 0% 0%
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Page 2 of

23. I am better able to deal with crisis.
24. I am getting along better with my family.
25. I do better in social situations.
26. I do better in school and /or work.

27. My housing situation has improved.
28. My symptoms are not bothering me as much.

As a direct result of the services I received:
  Strongly

Agree
I am

Neutral
Disagree Strongly

Agree Disagree
Not

Applicable

29. I do things that are more meaningful to me.

30. I am better able to take care of my needs.

31. I am better able to handle things when they go wrong.

32. I am better able to do things that I want to do.
For Questions #33-36, please answer for relationships with
persons other than your mental health provider(s).   Strongly

Agree
I am

Neutral
Disagree Strongly

Agree Disagree
Not

Applicable

33. I am happy with the friendships I have.

34. I have people with whom I can do enjoyable things.

35. I feel I belong in my community.

36. In a crisis, I would have the support I need from
family or friends.

As a direct result of the services I received:
86% 0% 0% 14% 0% 0%

86% 0% 0% 14% 0% 0%
86% 0% 0% 14% 0% 0%

71% 14% 0% 0% 0% 14%

86% 14% 0% 0% 0% 0%

57% 14% 14% 0% 0% 14%
71% 29% 0% 0% 0% 0%
71% 14% 0% 0% 0% 14%
86% 14% 0% 0% 0% 0%
71% 29% 0% 0% 0% 0%
57% 43% 0% 0% 0% 0%

86% 14% 0% 0% 0% 0%
86% 14% 0% 0% 0% 0%

86% 14% 0% 0% 0% 0%
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20. My child is better able to cope when things go wrong.

1. Overall, I am satisfied with the services my child received.

5. I felt my child had someone to talk to when he / she

4. The people helping my child stuck with us no matter what.

2. I helped to choose my child's services.

3. I helped to choose my child's treatment goals.

13. Staff respected my family's religious / spiritual beliefs.

14. Staff spoke with me in a way that I understood.

15. Staff were sensitive to my cultural / ethnic background.

10. My family got the help we wanted for my child.

11. My family got as much help as we needed for my child.

6. I participated in my child's treatment.

7. The services my child and / or family received were

8. The location of services was convenient for us.

9. Services were available at times that were convenient for us.

12. Staff treated me with respect.

19. My child is doing better in school and / or work.

17. My child gets along better with family members.

18. My child gets along better with friends and other people.

16. My child is better at handling daily life.

21. I am satisfied with our family life right now.

Page 1 of

was troubled.

right for us.

CONTINUED ON NEXT PAGE...

22. My child is better able to do things he or she wants to do.

The Consumer Perception Survey measures clients' satisfaction with the services they received from Shasta County HHSA. The survey is a tool to 
gather feedback from who received services within the last 6 months (or based on the services they have 
received so far). The survey is voluntary The aggregated responses for FY 20/21 are shown below along with the corresponding survey questions 
and categories to indicate overall client satisfaction. 
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23. I know people who will listen and understand me

24. I have people that I am comfortable talking with about
my child's problem(s).

25. In a crisis, I would have the support I need from family

when I need to talk.

or friends.
I have people with whom I can do enjoyable things.

Page 2 of
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20. I am better able to cope when things go wrong.

Overall, I am satisfied with the services I received.

I helped to choose my services.

I helped to choose my treatment goals.

The people helping me stuck with me no matter what.

I felt I had someone to talk to when I was troubled.

I participated in my own treatment.

I received services that were right for me.

The location of services was convenient for me.

Services were available at times that were convenient for me.

I got the help I wanted.

I got as much help as I needed.

Staff treated me with respect.

Staff respected my religious / spiritual beliefs.

Staff spoke with me in a way that I understood.

Staff were sensitive to my cultural / ethnic background.

19. I am doing better in school and / or work.

17. I get along better with family members.

18. I get  along better with friends and other people.

16. I am better at handling daily life.

As a result of the services I received:

21. I am satisfied with my family life right now.

Page 1 of

CONTINUED ON NEXT PAGE...
22. I am better able to do things I want to do.

AgreeUndecidedDisagree Not
Applicable

 Strongly
Agree

Strongly
Disagree

AgreeUndecidedDisagree Not
Applicable

 Strongly
Agree

Strongly
Disagree

Consumer Perception Survey Results ( Only)
FY 20/21

N = 

The Consumer Perception Survey measures clients' satisfaction with the services they received from Shasta County HHSA. The survey is a tool 
to gather feedback from who received services within the last 6 months (or based on the services they have received so far). 
The survey is voluntary The aggregated responses for FY 20/21 are shown below along with the corresponding survey questions and categories to 
indicate overall client satisfaction. 

0% 0% 3% 58% 40% 0%
5% 10% 13% 44% 26% 3%
0% 3% 13% 53% 32% 0%
0% 5% 25% 43% 28% 0%

3% 5% 13% 41% 38% 0%

0% 3% 15% 49% 31% 3%

0% 3% 10% 46% 41% 0%

0% 8% 15%  44% 33% 0%
3% 13%  55% 30% 0%

0% 3% 15% 51% 26% 5%
0% 8% 18% 45% 24% 5%

0% 0% 3% 41% 54% 3%
0% 0% 5%  42% 39% 13%
0% 0% 5%  45% 45% 5%
0% 3% 5%  31% 41% 21%

0% 8% 32% 53% 5% 3%

8% 8% 33%  38% 10% 3%
3% 0% 21%  58% 16% 3%

3% 3% 32%  34% 18% 11%

3% 5% 24%  38% 24% 5%
0% 18% 28%  33% 18% 3%

10% 3% 30%  40% 13% 5%
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23. I know people who will listen and understand me

24. I have people that I am comfortable talking with about
my problem(s).

25. In a crisis, I would have the support I need from family

when I need to talk.

or friends.

For Questions #23-26, please answer for relationships with persons other than your mental health provider(s).

I have people with whom I can do enjoyable things.

Page 2 of

AgreeUndecidedDisagree Not
Applicable

 Strongly
Agree

Strongly
Disagree

As a result of the services I received:

0% 11% 11% 47% 26% 5%

3% 6% 17% 47% 22% 6%

0% 3% 16% 62% 16% 3%

0% 0% 3% 65% 30% 3%
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1 

Wellness Center Summary Report 
July 2020 – June 2021 

This report provides quarterly data collected from two wellness centers in Shasta County: Sunrise Mountain Wellness 
Center in Redding and Circle of Friends in Burney. Wellness centers provide support to anyone with mental health 
challenges through facilitated discussions and activities, transportation to community events, workshops, education, 
referrals to resources, and fellowship. Wellness center operations are funded by the Mental Health Services Act 
(Proposition 63).  

Sunrise Mountain Wellness Center and Circle of Friends are both on a quarterly reporting cycle. Data from both Wellness 
Centers will be combined for the first section of this report. In the next section, both wellness centers will be reported on 
individually. 

Combined wellness center demographics  
Approximately 36% of wellness center attendees were male and 64% female. None reported as transgender or other.    

Approximately 2% of wellness center attendees were Youths (0-15 years of age), 4% were Transitional Age Youths (16-25 
years of age), 81% were Adults (26-59 years of age), 13% were Older Adults (60+ years of age), and none were of unknown 
age. 

Approximately 97% of wellness center attendees were consumers and 3% were family members of consumers. 

Caucasian, Hispanic, Asian/Pacific Islander, and Multiple Races were under-represented while Native American and 
Black/African American were over-represented.   

Overall, a total of 2,016 individual workshops, groups, activities, and 12-step recovery meetings were held during this 
twelve-month period (this count includes 265 activities from Olberg Wellness Center from Q1). 

Youth
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Sunrise Mountain Wellness Center  

Attendance 
Sunrise Mountain Wellness Center began operations during Q2 of FY 20/21. An average of 37 unduplicated participants 
attended Sunrise Mountain Wellness Center each quarter. 
 

 
Demographics 
On average, 97% of attendees were consumers. 3% were family members. On average, 76% of staff members (including 
volunteers) were consumers and/or family members. In order to maintain confidentiality, age, gender and race/ethnicity is 
not broken down by individual wellness center. 
 
Services Provided 
Sunrise Mountain Wellness Center’s physical location was under construction during 2021 amid the covid-19 pandemic, 
but virtual meetings were available Monday through Friday 10 am to 3 pm. From Q2 through Q4, there were 1,269 
individual activities and groups available for participants.  
 
Attendee Direction   
Sunrise Mountain Wellness Center had weekly center advisory meetings (open to consumers and family members) to 
contribute to the direction and planning of the program. From Q2 through Q4, they had an average of 9 participants per 
meeting.   

17 36

55

1 2

Q2 FY20/21 Q3 FY20/21 Q4 FY20/21
80%

90%

100%

Type of Attendees at Sunrise Mountain Wellness Center
October 2020 - June 2021

Family Member

Consumer
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Circle of Friends 
 
Attendance 
Attendance increased 22% from the previous twelve-month period, with an average of 147 unduplicated people attending 
Circle of Friends each quarter.   
 

 
Demographics 
Eighty-nine percent of attendees were consumers and 11% were family members. Eighty-two percent of staff and 99% of 
volunteers were consumers and/or family members. In order to maintain confidentiality, age, gender and race/ethnicity is 
not broken down by individual wellness center. 
 
Services Provided 
Virtual hours of operation were scheduled for Monday, Wednesday and Friday, 12:30-2:00 via Zoom. When the weather 
warmed up, the center resumed weekly outdoor gatherings in April and continued through mid-June until they reopened.  
Since reopening on June 16th, they have resumed normal operating hours. Circle of Friends is open for participant 
activities Monday, Wednesday, and Friday from 12:30pm to 3:30pm. They are open for food and clothing distribution 
Monday through Friday from 8:00am to 4:30pm. And during those hours they are available to address most concerns and 
requests that come their way; everything from using their phone or Wi-Fi to managing homelessness. Showers are 
available Tuesdays and Thursdays from 9:00am to 11:00am. 
 
162 different activities provided 493 individual activities/groups for participants during this twelve-month period. 
 
Attendee Direction 
An average of 28 attendees (10%) contributed to the planning and direction of the program each quarter. All decisions 
relating to the center were based on participant input through activity-specific planning meetings.
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National Alliance on Mental Illness (NAMI)  
July 2020 through June 2021 

 
 

NAMI Summary Report 
July 2020 through June 2021 

 
Program Offerings 
 
NAMI Shasta County offered Family to Family Support Group sessions and one-on-one mentoring sessions during Fiscal Year 
20/21. The Family Support Group met every two weeks. Local NAMI president Susan Power, along with several volunteers, 
assisted with the one-on-one mentoring sessions. NAMI volunteers ran the family support group sessions. The average 
number of hours volunteers spent on mentoring sessions at the NAMI Office and/or by telephone each week was 4.25.  
 

Location of Family Support 
Group Session 

Date of Session Length Number of Attendees 

Hill Country CARE Center 07/06/2020 2 hours 7 
Hill Country CARE Center 07/20/2020 2 hours 6 
Hill Country CARE Center 08/04/2020 2 hours 6 
Hill Country CARE Center 08/18/2020 2 hours 8 
Hill Country CARE Center 09/01/2020 2 hours 5 
Hill Country CARE Center 09/15/2020 2 hours 6 
Hill Country CARE Center 10/06/2020 2 hours 5 
Hill Country CARE Center 10/20/2020 2 hours 6 

Online/Virtual only 03/02/2021 2 hours 6 
CARE Center/Online hybrid 3/16/2021 2 hours 8 
CARE Center/Online hybrid 04/06/2021 2 hours 10 
CARE Center/Online hybrid 04/22/2021 2 hours 8 
CARE Center/Online hybrid 05/04/2021 2 hours 6 
CARE Center/Online hybrid 05/18/2021 2 hours 7 
CARE Center/Online hybrid 06/01/2021 2 hours 10 
CARE Center/Online hybrid 06/15/2021 2 hours 8 

 
There were no facilitated peer support sessions, Peer-to-Peer, Family-to-Family, or NAMI Basics programs offered during this 
reporting period. 
  
Successes included having phone calls returned and holding family support group meetings. Due to Covid-19 safety and social 
distancing concerns, in lieu of a traditional Christmas Party, 150 tote bags were filled and distributed, along with store bought 
snacks, to residential facilities and groups within Shasta County. These groups included Ridgeview, Woodlands MHSA clients, 
Le Brun, and Circle of Friends in Burney. NAMI Shasta County also participated in the Mind Matter Drive-Thru event on May 
22, 2021. NAMI provided informational material and NAMI logo swag for the gift bags handed out at the event. Virtual 
Support Group meetings progressed as In Person/Online Hybrid meetings. In person meetings were limited based on CDC 
guidance of wearing masks and having small groups of 10 or less in the meeting room. 
 
Barriers included volunteers dealing with crises within their own families and challenges meeting in person because of COVID-
19. Many NAMI members, including Susan Power (President), reported that they are in a Covid-19 At-Risk group, and avoided 
gatherings. Class instructors and Family Support Group participants were initially strongly resistant to any virtual meetings. 
The NAMI office was used on a limited basis (as needed). 
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*24 Hour Services are broken down by providers on pages 14 (SCMH) and 15-16 (vendors) 1 
**Day Services are broken down by providers on page 18
***Outpatient Services are broken down by providers on pages 6, 7, 8 & 9 (SCMH) and 10, 11, 12, 13 & 17 (vendors)

CSI AND FSP LINKED DATA – FISCAL YEAR 2020/21 

As part of the MediCal billing process in the State of California, information from the electronic health records on patient data and treatment is uploaded monthly from the county to the state. This is 
called Client and Service Information, or CSI. Within the MHSA Full Service Partnership (FSP) program, data is also collected in the state Data Collection and Reporting (DCR) system. Beginning in May 
2015, the State of California Mental Health Services Oversight and Accountability Commission started sponsoring regional training (provided by Mental Health Data Alliance, LLC) on a newly available 
tool which can combine information from both these data sources. This information helps describe what treatments and services Full Service Partners are receiving in Shasta County, and how those 
services compare with other Shasta County consumers who are not part of the Full Service Partnership program. Data from the CSI file is based on input file date, and NOT on date of service, so 
information on this report may not match data from other sources due to late service reporting/billing by outside providers. This data includes Shasta County FSPs of all ages. 

Mental Health Services are divided 
into three main categories:  24 
Hour Services; Day Services; and, 
Outpatient Services. 

24 Hour Services include various 
types of residential services, such 
as Skilled Nursing Facilities, 
Mental Health Rehab Centers and 
Psychiatric Health Facilities. These 
services are billed for by the day. 

Day Services include such things as 
Day Treatment or Day 
Rehabilitation. These services are 
also billed for by the day, but 
differ from 24 Hour Services in 
that they do not provide over-
night care. 

Outpatient Services include things 
such as Crisis Intervention, 
Linkage/ Brokerage and 
Medication Support. These 
services are billed for by the 
minute. 
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In this chart, the number 
of unduplicated Full 
Service Partners who 
received any type of 24 
Hour Services is noted 
under the month as “n”.  

The bars above each 
month show how many 
of those unduplicated 
Full Service Partners 
received each type of 24 
Hour Service. Because 
consumers can, and often 
do, received more than 
one kind of service in any 
given month, the 
numbers for the services 
types each month may 
add up to more than the 
number listed as “n”.  
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As mentioned 
before, 24 Hour 
Services are billed 
for by the day. 
This chart 
compares, by 
percentage, how 
many of the 
consumers who 
utilized 24 Hour 
Services were Full 
Service Partners, 
and how many of 
the days billed for 
were used by Full 
Service Partners. 

Because the Full 
Service 
Partnership 
program is 
designed to 
provide intensive 
services, it is 
expected that 
partners may 
utilize 
disproportionately 
more of the 
services than non-
partner 
consumers.  
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In this chart, the 
number of 
unduplicated Full 
Service Partners 
who received any 
type of Outpatient 
Services is noted 
under the month 
as “n”. 

The bars above 
each month show 
how many of 
those 
unduplicated Full 
Service Partners 
received each 
type of Outpatient 
Service. Because 
consumers can, 
and often do, 
received more 
than one kind of 
service in any 
given month, the 
numbers for the 
services types 
each month may 
add up to more 
than the number 
listed as “n”. 
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As mentioned 
before, Outpatient 
Services are billed 
for by the minute. 
This chart 
compares, by 
percentage, how 
many of the 
consumers who 
utilized Outpatient 
Services were Full 
Service Partners, 
and how many of 
the minutes billed 
for were used by 
Full Service 
Partners. 

Because the Full 
Service Partnership 
program is 
designed to 
provide intensive 
services, it is 
expected that 
partners may 
utilize 
disproportionately 
more of the 
services than non-
partner 
consumers. 
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Data can be further narrowed down into specifics regarding who provided the services. Based on this, the following charts split out both Outpatient and 24 Hour Services into those provided by Shasta 
County Mental Health (SCMH) and those provided by outside vendors. 

In this chart, the 
number of 
unduplicated Full 
Service Partners 
who received any 
type of Outpatient 
Services from 
SCMH is noted 
under the month as 
“n”. 

Again, the bars 
above each month 
show how many 
unduplicated Full 
Service Partners 
received each type 
of Outpatient 
Service. Because 
consumers can, and 
often do, received 
more than one kind 
of service in any 
given month, the 
numbers for the 
services types each 
month may add up 
to more than the 
number listed as 
“n”. 

14

4
7

5

11 10

6
9

6 7
4 54 3 3 3

9 9

3 3
1

3
1 2

69 68

76

69

86 85

65 66

71

56

66
68

50

55 54
56

62 63

50 51

62

45

52
49

42

46
47

37

58 59

25

32

39

44 45
49

0

10

20

30

40

50

60

70

80

90

100

Jul-20
n=77

Aug-20
n=79

Sep-20
n=81

Oct-20
n=75

Nov-20
n=94

Dec-20
n=90

Jan-21
n=66

Feb-21
n=69

Mar-21
n=74

Apr-21
n=67

May-21
n=69

Jun-21
n=73

Number of Unique Individual FSPs Receiving Outpatient Services From
Provider: Shasta County Mental Health

(n=unduplicated consumer count of FSPs)

Collateral

Crisis Intervention

Linkage/ Brokerage

Medication Support

Mental Health Services

Appendix F

34

34



                                                   

              7 
 

 

This chart 
compares, by 
percentage, how 
many of the 
consumers who 
utilized Outpatient 
Services were Full 
Service Partners, 
and how many of 
the minutes billed 
for were used by 
Full Service Partners. 

 Because the Full 
Service Partnership 
program is designed 
to provide intensive 
services, and 
particularly because 
case management 
of FSPs is handled 
by SCMH staff, it is 
expected that 
partners may utilize 
disproportionately 
more of the services 
than non-partner 
consumers.
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In this chart, the 
number of 
unduplicated Full 
Service Partners who 
received any type of 
Outpatient Services 
at The Woodlands 
housing project from 
SCMH is noted under 
the month as “n”. 

Again, the bars 
above each month 
show how many 
unduplicated Full 
Service Partners 
received each type of 
Outpatient Service. 
Because consumers 
can, and often do, 
received more than 
one kind of service in 
any given month, the 
numbers for the 
services types each 
month may add up 
to more than the 
number listed as “n”.
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This chart 
compares, by 
percentage, how 
many of the 
consumers who 
utilized Outpatient 
Services at The 
Woodlands housing 
project were Full 
Service Partners, 
and how many of 
the minutes billed 
for were used by 
Full Service 
Partners.              

Because the Full 
Service Partnership 
program is designed 
to provide intensive 
services, and 
particularly because 
case management 
of FSPs is handled 
by SCMH staff, it is 
expected that 
partners may utilize 
disproportionately 
more of the services 
than non-partner 
consumers.
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In this chart, the 
number of 
unduplicated Full 
Service Partners who 
received any type of 
Outpatient Services 
at the Hill Country 
CARE Center is noted 
under the month as 
“n”. 

Again, the bars 
above each month 
show how many 
unduplicated Full 
Service Partners 
received each type of 
Outpatient Service. 
Because consumers 
can, and often do, 
received more than 
one kind of service in 
any given month, the 
numbers for the 
services types each 
month may add up 
to more than the 
number listed as “n”.
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This chart 
compares, by 
percentage, how 
many of the 
consumers who 
utilized Outpatient 
Services at the Hill 
Country CARE 
Center were Full 
Service Partners, 
and how many of 
the minutes billed 
for were used by 
Full Service 
Partners.              

Because the Full 
Service Partnership 
program is designed 
to provide intensive 
services, and 
particularly because 
case management 
of FSPs is handled 
by Hill Country 
CARE Center staff, it 
is expected that 
partners may utilize 
disproportionately 
more of the services 
than non-partner 
consumers.
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In this chart, the 
number of 
unduplicated Full 
Service Partners who 
received any type of 
Outpatient Services 
at Mercy Crisis 
Services is noted 
under the month as 
“n”. 

Again, the bars 
above each month 
show how many 
unduplicated Full 
Service Partners 
received each type of 
Outpatient Service. 
Because consumers 
can, and often do, 
received more than 
one kind of service in 
any given month, the 
numbers for the 
services types each 
month may add up 
to more than the 
number listed as “n”.
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This chart 
compares, by 
percentage, how 
many of the 
consumers who 
utilized Outpatient 
Services at Mercy 
Crisis Services were 
Full Service 
Partners, and how 
many of the 
minutes billed for 
were used by Full 
Service Partners.              

Because the Full 
Service Partnership 
program is designed 
to provide intensive 
services, and 
particularly because 
case management 
of FSPs is handled 
by Mercy Crisis 
Services staff, it is 
expected that 
partners may utilize 
disproportionately 
more of the services 
than non-partner 
consumers. 
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The only 24 Hour 
Service provided 
directly by Shasta 
County Mental 
Health is the Crisis 
Residential and 
Recovery Center 
(CRRC).  

This chart 
compares, by 
percentage, how 
many of the 
consumers who 
utilized the CRRC 
were Full Service 
Partners (FSP), and 
how many of the 
days billed for were 
used by FSPs. 

In this chart, the 
number of 
unduplicated FSPs 
who received CRRC 
services is noted 
under the month as 
“n”. The total 
number of all 
persons served by 
CRRC (including FSPs) 
is noted under the 
month as “T”.
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This chart shows 
the number of 
unduplicated Full 
Service Partners 
each individual 
vendor providing 24 
Hour “Residential-
Other” Services 
reported serving. 
Vendors appear to 
be some level of 
Board and Care 
setting. Because 
partners may have 
moved from one 
Board and Care to 
another in the same 
month, numbers of 
partners are only 
unduplicated by 
individual vendor. 
Due to the relatively 
large number of 
vendors, but small 
number of partners, 
no further 
breakdown of the 
data was 
performed.  
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This chart shows the 
number of 
unduplicated Full 
Service Partners 
each individual 
vendor providing all 
other 24 Hour 
Services reported 
serving. These 
vendors appear to 
be providing services 
at a higher level of 
care than a standard 
Board and Care 
facility. 

Because partners 
may have moved 
from one facility to 
another in the same 
month, numbers of 
partners are only 
unduplicated by 
individual vendor. 

Due to the relatively 
large number of 
vendors, but small 
number of partners, 
no further 
breakdown of the 
data was performed. 
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This Chart 
shows the 
number of 
unduplicated 
Full Service 
Partners each 
individual 
vendor 
providing 
Outpatient 
Services 
reported 
serving. 

Due to the 
small number 
of partners, 
no further 
breakdown of 
the data was 
performed. 
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This chart 
shows the 
number of 
unduplicated 
Full Service 
Partners each 
individual 
vendor 
providing Day 
Services 
reported 
serving. 

Due to the 
small number 
of partners, 
no further 
breakdown of 
the data was 
performed. 
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Federally Qualified Health Centers Annual Summary Report 
July 2020 through June 2021 

To better provide access to mental health services in Shasta County, the Shasta County Health and Human Services 
Agency has contracted with four different Federally Qualified Health Centers (FQHCs) to provide new or expanded 
mental health services, integrate mental health services with existing mental health and medical services provided by 
the FQHCs, and strengthen the relationship between the FQHCs and the County’s public mental health system.  Funding 
is provided through the Mental Health Services Act (MHSA). Shasta County had four FQHCs in operation during the 
2020-2021 fiscal year: Hill Country Health and Wellness Center in Round Mountain; Mountain Valleys Health Centers in 
Burney; Shasta Community Health Center in Redding; and Shingletown Medical Center in Shingletown. 

Attendance 
An average of 1,583 people visited a FQHC in each quarter of fiscal year 2020-2021. This is an 8.4% increase compared to 
the previous fiscal year (1,460 people). 
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Demographics 
 

Age - The MHSA uses four age categories: Youth – ages 0 to 15, Transition Aged Youth (TAY) – ages 16 to 25,  
Adult – ages 26 to 59, and Older Adult – ages 60 and up. 
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Gender - The MHSA uses four gender categories: Male, Female, Transgender, and Other. Counts of less than 20 
individuals are not labeled to help maintain consumer confidentiality but are included in the chart. 
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Race/Ethnicity - Because of the low gross numbers for some of these ethnicities within small communities, actual counts 
are not reported in order to help protect consumer confidentiality. 
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Primary Language - Because of the low gross numbers for some of these languages within small communities, actual 
counts are not reported in order to help protect consumer confidentiality. 
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Services Provided 
Most people will have multiple visits to the FQHC each quarter, and different types of service may be offered at different 
times in order to provide everyone with comprehensive and integrated age appropriate mental health services. Services 
provided may include such things as screenings, assessments, medication management, and individual or group 
psychotherapy sessions. For fiscal year 2020-2021, there were a total of 31,913 visits to a FQHC for some type of mental 
health service. This is a 2.94% decrease compared to the previous fiscal year (32,881 visits). 
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Primary Mental Health Diagnosis 
All FQHCs are asked to report on the primary mental health diagnosis for each consumer. However, due to some health 
recordkeeping systems in use, not all facilities are able to isolate primary mental health diagnosis, and so all mental 
health diagnoses made by them are reported. Because of this, comparisons are made by percentage of each diagnosis. 
 
Regarding the categories used for reporting mental health diagnoses, “Other Conditions” is a state diagnosis category 
(as are all the others) which still refers to a mental health diagnosis and not a physical health ailment. This diagnosis is 
generally a mental health issue not readily fitting into the other main groupings (for example, conditions such as 
Anorexia Nervosa, Sleep Terror Disorder, Impulse-Control Disorder, Bereavement, etc.). If there is no mental health 
diagnosis, it would be reported under the category “Deferred Mental Health Diagnosis.” 
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CARE Center: Community Services and Support Tracking 
July 2017 through June 2021 

1 

CARE Center Activity Report 
July 2017 through June 2021 

To determine if providing access to mental health services after traditional office hours will 
improve access to services, reduce mental health crisis (including trips to the hospital 
emergency departments) and bridge service gaps, the Shasta County Health and Human 
Services Agency has contracted with Hill County Health and Wellness Center to provide new 
and expanded mental health services at the Counseling and Recovery Engagement (CARE) 
Center.  Funding is provided through the Mental Health Services Act (MHSA) for the Community 
Services and Support Project portion of this center.  The CARE Center contract was approved as 
of January 2017, and they officially opened for business on March 12, 2017.  For this report, 
data was gathered using the CARE Center Quarterly Progress Reports for January 2017 through 
December 2020.  Please note that due to the CARE Center not actually opening for business 
until early March 2017, the first quarter reflects less than one month of data.  Additionally, 
there are several measures where their data systems and/or electronic health record were in 
process, or where methodology changed, so they could not be tracked.  As of the Oct-Dec 2017 
quarter, all measures are now tracked and reported on, although further refinement of the 
data collection is still underway for some measures. 

The outcome target numbers are for the CARE Center to serve an average of 75 unique 
individuals per quarter by the end of year one (12/31/17), 113 per quarter by the end of year 
two (12/31/18), and 128 per quarter by the middle of year three (6/30/19). 
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CARE Center: Community Services and Support Tracking 
July 2017 through June 2021 

2 
 

Due to much higher utilization of the Care Center than anticipated, the number of in-person 
visits per month are being tracked as of July 2017.  Please note that most clients visit more than 
once - this is not an unduplicated person count. Refinement of the counting process occurred in 
the Apr-Jun 2018 quarter, with individuals visiting for meetings or standing workgroups being 
excluded, and all phone calls being tallied separately. 
 

   
 
All demographics questions are optional, so each includes the category “Declined to State”. 
 

AGE 
 

The MHSA uses four age categories: Youth – ages 0-15, Transition Age Youth – ages 16-25, 
Adult – ages 26-59, and Older Adult – ages 60 and up.   
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RACE 
 
Because of the low gross numbers for some of these races, actual counts are not reported to 
help protect consumer confidentiality.      
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ETHNICITY 
 
Because of the low gross numbers for some of these ethnicities, actual counts are not reported 
to help protect consumer confidentiality.      
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PRIMARY LANGUAGE 
 
The primary language of consumers served by the CARE Center is English for nearly 100% of the 
people who chose to answer this question.   Because of the low gross numbers for some 
reported languages, actual counts are not reported to help protect consumer confidentiality.  
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DISABILITY STATUS 
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NUMBER OF OUTSIDE REFERRALS PROVIDED AND SUCCESSFULLY ACCESSED 
There are many other departments and agencies to which individuals can be referred for items 
or services not directly provided by the CARE Center Project, and these are all reported to 
Shasta County in specific granular detail.  For the purposes of this report, referrals have been 
categorized into 8 main types, and the reported numbers consolidated into these categories by 
external referrals and internal Hill Country referrals where applicable.  The referral type 
categories are: 
 

• “Basic Needs” which include referrals to: 
o Emergency clothing resources 
o Emergency food resources 
o Financial benefit application assistance 
o Health insurance application assistance (Medicare/Medi-Cal/etc.) 
o Transportation assistance 

• “Behavioral/MH Services” which include referrals to: 
o Assisted Outpatient Treatment (AOT) program by Hill Country 
o Hill Country behavioral health services at various clinic locations 
o Mental health community services 
o Mental health county services 
o Specialty/psych health care services 
o Support group 
o Wellness and recovery 

• “Community Groups” which include referrals to: 
o Community groups 
o Other external referrals 
o Other Hill Country referrals 

• “Emergency Department Hospital” 
• “Housing/Shelter Services”  
• “Medical Health Services” which include referrals to: 

o Hill Country medical services at various clinic locations 
o Primary health care services 

• “Substance Use Services” which include referrals to: 
o Medication-Assisted Treatment (MAT) 
o Substance Use Disorder (SUD) treatment 
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Referrals are also tracked to see if the individuals who are referred to services provided by 
entities other than the CARE Center are successful in completing the referral.  Success is 
measured by the person being provided a warm hand-off and getting connected to the new 
service provider.  The CARE Center is not being held accountable for whether the person was 
granted the benefits or items they were referred for, as that is outside the CARE Center staff’s 
control.  To track this measure, the CARE Center is reporting on numbers of referrals closed in 
each quarter, compared to referrals opened.  Please note that due to the timing of some 
referrals, they will not show as closed until a later quarter.  Some referral categories may also 
reflect closed referrals that had been opened in a prior quarter. 
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NUMBER OF SERVICES PROVIDED AND SUCCESSFULLY COMPLETED 
Individuals can access a large number of services directly through the CARE Center Project, and these are all reported to Shasta 
County in specific granular detail.  These services are provided directly by CARE Center staff members (including clinical staff, case 
managers, and peer volunteers).  For the purposes of this report, services have been categorized into 5 main types, and the reported 
numbers consolidated.  These service type categories are: 
 

• “Assessments” which include 
o Mental health assessments 
o Needs assessments 
o Wellness and recovery assessments 

• “Navigation” which includes 
o Advocacy 
o Navigation 
o Referral linkage and follow up 

• “Coaching” which includes 
o Development of support systems 
o Goal and action planning 
o Skill building 
o Wellness coaching 

• “Direct Needs” which include 
o Basic needs 
o Food/clothing 
o Medical care 
o Transportation 

• “Emotional Needs” which include 
o Crisis intervention/emotional support 
o Mental health follow up 
o Social services 

 

Services are also tracked to see if the individuals who are needing the service(s) provided by the CARE Center are successful in 
accessing the services, and either completing the activities or receiving any tangible items involved with each service.  To date, all 
services have been reported as successful at 100%. 
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HOUSING STATUS 
 
To help track the impact and effectiveness of services, the CARE Center has been asked to track 
the housing status of individuals accessing the project services at the time they first start 
services, and then at the 3-month point after that first service.  The target outcome numbers 
are to see a 15% increase in housing stability/permanence at the 3-month mark. 
 
Housing status has been divided up into the following categories: 

• Homeless/emergency shelter 
• General living, which includes the following: 

o Apartment or house, alone or with family/roommates 
o Foster home 
o Single room occupancy 

• Residential program, which includes the following: 
o Community treatment program 
o Group home (any level) 
o Long term care facility 
o Residential treatment program 
o Skilled nursing facility (any type) 

• Supervised placement, which includes the following: 
o Assisted living facility 
o Community care facility, such as a Board and Care 
o Congregate placement 

• Inpatient psychiatric hospitalization, which includes the following: 
o Psychiatric Health Facility (PHF) 
o Institute of Mental Disease (IMD) 

• Incarcerated/justice placement, which includes the following: 
o Jail 
o Prison 
o Juvenile hall 
o Juvenile justice placement 

• Other 
• Unknown 
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HOUSING STATUS AT START OF SERVICES 
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HOUSING STABILITY 3 MONTHS AFTER SERVICES AT THE CARE CENTER- Most Recent Quarter 
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homeless or E.S. to inpatient psych hospitalization, and 1 moved from a residential program to 
supervised placement. 
 
EMERGENCY DEPARTMENT VISITS 
 
One of the goals of the project is to reduce the number of emergency department visits for 
psychiatric reasons.  Statistics are being tracked directly from the hospitals, but to measure the 
impact and effectiveness for individuals, the CARE Center has been asked to track the number 
of ER visits individuals report having made in the 6 months prior to the time they first start 
services at the CARE Center, and then at the 3-month point after that first service.  The target 
outcome numbers are to see a 15% decrease in ER visits at the 3-month mark.  
 
BASELINE EMERGENCY DEPARTMENT PSYCHIATRIC VISITS – PRIOR TO CARE CENTER SERVICES 
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EMERGENCY DEPARTMENT PSYCH VISITS 3 MONTHS AFTER SERVICES AT THE CARE CENTER – 
Most Recent Quarter 
 

 
 
The average number of ER visits in the prior 6 months for the Jul-Sep 2020 baseline quarter was 
0.35 per individual who had visit data reported (excluding all in the Unknown/Lost Contact 
category).  This makes the target number for the 3-month mark in the Oct-Dec 2020 quarter 
0.30 or fewer ER visits on average.   
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PSYCHIATRIC INPATIENT HOSPITALIZATIONS 
 
Another goal of the project is to reduce the number of psychiatric inpatient hospitalizations, 
and the number of days spent in the hospital during those hospitalizations.  The CARE Center 
has been asked to track the number of psychiatric inpatient hospitalizations and number of 
days spent in the hospital that individuals report having made in the 6 months prior to the time 
they first start services at the CARE Center, and then at the 3-month point after that first 
service.  While the number of hospitalizations can be tracked, getting an accurate count for 
number of days has proven to be extremely problematic, given both the mental status of the 
people being served, and the short, intensive time-limited duration of the services being 
provided.  Due to this, only the numbers of hospitalizations will be tracked.  The target outcome 
number is to see a 15% decrease in hospitalizations at the 3-month mark.  
 
BASELINE PSYCHIATRIC HOSPITALIZATIONS – PRIOR TO CARE CENTER SERVICES 
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PSYCHIATRIC HOSPITALIZATIONS 3 MONTHS AFTER SERVICES AT THE CARE CENTER – Most 
Recent Quarter 
 

 
 
The average number of psychiatric hospitalizations in the prior 6 months for the Jul-Sep 2020 
baseline quarter was 0.17 per individual who had any hospitalizations.  This makes the target 
number for the 3-month mark in the Oct-Dec 2020 quarter 0.147 or fewer hospitalizations on 
average.   
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ARRESTS  
 
Another goal of the project is to reduce the number of arrests, and the number of days spent 
incarcerated.  The CARE Center has been asked to track the number of arrests and number of 
days spent incarcerated that individuals report having made in the 6 months prior to the time 
they first start services at the CARE Center, and then at the 3-month point after that first 
service.  However, as mentioned in the above section, while the raw number of times arrested 
is generally available, getting an accurate count of the number of days incarcerated at each 
arrest has proven problematic.  Due to this, only the number of arrests will be tracked.  The 
target outcome numbers are to see a 15% decrease in arrests at the 3-month mark.  
 
BASELINE ARRESTS – PRIOR TO CARE CENTER SERVICES 
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ARRESTS 3 MONTHS AFTER SERVICES AT THE CARE CENTER – Most Current Quarter 
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4 Arrests 0 0 1 1 0 0 0 0 0 0 0 0 0 1 0 1
3 Arrests 0 0 1 1 0 1 1 1 1 1 0 1 1 1 2 1
2 Arrests 0 0 2 1 3 2 1 1 1 0 0 1 1 2 2 1
1 Arrest 0 2 12 15 15 21 19 20 22 5 9 5 10 14 20 9
Zero Arrests 14 31 40 126 127 112 116 156 157 82 85 71 85 174 173 211
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CARE Center: Community Services and Support Tracking 
July 2017 through June 2021 

22 
 

 
 
The average number of arrests in the prior 6 months for the Jul-Sep 2020 baseline quarter was 
0.13 per individual who had arrest data reported (excluding all in the Unknown/Lost Contact 
category).  This makes the target number for the 3-month mark in the Oct-Dec 2020 quarter 
0.11 or fewer arrests on average.   
 

 
 
 
CUSTOMER SURVEYS 
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July 2017 through June 2021 

23 
 

In the first quarter, each person served was offered the chance to complete a simple 4-question 
survey.  Survey changes were made in the second quarter, and not all data points are available.  
Full survey results were again available in Jul-Sep 2017 quarter and moving forward. 
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Happy with experience/ services 25 72 10 33 12 10 13 7 4 4 3 3 3 4 4 2
Medication 2 2 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Dental Care 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
Services for alcoholics in crisis 1 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0
More and/or different groups 2 4 0 0 0 2 3 1 0 0 0 0 0 0 0 0
Other facility amenities (music,

TV, coffee, snacks etc.) 2 9 0 0 0 0 0 0 0 0 0 0 0 0 0 0

More staff/ better trained staff 0 6 0 0 1 0 0 0 0 0 0 0 0 0 0 0
Food & clothing 0 3 0 1 0 0 0 0 0 0 0 0 0 0 0 0
Immediate Shelter 0 0 0 0 0 0 0 0 0 0 1 0 0 0 0 0
Other 0 10 0 4 3 3 3 1 0 0 0 1 1 0 1 0
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Fiscal Year Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

YTD Change 

+/-*
-25% 0% 4% 8% 16% 11% 4% 0% -1% 5% 2% 1%  FY Total

 FY Change 

+/-**

2020-21 15 17 19 17 20 11 11 15 14 18 12 14 183 1%

2019-20 20 12 17 14 13 13 17 19 15 10 16 15 181 -7%

2018-19 17 20 15 22 18 14 18 13 15 16 13 14 195 13%

2017-18 17 13 12 12 13 14 19 11 10 16 16 20 173 13%

2016-17 16 17 5 16 14 5 16 8 22 11 10 13 153 -13%

2015-16 18 9 15 20 14 11 12 15 10 21 11 19 175 -5%

2014-15 17 23 17 14 15 12 17 13 14 10 14 19 185 -1%

2013-14 17 17 19 19 12 15 21 6 19 15 10 16 186 -27%

2012-13 26 28 21 25 24 19 17 22 18 17 19 20 256 -3%

2011-12 24 23 27 20 11 23 21 22 29 18 22 25 265 -2%

2010-11 20 26 23 23 21 23 22 19 23 19 30 21 270 -6%

Fiscal Year Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun

YTD Change 

+/-*
-16% -11% -5% -7% -8% -8% -13% -14% -14% -11% -10% -11%  FY Total

 FY Change 

+/-**

2020-21 306 276 276 278 203 235 165 251 323 360 288 215 3,176 -11%

2019-20 366 291 247 314 235 260 294 317 360 313 309 270 3,576 -20%

2018-19 376 404 348 403 357 285 367 320 394 407 437 381 4,479 50%

2017-18 204 165 187 204 260 329 288 264 191 201 353 339 2,985 13%

2016-17 295 280 201 185 291 120 242 199 167 228 130 313 2,651 -7%

2015-16 236 224 244 342 301 266 194 217 178 215 193 229 2,839 -5%

2014-15 345 268 280 235 235 186 284 239 174 246 192 304 2,988 -3%

2013-14 274 231 255 295 136 207 333 311 212 335 242 243 3,074 -14%

2012-13 315 341 321 310 344 361 248 259 296 308 213 274 3,590 20%

2011-12 216 202 296 329 209 196 247 191 279 291 267 268 2,991 2%

2010-11 193 254 250 290 278 231 307 192 203 165 302 280 2,945 -10%

Fiscal Year Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun FY Avg. LOS
Change +/-

** 
2020-21 20 16 15 16 10 21 15 17 23 20 24 15 17 -15%

2019-20 18 24 10 22 18 20 17 17 24 31 19 18 20 -13%

2018-19 22 20 23 18 20 20 20 25 26 25 34 27 23 35%

2017-18 12 13 16 17 20 24 15 24 19 13 22 17 17 0%

2016-17 18 16 40 12 21 24 15 25 8 21 13 24 17 6%

2015-16 13 25 16 17 22 24 16 14 18 10 18 12 16 -6%

2014-15 20 12 16 17 16 16 17 18 12 25 14 16 17 -11%

2013-14 16 14 13 16 11 14 16 52 11 22 24 15 19 36%

2012-13 12 12 15 12 14 19 15 12 16 18 11 14 14 17%

2011-12 9 9 11 16 19 9 12 9 10 16 12 11 12 9%

2010-11 10 10 11 13 13 10 14 10 9 9 10 13 11 -8%

2009-10 15 10 13 12 11 13 10 11 9 12 11 11 12 0%

2010-11 7 9 12 12 12 12 18 9 11 10 16 14 12 -8%

* YTD Change +/- is calculated to show month to month comparison of the prior Fiscal Year to Current Fiscal Year.

** FY Change +/- is calculated based on the prior Fiscal Year comparison to Current Fiscal Year.

Data as of: 04/28/2022\\Hipaa\mhshare\Urgent Care\Database\data\ITD Monthly Rpt\FY19-20\UC Reports

http://intranet/docs/libraries/hhsa-docs/data-and-maps/monthly-urgent-care-report

(This space intentionally blank)

Shasta County Mental Health, Alcohol and Drug (SCMHAD)

June FY20-21 CRRC Report (Prior month and year information is updated to current information)

Table 3: Bolded and underlined numbers represent the highest number during the fiscal year. In June, the number of CRRC admits at 13 was 

the same as May and decreased -13% from the same month of last year. There were 214 CRRC bed days for June, -27% less than May, and a -

21% decrease from the same month of the prior year. The average length of stay for June was 16 days, which was -7 less than May and -2 less 

than June of the previous year.

CRRC/Elpida  Admits (chart on page 5)

CRRC/Elpida  Days (chart on page 5)

CRRC/Elpida  Average Length of Stay (Bed Days/Discharge Count) - (chart on page 5)
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Data as of: 04/28/2022

Chart 3: Crisis Residential

\\Hipaa\mhshare\Urgent Care\Database\data\ITD Monthly Rpt\FY19-20\UC Reports

http://intranet/docs/libraries/hhsa-docs/data-and-maps/monthly-urgent-care-report
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The Woodlands – Fiscal year 20/21 Page 1 

The Woodlands Permanent Supportive Housing 
Fiscal Year 2020/2021 

The Woodlands is an affordable housing complex that has twenty-four of its seventy-five units reserved for 
applicants with serious mental illness who are also homeless or at risk of being homeless. Applicants who have 
met the criteria for eligibility are referred to as clients. Of the twenty-four units that are reserved for clients, 
nineteen are one-bedroom units and five are two-bedroom units. Clients have access to an on-site community 
center that has a computer room, game room, activity room, laundry facilities, County staff office, and 
manager’s unit. Other areas include a pool, social plaza, BBQ area, exercise circuit, children’s play areas, and 
community garden along with other landscaped areas. 

The County partners with Northern Valley Catholic Social Services (NVCSS) to provide clients with social services 
such as:  

• Finance/Budgeting Classes
• Personal Income Tax Preparation
• Adult Education Classes
• Benefit/Entitlement Assistance
• After-School Activities
• Health and Wellness Classes.

The County also provides clients with supportive services such as: 

• Case Management
• Clinical Support
• Crisis Management
• Medication Support
• Co-Occurring Treatment
• In-Home Support Services
• Wellness & Recovery Action Planning (“WRAP”)
• Life Skills Training
• Peer Support
• Family Support
• Benefits Counseling
• Public Guardian
• Employment Readiness and Resources
• Adult Protect Services
• Representative Payee Support
• Vocational Services
• After-Hours Crisis Support
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 The Woodlands – Fiscal year 20/21 Page 2 

Ongoing social and supportive services are available to help clients maintain housing stability to prevent 
homelessness and substance abuse among other challenges. A caseworker and peer support specialist are 
stationed at the Woodlands to assist with these services.  

Data on the Woodlands residents, classes, and activities are shown below. To maintain confidentiality, 
demographic information on residents is not reported on. A bar chart representing the number of tenants in 
MHSA units each quarter is shown below. 

 

When tenants leave MHSA units, vacancies are quickly filled by those who are on the MHSA Permanent 
Supportive Housing Project waitlist. The total number of MHSA residents who left their units permanently during 
Fiscal Year 20/21 was 3. 

 

During Fiscal Year 20/21, clients engaged in different activities, community education programs, and classes to 
learn skills. During 2020, certain activities were cancelled due to COVID-19. The services provided, and the 
number of times those services have been provided, is summarized on the pie chart on the next page.  
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 The Woodlands – Fiscal year 20/21 Page 3 

 

 

  

Your time, 40

Kids Clubhouse, 39

Nutrition and budgeting, 26 Family Reading Groups, 26

Health and Wellness, 13

Empathy/Emotional Support, 
13

Pre-crisis/disaster 
preparedness, 13
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Triple P Outcome Evaluation 
Fiscal Year 20/21 
Prepared by Shasta County Health and Human Services Agency

Introduction 

The Positive Parenting Program (“Triple P”) teaches parents the skills, knowledge, and confidence they need to 
improve behavioral problems in children or teens. Triple P is an international and evidence-based program. 
This report analyzes data collected from our local Triple P partners to get a clearer picture of the program’s 
local scope and impact. Triple P is funded by the Mental Health Services Act (MHSA) to help children and 
youth in stressed families. 

Program overview 

“Kids don’t come with an instruction manual so when it comes to parenting, how do you know what’s best and 
what works? That’s where the Positive Parenting Program (Triple P) comes in. Triple P is one of the world’s 
most effective parenting programs because it’s one of the few that has been scientifically proven to work.”1 

The Triple P program isn’t just for parents, it is for any caregiver. A caregiver is someone who regularly looks 
after the child or teen. The program aims to increase the knowledge, skills, and confidence of parents and 
other caregivers using five foundational principles:  

 ensure a safe and engaging environment
 keep a positive learning environment
 use assertive (rule-based) discipline
 have realistic expectations
 take care of yourself as a parent or caregiver

The Triple P program is divided into levels 1 through 5. Level 1 is least intensive while level 5 is most 
intensive: 

Level 1:  using media to raise public awareness of Triple P. 

Level 2:  a seminar or brief one-on-one consultation with a Triple P practitioner. 

Level 3:  approximately four individual consultations with a Triple P practitioner lasting fifteen to thirty 
minutes each. 

Level 4:  ten one-hour individual counseling sessions or small group sessions with a Triple P practitioner. 

Level 5:  becomes available once a level 4 program has been completed (or is being taken concurrently) and 
pinpoints other complicating factors such as partner dysfunction, parents with mental health concerns, and 
situations that are causing a stressful environment (“Enhanced Triple P”) or parents at risk of child 
maltreatment (“Pathways Triple P”). 
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Versions of each level of Triple P 
 
Different versions of levels 3-5 are available to address unique concerns: 
 

Version Name Description Level(s) 

Primary Care one-on-one sessions for caregivers of a child up to 12 years old 3 

Group minimum of 4 participants at a time 3, 4 

Teen for caregivers of an adolescent up to 16 years old 3, 4 

Standard one-on-one sessions for caregivers of a child up to 12 years old 4 

Stepping Stones for caregivers of a child up to 12 years old who has a disability 4 

Family Transitions for parents experiencing distress from separation or divorce which is 
negatively impacting their parenting 

5 

Enhanced for parents who have family issues such as stress, poor coping skills, 
and/or partner conflict 

 
5 

Pathways for parents at risk of child maltreatment 5 

 
The program is available in different versions so that caregivers and parents can take the version that best 
meets their needs. 
 
How the data in this report was collected  
 
Practitioners teach the Triple P program from their local organization and have participants fill out parenting 
surveys before and after completing the program (parenting surveys that were taken before starting the 
program are referred to as “pre” surveys while surveys taken after completing the program are referred to as 
“post” surveys).  
 
Practitioners enter participants’ pre- and post- parenting surveys into a web-based Scoring Application. The 
Scoring Application “scores” the participant’s survey responses (‘scoring’ means that the pre- and post-survey 
responses are converted into number values and then compared with each other for differences). Participants’ 
pre-survey responses establish their baseline knowledge and attitudes towards parenting which is compared 
with their post-survey responses to see how going through the program affected their results (if at all). 
Additionally, within the scoring application, practitioners can add or track existing participants, create reports, 
and export session data. The Scoring Application that was used is called ASRA (Automatic Scoring and 
Reporting Application),  
 
The source data for this report does not include data received from other sources. There may be other 
providers in Shasta County who provide Triple P, but if they did not enter information into ASRA, they are not 
included in this report.  
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(ASRA) Automatic Scoring and Reporting Application data 
 

Overview 
 
The table below shows the total number of Triple practitioners who entered data into the ASRA Scoring 
application during Fiscal Year 20/21, along with the organization they were with, and the total number of 
caregivers and families they served: 
 

Partnered Organizations Providing Triple P Fiscal Year 20/21 

Organization Practitioners Caregivers Children 

Bridges to Success/ Shasta County Office of 
Education 2 94 79 

Child Abuse Prevention Coordinating 
Council of Shasta County (CAPCC) 5 48 11 

FaithWorks 3 4 3 

Family Dynamics 2 87 86 

Northern Valley Catholic Social Services 1 40 34 

Shasta County Health & Human Services 
Agency: Children’s Services 2 13 8 

Wright Education Services 4 65 54 

Youth and Family Programs 3 44 37 

Totals: 22 360 312 
 
 

Some families may have received services in more than one organization, level, or version of Triple P. The 
information stored in the scoring application is anonymous (names were not collected). For this reason, the 
total number of unique caregivers and children/teens served between all levels couldn’t be determined. In 
addition, if a practitioner was still submitting data in the Scoring application after transitioning to a new 
organization during Fiscal Year 20/21, they would be counted as a practitioner in each organization they were 
a part of.  
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There were 22 practitioners who provided Triple P services over this time period. In the graph below, you can 
see the number of practitioners who provided the various Triple P levels (some practitioners are counted 
more than once as some practitioners are trained to teach more than one level): 
 

 
 
Data on the caregivers and their families  
 
A total of 360 caregivers attended Triple P sessions. The number of caregivers in each level of Triple P is shown 
below: 
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The marital status of the caregivers is pictured below:  
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The pie chart below shows how the caregiver relates to the child or teen: 

 
 
 
A pie chart showing the percentage of children or teens served by age group is shown below. The age of the 
child or teen was recorded at the beginning of the session. 160 children were aged 5 or younger out of the 
total 360 and the average age was 7. 
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There were 197 males, 155 females, and 8 records missing for child and teen gender data:  
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Outcomes and Measures 
 
“Outcomes” are results that show how well a program accomplished its goals. Outcomes for Triple P are 
measured as changes in an individuals’ parenting skills, knowledge, and confidence of its participants. The 
“measures” used in Triple P are various self-assessments on parenting that were given to participants before 
and after attending the program. Each answer on the self-assessments corresponded with a score that 
represented higher or lower parenting effectiveness. The results will be analyzed to see how participants’ pre-
assessment scores compare to their post-assessment scores. The required self-assessments are selected based 
off advances in the scientific literature on parenting and will be described in more detail below.  
 
The Parenting and Family Adjustment Scale (PAFAS) Self-assessment: 
 

This 30-item questionnaire provides a scored evaluation on seven different aspects of parenting: 
 

• Parental Consistency score (lower scores mean parents more frequently follow through and do as they 
say they will). 

• Coercive parenting score (lower scores mean parents don’t persuade their children through force, 
threats, or emotional distress). 

• Positive Encouragement score (lower scores mean parents more frequently give words of support and 
actions that express approval). 

• Parent-Child relationship score (lower scores represent stronger bonds between the parent and child). 
• Parental Adjustment score (lower scores mean that parents have a healthier outlook on life and have a 

better time coping with the emotional demands of parenting). 
• Family Relationships score (lower scores mean that family members are more emotionally supportive 

of one another). 
• Parental teamwork score (lower scores mean that parents more strongly agree on how to parent). 

 

 
On the PAFAS survey, the respondent was instructed to indicate, on a scale from 0-3, how true each statement 
on the survey was for them (over the past 4 weeks). Selecting “0” meant that the statement was not true at all 
while “3” meant that the statement was very much true or true most of the time.2 

 
A blank example of the PAFAS survey is shown on page 9, a scoring illustration of the PAFAS is shown on page 
10, and the actual pre-/post-average scores from the PAFAS survey during Fiscal Year 20/21 is shown on page 
11. 
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PAFAS Blank Assessment (example) 
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Parental Consistency scores are calculated by adding scores for questions 1, 4, and 12, with the reverse-score 
for questions 3 and 11 (reverse-scoring means that a selection of 0 = a score of 3, 1 = 2, 2 = 1, and 3 = 0): 
 

  

 

 
 

  
  

 

Coercive parenting scores are calculated by adding scores for questions 5, 7, 9, 10, and 13: 
 

 
 

 
 

 

 
 

 
 

Positive Encouragement scores are calculated by reverse-scoring questions 2, 6, and 8:  
 

 
 

 

 
 
 

Parent-Child relationship scores are calculated by reverse-scoring questions 14, 15, 16, 17, and 18: 
 

 
 

 
 

 
 

 
 

 

 

Parental Adjustment scores are calculated by adding scores for questions 19 and 21 with the reverse-scores 
for 20, 22, and 23:  
 

 
 

 
 

 

 
 

 
 

Family Relationships scores are calculated by adding scores for 26 and 27 with the reverse-scores for 24 & 25:  
 

 
 

 
 

 

 
 

Parental Teamwork scores are calculated by adding the score for 29 with the reverse-scores for 28 and 30: 
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The Child Adjustment and Parent Efficacy Scale (CAPES) Self-assessment: 
 
This 27-item questionnaire assesses a child’s level of emotional and behavioral problems and how confident 
the parent is in their ability to handle these problems when they arise.3 
 
There are three scored measures on the CAPES scale:   

• Emotional Maladjustment score 
• Behavioral Problems subscale score 
• Total Intensity score 

 
Parents were asked to rate the intensity of their child’s behavior on a scale ranging from 0 (not at all) to 3 
(very much or most of the time). Parents were also asked to rate their level of confidence or self-efficacy in 
managing their child’s behavioral problems on a scale ranging from 1 (certain I cannot manage it) to 10 
(certain I can manage it). 
 
On the CAPES assessment, LOWER scores represent more desirable outcomes.  
 
A blank example of the CAPES survey is shown on page 13, a scoring illustration of the CAPES survey is shown 
on page 14, and the actual pre-/post-average scores from the CAPES survey during Fiscal Year 20/21 is shown 
on page 15. 
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CAPES self-assessment (blank example) 
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Emotional Maladjustment scores are calculated by summing the scores for questions 3, 11, and 18:  
 

 
 
 
 

 

Behavioral Problems subscale scores are calculated by summing the scores for all remaining questions on the 
assessment: 
 
 

 
 

 
 

 
 

 
 

 
 
Total Intensity scores are calculated by adding the Emotional Maladjustment and Behavioral problems 
subscale scores together (range is 0 – 81
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CAPES self-assessment (scoring illustration) 
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In addition to the required CAPES and PAFAS assessments, the Client Satisfaction Questionnaire (CSQ) was 
also given to participants to voice how satisfied they were with the program (pictured below): 
 

 
 
 

(Page 1 of 2) 

 (example) 
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Client Satisfaction Questionnaire: 

Client Satisfaction in each level was as follows: 
 

 
Conclusion: 

Outcomes showed decreased problem scores on both the PAFAS and CAPES assessments during Fiscal Year 
20/21. In some levels, there was minimal participant data (N = < 10) and the results were not considered 
reliable enough to report on.  

CAPES findings: 

Participants showed an average decrease in problem scores in the following levels: 

• 31% in Level 3 Primary 
• 18% in Level 4 Teen 
• 24% in Level 4 Standard 
• 12% in Level 4 Group   

PAFAS findings: 

Participants showed an average decrease in problem scores in the following levels: 

• 27% in Level 4 Standard 
• 31% in Level 4 Teen 
• 32% in Level 4 Group   

These results indicate that the program had an appreciable impact on improving participants’ skills, 
knowledge, and confidence in their parenting.  
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Introduction 

The Botvin LifeSkills program is an evidence-based substance use and violence prevention program for adolescents and 
young teens. LifeSkills Training is funded by the Mental Health Service Act (MHSA) as outlined in Shasta County’s 
strategic plan as a prevention and early intervention program to address at-risk middle school students. The program 
can be taught in a variety of environments (often in schools) and has been proven effective in reducing tobacco, alcohol, 
opioid, and illicit drug use. Other benefits include reductions in delinquency, fighting, and verbal aggression as students 
learn valuable social and coping skills.   

The program was administered to 6th-8th grade students attending Turtle Bay and Anderson Middle School during Fiscal 
Year 20/21. The program promotes healthy alternatives to risky behavior through activities that help students resist 
peer pressure to smoke or use drugs and alcohol, develop greater self-esteem and social skills, learn about relaxation 
techniques to cope with anxiety, and learn about the effects of substance abuse and healthier lifestyle choices. 

This is the third year of delivering Botvin Lifeskills in 6th-8th grades at Anderson and the first year at Turtle Bay Middle 
School.  

Method 

National Health Promotion Associates, Inc. (NHPA) designed a survey1 to gauge how much students know about illicit 
drug use, their attitudes towards drugs, and determine what kind of social and coping skills they have. The survey was 
given to students before and after participating in the program and consisted of 7 questions about the students’ 
background and 53 questions that related to one of three categories of substance abuse prevention: knowledge, 
attitudes, or life skills. All three categories were broken down into related subgroups and each subgroup was scored 
according to the instructions on the Botvin Lifeskills website.2 The name of each category and subgroup is listed below: 

Knowledge category  
• Anti-drug knowledge (13 questions) 
• Life skills knowledge (19 questions) 
• Overall knowledge (anti-drug/life skills knowledge combined - 32 questions) 

Attitudes category 
• Anti-smoking attitudes (4 questions) 
• Anti-drinking attitudes (4 questions) 
• Anti-drug attitudes (anti-smoking/anti-drinking attitudes combined - 8 questions) 

Life Skills category 
• Drug refusal skills (6 questions) 
• Assertiveness skills (3 questions) 
• Relaxation skills (2 questions) 
• Self-control skills (2 questions) 

Each subgroup is a measure that is scored once the survey is completed. Measures in the Knowledge category were 
scored as a percentage (with 100% being the maximum score) while measures in the Attitudes and Life Skills categories 
were each scored out of five possible points (with 5/5 being the maximum score). Under the “Data Analysis” section of 
this report, details of how the scores were generated for these measures are provided. 
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Limitations 

Implementation barriers 

With schools distributing the survey in a virtual format due to the pandemic, the survey completion rate was lower than 
expected. Two schools that initially began the program, Pacheco and Happy Valley, did not have any post-survey 
responses submitted and were excluded from the evaluation. Additionally, 8th graders from Turtle Bay did not return any 
post-surveys. 

Survey Design 

The “Drug refusal” score might have been adversely affected by the transition from survey Section C.) to Section D.). 
Section C.) had a series of statements representing attitudes towards drug use (i.e. “Smoking cigarettes makes you look 
cool”) where students indicated where they agreed or disagreed with the statement in question. “Disagree” represented 
an anti-drug response across the entire section. The next section on the survey, Section D.), had a series of statements 
such as “Smoke a cigarette”, “Use cocaine or other drugs” where, again, students indicated their agreement or 
disagreement, but, unlike the preceding section, “Agree” was the anti-drug response for this section due to a lead-in 
statement that read: “I would say NO if someone tried to get me to [Smoke a cigarette], [Use cocaine or other drugs], 
[etc.,].” In the preceding section C.), there was no lead-in statement. Students could have misinterpreted section D.) if 
they did not see the lead-in statement.  

 

Results for Fiscal Year 20/21 are shown on the next two pages. 
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Results 
 
The results of each scored measure for 6th – 8th grade students from Turtle Bay school are shown in the matrix below (8th 
grade post-surveys were not completed and were excluded from the evaluation). Higher post-survey scores are 
represented by green arrows while lower scores are shown as red arrows. Higher survey scores in every measure are 
preferred. 

 
Note: Numbers may not add due to rounding. 
 
 

 

Turtle Bay School 

6th grade 7th grade 8th grade 

Measure 
Pre-

Survey 
(N = 20) 

Post-
Survey 
(N = 20) 

Change 
Pre-

Survey 
(N = 23) 

Post-
Survey 
(N = 23) 

Change 
Pre-

Survey 
 

Post-
Survey 
(N = 0) 

Change 

Knowledge 

Anti-drug 61.15% 70.38% 
+9.23%

 
60.20% 59.20% 

-1.00%

 
   

Life skills 66.84% 80.53% 
+13.69%

 
77.35% 76.66% 

-0.69%

 
   

Overall 
(combined) 64.53% 76.41% 

+11.88%

 
70.38% 69.57% 

-0.81%

 
   

Attitudes 

Anti-smoking 4.48 4.50 
+0.02

 
4.45 4.37 

-0.08

 
   

Anti-drinking 4.41 4.48 
+0.07

 
4.21 4.26 

+0.05

 
   

Anti-drug 
(combined) 4.44 4.49 

+0.05

 
4.33 4.32 

-0.01

 
   

Life Skills 

Drug refusal 3.06 2.94 
-0.12

 
4.01 3.77 

-0.24

 
   

Assertiveness 3.58 3.52 
-0.06

 
3.35 3.45 

+0.10

 
   

Relaxation 4.03 4.15 
+0.12

 
3.91 3.85 

-0.06

 
   

Self-control 3.48 3.18 
-0.30

 
3.15 3.26 

+0.11
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The results of each scored measure for 6th – 8th grade students from Turtle Bay School are shown in the matrix below. 
Higher post-survey scores are represented by green arrows while lower scores are shown as red arrows. Higher survey 
scores in every measure are preferred. 

 

 
Note: Numbers may not add due to rounding.  
 

 
 

 

Anderson Middle School 

6th grade 7th grade 8th grade 

Measure 
Pre-

Survey 
(N = 41) 

Post-
Survey 
(N = 41) 

Change 
Pre-

Survey 
(N = 11) 

Post-
Survey 
(N = 11) 

Change 
Pre-

Survey 
(N = 13) 

Post-
Survey 
(N = 13) 

Change 

Knowledge 

Anti-drug 61.15% 67.81% 
+6.66%

 
60.68% 66.43% 

+5.75%

 
63.91% 70.41% 

+6.50%

 

Life skills 71.71% 73.13% 
+1.42%

 
59.06% 63.16% 

+4.10%

 
76.11% 83.81% 

+7.70%

 

Overall 
(combined) 67.42% 70.97% 

+3.55%

 
59.72% 64.49% 

+4.77%

 
71.15% 78.37% 

+7.22%

 

Attitudes 

Anti-smoking 4.59 4.41 
-0.18

 
4.54 4.47 

-0.07

 
4.28 4.28 No 

Change 

Anti-drinking 4.52 4.35 
-0.17

 
4.53 4.44 

-0.09

 
4.15 4.25 

+0.10

 

Anti-drug 
(combined) 4.56 4.38 

-0.18

 
4.54 4.46 

-0.08

 
4.21 4.27 

+0.06

 

Life Skills 

Drug refusal 2.45 2.49 
+0.04

 
3.54 3.01 

-0.53

 
3.79 3.63 

-0.16

 

Assertiveness 3.47 3.68 
+0.21

 
3.48 3.36 

-0.12

 
3.28 3.31 

+0.03

 

Relaxation 3.88 3.88 No 
Change 4.08 3.80 

-0.28

 
3.73 3.82 

+0.09

 

Self-control 3.76 3.54 
-0.22

 
3.42 3.55 

+0.13

 
3.51 3.69 

+0.18
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Conclusion 

The results show that the program was successful at improving anti-drug and life skills knowledge for 6 - 8th graders at 
Anderson and for 6th graders at Turtle Bay. Turtle Bay seventh graders had a slight decrease in these scores and eighth 
graders did not complete the post-surveys.   

Overall Life Skills (consisting of Drug Refusal, Assertiveness, Relaxation, and Self-control) and anti-drug attitudes 
(consisting of Anti-smoking and Anti-drinking) showed mixed results with some grades showing improvements while 
others worsened.  

Efforts should be made to improve implementation of the program. Some grades were not available for post-survey 
follow-up. Some students received the program in a virtual format due to the pandemic which may have contributed to 
lower post-survey participation. Other improvements would consist of addressing barriers to learning, changing 
attitudes, and implementing life skills. Program staff should consider adjusting the curriculum to better influence anti-
drug attitudes and improve implementation of life skills learned by students. Tweaking the survey design between 
sections C.) and D.) would also be ways to improve. 

 

Data Analysis 

In this section, information on the students’ background (including demographic information) and how the scored 
measures were calculated will be explored in greater detail. Missing responses were ignored when calculating the 
scored measures, and missing responses were also not individually tracked in the student background section. Only 
students who took both pre- and post-surveys were counted (linked by their student ID number). If multiple surveys 
were taken by the same student, only the survey they completed first was used. Survey questions, shown further on in 
this report, are formatted differently for illustrative purposes. The structure of this section is as follows: 

 

Turtle Bay 

                                    Section A: Student Background ................................................................................................ Pages 8-9  

                                    Section B: Knowledge Measures .......................................................................................... Pages 10-11 

                                    Section C: Attitude Measures ...................................................................................................... Page 12 

                                    Section D: Life Skills Measures .................................................................................................... Page 13    

Anderson 

                                     Section A: Student Background ........................................................................................... Pages 14-15  

                   Section B: Knowledge Measures .......................................................................................... Pages 16-17 

                   Section C: Attitude Measures ...................................................................................................... Page 18 

                   Section D: Life Skills Measures .................................................................................................... Page 19    
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Section A: Student Background  (Turtle Bay)                     Turtle Bay 
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Section A: Student Background  (Turtle Bay)        Turtle Bay 
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Section B: Knowledge measures (Anti-drug)             Turtle Bay 

“To create an anti-drug knowledge summary score, add up the number of items (out of items 1 – 7, 12 – 17) that are answered correctly and divide by 13 (the total number of 
drug knowledge items). This number gives you the proportion of drug knowledge items answered correctly.” 2 

 

  Anti-Drug knowledge items  
(Turtle Bay) 

6th grade (% correct) 7th grade (% correct) 8th grade (% correct) 

  PRE 
(N = 21) 

POST 
(N = 21) Change PRE 

(N = 23) 
POST 

(N = 23) Change PRE POST 
(N = 0)  Change 

1. Most adults smoke cigarettes. (F)     30.00% 45.00% 15.00% 34.78% 52.17% 17.39% N/A N/A N/A 

2. Smoking a cigarette causes your heart to beat slower. (F)     30.00% 30.00% 0.00% 43.48% 34.78% -8.70% N/A N/A N/A 

3. Few adults drink wine, beer, or liquor every day. (T)     65.00% 35.00% -30.00% 39.13% 30.43% -8.70% N/A N/A N/A 

4. Most people my age smoke marijuana. (F)     70.00% 90.00% 20.00% 73.91% 60.87% -13.04% N/A N/A N/A 

5. Smoking marijuana causes your heart to beat faster. (T)     60.00% 85.00% 25.00% 73.91% 69.57% -4.35% N/A N/A N/A 

6. Most adults use cocaine or other hard drugs. (F) 70.00% 80.00% 10.00% 52.17% 82.61% 30.43% N/A N/A N/A 

7. Cocaine and other hard drugs always make you feel good. (F) 90.00% 70.00% -20.00% 56.52% 56.52% 0% N/A N/A N/A 
12. Smoking can affect the steadiness of your hands. (T)     80.00% 85.00% 5.00% 82.61% 73.91% -8.70% N/A N/A N/A 
13. A stimulant is a chemical that calms down the body. (F)     60.00% 80.00% 20.00% 30.43% 52.17% 21.74% N/A N/A N/A 

14. Smoking reduces a person’s endurance for physical activity. (T)     75.00% 100.00% 25.00% 82.61% 82.61% 0% N/A N/A N/A 

15. A serving of beer or wine contains less alcohol than a serving of “hard 
liquor” such as whiskey. (F) 20.00% 45.00% 25.00% 39.13% 26.09% -13.04% N/A N/A N/A 

16. Alcohol is a depressant. (T) 50.00% 70.00% 20.00% 82.61% 60.87% -21.74% N/A N/A N/A 

17. Marijuana smoking can improve your eyesight. (F)     95.00% 100.00% 5.00% 91.30% 86.96% -4.35% N/A N/A N/A 

 
Anti-drug knowledge summary score (higher % is preferred): 

   
 

     
61.15% 70.38% +9.23% 60.20% 59.20% -1.00% N/A N/A N/A 

  
 

       
 
           

 Legend          
 Post-improvement increased by more than 5% (Section B)          
 Post-improvement decreased by more than 5% (Section B)          
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Section B: Knowledge measures (Life skills)            Turtle Bay 
“To create a life skills knowledge summary score, add up the number of items (out of items 8 – 11, 18 – 32) that are answered correctly and divide by 19 (the total number of 
life skills knowledge items). This number gives you the proportion of life skills knowledge items answered correctly.” 2 

 

  Life skills knowledge items 
(Turtle Bay) 

6th grade (% correct) 7th grade (% correct) 8th grade (% correct) 

  PRE 
(N = 21) 

POST 
(N = 21) Change PRE 

(N = 23) 
POST 

(N = 23) Change PRE POST 
(N = 0) Change 

8. What we believe about ourselves affects the way we act or 
behave. (T)     100.00% 90.00% -10.00% 86.96% 82.61% -4.35% N/A N/A N/A 

9. It is almost impossible to develop a more positive self-image. (F)     65.00% 65.00% 0.00% 91.30% 86.96% -4.35% N/A N/A N/A 

10. It is important to measure how far you have come toward 
reaching your goal. (T)     85.00% 85.00% 0.00% 82.61% 78.26% -4.35% N/A N/A N/A 

11. It’s a good idea to make a decision and then think about the 
consequences later. (F)     55.00% 75.00% 20.00% 65.22% 73.91% 8.70% N/A N/A N/A 

18. Some advertisers are deliberately deceptive. (T)     55.00% 95.00% 40.00% 86.96% 78.26% -8.70% N/A N/A N/A 

19. Companies advertise only because they want you to have all 
the facts about their products. (F)     40.00% 85.00% 45.00% 69.57% 69.57% 0.00% N/A N/A N/A 

20. It’s a good idea to get all information about a product from its 
ads. (F)     60.00% 50.00% -10.00% 69.57% 73.91% 4.35% N/A N/A N/A 

21. Most people do not experience anxiety. (F)     75.00% 80.00% 5.00% 78.26% 60.87% -17.39% N/A N/A N/A 
22. There is very little you can do when you feel anxious. (F)     45.00% 70.00% 25.00% 43.48% 78.26% 34.78% N/A N/A N/A 
23. Deep breathing is one way to lessen anxiety. (T)     85.00% 90.00% 5.00% 82.61% 91.30% 8.70% N/A N/A N/A 
24. Mental rehearsal is a poor relaxation technique. (F)     60.00% 85.00% 25.00% 82.61% 69.57% -13.04% N/A N/A N/A 

25. You can avoid misunderstandings by assuming the other person 
knows what you mean. (F)     55.00% 80.00% 25.00% 78.26% 78.26% 0.00% N/A N/A N/A 

26. Effective communication is when both sender and receiver 
interpret a message in the same way. (T)     80.00% 90.00% 10.00% 86.96% 86.96% 0.00% N/A N/A N/A 

27. Relaxation techniques are of no use when meeting people. (F)     70.00% 90.00% 20.00% 86.96% 69.57% -17.39% N/A N/A N/A 
28. A compliment is more effective when it is said sincerely. (T)     85.00% 85.00% 0.00% 91.30% 78.26% -13.04% N/A N/A N/A 

29. A nice way of ending a conversation is to tell the person you 
enjoyed talking with him or her. (T)     95.00% 95.00% 0.00% 95.65% 95.65% 0.00% N/A N/A N/A 

30. Sense of humor is an example of a non-physical attribute. (T)     35.00% 60.00% 25.00% 73.91% 78.26% 4.35% N/A N/A N/A 

31. It’s better to be polite and lead someone on, even if you don’t 
want to go out with them. (F)     60.00% 80.00% 20.00% 52.17% 60.87% 8.70% N/A N/A N/A 

32. Almost all people who are assertive are either rude or hostile. 
(F)     65.00% 80.00% 15.00% 65.22% 65.22% 0.00% N/A N/A N/A 

Life skills knowledge summary score (higher % is preferred):  66.84% 80.53% +13.69% 77.35% 76.66% -0.69% N/A N/A N/A 
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Section C: Attitude measures (Anti-drug)                       Turtle Bay 
“To create an anti-drug attitudes summary score, calculate the mean of all 8 items (C1 to C8). To create an anti-smoking attitudes summary score, calculate the mean of items C2, C4, C6, 
and C7. To create an anti-drinking attitudes summary score, calculate the mean of items C1, C3, C5, and C8. Higher scores indicate stronger attitudes against smoking and drinking.” 2 

 

Anti-drug attitudes 
(Turtle Bay) 

 

Strongly 
Agree 

 
Agree 

Neither 
Agree Nor 
Disagree 

 
Disagree 

 
Strongly 
Disagree 

 
6th grade 7th grade 8th grade 

 PRE 
(N = 21) 

POST 
(N = 21) 

PRE 
(N = 23) 

POST 
(N = 23) PRE POST 

(N = 0) 

1. Kids who drink alcohol are more 
grown-up.      4.5 4.5 4.22 4.26 N/A N/A 

2. Smoking cigarettes makes you look 
cool.      4.65 4.75 4.87 4.83 N/A N/A 

3. Kids who drink alcohol have more 
friends.      4.3 4.35 3.91 3.96 N/A N/A 

4. Kids who smoke have more friends.      4.15 4.2 3.87 3.74 N/A N/A 

5. Drinking alcohol makes you look cool.      4.65 4.75 4.61 4.65 N/A N/A 

6. Smoking cigarettes lets you have more 
fun.      4.6 4.35 4.61 4.48 N/A N/A 

7. Kids who smoke cigarettes are more 
grown-up.      4.5 4.7 4.43 4.43 N/A N/A 

8. Drinking alcohol lets you have more 
fun.      4.2 4.3 4.09 4.17 N/A N/A 

Anti-drinking attitudes score (scores range from 1 to 5, scores closest to 5 are preferred): 4.41 4.48 4.21 4.26 N/A N/A 

Anti-smoking attitudes score (scores range from 1 to 5, scores closest to 5 are preferred): 4.48 4.5 4.45 4.37 N/A N/A 

Anti-drug attitudes summary score (scores range from 1 to 5, scores closest to 5 are preferred): 4.44 4.49 4.33 4.32 N/A N/A 
 

Legend 
This question factors into the Anti-drinking attitudes score (Section C) 
This question factors into the Anti-smoking attitudes score (Section C) 

Post-improvement increased by more than 5% (Sections C & D) 
Post-improvement decreased by more than 5% (Section C & D) 
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Section D: Life skills measures (Drug refusal, assertiveness, relaxation, and self-control)                     Turtle  Bay

Life skills  
(Turtle Bay) 

Strongly 
Agree 

 
Agree 

Neither 
Agree nor 
Disagree 

 
Disagree 

 
Strongly 
Disagree 

6th grade 7th grade 8th grade 
PRE 

(N = 21) 
POST 
(N = 21) 

PRE 
(N = 23) 

POST 
(N = 23) PRE POST 

(N = 0) 
I would say NO if someone tried to get me to: 

1. Smoke a cigarette. [Lower scores preferred]      3.15 3.05 4.26 3.74 N/A N/A 

2. Drink beer, wine, or liquor. [Lower scores preferred]      2.95 3.05 3.87 3.70 N/A N/A 

3. Smoke marijuana or hashish. [Lower scores preferred]      3.1 2.8 3.78 3.70 N/A N/A 

4. Use cocaine or other drugs. [Lower scores preferred]      2.95 2.9 4.17 3.70 N/A N/A 

5. Use a prescription drug that was prescribed for 
someone else. [Lower scores preferred]      3.15 3 4.13 3.87 N/A N/A 

6.   Vape or smoke an e-cigarette [Lower scores preferred]      3.05 2.85 3.83 3.91 N/A N/A 

Drug refusal skill 2(Scores for Q’s. 1-6 are averaged then subtracted from 6 to invert them - higher scores are preferred): 2.94 3.06 1.99 2.23 N/A N/A 

I would:  

7. Tell someone if they gave me less change(money) 
than I was supposed to get back after paying for 
something. [Lower scores preferred] 

     3.75 
 

3.5 3.70 3.65 N/A N/A 

8. Say “no” to someone who asks to borrow money from 
me. [Lower scores preferred]      3.15 

 
3.55 3.26 3.17 N/A N/A 

9. Tell someone to go to the end of the line if they try to 
cut ahead of me. [Lower scores preferred]      3.85 

 
3.5 3.09 3.52 N/A N/A 

Assertiveness skills 2(Scores for Q’s. 7-9 are averaged then subtracted from 6 to invert them - higher scores are preferred): 2.42 2.48 2.65 2.55 N/A N/A 
In order to cope with stress or anxiety, I would: 

10. 
Relax all the muscles in my body, starting with my feet 
and legs. [Lower scores preferred]      4 4.15 3.91 4.00 N/A N/A 

11. Breathe in slowly for a count of four, then hold my 
breath in for a count of four, and slowly exhale for a 
count of four. [Lower scores preferred] 

     4.05 4.15 3.91 3.70 N/A N/A 

Relaxation skills 2(Scores Q.10 & Q.11 are averaged then subtracted from 6 to invert them - higher scores are preferred): 1.98 1.85 2.09 2.15 N/A N/A 
In general: 

12. If I find that something is really difficult, I get 
frustrated and quit. [Higher scores preferred]      3.4 2.9 2.91 3.17 N/A N/A 

13. I stick to what I’m doing until I’m finished with it. 
[Lower scores preferred]      3.55 3.45 3.39 3.35 N/A N/A 

Self-Control Skills 2(Score for Q. 13 is subtracted from 6 to invert it then averaged with Q. 12 –  higher scores are preferred): 2.93 2.73 2.76 2.91 N/A N/A 
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Section A: Student Background (Anderson)                                                                            Anderson 
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Section A: Student Background  (Anderson)                      Anderson 
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Section B: Knowledge measures (Anti-drug)                  Anderson 

“To create an anti-drug knowledge summary score, add up the number of items (out of items 1 – 7, 12 – 17) that are answered correctly and divide by 13 (the total number of 
drug knowledge items). This number gives you the proportion of drug knowledge items answered correctly.” 2 

 

  Anti-Drug knowledge items  
(Anderson) 

6th grade (% correct) 7th grade (% correct) 8th grade (% correct) 

  PRE 
(N = 41) 

POST 
(N = 41) Change PRE 

(N = 11) 
POST 

(N = 11) Change PRE 
(N = 13) 

POST 
(N = 13) Change 

1. Most adults smoke cigarettes. (F)     45.00% 52.63% +7.63% 55.56% 45.45% -10.10% 61.54% 46.15% -15.38% 

2. Smoking a cigarette causes your heart to beat slower. (F)     22.50% 42.11% +19.61% 11.11% 54.55% +43.43% 46.15% 23.08% -23.08% 

3. Few adults drink wine, beer, or liquor every day. (T)     50.00% 63.16% +13.16% 44.44% 54.55% +10.10% 15.38% 38.46% +23.08% 

4. Most people my age smoke marijuana. (F)     85.00% 84.21% -0.79% 77.78% 81.82% +4.04% 53.85% 53.85% 0.00% 

5. Smoking marijuana causes your heart to beat faster. (T)     50.00% 81.58% +31.58% 33.33% 63.64% +30.30% 61.54% 76.92% +15.38% 

6. Most adults use cocaine or other hard drugs. (F) 60.00% 71.05% +11.05% 88.89% 81.82% -7.07% 92.31% 92.31% 0.00% 

7. Cocaine and other hard drugs always make you feel good. (F) 72.50% 63.16% -9.34% 77.78% 81.82% +4.04% 92.31% 100.00% +7.69% 
12. Smoking can affect the steadiness of your hands. (T)     82.50% 89.47% +6.97% 77.78% 81.82% +4.04% 84.62% 100.00% +15.38% 
13. A stimulant is a chemical that calms down the body. (F)     70.00% 60.53% -9.47% 44.44% 45.45% +1.01% 61.54% 61.54% 0.00% 

14. Smoking reduces a person’s endurance for physical activity. (T)     72.50% 84.21% +11.71% 77.78% 63.64% -14.14% 92.31% 100.00% +7.69% 

15. A serving of beer or wine contains less alcohol than a serving of “hard 
liquor” such as whiskey. (F) 30.00% 34.21% +4.21% 11.11% 36.36% +25.25% 23.08% 46.15% +23.08% 

16. Alcohol is a depressant. (T) 60.00% 63.16% +3.16% 88.89% 81.82% -7.07% 61.54% 76.92% +15.38% 

17. Marijuana smoking can improve your eyesight. (F)     95.00% 92.11% -2.89% 100.00% 90.91% -9.09% 84.62% 100.00% +15.38% 

 
Anti-drug knowledge summary score (higher % is preferred):  

         
61.15% 67.81% +6.66% 60.68% 66.43% +5.75% 63.91% 70.41% +6.51% 
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Section B: Knowledge measures (Life skills)                  Anderson 
“To create a life skills knowledge summary score, add up the number of items (out of items 8 – 11, 18 – 32) that are answered correctly and divide by 19 (the total number of 
life skills knowledge items). This number gives you the proportion of life skills knowledge items answered correctly.” 2 

 

  Life skills knowledge items 
(Anderson) 

6th grade (% correct) 7th grade (% correct) 8th grade (% correct) 

  PRE 
(N = 23) 

POST 
(N = 23) Change PRE 

(N = 13) 
POST 

(N = 13) Change PRE 
(N = 20) 

POST 
(N = 20) Change 

8. What we believe about ourselves affects the way we act or 
behave. (T)     

92.50% 92.11% -0.39% 11.11% 18.18% 7.07% 92.31% 100.00% 7.69% 

9. It is almost impossible to develop a more positive self-image. (F)     75.00% 73.68% -1.32% 100.00% 72.73% -27.27% 84.62% 100.00% 15.38% 

10. It is important to measure how far you have come toward 
reaching your goal. (T)     

92.50% 92.11% -0.39% 77.78% 90.91% 13.13% 69.23% 100.00% 30.77% 

11. It’s a good idea to make a decision and then think about the 
consequences later. (F)     

75.00% 73.68% -1.32% 77.78% 100.00% 22.22% 69.23% 84.62% 15.38% 

18. Some advertisers are deliberately deceptive. (T)     85.00% 81.58% -3.42% 33.33% 36.36% 3.03% 69.23% 76.92% 7.69% 

19. Companies advertise only because they want you to have all the 
facts about their products. (F)     

52.50% 60.53% 8.03% 66.67% 81.82% 15.15% 76.92% 92.31% 15.38% 

20. It’s a good idea to get all information about a product from its 
ads. (F)     

55.00% 60.53% 5.53% 44.44% 72.73% 28.28% 61.54% 61.54% 0.00% 

21. Most people do not experience anxiety. (F)     65.00% 71.05% 6.05% 66.67% 54.55% -12.12% 69.23% 84.62% 15.38% 

22. There is very little you can do when you feel anxious. (F)     55.00% 63.16% 8.16% 55.56% 63.64% 8.08% 61.54% 69.23% 7.69% 

23. Deep breathing is one way to lessen anxiety. (T)     85.00% 92.11% 7.11% 33.33% 45.45% 12.12% 92.31% 100.00% 7.69% 

24. Mental rehearsal is a poor relaxation technique. (F)     80.00% 78.95% -1.05% 77.78% 81.82% 4.04% 84.62% 84.62% 0.00% 

25. You can avoid misunderstandings by assuming the other person 
knows what you mean. (F)     

65.00% 71.05% 6.05% 55.56% 63.64% 8.08% 76.92% 61.54% -15.38% 

26. Effective communication is when both sender and receiver 
interpret a message in the same way. (T)     

67.50% 73.68% 6.18% 22.22% 18.18% -4.04% 92.31% 84.62% -7.69% 

27. Relaxation techniques are of no use when meeting people. (F)     85.00% 76.32% -8.68% 66.67% 90.91% 24.24% 84.62% 92.31% 7.69% 

28. A compliment is more effective when it is said sincerely. (T)     72.50% 68.42% -4.08% 88.89% 90.91% 2.02% 84.62% 92.31% 7.69% 

29. A nice way of ending a conversation is to tell the person you 
enjoyed talking with him or her. (T)     

92.50% 89.47% -3.03% 33.33% 9.09% -24.24% 84.62% 84.62% 0.00% 

30. Sense of humor is an example of a non-physical attribute. (T)     55.00% 50.00% -5.00% 77.78% 81.82% 4.04% 61.54% 84.62% 23.08% 

31. It’s better to be polite and lead someone on, even if you don’t 
want to go out with them. (F)     

50.00% 50.00% 0.00% 55.56% 72.73% 17.17% 61.54% 76.92% 15.38% 

32. Almost all people who are assertive are either rude or hostile. (F)     62.50% 71.05% 8.55% 77.78% 54.55% -23.23% 69.23% 61.54% -7.69% 

Life skills knowledge summary score (higher % is preferred):  71.71% 73.13% +1.42% 59.07% 63.16% +4.09% 76.11% 83.81% +7.69% 
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Section C: Attitude measures (Anti-drug)                  Anderson 
“To create an anti-drug attitudes summary score, calculate the mean of all 8 items (C1 to C8). To create an anti-smoking attitudes summary score, calculate the mean of items 
C2, C4, C6, and C7. To create an anti-drinking attitudes summary score, calculate the mean of items C1, C3, C5, and C8. Higher scores indicate stronger attitudes against smoking 
and drinking.” 2  

 

Anti-drug attitudes 
(Anderson) 

 

Strongly 
Agree 

 
Agree 

Neither 
Agree Nor 
Disagree 

 
Disagree 

 
Strongly 
Disagree 

 
6th grade 7th grade 8th grade 

 PRE 
(N = 23) 

POST 
(N = 23) 

PRE 
(N = 13) 

POST 
(N = 13) 

PRE 
(N = 20) 

POST 
(N = 20) 

1. Kids who drink alcohol are more 
grown-up.      4.5 4.16 4.59 4.48 4.12 4.33 

2. Smoking cigarettes makes you look 
cool.      4.75 4.59 4.57 4.39 4.51 4.39 

3. Kids who drink alcohol have more 
friends.      4.45 4.41 4.45 4.43 3.85 3.97 

4. Kids who smoke have more 
friends.      4.425 4.38 4.45 4.38 3.74 3.91 

5. Drinking alcohol makes you look 
cool.      4.725 4.51 4.64 4.53 4.50 4.51 

6. Smoking cigarettes lets you have 
more fun.      4.55 4.35 4.50 4.57 4.46 4.32 

7. Kids who smoke cigarettes are 
more grown-up.      4.65 4.30 4.64 4.53 4.43 4.51 

8. Drinking alcohol lets you have 
more fun.      4.4 4.32 4.44 4.34 4.12 4.20 

Anti-drinking attitudes score (scores range from 1 to 5, scores closest to 5 are preferred): 4.52 4.35 4.53 4.44 4.15 4.25 

Anti-smoking attitudes score (scores range from 1 to 5, scores closest to 5 are preferred): 4.59 4.41 4.54 4.47 4.28 4.28 

Anti-drug attitudes summary score (scores range from 1 to 5, scores closest to 5 are preferred): 4.56 4.38 4.54 4.46 4.22 4.27 
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Section D: Life skills measures (Drug refusal, assertiveness, relaxation, and self-control)                     Anderson 
 

Life skills  
(Anderson) 

Strongly 
Agree 

 
Agree 

Neither 
Agree nor 
Disagree 

 
Disagree 

 
Strongly 
Disagree 

6th grade 7th grade 8th grade 
PRE 

(N = 23) 
POST 
(N = 23) 

PRE 
(N = 13) 

POST 
(N = 13) 

PRE 
(N = 20) 

POST 
(N = 20) 

I would say NO if someone tried to get me to: 
1. Smoke a cigarette. [Lower scores preferred]      3.55 3.46 2.48 3.07 2.08 2.15 

2. Drink beer, wine, or liquor. [Lower scores preferred]      3.53 3.49 2.61 3.02 2.26 4.45 

3. Smoke marijuana or hashish. [Lower scores preferred]      3.58 3.57 2.33 2.94 2.31 2.55 

4. Use cocaine or other drugs. [Lower scores preferred]      3.6 3.54 2.53 3.03 2.16 2.27 

5. Use a prescription drug that was prescribed for 
someone else. [Lower scores preferred]      3.6 3.54 2.43 2.98 2.20 2.3 

6.   Vape or smoke an e-cigarette [Lower scores preferred]      3.5 3.46 2.38 2.93 2.24 2.49 

Drug refusal skill 2(Scores for Q’s. 1-6 are averaged then subtracted from 6 to invert them - higher scores are preferred): 2.45 2.49 3.54 3.01 3.79 3.63 

I would:  

7. Tell someone if they gave me less change (money) 
than I was supposed to get back after paying for 
something. [Lower scores preferred] 

     2.31 2.30 2.20 2.06 2.32 2.60 

8. Say “no” to someone who asks to borrow money from 
me. [Lower scores preferred]      2.67 2.51 2.72 2.87 2.92 2.68 

9. Tell someone to go to the end of the line if they try to 
cut ahead of me. [Lower scores preferred]      2.62 2.16 2.65 2.98 2.92 2.8 

Assertiveness skills 2(Scores for Q’s. 7-9 are averaged then subtracted from 6 to invert them - higher scores are preferred): 3.47 3.68 3.48 3.36 3.28 3.31 

In order to cope with stress or anxiety, I would: 
10. Relax all the muscles in my body, starting with my feet 

and legs. [Lower scores preferred]      2.03 2.11 1.96 2.14 2.23 2.17 

11. Breathe in slowly for a count of four, then hold my 
breath in for a count of four, and slowly exhale for a 
count of four. [Lower scores preferred] 

     2.21 2.14 1.88 2.26 2.32 2.18 

Relaxation skills 2(Scores for Q’s 10 & 11 are averaged then subtracted from 6 to invert them - higher scores are preferred): 3.89 3.88 4.08 3.80 3.73 3.82 
In general: 

12. If I find that something is really difficult, I get frustrated 
and quit. [Higher scores preferred]      3.59 3.41 3.27 3.46 3.47 3.60 

13. I stick to what I’m doing until I’m finished with it. 
[Lower scores preferred]      3.92 3.68 3.57 3.64 3.56 3.77 

Self-Control Skills 2(Score for Q. 13 is subtracted from 6 to invert it then averaged with Q. 12 –  higher scores are preferred): 2.84 2.86 2.85 2.91 2.95 2.91 
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Adverse Childhood Experiences outreach 

ACE Presentations, Lunch and Learns and Town Halls: 
Fiscal year 2020/21: Reached 246 people through 8 presentations and 1 Lunch and Learn 
From inception through March 2022: Reached 4,086 people at 192 ACE Presentations, 331 
people at 7 ACE Luncheons/Lunch & Learns, and 710 people at 2 Town Halls.  

Website and Social Media: 
From June 2021 to December 2021: 2,742 unique visitors to the Shasta Strengthening Families 
website 
From January 2022 to March 2022: 924 unique visitors to the Strengthening Families website 
Increased social media followers from 486 to 736 on Instagram and from 518 to 539 on 
Facebook 
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Stigma and Discrimination Reduction Activities – Fiscal Year 20/21 

Stigma & Discrimination Reduction activities 

Fiscal Year 2020-2021 

The goal of the Stand Against Stigma campaign is to reduce stigma and discrimination associated with 
mental illness. Stigma and Discrimination Reduction activities include trainings, social media campaigns, 
speaking engagements, outreach exhibits, events, and more.  

In 2020-2021, Stand Against Stigma adapted its activities due to the pandemic. 

Community Outreach and Education: 

• The Stand Against Stigma Committee continued to meet monthly throughout the year.

• Brave Faces presentations were given in a virtual format. Brave Faces shared their stories with
Simpson College Masters in Counseling students, One Safe Place volunteers, Sunrise Mountain
Wellness Center members and law enforcement officers attending a Crisis Intervention Team
training.

• To directly address the uncertainty caused by the pandemic, an online forum called "Untangling
Uncertainty" was made available to the community. The panel featured Adult Services Branch
Director, Paige Greene, and HHSA Peer Support Specialists, Denise Green and Josie Englin.

• The pandemic upended many peoples' self-care routines. Stand Against Stigma offered Intro to
Wellness Recovery Action Plan (WRAP) and workshops on journaling, as well as two, 8-week,
mind-body skills groups.

• One online Becoming Brave training was given to local wellness centers in an online format.

• The Minds Matter Mental Health Fair was converted to a COVID-19 safe drive thru event.
Fourteen health and mental health provider organization donated materials for 200 resource
bags. About 60 bags were handed out the day of the event. The remainder were given to
wellness centers or handed out at other community drive thru events.

• The new Stand Against Stigma website was launched in June 2021, making information about
activities, Brave Faces galleries, anti-stigma education and mental health resources available in
one place.
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NOTE: Due to the COVID-19 pandemic, nearly all in-person Brave Faces presentations during FY 20/21 were cancelled 
and the paper surveys used for pre/post-analysis could not be distributed. As Brave Faces presentations begin the 
transition back to in-person, data collection and analysis using pre/post-surveys will resume. In lieu of this, the most 
recent report from Fiscal Year 2019/2020 is shown below. 

Brave Faces: Pre/Post-Survey Analysis 
Results for Fiscal Year 2019/2020 

Brave Faces is a part of Shasta County’s Stigma and Discrimination Reduction project 

Introduction 
“Brave Faces” is an event where a person who has experienced a serious mental illness shares their story with others to 
promote recovery, hope, and wellness. At the event, viewers are given surveys to assess their attitudes towards mental 
illness before and after listening to the Brave Faces speaker. The purpose of this analysis is to explore any changes in the 
attitudes participants had towards mental illness before and after viewing the presentation using their pre-/post-
surveys. 

Survey Tool 
The survey listed 18 statements about mental illness and the participant was instructed to indicate how strongly they 
agreed or disagreed with each statement using a Likert Scale from 1-9 where selecting “1” meant “strongly agree” and 
selecting “9” meant “strongly disagree.” 

Statements on the survey were divided into four subjects: Attitudes towards a character with a serious mental illness (7 
statements), their overall opinion about people with mental illness (2 statements), their overall perspective on the value 
of people with mental illness (3 statements), and their willingness to seek help if they themselves became mentally ill (6 
statements). The survey also collected demographic information on the respondent such as their age, gender, level of 
education, race, sexual orientation, and employment status. Their completed pre/post-surveys were collected to assess 
any changes in attitudes. This analysis looks at the change in pre-/post-survey scores during Fiscal Year 2019/2020. 

Analysis 
Statistically significant differences between the pre-and post-score averages for each survey statement were assessed 
using a paired t-test at a 95% confidence interval. This analysis excluded participants who were missing either a pre- or 
post-survey. If post-survey scores moved closer to the “1” side of the Likert Scale, this means that participants, on 
average, agreed more strongly than before. Stronger agreement represents an increasingly positive attitude towards 
those who have mental illnesses. Results for Fiscal Year 2019/2020 are shown on the next page. 
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PRE POST

PRE POST

PRE POST

PRE POST
N

39

39

39

39

38

39

Fiscal Year 19/20

40

40

N

40

40

40

N

40

40

40

40

40

40

40

N

Harry's story
Average Score

Change
Statistically significant 

change? 
(95% confidence)

I would be friends with Harry. 3.9 3.1 0.80 
Harry would be successful at his job. 4.4 3.2 1.23 

Overall Opinion about people with mental illness
Average Score

Change
Statistically significant 

change?
(95% confidence)

 I would think Harry is a part of my community. 2.5 2.1 0.38 
 Harry's hospitaliza ons are going to help him get be er. 3.5 3.0 0.53 

People with mental illness have goals in life they want to reach. 1.7 1.7 -0.03 
Coping with mental illness is not the main focus of the lives of people with 
mental illness.

4.2 3.3 0.93 

I feel people with mental illness are persons of worth. 1.6 1.7 -0.08 

Overall Perspective on the Value of People with Mental Illness
Average Score

Change
Statistically significant 

change?
(95% confidence)

I see people with mental illness as capable people. 1.9 1.8 0.10 
People with mental illness are able to do things as well as most other 
people.

2.2 2.3 -0.10 

Willingness to seek help
Average Score

Change
Statistically significant 

change?
(95% confidence)

I would speak to a primary care doctor if I were significantly anxious or 
depressed.

3.0 2.5 0.46 
I would speak to a psychiatrist if I were significantly anxious or depressed. 3.4 2.7 0.72 
I would speak to a counselor if I were significantly anxious or depressed. 2.1 1.9 0.23 

3.2 2.9 0.21 

I would speak to a minister or other clergy member if I were significantly 
anxious or depressed.

4.3 3.7 0.54 
I would speak to a friend or family member if I were significantly anxious 
or depressed.

2.3 2.4 -0.11 
I would seek help from a peer support or self‐help program if I were 
significantly anxious or depressed.

P Value

0.0053

0.0155

0.7715

0.2416

0.5941

0.0074

P Value

0.7939

0.2559

0.6573

P Value

0.0101

0.0017

On a scale from 1-9, select "1" if you strongly agree with the statement and select "9" if you strongly disagree with the statement

P Value

0.0004

0.0000

0.0000

0.0001

0.0101

0.0054

0.0397It's encouraging that Harry is taking his medications. 2.4 2.1 0.33 

 If I had a problem, I'd ask for Harry's opinion. 4.8 3.4 1.33 
If Harry said he needed someone to talk to, I would listen. 2.5 2.0 0.55 

9 8 7 6 5 4 3 2 1

(Strongly Disagree) (Strongly Agree)
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Results and Conclusion 
Participants’ average pre-survey scores indicated agreement on all 18 statements. There were 12 statements that had 
statistically significant differences in average post-survey scores. The direction of those 12 differences all represented 
stronger agreement than before. The minimum number of responses received was 38. The number of responses 
received was lower compared to previous years due to the COVID-19 pandemic limiting gatherings and events. 

These results indicate Brave Faces presentations during Fiscal Year 19/20 had a positive impact on their audience’s 
attitudes towards mental illness. This presentation format seems effective and beneficial for stigma and discrimination 
reduction efforts and has been successful in changing people’s attitudes towards mental illness.  
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SUICIDE PREVENTION FISCAL YEAR JULY 20/JUNE 21 REPORT 

STRATEGY:  CREATE A SYSTEM OF SUICIDE PREVENTION 

Activities the Shasta County Suicide Prevention has undertaken during this reporting period are: 

The Shasta Suicide Prevention Workgroup (SPW) continued efforts to encourage seniors to use the Institute on Aging Friendship 
Line. There were 111 calls from Shasta County to the warmline this reporting period. Per Mia Grigg, the Warmline allows callers to 
remain anonymous, so the actual number of callers from Shasta County could be higher because they may not have identified their 
county of residence. 

Collaborative public health partners and members of the Shasta Suicide Prevention Workgroup continued to promote and distribute 
the National Suicide Prevention Lifeline and Crisis Text Line cards. Cards were generously distributed during trainings, health fairs, 
directly to schools, and other points of contact during outreach efforts. During this reporting period outreach events were minimal, 
but prevention resources were directly distributed to Shasta County Office of Education, Simpson University, Shasta College, Nice 
Shot, Redding Rancheria, Shasta Community Health Center, Lotus Educational Services, Inc., One Safe Place, The Woodlands 
Apartment Complex, and HHSA’s Economic Mobility and Children’s Services Branches. 

With assistance from Stand Against Stigma, the Suicide Prevention campaign, Captain Awesome, focused efforts on a cohort at 
higher risk for suicide, men in their middle and later years. The campaign included print, social media and online advertising 
materials promoting the newly revised page for men on the suicide prevention website: www.captain‐awesome.org. New media 
flights will feature local men who have elected to participate in the campaign. The newly developed Men’s Advisory Group, made up 
of local men, provides input and feedback on past and future campaign efforts to ensure Captain Awesome effectively resonates 
with male community members. During this reporting time, video and radio commercials were developed with input and assistance 
from the Men’s Advisory Group. A website redesign was delayed due to staff reassignment but remained in progress.  

The liaison continued to partner with the City of Redding to run a half page ad in 4 consecutive editions of the Redding Recreation 
Activity Guide. The ad promotes the suicide prevention website and resources such as support and crisis line information, and an 
invitation to attend monthly workgroup meetings. The ad was placed for Winter 2020 – Spring 2021. 

The Suicide Prevention Coordinator, in addition to 6 community partners, completed Question, Persuade, Refer (QPR) certification 
training. Due to the pandemic, many community partners were unable to provide QPR trainings, but those that took place during the 
reporting period are listed in the table under Strategy 2. The Suicide Prevention Program contracted Suicide Prevention training 
services from Lotus Education Services, inc. Under this contact, safeTALK and ASIST will be provided at no cost to community 
members several times each year. Trainings were unable to be provided during this reporting period due the COVID‐19 pandemic 
safety mandates and the in‐person participation training requirement.  

The Suicide Prevention Coordinator enhanced links and integration among Shasta County systems and programs, including 

health, mental health, aging, social services, first responders, and hotlines, as well as increased their capacity to provide effective 

crisis intervention and suicide prevention during this reporting period in the following ways: 

The website shastasuicideprevention.com remained live for the community, and expanded resource information providing national 
and local resources for suicide prevention, counseling and medical care, and supportive programs for specific needs and groups. 

The Suicide Prevention program continued to promote the suicide loss and attempt support group “Speaking of Suicide” (SOS). The 
group met several times during the reporting period at Hill Country CARE Center in Redding in accordance with safety guidelines. 
When pandemic mandates increase, group meetings were held virtually. 

HHSA’s behavioral health staff, including the ACCESS teams, provided Suicide Prevention resources to the community as needed.  
Representatives from the Adult Services and Children’s Services Branches remained connected to Suicide Prevention program 
updates via email when the Workgroup was unable to meet due to staff reassignment to the pandemic response. 
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An SPW member serves on the Mental Health Alcohol and Drug Advisory Board and provided updates and announcements from the 
SPW to the Board. 

The liaison maintained contact with elder care service providers, including the PSA Area 2 Agency on Aging. A representative from 
PSA remained connected to Suicide Prevention program updates via email when the Workgroup was unable to meet due to staff 
reassignment to the pandemic response. 

The liaison also maintained ongoing communication with community partners including NorCal OUTreach, Shasta College, Simpson 
University, Dignity Health, and local LCSW’s among others, encouraging opportunities to discuss collaboration and support. 

Volunteer opportunities at community events and trainings were promoted through the Suicide Prevention Workgroup monthly 
newsletter. A page for volunteer opportunities was also maintained on the suicide prevention website and provided information for 
local efforts. 

The Suicide Prevention Workgroup was unable to meet during June 2020 – February 2021 due to the Program Coordinator’s 

reassignment to the COVID‐19 pandemic response.  Workgroup meetings resumed bi‐monthly starting in March 2021. While unable 
to meet, Workgroup members stayed connected through e‐mail, phone, the Facebook page, and the monthly newsletter.  

The use of local, state, and national hotline services been promoted during this reporting period were as follows: 

Suicide Prevention of Yolo County (SPYC) provides lifeline services to Shasta County residents. During the reporting period, SPYC, in 
partnership with North Valley Suicide Prevention Hotline, provides crisis support for Shasta County callers routed from the National 
Suicide Prevention Lifeline. 

Callers Identified as Shasta County Residents  504 

Moderate/ High Lethality Calls  59 

Active Rescue Calls  11 

Callers Requiring Follow Up  61 

Note: this information/report solely reflects services delivered through SPYC and does not include Shasta County residents routed to a 

different crisis line. 

The National Suicide Prevention Lifeline Learn the Warning Signs, and The Alex Project/Crisis Text Line and Trevor Project wallet 
cards were distributed to schools, non‐profit organizations, and community groups via outreach events, through various Shasta 
County service programs and social media.  

Crisis line information was also included in HHSA Public Health and Suicide Prevention Workgroup websites. 

STRATEGY 2:  IMPLEMENT TRAINING AND WORKFORCE ENHANCEMENTS TO PREVENT SUICIDE 

QPR 

QPR Trainer Certification: August 2020 

Shasta County QPR Trainers: 

Lindsay Heuer – Shasta County HHSA, Public Health 
Lisa Stout – Northern Valley Catholic Social Service  
Nora Smith – Shasta County Veteran Services Office  
Lorie Ratliff – Redding Rancheria  

Jennifer Ely – Pathways to Hope for Children 
Eric Friend – Pathways to Hope for Children  
Angie Cravens – Shasta County Probation  
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QPR Trainings Provided: 7/2020 – 6/2021 

 Redding Rancheria Head Start Program; 1/12/21
 Redding Rancheria Behavioral Health Staff; 2/21/2021

Contracted Trainings – Lotus Educational Services, Inc.; Marcia Ramstrom  

safeTALK (4‐hour training) 

 Trainings were unable to be provided during this reporting period due the COVID‐19 pandemic safety mandates and the in‐
person participation training requirement.

ASIST ‐ Applied Suicide Intervention Skills Training (2‐days; 16 hours) 

 Trainings were unable to be provided during this reporting period due the COVID‐19 pandemic safety mandates and the in‐
person participation training requirement.

STRATEGY 3:  EDUCATE COMMUNITIES TO TAKE ACTION TO PREVENT SUICIDE 

Date of Event  Event  # of Materials 
9/11-9/19/2020 Redding Pride Festival 2020 (Drive‐Thru)  250 
10/21/20  Northern Valley Catholic Social Services – Materials Delivery  150 
11/13/2020  Nice Shot Materials Delivery  300 
5/12/2021  SP Resources for Vaccine Clinic  200 
5/13/2021  Juvenile Hall – SP Materials  100 
5/14/2021  Minds Matter Mental Health Fair (Drive‐Thru)  200 
6/23/2021  Materials to Nor‐Cal OUTreach  200 

The peer support programs that address suicide prevention and intervention services as well as services provided after a suicide 

or suicide attempt that offer follow‐up care for survivors and their families have been fostered during this reporting period were 

as follows:  

Speaking of Suicide (SOS) support group met virtually on Wednesdays from 5:30PM – 7PM. When COVID mandates permitted, 
meetings were also held in‐person at the Hill Country CARE Center. 

During the previous reporting period, Facebook “Likes” were at 631, and at the end of the reporting period there were 675 likes on 
the page. Engagement on posts rose with the regular posting schedule of two times per week. The content shared on this page 
ranged from resources for those that have attempted suicide, friends and family of those that are having suicidal thoughts, and 
those who have lost someone to suicide. The page often shared ways to cope with loss, stress, loneliness, etc. and/or local and 
national events and resources surrounding suicide prevention. 

The community has been educated about how to safely handle potentially lethal materials such as firearms and medications 

during this reporting period in the following ways: 

The revised Firearm Safety Brochure, which stresses the need for increased awareness and prevention efforts when it is suspected 
that an individual is in crisis or suicidal, were distributed to law enforcement and CCW/firearm vendor contacts, along with other 
suicide prevention resource materials as offered/requested. Next steps included a redistribution and meet and greet with local CCW 
instructors and vendors. The firearms safety brochure and safe medication disposal cards were also displayed during outreach 
events as resources for the community. In addition to print materials, the Suicide Prevention program also offers firearm safety 
cable locks to gun owners in the community who need to limit access to lethal means.  
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STRATEGY 4:  EDUCATE COMMUNITIES TO TAKE ACTION TO PREVENT SUICIDE 

The local capacity for suicide attempt and suicide data collection, reporting, surveillance, and dissemination have increased 

during this reporting period in the following ways: 

The Suicide Prevention Program maintained direct contact with epidemiologists reporting data for Shasta County Health and Human 
Services Agency, and referenced reliable and recognized sources for county, state, national and international suicide reporting data. 

The liaison invited the HHSA Epidemiologist to regularly attend the Shasta Suicide Prevention Workgroup meetings and discuss data 
with members. 

Throughout the Fiscal Year, Shasta County Suicide Prevention Resources were disseminated as shown in the table below: 

 

Resource 
Dissemination Shasta 
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Shasta County Office of 
Education  X  X X X  X X X X X X X  400 

Simpson University  X  X  X  X  X X  X  X  X  X  X  200 

Shasta College  X  X X X  X X X X X X X  500 

Lotus Educational 
Services, Inc.  X  X  X  X  X  X  X  X  X X  X  300 

The Woodlands 
Apartment Complex  X  X  X  X  X  X  X  X  X X  X  100 

One Safe Place  X  X  X  X    X  X  X  X X  X  200 

Redding Pride Festival 
2020   X  X  X  X    X  X  X  X X  X  250 

Northern Valley 
Catholic Social Services   X  X  X  X    X  X  X  X X  X  150 

SP Resources for 
Vaccine Clinic  X  X  X  X  X  X  X  X  X X  X  200 

Juvenile Hall – SP 
Materials  X  X  X  X    X  X  X  X X  X  100 

Minds Matter Mental 
Health Fair (Drive‐Thru)  X  X  X  X  X  X  X  X  X X  X  200 

Materials to Nor‐Cal 
OUTreach  X  X  X  X  X  X  X  X  X X  X  200 
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MHSA Prevention and Early Intervention 
Fiscal Year 20/21 Demographics Report 

I. Prevention and Early Intervention Program Demographics

 Triple P (360)
 Botvin Lifeskills (59)
 IMPACT (44)
 LAUNCH (25)
488 total individuals submitted data. Categories that received 11 or less responses are not labelled to help 
protect client confidentiality. Categories that received zero responses are not shown. 
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Missing Race and Ethnicity Data from Triple P 

Race and ethnicity data for Triple P participants are collected and exported from Triple P’s A.S.R.A. (Automatic Scoring 
and Reporting Application). 

After examining the FY 20/21 demographic data on Triple P participants, it was discovered that Triple P providers had 
not been filling out the race and ethnicity portion of the demographic data. These questions are included in the menus 
where other demographic information on participants had been filled out. Once it was discovered that race/ethnicity 
data was not being completed, all contracted Triple P providers were reminded to complete this portion of the data 
going forward and to backfill this information for previous clients, if possible.   

To ensure that this data is being collected going forward, the demographic data of Triple P participants will be checked 
at regular monthly intervals by a report analyst.  
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OVERVIEW 

The CARE Center was established because stakeholders in Shasta County were (and continue to be) concerned 
about access to mental and behavioral health services for all community members.  The community planning 
process for this Innovation Plan consisted of several community meetings for the purpose of providing 
education on MHSA Innovation and to vet ideas and receive input on those ideas.  As a result of community 
stakeholder input, the final proposed project for a Community Mental Health Resource Center was presented to 
the Shasta County Mental Health, Alcohol and Drug Advisory Board (MHADAB) for their input and direction. The 
Shasta County MHADAB recommended that staff proceed with the drafting of the Innovation Plan and present 
the final draft for public comment and approval. 

The public comment period for the MHSA Innovation Plan: Community Mental Health Resource Center opened 
on October 30, 2015 and closed on November 30, 2015. A Public Hearing was conducted by the Shasta County 
MHADAB at a special meeting on November 30, 2015.  The President of the National Alliance on Mental Illness 
(NAMI) Shasta County spoke to the Shasta County MHADAB and shared her overwhelming support and 
excitement for this plan to go forward.  The Shasta County MHADAB voted to recommend adoption of the 
MHSA Innovation Plan: Community Mental Health Resource Center by the Shasta County Board of Supervisors.  
The Shasta County Board of Supervisors adopted the plan on December 8, 2015.  The Mental Health Services 
Oversight and Accountability Commission (MHSOAC) for the state of California approved the plan in January of 
2016.  A Request for Proposals was published in March of 2016.  Shasta County HHSA received five responses 
and, through a committee review process, selected a local provider, Hill Country Health and Wellness Center, to 
implement the Community Mental Health Resource Center in Redding. 

Because Shasta County is a small, fiscally conservative county with limited resources, before committing long-
term to any program, it needed to be established that the program was going to meet this priority need of the 
community and stakeholders in a cost-effective manner. While “after-hours” services, from a client’s 
perspective, may seem like an obvious approach that is likely to increase access to services for people with 
daytime responsibilities (jobs, dependent care, etc.), how to arrange service delivery to accomplish this goal was 
not obvious.  A lack of research regarding the effectiveness of after-hours programs, as well as a lack of coherent 
information on best practices to address the numerous structural barriers to staffing after-hours services, 
especially those that address a range of mental health needs across the continuum of risk and experience of a 
mental illness, made this project of particular interest. Since it is well documented that rural communities tend 
to have greater mental health needs with more significant access challenges and more limited services, the need 
in the field to establish a viable approach to offering a full continuum of after-hours service in ways that are 
economically feasible for rural communities could not be more urgent. Shasta County includes smaller numbers 
of community-based organizations than are generally available in larger counties, so interagency collaboration 
was an integral part of this Innovation project. 

Also of focus for this project were client outcomes achieved as a result of an increase in availability and 
accessing of after-hours services.  This Innovation project offered short-term intensive services to individuals 
early on or directly preceding a mental health crisis experience so more acute services would not be necessary 
and re-occurrences could be reduced. 

Data was collected on a variety of measures and is broken down into the following sections:  program design; 
participant data; and outcome measures. 
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The evaluation of this INN project is based on addressing the following learning objectives: 

1. The extent to which the after-hours Project improves access to services, particularly for individuals 
currently unserved or underserved by the existing mental health system. 

2. Whether the project reduces mental health crises, including trips to the emergency department, in both 
human and economic benefits. 

3. The extent to which an after-hours “one-stop” resource center can help bridge service gaps, facilitate 
access to community-based resources, and better meet individual and family needs. 

4.  The impact of the project on families, by partnering with other agencies and community-based 
organizations such as the National Alliance on Mental Illness (NAMI), including family-focused services as a 
priority, and increasing access to mental health services and supports for family members with competing 
daytime responsibilities. 

5.  The elements of the project that are most associated with successful outcomes, with a particular focus on 
effective collaborative approaches. 

This report was prepared utilizing data and information provided by the contracted provider, Hill Country Health 
and Wellness Center, via their data reports and website, and data publicly available through the California Office 
of Statewide Health Planning and Development (OSHPD). 
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PROGRAM DESIGN 

Shasta County contracted for an after-hours mental health resource center with Hill Country Health and 
Wellness Center, who named it the “Counseling And Recovery Engagement (CARE) Center.” This center has 
aspects of a one-stop location, with some services available onsite, while other services are through a warm 
handoff or referral. It was initially designed to include the following elements: peer support services to those 
individuals navigating services; education groups for individuals, family members, and caregivers; pre-crisis and 
emergent crisis access to a clinician; case management services; transportation services; respite care for adults 
and youth; youth center services; access to transitional housing; and a peer-run resource center to provide 
services such as assistance with Medi-Cal applications, parent/family supports, and referrals to other 
community-based organizations. 

The CARE Center was designed to provide for more access to needed services with extended hours, and a more 
holistic approach to meeting various individual and family needs via a visit to one location. While not all services 
were immediately available at the Center location, the referral process envisioned was a warm handoff, with 
staff ensuring connection to and access of the needed services by the individual or family. 

Having highly qualified mental health personnel handle some situations that in the past were handled by law 
enforcement officers or busy emergency department personnel was another aspect of this project that was of 
particular interest. Due to the experience, training, and approach of licensed clinical staff and case managers, 
the qualitative experience of the client was expected to be profoundly different. Case managers focused on 
advocacy and long-range solutions, rather than short-term measures designed for crisis “management,” and 
provided clients with a connection to the many community resources available that are focused on wellness, 
resiliency, and recovery. The center also had the significant capability of providing short-term intensive case 
management services to individuals for a period beyond the initial crisis. This design was to help facilitate 
resolving an individual’s immediate needs and provide access, follow-up, and monitoring regarding linkages to 
community-based services. 

The original INN plan approved by MHSOAC was for 4 years – a six-month ramp-up period, 3 years of service 
delivery through this center; and then a six-month wrap-up period during which next steps, financial plans and 
other transition activities could occur.  A one-year extension of the plan was later approved by MHSOAC, to 
allow for additional data collection during another year of service delivery. 

HOURS OF OPERATION 

The hours of operation originally planned for this mental health resource center were 2 p.m. to 11 p.m. Monday 
through Friday, and 11 a.m. to 11 p.m. Saturday, Sunday, and holidays. Emergency department records from 
Shasta County demonstrated that these hours cover the times with the highest number of crisis visits to the 
emergency department for mental health reasons.  The CARE Center opened in March 2017. 

After the CARE Center opened and operations had been running for approximately 15 months, the vendor and 
the County decided to alter the hours of operation to noon to 9 p.m. Monday through Friday, and 11 a.m. to 9 
p.m. Saturday, Sunday, and holidays. This decision was made for the following reasons: 

• Data showed infrequent use of the CARE Center after 9 p.m. 
• Shifting the start time to earlier allowed for improved collaboration with outside agencies for referrals 

and linkages to services during business hours, thus improving continuity of care for persons served. 
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LOCATION 

The physical location of the CARE Center at 1401 Gold St., Suite B, in Redding was selected for several reasons.  
It is in central downtown Redding, nearly equidistant from both Redding hospitals with emergency departments, 
and within reasonable walking distance from the one homeless shelter in Shasta County.  It is easily accessible 
from the main bus routes, with a prime corner location on a main thoroughfare. It was also large enough to 
incorporate many private offices, meeting rooms, and service delivery areas, with space for additional 
community partners (such as the local NAMI chapter) to also have an office presence, which was critical for 
interagency collaboration.   

SERVICES 

The CARE Center was originally designed to provide two main types of services: education and referral services, 
and clinical services. The target was to provide services to an average of 75 unique individuals per quarter by the 
end of the first year, an average of 113 unique individuals by the end of the second year, and an average of 128 
unique individuals by the middle of the final year. As shown in the chart below, those targets were achieved.  In 
fact, the final year target was reached and exceeded during the second quarter of operations, and the final 
average is nearly twice that originally set – 230 instead of 128. 
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Due to much higher utilization of the Care Center than anticipated, the number of in-person visits per month 
was tracked as of July 2017.  Please note that most clients visited more than once – this is not an unduplicated 
person count. Refinement of the counting process occurred in the April-June 2018 quarter, with individuals 
visiting for meetings or standing workgroups being excluded, and all phone calls being tallied separately. Also of 
note is the slight decrease of in-person visits following March 2020, when stay-at-home orders were issued due 
to the COVID-19 pandemic. 

 

 

 

Outreach activities by the vendor and the county were necessary to spread the word of increased service 
offerings and the new location for pre-crisis or emergent crisis services. Both the county and the vendor began 
including program information in marketing and public information efforts, including social media and websites, 
once the project was underway. One of the best ways to spread the word is by connecting with professionals 
and community stakeholders. Communications included ongoing discussions and announcements to county 
mental health staff and contract providers, county leaders routinely attending local NAMI meetings, and 
information sharing and updates provided routinely at regularly scheduled Shasta County Mental Health, 
Alcohol and Drug Advisory Board (MHADAB) meetings. The vendor also scheduled meetings to notify medical 
personnel, law enforcement, and community partners of available services, procedures for having people access 
the Center, and establish lines of communication.  The CARE Center became a regular destination for Mercy 
Family Practice Residents who needed to learn about mental health resources in the community during their 
behavior health rotation. At the request of local school districts, CARE Center staff gave presentations to inform 
administration, teachers and counseling staff of Center services. 
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Services advertised to the public by the vendor (screen-shot of the website below) are listed as urgent 
outpatient mental health services 365 days a year and include Assessment & Intervention, Recovery Support and 
Crisis Prevention for issues arising from:  Any mental illness; Acute anxiety/panic; Abuse/neglect; Crime-related 
trauma; Disability; Disasters;  Family Violence; Harassment/bullying; Loss of job or income; Loss of home; 
Miscarriage/stillbirth/etc.; PTSD; School violence; Sexual Assault; Sudden loss of a loved one; Suicidal ideation;  
Workplace violence; Other distressing or traumatic situations. 
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As seen in the charts below, numerous referrals and services were provided each quarter.  More granular details 
and definitions are available in the quarterly reports.  Overall, an average of 179 referrals to other providers and 
1,310 services delivered by CARE Center staff were provided each quarter.  Comparing these numbers with the 
average number of people served, it works out to slightly less than 1 referral, but more than 5 services provided 
per person each quarter. 
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CHALLENGES AND BARRIERS ENCOUNTERED 

One consideration which was not identified in the original plan is the impact of community-wide catastrophes 
and pervasive trauma to everyone in Shasta County and the surrounding areas.  Thousands of people were 
displaced by the Carr, Delta, Hirz, Camp and other fires in summer 2018, with historic numbers of homes 
destroyed and lives lost.  Winter 2018/19 was also difficult on the community with record snowfall, pervasive 
power outages, and widespread property damage.  The COVID-19 pandemic struck the entire world in early 
2020 and continues to present challenges to the current day.  All of this has had a huge impact on the emotional 
and mental well-being of everyone living in the greater North State area, and it remains to be seen how much 
data trends could change over time, based on these additional needs for support and assistance. 

Another major barrier identified repeatedly by CARE Center staff was difficulty with access to needed services, 
specifically:  access to sober beds, detox and residential substance abuse treatment; waiting lists for outpatient 
therapy, which continued to result in repeated use of the CARE Center; lack of sufficient affordable housing 
options, with long waiting lists for subsidized housing; no immediate access to primary care (it could take weeks 
or months to get a new patient in); and rapid access to psychiatry when a person had severe acute symptoms 
and was unestablished. 

LESSONS LEARNED 

As mentioned in the section on hours of operation, it was learned that after-hours access is valuable to a certain 
extent, but use of the center dwindled rapidly after a certain time of night (9 p.m. in the case of the CARE 
Center). A corollary lesson was that while having staff available in those extended hours may have been useful if 
people were there to seek help, the staff was very limited in what other tasks they could undertake to stay busy 
when no one was actively seeking help at the center.  They were unable to maintain productivity, since it was 
not possible to collaborate with community partners who were already closed, nor would it have been 
appropriate to do follow-up calls with people previously served in those late-night hours.  Once basic office tasks 
such as filing or entering case notes were completed, there were limited tasks available.  Altering the center 
hours to slightly earlier in the day allowed for better workflow and productivity. 

As discussed in the section on challenges and barriers, while the CARE Center was able to bridge some service 
gaps and provide referrals for services not offered in-house, they were noticeably impacted by the lack of 
available resources and services in other areas.  It was learned that having staff and peers available to assist with 
paperwork, follow-up on referrals and otherwise support people needing services not available onsite was 
helpful to a degree, but more community work and investment to expand specialty services and housing 
programs could be of greater value.  The bottleneck was not the referral process itself, but the lack of housing, 
residential substance use disorder programs, etc. that people were being referred to, and while advocacy helped 
some, it could not fulfill those missing needs. 
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PARTICIPANT DATA - DEMOGRAPHICS 

For each individual who received services, information was collected about demographics.  

AGE 

The Mental Health Services Act uses four age categories: Youth – ages 0-15, Transition Age Youth (TAY) – ages 
16-25, Adult – ages 26-59, and Older Adult – ages 60 and up.  These age groupings are slightly different than 
those used by the U.S. Census Bureau in their American Community Survey for demographics and housing 
estimates, where data is divided up by ages 0-14, 15-24, 25-59 and 60 and up.  However, they are similar enough 
for some rough comparison.  Data was also pulled from the Shasta County Electronic Health Record by MHSA 
age categories for comparison between ages served overall by specialty mental health in Shasta County during 
calendar years 2017-2020 and those served at the CARE Center.  The table below details how they compare, by 
percentage. 

 

It is interesting to note that while Youth appeared to be significantly underserved at the CARE Center when 
compared to the overall county makeup, that same age group was served at significantly higher rates in other 
specialty mental health programs within Shasta County.  
  
For the TAY group, services by both the CARE Center and other specialty mental health programs were for a 
larger proportion than is reflected in the overall county population figures.   
 
Likewise, Adults were served at a much higher rate in the CARE Center, and a slightly higher rate in other 
specialty mental health programs when compared to the general county population. 
   
Finally, the Older Adult age group appears to be significantly underserved by both the CARE Center and specialty 
mental health.  One possible explanation is the significantly decreased life expectancy for persons suffering from 
severe and persistent mental illness.  According to the World Health Organization, people with severe mental 
health disorders have a 10- to 25-year reduction in life expectancy.  There simply may not be as many individuals 
in this age group who require intensive services, due to this unfortunate fact.  Another explanation may be that 
many older adults are in assisted living or long-term care facilities, which makes seeking outpatient services 
elsewhere more difficult. 
  

Age Group
People served at 
the CARE Center 

People served in Shasta County 
by Specialty Mental Health

Approximate Shasta 
County statistics from ACS

Youth 4.24% 23.54% 17.90%
TAY 15.34% 21.27% 11.50%
Adult 67.76% 46.54% 43.00%
Older Adult 12.66% 8.65% 27.60%
Total (n) 3,681 12,691 179,212
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RACE & ETHNICITY 

The MHSA uses a comprehensive breakdown of races, and separates out Hispanic ethnicity in its reporting of 
demographics.  These categories are slightly different than those used by the Shasta County Electronic Health 
Record or by the U.S. Census Bureau in their American Community Survey for demographics and housing 
estimates.  Further complicating matters, the current Electronic Health Record does not provide an easy method 
of extracting and reporting on race or ethnicity.  For the purposes of some rough comparisons, the race and 
ethnicity data for people served in Shasta County by Specialty Mental Health has instead been sourced from the 
Monthly Medi-Cal Eligibility File as annual numbers are readily available from that source.  This means that 
unlike in the age breakdown section, un-duplication between calendar years is not possible, so the total number 
of people listed in this column will be slightly higher when compared to the previous chart.  Categories have 
been combined where needed, to make data from all three sources more comparable.  It should also be noted 
that due to rounding, percentages in each column may not add up precisely to 100%. 

 

The racial/ethnic breakdown of people served by the CARE Center is reflective of the overall makeup of Shasta 
County, and fairly well matches the population served by Specialty Mental Health in general.  While Black and 
Alaskan Native or American Indian appear slightly overserved by the CARE Center when compared to the general 
population and Asian or Pacific Islander and Other appear slightly underserved, these differences are not 
statistically significant.  

  

Race/Ethnicity
People served at 
the CARE Center 

People served in Shasta County 
by Specialty Mental Health

Approximate Shasta 
County statistics from ACS

White 79.9% 75.6% 79.8%
Hispanic 9.0% 8.7% 10.0%
Black 2.9% 2.4% 1.1%
Asian or 
Pacific Islander 1.7% 1.6% 3.3%

Alaskan Native or 
American Indian 4.4% 2.5% 2.2%
Other 1.7% 9.2% 3.5%
Total (n) 3,681 17,439 179,212
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GENDER IDENTITY & SEXUAL ORIENTATION 

The MHSA requests people to report both their birth gender and their current gender identity to try and 
ascertain accurate counts, as there is still not uniform usage for various terms, particularly when trying to 
identify transgendered individuals.  Unfortunately, both the Shasta County Electronic Health Record and the U.S. 
Census Bureau in their American Community Survey (ACS) for demographics and housing estimates use only a 
single metric for gender, and in the case of the ACS data, use only the binary male/female categories.  
Additionally, the current Shasta County Electronic Health Record does not provide an easy method of extracting 
and reporting on gender.  For the purposes of some rough comparisons, the gender data for people served in 
Shasta County by Specialty Mental Health has instead been sourced from the Monthly Medi-Cal Eligibility File as 
annual numbers are readily available from that source. As with all demographic data requested, people can 
choose not to respond.  The gender category usually sees a higher non-response rate, so numbers in this chart 
may be lower than in previous charts.  Only those responding with a gender identity have been included in this 
table. 

 

*While the rounded percentage is zero due to small response numbers, there are measurable results for this category 
**As mentioned in the above narrative, the ACS does not currently use any gender identities beyond male and female 

It is interesting to note that while more males are served by Specialty Mental Health programs, the population 
served by the CARE Center more closely reflects the overall population breakdown by gender, with slightly more 
females being provided services.  None of the percentages are significantly different enough to conclusively 
indicate issues with service provision to any gender groups.  

While sexual orientation was a question asked of all CARE Center participants, it is not currently a data point 
tracked by either the Shasta County Electronic Health Record or the U.S. Census Bureau in their ACS.  This makes 
comparisons for the purpose of determining equitable service provision impossible.  A further complication is 
that while people seeking services at the CARE Center were asked to voluntarily disclose their sexual orientation, 
more than 68% declined to do so.  Only those responding with a sexual orientation have been included in this 
table. 

  

Gender
People served at 
the CARE Center 

People served in Shasta County 
by Specialty Mental Health

Approximate Shasta 
County statistics from ACS

Male 43.9% 53.9% 49.1%
Female 54.3% 46.1% 50.9%
Transgender 
OR Another 
gender 
identity 1.8% 0.0% * N/A**
Total (n) 3,629 17,409 179,212

People served at the CARE 
Center  by Sexual Orientation

Gay or 
Lesbian

Heterosexual 
or Straight Bisexual

Questioning 
or Unsure

Another sexual 
orientation

Total (n) =  1,163 5.6% 83.1% 6.8% 0.9% 3.5%
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CHALLENGES AND BARRIERS ENCOUNTERED 

Data collection was one challenge noted overall during the project.  Relative to the demographics tracked, the 
main problems were seen with collecting information on people’s sexual orientation and current gender.   

Living in a rural, highly conservative area of the state, many people in minority groups are fearful of disclosing 
personal information that may leave them vulnerable to discrimination or physical threat, particularly to a 
service provider that is new to them and that they are not interacting with over a long period – trust takes time 
to build.  However, without this information, it is impossible to determine if there are gaps or barriers to 
overcome for historically marginalized populations.  

LESSONS LEARNED 

As discussed in the challenges section above, data collection was particularly difficult in relation to the sexual 
orientation and gender questions.  Ensuring staff or vendors have a robust data collection system, and a 
thorough understanding of the reasons behind this type of data collection, is a critical component to ensuring 
quality data can be collected.  Being able to communicate the needs and reasons for this information to people 
accessing services is also a vital piece.  Hopefully as the state of California and U.S. federal government continue 
to expand and refine their data collection processes, the public will become more educated on the need for this 
data, and both systemic barriers as well as personal feelings of being threatened by disclosing this type of 
information will be reduced.   

From a health equity lens, it appears that the CARE Center met performance standards for outreach to the 
entirety of the Shasta County population.  There were no unexplainable significant disparities noted in any of the 
demographic groups tracked and analyzed.   
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OUTCOME MEASURES 

To measure whether the program was successful for participants, four areas of data were selected for tracking: 
arrest and incarceration information; emergency department visits for psychiatric needs; psychiatric 
hospitalizations; and homelessness.  Participants were asked to report on these areas at initial assessment, and 
then 3 months later. The goal was to have the rates of all these measures decrease when compared to what was 
happening prior to their contacting the CARE Center.  

Participant satisfaction was also made a measurable outcome. 

QUARTERLY DATA SUMMARY 

ARRESTS AND INCARCERATIONS   

The CARE Center was asked to track the number of arrests and number of days spent incarcerated that 
individuals reported having made in the 6 months prior to the time they started services at the CARE Center, and 
then 3 months after that first service.  However, while the raw number of times arrested was generally available, 
getting an accurate count of the number of days incarcerated at each arrest proved to be problematic.  Due to 
this, only the number of arrests was tracked, and full data was not available until the beginning of 2018. 

The average number of arrests in the prior 6 months for each quarter (excluding all persons in the 
Unknown/Lost Contact category) was examined and used to create a target number for the 3-month mark in the 
following quarter for 15% fewer arrests on average.  The below graph depicts whether the target was exceeded 
(green, positive numbers) or not reached (red, negative numbers) for each quarter where data is available.  Due 
to small numbers, it is not statistically significant. 
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EMERGENCY DEPARTMENT VISITS FOR PSYCHIATRIC NEEDS 

The CARE Center was asked to track the number of emergency department visits due to psychiatric needs that 
individuals reported having made in the 6 months prior to the time they started services at the CARE Center, and 
then 3 months after that first service.  The target outcome was to see a 15% decrease in emergency department 
visits at the 3-month mark. 

The average number of emergency department visits in the prior 6 months for each quarter (excluding all in the 
Unknown/Lost Contact category persons) was examined and a target number for the 3-month mark in the 
following quarter for 15% fewer ED visits on average was created.  The below graph depicts whether the target 
was exceeded (green, positive numbers) or not reached (red, negative numbers) for each quarter where data is 
available.  Again, due to small numbers, it is not statistically significant.  Of note, it does appear that the trend in 
this data shows that as the CARE Center continued operating, there was improvement in this metric over time.  
That could be related to both the increased community awareness of the CARE Center as a resource, and the 
CARE Center staff refining the services they offer.   
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PSYCHIATRIC HOSPITALIZATIONS 

Similar to Arrests and Incarcerations, the CARE Center was originally asked to track the number of psychiatric 
hospitalizations and number of days spent hospitalized that individuals report having made in the 6 months 
prior to the time they started services at the CARE Center, and then 3 months after that first service.  However, 
just like in Arrests and Incarcerations, while the raw number of times a person was hospitalized was generally 
available, getting an accurate count of the number of days spent inpatient at each hospitalization also proved to 
be problematic.  Due to this, only the number of hospitalizations was tracked. 

The average number of psychiatric hospitalizations in the prior 6 months for each quarter (excluding all persons 
in the Unknown/Lost Contact category) was examined and used to create a target number for the 3-month mark 
in the following quarter for 15% fewer hospitalizations on average.  The below graph depicts whether the target 
was exceeded (green, positive numbers) or not reached (red, negative numbers) for each quarter where data is 
available.  Once more, due to small numbers, while this is interesting information it is not statistically significant.  
Of note, it does appear that the trend in this data shows that as the CARE Center continued operating, there was 
improvement in this metric over time, as there was with ER Visits for psychiatric reasons.  Again, that could be 
related to both the increased community awareness of the CARE Center as a resource, and the CARE Center staff 
refining the services they offer both at their initial intervention and as they continue working with the person. 
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HOMELESSNESS 

The CARE Center tracked the housing status of individuals accessing services at the time they first started 
services, and then followed up at the 3-month point after that first service.  Of the 2,671 people whose housing 
status they gathered at initial intake, 585 of them (21.9%) reported being homeless.  The number of people 
dealing with homelessness who sought help at the CARE Center ranged between 19 to 69 people per quarter, 
with the average being 39. 

The follow-up data at the 3-month point after that first service shows that the majority of people who could be 
contacted again were still in the same housing setting.  Twice as many people moved to a more stable/less 
restrictive setting than those who moved to a less stable/more restrictive setting, but percentages for both 
categories were extremely small, as shown in the below chart. 
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SATISFACTION SURVEYS 

Each person at the CARE Center was offered the chance to complete a simple 4-question survey, with 2 Yes/No 
questions, and 2 write-in questions.  There have been 310 Satisfaction Surveys completed and returned 
between March 2017 and December 31, 2020, from a possible pool of 3,607 participants, which is a 9% return 
rate. 
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The first write-in question was to help determine where else individuals would have gone, were the CARE Center 
not an option for them.  This question was also asked of every person who chose not to complete the survey.  
The goal was to steer 50% of those who would have initially gone to the emergency department/hospital to the 
CARE Center instead.  For this particular question, there were 3,216 responses (89% response rate).   

While only 8% specifically identified seeking help at the CARE Center in lieu of going to a hospital or calling 911, 
only 43% stated they chose the CARE Center in place of another mental health provider.  The remaining 49% 
either would not have sought help or did not know what they would have done.  It is reasonable to assume that 
some portion of those groups would have ended up with either a 911 call made (by themselves or on their 
behalf) or at one of the local emergency departments. 
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The second write-in question asked, “Was there something you were hoping for from the CARE Center that you 
did not receive, or what can we do better?” and 275 data points were gathered from the responses.  These were 
then consolidated into general categories, seen in the chart below. 
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EMERGENCY DEPARTMENT CONTACT DATA 

Since one of the main goals for the CARE Center project was to decrease the impact on local hospital emergency 
departments, data was also tracked on the numbers of emergency department visits for psychiatric needs.  
There are many factors behind these numbers and their change over time, and it was not the intent to presume 
that the Innovation Project would be solely responsible for those changes.  However, trends could indicate 
potential project success or failure.   

Some emergency department visits for mental health issues are necessary, appropriate and unavoidable, 
particularly in cases when medical clearance is needed prior to an inpatient psychiatric hospitalization.  Some 
other visits may be better served at a lower level of care in a less stressful setting.  Using this philosophy, 
emergency department visits for mental health issues were divided into two categories:   

1. Non-divertible (those ending with psychiatric inpatient hospitalization where the level of care is 
obviously appropriate), and  

2. Potentially divertible (those which could possibly have been seen elsewhere and had their mental health 
needs met in a lower level of care). 

For the Shasta County hospitals with emergency departments for calendar year 2015 and 2016, the average was 
660 potentially divertible contacts for mental health issues (76%), and 211 non-divertible (24%) each quarter.  
The goal for this Innovation Project, as approved by the state MHSOAC and the Shasta County Board of 
Supervisors, was to reduce emergency department visits for mental health issues over time by the following 
amounts: 

• At the end of year one – reduced by 20% 
• At the end of year two – reduced by 35% 
• By the mid-point of year three – reduced by 50% 

Using the historical data and applying these percentages, the goals for the emergency department contacts 
calculate to the following: 

• For the quarter ending 12/31/17 – potentially divertible ED contacts should equal 528 or fewer 
• For the quarter ending 12/31/18 – potentially divertible ED contacts should equal 429 or fewer 
• For the quarter ending 6/30/19 – potentially divertible ED contacts should equal 330 or fewer 

There turned out to be additional factors to overall emergency department contact numbers which make 
tracking just the number of contacts misleading (for example, overall numbers of all ED contacts increased 
greatly due to various community-wide catastrophes – fires, power outages, the pandemic – so it appears as if 
very few or none were diverted).  Tracking the percentage of divertible versus non-divertible mental health 
contacts should potentially be more revealing. 

Assuming the average number of non-divertible contacts is constant, and applying the calculated number of 
divertible contacts for each time period that are the goal, the percentages of non-divertible versus divertible 
should change as follows: 

• For the quarter ending 12/31/17 – 29% non-divertible to 71% divertible (211 vs. 528) 
• For the quarter ending 12/31/18 – 33% non-divertible to 67% divertible (211 vs. 429) 
• For the quarter ending 6/30/19 – 39% non-divertible to 61% divertible (211 vs. 330) 
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While these ambitious goals appeared to be on track to be met based off the first few quarters of the CARE 
Center being open, one main consideration which was not identified in the original plan is the impact of 
community-wide catastrophes and pervasive trauma to everyone in Shasta County and surrounding areas.  
Thousands of people were displaced by the Carr, Delta, Hirz, Camp and other fires in summer 2018, with historic 
numbers of homes destroyed and lives lost.  Winter 2018/19 was also difficult on the community with record 
snowfall, pervasive power outages, and widespread property damage.  The COVID-19 pandemic struck in early 
2020 and continues today.  All of this has had a huge impact on the emotional and mental well-being of 
everyone living in the greater North State area, and it remains to be seen how much data trends could change 
over time, based on these possible additional needs for support and assistance. 

 

 

CHALLENGES AND BARRIERS ENCOUNTERED 

As detailed in the sections above, data collection was a challenge in this area also, for several reasons.  People in 
crisis are not generally the best historians, so gathering self-reported data on days incarcerated or days spent 
inpatient during a psychiatric hospital stay was nearly impossible.  Attempting to reinitiate contact with 
someone seen 3 months earlier for short-term services or referrals was not always successful.  Many data points 
simply did not have enough responses to accurately determine whether changes were statistically significant. 
Unforeseen disasters greatly impacted services needed, while lockdowns and staffing shortages potentially 
affected services available both at the CARE Center and the local hospitals.   

LESSONS LEARNED 

Despite the limitations and issues discussed in the previous section, a significant amount of data was compiled, 
and the people who were served by the CARE Center were both more numerous than originally anticipated, and 
nearly universally grateful for the help they received there.  Data hints at the CARE Center being successful in 
helping to reducing arrests, ED visits for psychiatric needs and psychiatric inpatient hospitalizations for the 
people they served.  The information gathered on housing status seems to indicate that homelessness was not 
significantly impacted by the CARE Center, but as previously discussed in the Lessons Learned section under 
Program Design, referrals and warm handoffs can’t make up for the lack of housing or other resources not 
directly available. 
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CONCLUSIONS AND RECOMMENDATIONS 

Overall, while the CARE Center was not able to meet some of the very ambitious goals set for this Innovations 
project, it served a significant number of people in need, and has become a valuable resource in Shasta County.  
Much information was gathered over the four years this project was funded by MHSA Innovation dollars and 
continues to be gathered now that funding for the CARE Center has transitioned to other sources.   

CONCLUSIONS 

To summarize the results of the data detailed above for each learning objective stated in the original INN plan: 

1. The extent to which the after-hours Project improves access to services, particularly for individuals 
currently unserved or underserved by the existing mental health system. 

Since nearly one-half of the people who used the CARE Center either did not know where they would have gone 
were the CARE Center not available (24%) or stated they would not have sought help (25%), this project was 
successful in improving access to services.  It also demonstrated that while some extended hours are useful, for 
Shasta County, services offered later than 9 p.m. were not used at a high enough rate to make them a good 
return on investment.  

2. Whether the project reduces mental health crises, including trips to the emergency department, in both 
human and economic benefits. 

While not statistically significant, data trends did indicate that those who sought help at the CARE Center 
seemed to need fewer emergency department visits for psychiatric needs in the 3 months following their first 
service, and those who had psychiatric hospitals stays prior to seeking assistance at the CARE Center had fewer 
hospitalizations in the following 3 months, also. 

3. The extent to which an after-hours “one-stop” resource center can help bridge service gaps, facilitate 
access to community-based resources, and better meet individual and family needs. 

Based on numbers of services and referrals provided, it does appear that a one-stop approach has merit, with an 
average of approximately one referral and five services provided to each person seen.  Satisfaction survey 
results also indicate that most people served (75%) were satisfied and grateful for the help they received, 
reporting it met their needs. 

4.  The impact of the project on families, by partnering with other agencies and community-based 
organizations such as NAMI, including family-focused services as a priority, and increasing access to 
mental health services and supports for family members with competing daytime responsibilities. 

Looking at the demographics of the people seen at the CARE Center, a notably higher percentage of TAY and 
Adults were served than would be expected by looking at the overall county composition.  This may be due in 
part to having services available after the end of the traditional school and workday schedule, during evening 
and early nighttime hours.  Feedback from NAMI staff and CARE Center staff indicated the partnership 
developed by having NAMI co-located in the CARE Center was highly useful and resulted in easier teamwork to 
meet people’s needs. 
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Mental Health Services Act – CARE Center Report 
Data from January 2017- December 2020 

\\Hipaa\MHShare\MHSA\Innovation\Mental Health Center\Reports\County Reports\2021\CARE Center INN Project Final Report.docx         24 

5.  The elements of the project that are most associated with successful outcomes, with a particular focus on 
effective collaborative approaches. 

As stated previously, extended hours are only useful to a certain extent.  For Shasta County, the time of 9 p.m. 
was the latest that services were used regularly, so any staff time or resources invested after that did not show a 
significant return.  Having the CARE Center located downtown, near public transportation lines, the hospitals, 
and other resources, has proven invaluable.  While the vendor had originally thought about moving the CARE 
Center to another physical location at the end of the INN project, they have reconsidered that decision and will 
most likely just be opening a satellite to it, while leaving the main center where it is currently located.  They will 
also continue to provide shared office space for NAMI and other community collaborators, as the partnerships 
have been fruitful. 

RECOMMENATIONS 

Recommendations to improve upon this (or similar) projects, and for directions Shasta County may wish to 
explore further to address the identified need of access to mental and behavioral health services for all 
community members, would be: 

1. Do more marketing and community education/outreach.  Some ideas are: weighting Google Search 
results; purchasing Facebook advertisements; and purchasing advertising space in bus shelters or other 
high-foot-traffic areas to reach those individuals not online. 

2. Continue to work on expanding housing services and low-income housing options.  It is difficult to 
provide continuity in care and keep someone out of repeated crises when they do not have stable 
housing available. 

3. Continue to work on expanding programs offering sober beds, detox services and residential substance 
abuse treatment.  More specialty services of these types are needed in the greater North State area. 

4. Continue to work on providing more specialty mental health services, including psychiatry and 
outpatient therapy, with particular attention to reducing wait times for new patients to be established 
with providers. 

5. Continue to track data on emergency department use for psychiatric needs, particularly in light of the 
ongoing pandemic and increased yearly wildfire activity.  One project already underway is partnering 
with a local hospital to provide a Crisis Stabilization Unit to help provide a better continuum of care.  
Another is the statewide CalHOPE project, which can help provide crisis support for communities 
impacted by a national disaster.  Ongoing evaluation of community needs may help identify other 
desirable services or projects to add, to better meet the higher level of overall community need for 
mental health supports in the face of pervasive and repeated trauma. 
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SHASTA COUNTY INNOVATIVE PROJECT PLAN: HOPE PARK

COMPLETE APPLICATION CHECKLIST 

Innovation (INN) Project Application Packets submitted for approval by the MHSOAC should 
include the following prior to being scheduled before the Commission: 

☒Final INN Project Plan with any relevant supplemental documents and
examples: program flow-chart or logic model. Budget should be consistent with what
has (or will be) presented to Board of Supervisors.
(Refer to CCR Title9, Sections 3910-3935 for Innovation Regulations and Requirements) 

☒Local Mental Health Board approval Approval Date: 1/6/2021 

☒Completed 30-day public comment period Dates: 12/7/2020-1/6/2021 

☒BOS approval date Approval Date:  3/2/2021 

If County has not presented before BOS, please indicate date when 
presentation to BOS will be scheduled: ____________________ 

Note: For those Counties that require INN approval from MHSOAC prior to their county’s BOS approval, the 
MHSOAC may issue contingency approvals for INN projects pending BOS 
approval on a case-by-case basis. 

Desired Presentation Date for Commission: ________________________ 

Note: Date requested above is not guaranteed until MHSOAC staff verifies 
all requirements have been met. 
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County Name:   Shasta 

Date Submitted:  

Project Title:   Hope Park  

Total amount requested: $1,750,000  

Duration of project:  5 years 

 

Section 1: Innovations Regulations Requirement Categories 
CHOOSE A GENERAL REQUIREMENT: 

An Innovative Project must be defined by one of the following general criteria. The proposed project: 

☐ Introduces a new practice or approach to the overall mental health system, 
including, but not limited to, prevention and early intervention 

☐ Makes a change to an existing practice in the field of mental health, including 
but not limited to, application to a different population 

☐ Applies a promising community driven practice or approach that has been 
successful in a non-mental health context or setting to the mental health 
system 

☐ Supports participation in a housing program designed to stabilize a person’s 
living situation while also providing supportive services onsite 

This proposed project: 

• Introduces a new practice or approach to the overall mental health system, including, but not limited to, 
prevention and early intervention. 

The primary purpose of this proposed project: 

• Promotes interagency and community collaboration related to Mental Health Services or supports or 
outcomes. 

 

Section 2:  Project Overview 
Primary Problem 

When stakeholders in Shasta County were presented with the opportunity to brainstorm ideas for new MHSA 
Innovations projects, the concept of an intergenerational project rose to the top of their priority list. Stakeholders 
supported finding a way to incorporate youth and older adults into a shared project that would benefit both 
groups. The nonprofit Pathways to Hope for Children (legal name: Shasta County Child Abuse Prevention 
Coordinating Council) proposed Hope Park, which was selected through a competitive Request for Proposals 
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process. This project is designed to meet two distinct community-identified needs with one forward-thinking 
solution. 
 
Older adults often feel a sense of isolation as their circle of influence diminishes. When the joy of retirement 
fades, the realization sets in that their daily interaction with others may become more limited, as does the 
opportunity to contribute to society and their community. Often, their social circles start to become smaller as 
spouses, friends, and family members move or pass away. Some older adults will go days or weeks without 
meaningful contact with others. Senior isolation is one of the biggest threats to the health of America's older 
adults, and yet it remains among the most difficult to recognize and break. It is a health risk not often discussed 
and many times stigmatized, but at least a quarter of older adults over 65 feel isolated, and the devastating effects 
of isolation manifest physically, mentally, and emotionally (medicareadvantage.com) With the increase of isolation 
because of COVID-19 and the lingering effects of the pandemic the risk of mental illness in older adults is even 
greater. 
 
Additionally, Shasta County's families are faring worse than many throughout the state and nation when it comes 
to exposure to trauma in childhood. An Adverse Childhood Experiences (ACEs) study was conducted in 2012 in 
Shasta County, adapted from a 2009 Behavioral Risk Factor Surveillance System study, and of the 281 Shasta 
County residents who participated, 29% of respondents reported five or more ACEs in their life compared with just 
9% in other parts of the country.  Youth with high ACE scores are highly likely to fall victim to tragic health 
outcomes as adults (Hunt, Berger, Slack, 2018), and physical and mental health issues dramatically increase. The 
study showed alarming links between ACEs and risky behavior, psychological issues, serious illness (including 
mental health), and early death.  
 
Shasta County has a variety of recreational programs and services for youth, but there are not enough activities 
and resources for high-risk teens.  Also, there are non that follow the model of bringing highly trained older adults 
into a teen setting to engage with youth in a meaningful ways.  High ACE scores don't need to be a death 
sentence. With early intervention and programs that provide pathways to hope and healing, ACE scores among 
youth can be mitigated or reduced. That is the goal of the Hope Park Program and teen centers.  Teens need 
activities and connection with caring adults in their lives, and volunteering can help older adults feel connected 
and give them a sense of purpose. Older adults have life experience that can benefit youth. While Shasta County 
resident and older adult Laural Park was volunteering at Camp HOPE, a camp for children who have witnessed 
family violence, she shared, "l was one of those kids. Now I am having a great time at camp alongside them." 
Laural's story of childhood sexual assault was documented in the book “Hope Rising: How the Science of Hope can 
Change Your Life” (Gwinn & Hellman, 2019). Her life experience was her motivation for volunteering to work with 
high ACE teens, and her interactions with the teens are the inspiration for Hope Park. 
 
 
Proposed Project 
 
A) Overview Description 
The multifaceted Hope Park Project centers on a new teen center in Redding and the existing teen center in 
Anderson (a rural town south of Redding), which will become multigenerational hubs for older adults and teens. 
These will be strategically located in areas where needs are higher in an effort to reach those youth who are 
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hardest to reach. Older adults will have meaningful activities to help prevent the negative physical and mental 
health effects of loneliness, and teens will have a safe place to gather at a time of day that they are most likely to 
engage in risky behavior. Older adult volunteers will be recruited to participate in high-adventure activities, and 
they will commit to staffing the teen center from 3 pm to 7 pm for a minimum of four hours per week. All older 
adult volunteers will be required to complete a volunteer academy with a minimum of 20 hours of training that 
will include, but not be limited to, Mental Health First Aid for youth, suicide awareness, motivational interviewing, 
mentoring, healthy relationships, teen dating violence, sexual assault prevention and intervention, domestic 
violence awareness, mandated child abuse reporter training, the 40 Developmental Assets, and hope theory. 
Seniors will also have presentations and trainings on services available to them and to the teens throughout the 
community. Volunteers will be background checked, fingerprinted, and cleared through the National Sex Offender 
Registry before interacting with youth. After graduating the volunteer academy, the volunteers will take part in 
high-adventure activities with teens from the Redding and Anderson communities. Pathways to Hope for Children 
(PHC) has a long-standing relationship with Kidder Creek Adventure Camp and will contract with them to host 
older adults and youth in adventure activities, including whitewater river rafting, ropes courses, zip lines, and 
more. The program may include an overnight stay and bonding time. Pathways to Hope for Children’s staff, 
including teen center Parent Partners and Youth Champions, will accompany cohorts on their adventures to 
support older adult and youth participants. Sharing these experiences should create strong bonds that will carry 
over to interactions in the teen center. 
 
Teens participating in this pilot program will be selected through outreach in local high schools, youth groups, 
community programs, and referrals from partner agencies. Once selected, the teens and their parents/guardians 
will agree to be part of the Hope Park Project for the entire school year. The teen centers will welcome additional 
youth and older adult volunteers, but the Hope Park Project volunteers will focus on the youth they bonded with 
through their high-adventure experience. When practical, teens will be paired with older adults with similar lived 
experience; for instance, teens with substance use issues may be linked to an older adult who has overcome these 
issues in the past.  This lived experience will help the younger generation, understand the dangers of the risky 
behavior. 
 
Ongoing programming for Hope Park will be robust. Each qualified older adult volunteer will become part of the 
Hope Park Volunteer Committee, where they will take part in raising awareness, recruiting others and assisting the 
coordinator with other activities. They will work with teens to help them learn to identify their strengths and build 
upon them when making life decisions and personal choices. With the help of the older adult volunteers, teens will 
develop new skills that help them reduce stress and gain more control of their own lives. Working in small groups 
helps build trust and feelings of acceptance in a nonjudgmental environment. With the guidance and support of 
their peers and the older adult volunteers, teens will learn to understand their emotions and behaviors, including 
the situations that trigger negative emotions, high-risk behaviors and substance use. Older adult volunteers will 
help teens develop social skills, problem solving, goal setting, impulse control, self-confidence, anger management 
and more. During the training academy and through continuing education with older adult volunteers, the center 
will help them recognize and address the mental health challenges brought on by isolation and loneliness. They 
will be an engaged audience, and the innovative programming will create a healthier older adult population. 
 
Shared experiences are key. The teen centers will have kitchens where older adult volunteers can teach youth how 
to prepare healthy meals. Teens can then bring those meals home for their families to enjoy. Programs at the teen 
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center will engage older adults and teens in karate classes, yoga classes, financial literacy, life skills, basketball, and 
more, with a focus on accountability, respect, and bonding. The teen centers will also provide unstructured 
activities for older adults and teens to do together, creating shared experiences and improving social and 
emotional well-being. By participating in arts and crafts, cooking, sports, music, community service, and 
leadership, older adults and teens will build social skills, develop positive communication skills and engage in 
healthy self-expression and awareness.  
 
Pathways to Hope for Children will also offer whole-family care to participants. Families will have access to a 
Parent Partner, a dedicated caseworker who will help them navigate parenting and family resources in Shasta 
County. This will help develop a community of supportive adults, and families will reap the benefits and resources 
from the program, thus helping mitigate the impact of ACEs and/or address any ongoing mental health issues in 
the family. Community partners such as Legal Services of Northern California, Planned Parenthood, Shasta 
Community Health Center, Youth Options and other resources that cater to both seniors and youth will be offered 
access to the center and have the opportunity to provide services on site at the Redding Teen Center and 
Anderson Teen Center.   
 
B)  CCR, Title 9, Sect. 3910(a) Requirement 
Hope Park Project will address area (1) of CCR, Title 9, Sect. 3910(a): Introduce a mental health practice or 
approach that is new to the overall mental health system, including, but not limited to, prevention and early 
intervention. 
 
C)  Appropriateness of Selected Approach 
Mentoring is a youth development strategy that is a proven foundational asset for a young person's successful 
path to adulthood. It is also effectively used as an intervention strategy to redirect a young person toward a 
healthy and productive future (mentoring.org, 2015). The Hope Park Project will incorporate a group mentoring 
program where cohorts of teens and older adults engage with each other on a weekly or daily basis. Mentoring 
works, and at its core, it guarantees young people have someone who cares about them. It assures them they are 
not alone in dealing with day-to-day challenges, and it helps them know they matter. Research confirms that 
quality mentoring relationships have powerful positive effects on young people in a variety of personal, academic, 
and professional settings (mentoring.org, 2019). Ultimately, mentoring helps a young person with personal 
growth, development, social and economic opportunities. Even with these clear benefits, one in three young 
people grow up without a mentor (mentoring.org). 
 
This project aims to replicate the deep connection that is demonstrated by Shasta County resident Laural Park, 
who was 67 when she spent a week participating with teens in high-adventure activities and intentional 
programming that created bonds that have lasted for years. These activities broke down the generational gap and 
created deep, meaningful connections. Teens learned to respect what the older generation has to offer, and in 
turn, Laural gained more respect and admiration for the younger generation because she took the time to get to 
know them. Many older adults struggle to fend off isolation and the mental illness that can accompany it; 
meanwhile, teens desire connection and caring adults in their lives. The Hope Park Project will bridge this gap and 
provide the connections for these two generations to find community, meaning, and purpose. In turn, it is 
anticipated that the project will reduce isolation and loneliness among participating older adults, while reducing 
ACEs in participating youth. 
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D)  Number of Individuals to be Served 
Some details of this project may need to be adjusted based on COVID restrictions, but the Hope Park Project will 
host four high-adventure activity weekends per year. These outings will be limited to 50 youth and 20 older adult 
volunteers per session. Additionally, Pathways to Hope for Children will take 10 staff to facilitate the gatherings. 
The goal is to serve 200 youth from Anderson and Redding during the first year, then maintain 200 teen program 
participants for the life of the grant. Older adult volunteers could come from anywhere in Shasta County, and the 
goal is to engage 80 older adult volunteers per year. Seniors will be recruited from Frontier Senior Center in 
Anderson, Veterans of Foreign Wars (VFW), Adult Protective Services, the Older Adult Policy Council, Shining Care, 
Redding Senior Center, local service clubs and anywhere that seniors gather. The teen centers in Anderson and 
Redding would be open to all teens in Shasta County who want to engage. The average daily attendance for the 
teen centers is estimated at 75 students per day, for a total of 19,000 visits per year. It is estimated that at full 
implementation of Hope Park, more than 16,640 volunteer-hours per year from older adults will be provided (4 
hours per week, 52 weeks, 80 volunteers). There will also be recruiting, screening and training for older adults who 
wish to volunteer at the teen center but not be part of the Hope Park Project. They will also ensure that the 
Disability Action Center is aware of volunteer opportunities, and all marketing materials will state that all 
reasonable accommodations will be considered.  
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E)  Description of the Population(s) to be Served 
The primary populations served will be older adults (ages 60+) and teens (ages 12-18). Shasta County is home to 
approximately 26,000 older adults (65+) and more than 15,000 youth ages 11 to 17. The Hope Park Project and 
teen centers will be open to all teens and older adults, regardless of their gender identity, race, ethnicity, sexual 
orientation or religious belief. They will offer trainings and facilitated discussions for seniors, teens and staff on 
these topics through a partnership with NorCal Outreach and others with expertise in this field. Hope Park will be 
open, affirming, and welcoming to all those who walk through the doors. According to kidsdata.org, 70.6% of 
Shasta County youth are white, 15.3% are Hispanic/Latino, 7.9% are multiracial, 3.2% are Asian American and 1.7% 
are African American. It is expected the population in the Hope Park Project will reflect these numbers. The online 
report also shows that only 3.7% of Shasta County teens are American Indian/Alaska Native, but due to Pathways 
to Hope’s strong ties to the Redding Rancheria, the proportion of Native population served may exceed this 
percentage.  
 
Currently, a Teen LGBTQ club is offered at the Anderson Teen Center, and Hope Park participants will have the 
opportunity to join that club or a similar club at the teen center in Redding.  
Although English will be the primary language for this innovative program, multilingual volunteers and staff will be 
sought out. 
 
Research on INN Component 

A)  What Distinguishes this Project from Similar Projects? 
Hope Park Project's integrates well-trained older adult volunteers bonding with at-risk youth through high-
adventure activities, followed by year-round, daily group mentoring in a teen center program design. This 
multigenerational model has not been done before. 
 
Traditionally, multigenerational programs have teens and older adults meeting each other at senior centers, or 
school performing arts programs perform for older adults at care homes. These one-time activities rarely create 
lasting engagement. Hope Park flips that narrative and puts older adults where teens gather. This program 
engages older adults who are active, and helps keep them that way. At times, teens will be leading older adults in 
activities, and at other times, older adults will be leading teens; this will empower both groups and put them in a 
position to learn from one another.  
 
Older adult volunteers will be provided with trauma-informed training and undergo an intensive 20-hour training 
academy that will provide them with the skills and background necessary to be successful in the Hope Park 
Project. Then, older adult volunteers and teens will attend high-adventure activities and bond through “challenge 
by choice” activities. These bonds will be further developed through meaningful daily activities at the teen centers. 
Teens will benefit from meaningful connection and cheerleading from adults who care and who are willing to 
share life skills with them, while older adults will be provided with opportunities to stay active, have a purpose and 
learn from youth. 
 
B)  Existing Models or Approaches Investigated 
Extensive investigation and lived experiences are the basis of this proposal. Many programs researched around 
the country and locally provide services to older adults, children, and families. Similar programs have already 
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happened on a micro level with older adults who volunteered at Camp HOPE and bonded with campers and teen 
counselors. The bonds were strengthened through quarterly activities, but it was not enough. There were not 
enough volunteers or teens engaged. There was not enough time shared together to create sustaining and 
meaningful intervention that the Hope Park project and the teen centers will provide. 
 
Research showed that most programs connecting youth and older adults are centered around the lives of older 
adults, oftentimes only providing youth the opportunity to share one-time activities and experiences with older 
adults, where the scope is limited and the impact is often short. Research did not find any programs that required 
the extensive training of older adults, or that used high-adventure experiences followed by volunteering to create 
deeper bonds with teens in centers designed specifically for youth at critical times of the day. 
 
Programs providing senior and teen services include: 
http://www.nsyssc.com/index.html 
 
Literature that shows existing programs typically take place at senior homes and through one-time 
encounters: 
https://www-tc.pbs.org/inthemix/educators/lessons/bridgingtheyears_guide.pdf   
 
https://www.nextavenue.org/old-young-better/ 
 
https://www.mentalhelp.net/blogs/intergenerational-programs-keeping-seniors-young-making-youth-wiser/ 
 
Sources that show that older adult isolation has negative mental health outcomes: 
https://www.aplaceformom.com/blog/10-17-14-facts-about-senior-isolation/ 
 
https://www.agingcare.com/articles/loneliness-in-the-elderly-151549.html 
 
References that prove older adults benefit from volunteering and interactions with youth: 
https://www.seniorlifestyle.com/resources/blog/fun-value-intergenerational-programming/ 
 
https://www.aplaceformom.com/blog/9-26-14-reasons-seniors-volunteer/ 
  
https://www.bayshorehomecare.com/10-benefits-connecting-youth-seniors/ 
 
Facts and research that shows 3-7 pm is the time of day that teens need the most supervision: 
https://www.ojjdp.gov/ojstatbb/offenders/qa03301.asp 
 
https://www.blogtalkradio.com/denise-bolds/2010/09/16/the-most-dangerous-time-of-your-childs-day-
afterschool-between-2pm-6pm 
 
https://www.pennlive.com/editorials/2009/07/the_danger_zone_afterschool_pr.html 
  
http://afterschoolalliance.org/documents/issue_briefs/issue_KeepingKidsSafe_65.pdf 

Appendix R

168

168

http://www.nsyssc.com/index.html
https://www-tc.pbs.org/inthemix/educators/lessons/bridgingtheyears_guide.pdf
https://www.nextavenue.org/old-young-better/
https://www.mentalhelp.net/blogs/intergenerational-programs-keeping-seniors-young-making-youth-wiser/
https://www.aplaceformom.com/blog/10-17-14-facts-about-senior-isolation/
https://www.agingcare.com/articles/loneliness-in-the-elderly-151549.html
https://www.seniorlifestyle.com/resources/blog/fun-value-intergenerational-programming/
https://www.aplaceformom.com/blog/9-26-14-reasons-seniors-volunteer/
https://www.bayshorehomecare.com/10-benefits-connecting-youth-seniors/
https://www.ojjdp.gov/ojstatbb/offenders/qa03301.asp
https://www.blogtalkradio.com/denise-bolds/2010/09/16/the-most-dangerous-time-of-your-childs-day-afterschool-between-2pm-6pm
https://www.blogtalkradio.com/denise-bolds/2010/09/16/the-most-dangerous-time-of-your-childs-day-afterschool-between-2pm-6pm
https://www.pennlive.com/editorials/2009/07/the_danger_zone_afterschool_pr.html
http://afterschoolalliance.org/documents/issue_briefs/issue_KeepingKidsSafe_65.pdf


 
 

9 
 

 
Research that shows bonding through high-adventure activities increases hope and resiliency: 
https://www.camphopeamerica.org/outcomes/ 
 
https://www.youtube.com/watch?v=ad6NDXy18qw   At the time marker 4:40 after the video begins, Laural Park 
shares her story. 
 
https://www.amazon.com/Hope-Rising-Science-HOPE-Change/dp/168350965X 
    
Learning Goals/Project Aims 

A)  What is to be learned or better understood over the course of the INN project, and why have these goals 
have been prioritized? 
The Hope Park project aims to discover whether intergenerational connection based on shared experiences and 
meaningful interactions can improve the mental health of older adults and mitigate risky behavior with teens. 
Proof that increasing hope in the lives of older adults and teens can mitigate the effects of adverse childhood 
experiences and improve the lives of all involved would add to the collective knowledge in the mental health field. 
 
The goals of the Hope Park project include: 

• Mitigating the mental health effects of isolation and loneliness with older adults; 
• Increasing hope with teens and older adults; 
• Reducing exposure to Adverse Childhood Experience with teens; 
• Reducing suicidal ideation among teens and older adults; and 
• Reducing the number of teens who access the juvenile justice system. 

 
These goals have been prioritized because older adults need to feel connected to a community in order to have 
better mental health outcomes. Also, teens engaged with meaningful activities during critical hours are less likely 
to engage in risky behavior. Investing in hope is the key to the success of Hope Park. Hope is the belief that one’s 
future can be brighter than one’s past, and that person has a role in making it so (Gwinn & Hellman 2019). Hope is 
a function of goal setting, motivation (agency) to achieve goals and the ability to access pathways to said goals. "ln 
over 2,000 published studies on hope, every single one, hope is the single best predictor of well-being compared 
to any other measures of trauma recovery. This finding is consistently corroborated with other published studies 
from top universities showing that hope is the best predictor for a life well-lived" (Gwinn & Hellman, 2019). Gallup 
research shows that hope is a stronger predictor of college success than grade-point average or SAT and ACT 
scores, and caring or emotional support elements are crucial to success in life after college (originally published in 
Education Week magazine). Therefore, improving hope in the lives of teens and older adult volunteers will 
dramatically improve their long-term outcomes and provide them with the agency and motivation to pursue their 
dreams. 
 
B)  How do your learning goals relate to the key elements/approaches that are new, changed or adapted in your 
project? 
The key learning goals are based on approaches that have not been tried on a large scale. By bonding older adults 
and teens in high adventure – shared experiences followed by year-round group mentoring in teen centers – the 
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Hope Park Project will introduce a practice and approach that is new and unique to the overall mental health 
system that targets the youth and elderly in the community. Creating mutual accountability is the key to Hope 
Park. Older adults will not feel as isolated or alone, teens will feel valued and honored. Pathways to Hope for 
Children will focus programming for Hope Park that specifically targets ACEs intervention, older adult mental 
health, generational accountability and meaningful engagement. 
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Evaluation or Learning Plan 

The Hope Park Project will use several evaluation measures. To begin, they will measure hope using the validated 
Children's Hope Scale for teens and the Adult Hope Scale for older adults. This six-item or eight-item self-report 
questionnaire assesses dispositional hope. The measure is "based on the premise that goal directed and that their 
goal-related thoughts can be understood according to two components: agency and pathways" (Snyder, et al, 
1997). These two components, agency (ability to initiate and sustain action toward goals) and pathways (capacity 
to find a means to carry out goals) are assessed by the measure. 
 
Pathways to Hope for Children will work with the University of Oklahoma, Tulsa's Hope Research Center to 
evaluate the Hope Park project. With the help and guidance of OU's Hope Research Center, the following will be 
measured: 

• Hope 
• Flourishing 
• Perceived stress 
• Emotional wellbeing 
• Suicidal ideation 
• Ability to accomplish self-defined goals 
• ACE scores on older adults and youth ages 13 and older 

 
The teens will take assessments at intake, another round of assessments at the end of the high-adventure activity, 
and a final assessment 60 days after the activity. Hope Park will work with teens and parents to monitor grades, 
interactions with law enforcement and truancy to measure the reduction in risky behavior and improvement in 
school engagement. With older adult participants, research will start with assessments during the application 
process, prior to them starting the 20-hour volunteer academy. They will take another round of assessments at 
the end of the high-adventure activity and a final assessment 60 days after the activity. 
 
Children and families will have the opportunity to opt out of taking part in the evaluation process. Services will not 
be dependent on participation in evaluations. 
 
The Hope Park project will use Social Solutions for its data platform. This robust program extracts nonidentifiable 
demographic data to show programs are having the desired effect. Additionally, Hope Park will document client 
experiences using photos, videos and testimonials. The Hope Park Program Coordinator will be required to fill out 
monthly reports that outline the work being done, the success of the individuals and other important data and 
milestones. 
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Section 3:  Additional Information for Regulatory Requirements 
 
Contracting 
Shasta County uses a robust competitive procurement process to identify and contract with the most appropriate 
and skilled provider(s) possible.  For this new intergenerational Innovations project, the proposal from Pathways 
to Hope for Children was selected for several reasons. Pathways to Hope for Children has been operating as the 
Shasta County Child Abuse Prevention Coordinating Council since 1987. The organization has a long history 
working with children, teens, adults and older adults. Their community partnerships are strong as they partner 
with government agencies, non-profit organizations, school systems, medical systems and more. Their work with 
teens is extensive as they have been operating the Anderson Teen Center since 2001. Pathways to Hope for 
Children staff are well-trained, as all providers are Triple P certified, Safe Care accredited and have implemented 
the Five Protective Factors framework. They have strong ties with mental health services and have a certified drug 
and alcohol counselor on staff. Additionally, they have extensive experience in administering high-adventure 
camps and bonding activities. PHC Executive Director Michael Burke first ran Camp HOPE for youth in 2012 based 
on a San Diego program, and the camp held in Shasta County inspired Camp HOPE America. Michael worked 
nationally growing the program as part of Alliance for HOPE International, and was key in the early development 
of the camping and mentoring program. PHC Associate Director Patty Price implemented the local Camp HOPE 
program for youth for four years, and several camp counselors from the 2021 camp were campers back when they 
were youth and Laural Park is still involved with our Camp HOPE efforts. 
 
Pending project approval from the Shasta County Board of Supervisors and the Mental Health Services Oversight 
and Accountability Commission, a detailed contract will be executed. The Hope Park Program Coordinator will be 
required to fill out monthly reports that outline the work being done, the success of the individuals, and other 
important data and milestones. The project will include options to course-correct if outcomes do not meet 
projected expectations.   
 
Community Program Planning 
The Shasta County MHSA Community Planning Process includes several standing committees and workgroups that 
actively involve a wide array of people and agencies, and their input helps guide the Health and Human Services 
Agency as it administers the Mental Health Services Act in Shasta County. These groups provide ideas and 
feedback for plans and updates, mental health policies, programs, budgets, and outreach and engagement efforts. 
This project idea was developed and/or vetted by each of these committees, which include: 

• MHSA Stakeholder Workgroup: The MHSA Stakeholder Workgroup meets quarterly and as needed, 
depending upon the needs of the Health and Human Services Agency in administering the Mental Health 
Services Act. The workgroup provides input for the planning, implementation and oversight of the Mental 
Health Services Act. Any community member, including consumers, family members, Health and Human 
Services Agency staff, peer support staff and any other interested individual, organization or agency are 
invited to attend. This meeting is the platform where priorities for each component of MHSA are 
established and decisions about how to implement, improve or expand programs are made. Meetings are 
announced via a press release, social media, outreach to community partners and e-mail to the Mental 
Health Services Act distribution e-mail list.  The MHSA Stakeholder Workgroup is where the idea for an 
intergenerational INN project originated.  
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• Stand Against Stigma Committee: This committee works to promote mental wellness, increase 
community awareness of mental health and end the stigma surrounding mental illness and substance 
abuse. The community-based committee supported by the Health and Human Services Agency meets 
monthly and is open to all interested members of the public. 

• Suicide Prevention Workgroup: The Suicide Prevention Workgroup is a local collaboration of community 
members and public and private agencies who focus on reducing suicide in Shasta County. This active 
workgroup discusses the progress being made in suicide prevention, as well as action planning, 
implementation and evaluation.  

• The Mental Health, Alcohol and Drug Advisory Board also provides opportunities for discussion, 
education and input at its meetings, and liaisons are assigned to all of the above workgroups. This board is 
appointed by the Shasta County Board of Supervisors. A Mental Health Services Act update report is given 
at its regular bi-monthly meeting, and the board hears periodic presentations on Mental Health Services 
Act programs. 

 
The Community Planning Process also engages people who are not able to attend meetings in person. This is done 
through social media, press releases, outreach to community partners and e-mail to the Mental Health Services 
Act distribution e-mail list on items that are impacted by MHSA funding.  In addition to ensuring representation 
from the demographic groups required by the Mental Health Services Act, the Community Planning Process 
intentionally seeks feedback from people with the following experience: 

• People who have severe mental illness  
• Families of children, adults, and seniors who have severe mental illness  
• People who provide mental health services  
• Law enforcement agencies  
• Educators  
• Social services agencies  
• Veterans  
• Providers of alcohol and drug services  
• Health care organizations 

 
This project idea was developed and/or vetted by all of the above groups. This represents the timeline of events: 

• At the October 2, 2018 stakeholder workgroup meeting, participants discussed the need for a new 
Innovation project. The MHSA coordinator reviewed the gaps identified in the 3-year plan survey, and a 
variety of ideas were generated by stakeholders, including the idea for perhaps pairing seniors with youth 
in a project. This could address two different challenges in our community – isolation and depression 
among older adults, and the high rate of Adverse Childhood Experiences. 

• At the January 9, 2019 stakeholder workgroup meeting, participants brainstormed additional ideas for a 
new Innovations project. 

• At the April 9, 2019 stakeholder workgroup meeting, participants again discussed concepts for a new 
innovation project. The intergenerational project idea was one of four projects that was discussed.  

• At the July 16, 2019 stakeholder workgroup meeting, Michael Burke, the executive director of Pathways to 
Hope, shared his idea for an intergenerational project. A roundtable discussion followed. There was broad 
support by all in attendance.  
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• At the January 14, 2020 stakeholder workgroup meeting, the MHSA coordinator reported that a Request 
for Proposals had been released for an Innovation project. 

The county received responses from four organizations to the Request for Proposal 20-25 (RFP 20-25) to provide a 
program that met this criteria. An evaluation committee reviewed all responses for consideration, and selected 
Pathways to Hope for Children’s proposal for Hope Park. On December 7, 2020, HHSA published a 30-day notice 
for public comment, and nine public comments were received, all in support. On January 6, 2021, during the 
Shasta County Mental Health, Alcohol and Drug Advisory Board (MHADAB) regular meeting, the 30-day public 
comment period was closed, a public comment period was held and MHADAB approved the Hope Park proposal. 
The project was subsequently approved unanimously by the Board of Supervisors in March 2021, and the proposal 
was then submitted to the Mental Health Services Oversight and Accountability Commission. 
 
MHSA General Standards 
Hope Park will introduce a new approach to the overall mental health system, including, but not limited to, 
prevention and early intervention through shared experience and meaningful interaction. Hope Park will increase 
access to underserved groups by engaging at-risk youth, older adults at risk of loneliness and isolation with high 
adventure activities and daily contact at the teen centers. This program will increase the quality of mental health 
services by providing education and outreach to the population it serves. Hope Park will work with government 
and non-profit partners to promote interagency and community collaboration as they seek referrals into the 
program through allied agencies.  As part of the Strengthening Families Collaborative, the Continuum of Care 
Collaborative, School Attendance Review Board Restructuring Committee, Anderson Partners and Neighbors 
Collaborative, participant in the Northern California Resilience Training and many other community efforts, the 
Pathways to Hope for Children staff are strategically aligned to carry out this important and innovate effort. They 
will be able to address all the general MHSA standards of: Community Collaboration; Cultural Competency; Client-
Driven; Family-Driven; Wellness, Recovery, and Resilience-Focused; and Integrated Service Experience for Clients 
and Families. 
 
Cultural Competence and Stakeholder Involvement in Evaluation 
Pathways to Hope for Children contracts with Strategies 2.0 of Sacramento to provide annual cultural competency 
training to all staff. The older adult volunteers will be added to this training. The Culturally Proficient Professional 
Training includes a workshop that looks at effective methods to enhance diversity and inclusion within family 
resource centers and family strengthening organizations. Participants are asked to identify and reflect upon 
personal biases, beliefs and opinions. Throughout the day, participants learn how to recognize healthy and non-
productive practices and policies related to cultural proficiency and how to apply strategies for cultural proficiency 
in partner relationships. This training and the skills learned will be applied in program planning, staff and volunteer 
development, and be reflected in the activities carried out during this project.  
 
As described in the “Evaluation or Learning Plan” section, both older adult and teen participants will be asked to 
complete self-report assessments or questionnaires. The Social Solutions data platform shows whether programs 
are having the desired effect and help assess if an appropriate cross-section of the local community is represented 
in participants. This data will be shared periodically with stakeholders, both for information and feedback, and 
formal reports will be included in the Shasta County MHSA Annual Update/3-Year Performance and Expenditure 
Plan.   
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Innovation Project Sustainability 
This project is a new practice, primarily focused on prevention, early intervention, and promoting interagency and 
community collaboration related to mental health supports. It does not provide clinical or traditional services, so 
continuity of care is not applicable to this project. If the lessons learned and data gathered from this project 
conclusively demonstrate significant benefit and stakeholder support remains strong, other funding sources, 
including MHSA CSS or PEI, or other grant funding may be pursued at the end of the Innovations project to 
maintain the program, either in part or as a whole. 
 
Communication and Dissemination Plan   
 
A)  Dissemination of Information to Stakeholders and Others 
As described in the Community Planning Process section, the Shasta County MHSA Community Planning Process 
includes several standing committees and workgroups that actively involve a wide array of people and agencies, 
and their input helps guide the Health and Human Services Agency as it administers the Mental Health Services 
Act in Shasta County. Progress, updates and outcomes of Hope Park will be shared during regular meetings of the 
MHSA Stakeholder Workgroup, the Stand Against Stigma Committee, the Suicide Prevention Workgroup and the 
Mental Health, Alcohol and Drug Advisory Board, as well as the Shasta County Board of Supervisors when 
appropriate. Pathways to Hope and the Shasta County Health and Human Services Agency will also engage people 
who are not able to attend meetings in person through social media, press releases, outreach to community 
partners and e-mail to the Mental Health Services Act distribution e-mail list. Data, photographs, videos and 
testimonials will be shared throughout the life of the project to show progress, monthly reports will be posted on 
the Shasta County Mental Health Services Act website, and formal reports will be included in the Shasta County 
MHSA Annual Update/3-Year Performance and Expenditure Plan.   
 
B)  Keywords for Search 
Hope Park, hope, intergenerational mental health, older adult volunteers, adverse childhood experiences (ACES) 
 
Timeline 
This timeline assumes a fiscal year start of July 1, 2021.  Dates may need to be adjusted during the contract 
process depending on the speed of the approval processes and the COVID-19 pandemic.  Please see the chart 
below for initial estimates. Please see the chart below: 
 

Timeline Quarter Task Time 
Period 

Completion date 

November 1, 
2021 

1 Hire new staff for grant funded 
positions 

Four weeks December 1, 
2021 

November 1, 
2021 

1 Retain real-estate professional to 
help find a suitable space for a 
teen center in Redding 

Two 
months 

January 1, 2022 

November  1, 
2021 

1 Start recruiting older adult 
volunteers  

Two 
months 

Ongoing 
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November 1, 
2021 

1 Establish curriculum for Hope 
Park Volunteer Academy 

One Month November 1, 
2021 

January 15, 
2021 

1 First Volunteer Academy starts Two 
months 

November 15, 
2021 

January 15, 
2021 

1 Sign Lease on Redding Teen 
Center 

 January 15, 2022 

February 28, 
2022 

1 First quarterly report on Hope 
Park due 

 February 28, 
2022 

     
February 1, 
2022 

2 Set up Redding Teen Center  Two 
months 

April 1, 2022 

February 1, 
2022 

2 Start community awareness 
campaign for Hope Park Project 
to recruit teens 

Two 
months 

April 1, 2022 

March 1, 2022 2 Research and plan high 
adventure activity 

One month April 1, 2022 

April 1, 2022 2 Sign contract for 1st high 
adventure activity 

 April 1, 2022 

April 1, 2022 2 Ongoing recruitment of older 
adults 

Ongoing Ongoing 

April 1, 2021 2 Grand Opening of Redding Teen 
Center 

Ongoing Aprill 1, 2022 

April 15, 2022 2 Selection of first cohort of teens 
for project 

Two weeks April 30, 2022 

April 30, 2022 2 Quarterly report on Hope Park 
due 

 April 30, 2022 

     
April 9, 2022 3 First High Adventure Activity for 

older adults and teens 
One day April 9, 20221 

April 4, 2022 3 Selection of Older Adult Cohort One week April 11, 2022 
April 11, 2022 3 Cohort of older adults and teen 

group together at Anderson and 
Redding Teen Centers 

Ongoing Ongoing 

April 11, 2022 3 Ongoing Hope Park program 
with older adults mentoring 
youth at teen centers 

Ongoing Ongoing 

April 15, 2022 3 Volunteer Academy starts Two 
months 

June 15, 2022 

June 2022 3 Monitoring of program and 
adjusting if necessary  

Ongoing Ongoing 

June 30, 2022 3  Quarterly report on Hope Park 
due 

 June 30, 2022 

     
July  2022 4  Monitoring of program and 

adjusting if necessary  
Ongoing Ongoing 
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July 2022 4  Identify teens for next cohort  Two weeks July 2022 
July2022 4  Child Abuse Prevention 

Awareness activities – Cohorts of 
older adults and teens will 
participate 

Month long July2022 

July 1, 2022 4  High Adventure Activity for older 
adults and teens 

One day July 2, 2022 

July 3, 2022 4  Selection of Older Adult Cohort One week July 10, 2022 
July 3, 2022 4  Cohort of older adults and teen 

group together at Anderson and 
Redding Teen Centers 

Ongoing Ongoing 

July 4, 2022 4  Ongoing Hope Park program 
with older adults mentoring 
youth at teen centers 

Ongoing Ongoing 

July 10, 2022 4  Evaluate if Hope Park 
Participants can participate in 
Camp HOPE – Pathways 

Two weeks Selection by 
September 1, 
2022 

August 2022 4  Monitoring of program and 
adjusting if necessary  

Ongoing Ongoing 

Aug. 30, 2022 4  Yearly report on Hope Park due  Aug. 30, 2022 
     
October 2022 -
2026 

1  Camp HOPE – Pathways week 
happens 

One week October 2022 -
2026 

October 2022 -
2026 

1 Monitoring of program and 
adjusting if necessary  

Ongoing Ongoing 

Nov. 2022 -
2026 

1  Identify teens for next cohort  Two weeks  Nov. 2022 -2026 

Nov. 2022 -
2026 

1  High Adventure Activity for older 
adults and teens 

One day Nov. 2022 -2026 

Nov. 2022 -
2026 

1  Selection of Older Adult Cohort One week Nov. 2022 -2026 

Nov. 2022 -
2026 

1  Cohort of older adults and teen 
group together at Anderson and 
Redding Teen Centers 

Ongoing Ongoing 

December.2022 
-2026 

1 Ongoing Hope Park program 
with older adults mentoring 
youth at teen centers 

Ongoing Ongoing 

December 
2022-2026 

1  First quarterly report on Hope 
Park due 

 Sept. 2022 -2026 

     
January 2023 -
2026 

2  Monitoring of program and 
adjusting if necessary  

Ongoing Ongoing 

January 2023 -
2026 

2 Identify teens for next cohort  Two weeks January 2023 -
2026 
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Feb. 2023 -
2026 

2 High Adventure Activity for older 
adults and teens 

One day Feb. 2023 -2026 

Feb. 2023 -
2026 

2 Selection of Older Adult Cohort One week Feb. 2023 -2026 

Feb. 2023 -
2026 

2 Cohort of older adults and teen 
group together at Anderson and 
Redding Teen Centers 

Ongoing Ongoing 

March 2023 -
2026 

2 Ongoing Hope Park program 
with older adults mentoring 
youth at teen centers 

Ongoing Ongoing 

Feb. 2023 -
2026 

2 Quarterly report on Hope Park 
due 

 Feb. 2023 -2026 

     
April 2026 3  Ensure adequate funding has 

been secured to keep program 
going and Redding teen center 
operational. 

Ongoing Ongoing 

April 2026 3 Final High Adventure Activity for 
older adults and teens 

One day April 2026 

April  2026 3 Cohort of older adults and teen 
group together at Anderson and 
Redding Teen Centers 

Ongoing Ongoing 

April 2026 3 Ongoing Hope Park program 
with older adults mentoring 
youth at teen centers 

Ongoing Ongoing 

June 2026 3 Monitoring of program and 
adjusting if necessary  

Ongoing Ongoing 

June 2026 3 Quarterly report on Hope Park 
due 

 June 2026 

     
July 2026 4 Monitoring of program and 

adjusting if necessary  
Ongoing Ongoing 

July 2026 4 Start work on creation of tool kit 
on the successful Hope Park 
program so it can be replicated  

Two weeks July 2026 

July 2026 4 Child Abuse Prevention 
Awareness activities – Cohorts of 
older adults and teens will 
participate 

Month long July 2026 

July 2026 4 Work on closing out mentorships 
with Hope Park program with 
older adults mentoring youth at 
teen centers 

Ongoing Ongoing 
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August 2026 4 Throw a big community party to 
celebrate the success of our five 
year program 

One day August 2026 

August 30, 
2026 

4 Publish toolkit that other 
communities could use to learn 
from and replicate the program  

 August 30, 2026 

Sept. 30, 2026 4 Final report on Hope Park due  Sept. 30, 2026 
 

 

 

Section 4:  INN Project Budget and Source of Expenditures 
Budget Narrative 
Pathways to Hope for Children will be able to leverage current partnerships to keep the Anderson Teen Center in 
operation; $150,000 will be needed to ensure the Redding Teen Center location is secured. The Redding Teen 
Center will need to be large enough to accommodate 75 to 100 visitors a day. During that same time period, the 
staffing of the Hope Park program will include the Pathways to Hope for Children's Executive Director's leadership 
and vision, 50% of a center director's time, a full-time volunteer coordinator and a full-time program coordinator. 
The executive director's involvement will diminish as the program is up and running. The center director and two 
full time personnel will stay engaged at the same level for the duration of the grant, and the budget includes fringe 
benefits and cost of living and performance increases for those positions. 
 
The operating expenses through the life of the grant remain steady. There is up to $50,000 per year set aside for 
older adults and teens to participate in high adventure activities at a cost of $50 per adventure for volunteers, 
teens and staff. An additional $65,000 is set aside for activities inside of the two teen centers. This will include, but 
not be limited to art supplies, games, cooking supplies, tutoring materials and themed gatherings. The proposed 
budget also includes $5,000 for stipends for volunteers and teens. These stipends can include gas cards, clothing, 
or other items needed to take part in the activities involved in the Hope Park project. Also, $30,000 is allocated for 
mileage, buses and other forms of transportation to get older adults, teen participants and staff to the various 
activities. Older adults will not receive salaries, as historically, some have expressed to county staff that this would 
disrupt their retirement or other fixed income. 
 
Ensuring the proper database system to track, monitor and evaluate the Hope Park program is critical to program 
success. PHC has budgeted $15,000 during the initial grant period for the software needed to properly execute 
this innovative program. Software will include licenses for Apricot Data Base System by Social Solutions, Microsoft 
Office Suites and the Adobe Creative Cloud subscriptions. PHC will also be looking at a texting platform to clearly 
communicate with all participants in the program. The program will utilize a Zoom platform and Survey Monkey to 
communicate and gather information. A portion of these subscriptions are attributed to this area of the budget. 
 
ln the Capital Assets category, PHC will need to outfit the new Redding Teen Center and update some of the items 
in the Anderson Teen Center. This will be done in a multitude of ways, including in-kind donations, volunteer 
labor, free or discounted furniture and appliances. 

Appendix R

179

179



 
 

20 
 

 
The indirect costs of this project are set at 10% of the salaries, and will be used to assist with bookkeeping, audited 
financial statements, insurance, a portion of the administrative assistant's salary and other costs associated with 
running Pathways to Hope for Children. Pathways to Hope for Children contracts with JMartan and Associates for 
all bookkeeping and has audited financials completed each year by Donald R. Reynolds, CPA. This will ensure the 
financial aspects of the project are well managed. Pathways to Hope for Children will also carry all insurances 
needed for all activities associated with this program.  Special consideration will be taken into account because of 
some of the activities mentioned above. 
 
Through a partnership with the University of Oklahoma, Tulsa's Hope Research Center, Dr. Chan Hellman has 
agreed to oversee the evaluation of this program as an in-kind donation and will not be charging for being a 
research partner. The value of this level of work would be an estimated $15,000 to $20,000 if PHC were required 
to hire a research firm. Built into the overall budget is the cost of developing, piloting and refining the project.  
 
The proposed budget of S1,750,000 over five years considers the startup costs of opening a new teen center in 
Redding and the costs to develop a new innovative program. Having substantial funds set aside for the activities 
and the materials needed in the teen centers to operate Hope Park will be pivotal to the success of the program. 
While the cohort of older adults and teens will bond through high-adventure lived experiences, that connection 
will carry through to the relationships in the teen center. The goal is to sustain 80 older adult volunteers and 200 
youth participants throughout the life of the grant. The funds in this proposal allow for the staff and space to do 
this. 
 

Some of the funds applied to the Hope Park Project would be subject to reversion in FY 2021-22. 

 
 

Budget by Fiscal Year and Specific Budget Category 
See next section. 
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BUDGET BY FISCAL YEAR AND SPECIFIC BUDGET CATEGORY* 

EXPENDITURES 

PERSONNEL COSTS (salaries, wages, benefits)  
FY 21/22 

 
FY 22/23 

 
FY 23/24 

 
FY 24/25 

 
FY 25/26 

 
TOTAL 

1. Salaries $130,000 $128,500 $136,500 $136,500 $136,500 $668,000 

2. Direct Costs $40,300 $41,780 $43,680 $43,680 $43,680 $213,120 

3. Indirect Costs      

4. Total Personnel Costs $170,300 $170,280 $180,180 $180,180 $180,180 $881,120 

       

OPERATING COSTS FY 21/22 FY 22/23 FY 23/24 FY 24/25 FY 25/26 TOTAL 

5. Direct Costs $151,000 $156,000 $151,000 $151,000 $151,000 $760,000 

6. Indirect Costs $17,000 $17,000 $18,000 $18,000 $18,000 $88,000 

7. Total Operating Costs $168,000 $173,000 $169,000 $169,000 $169,000 $848,000 

        

NON RECURRING COSTS (equipment, technology)  
FY 21/22 

 
FY 22/23 

 
FY 23/24 

 
FY 24/25 

 
FY 25/26 

 
TOTAL 

8. Kitchen Appliances $5,000 $3,000 $500 $500 $500 $9,500 

9. Desk, Chairs, Couches $6,700 $3,720 $320 $320 $320 $11,380 

10. Total Non-recurring costs $11,700 $6,720 $820 $820 $820 $20,880 

        

CONSULTANT COSTS / CONTRACTS (clinical, training, 
facilitator, evaluation 

 
 

FY 21/22 

 
 

FY 22/23 

 
 

FY 23/24 

 
 

FY 24/25 

 
 

FY 25/26 

 
 

TOTAL 

11. Direct Costs 0 0 0 0 0 0 

12. Indirect Costs 0 0 0 0 0 0 

13. Total Consultant Costs 0 0 0 0 0 0 

        

OTHER EXPENDITURES (please explain in budget narrative)  
FY 21/22 

 
FY 22/23 

 
FY 23/24 

 
FY 24/25 

 
FY 25/26 

 
TOTAL 

14.  0 0 0 0 0 0 

15.  0 0 0 0 0 0 

16. Total Other Expenditures 0 0 0 0 0 0 

        

 BUDGET TOTALS       

 Personnel (line 1) $130,000 $128,500 $136,500 $136,500 $136,500  

 Direct Costs (add lines 2, 5 and 11 from $191,300 $197,780 $194,680 $194,680 $194,680  

above)  

 Indirect Costs (add lines 3, 6 and 12 from $17,000 $17,000 $18,000 $18,000 $18,000  

above)  

 Non-recurring costs (line 10) $11,700 $6,720 $820 $820 $820  

 Other Expenditures (line 16) 0      

 TOTAL INNOVATION BUDGET $350,000 $350,000 $350,000 $350,000 $350,000 $1,750,000 
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*For a complete definition of direct and indirect costs, please use DHCS Information Notice 14-033. This notice aligns with the federal definition for 
direct/indirect c 

 

INN Recommended Project Plan Template_April 2018_v1 
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BUDGET CONTEXT - EXPENDITURES BY FUNDING SOURCE AND FISCAL YEAR (FY) 

ADMINISTRATION: 

 
 

A. 

Estimated total mental health expenditures for 
ADMINISTRATION for the entire duration of this INN 
Project by FY 
& the following funding sources: 

 
 
 

FY 21/22 

 
 
 

FY 22/23 

 
 
 

FY 
23/24 

 
 
 

FY 24/25 

 
 
 

FY 25/26 

 
 
 

TOTAL 

1. Innovative MHSA Funds $ 3,750 $ 3,750 $ 3,750 $ 3,750 $ 3,750 $ 18,750 

2. Federal Financial Participation      $ - 

3. 1991 Realignment      $ - 

4. Behavioral Health Subaccount      $ - 

5. Other funding*      $ - 

6. Total Proposed Administration $ 3,750 $ 3,750 $ 3,750 $ 3,750 $ 3,750 $ 18,750 

EVALUATION: 

 
 

B. 

Estimated total mental health expenditures for 
EVALUATION for the entire duration of this INN Project 
by FY & the following funding sources: 

 
 

 
FY 21/22 

 
 

 
FY 22/23 

 
 

 
FY 

23/24 

 
 

 
FY 24/25 

 
 

 
FY 25/26 

 
 

 
TOTAL 

1. Innovative MHSA Funds $ 1,250 $ 1,250 $ 1,250 $ 1,250 $ 1,250 $ 6,250 

2. Federal Financial Participation      $ - 

3. 1991 Realignment      $ - 

4. Behavioral Health Subaccount      $ - 

5. Other funding*      $ - 

6. Total Proposed Evaluation $ 1,250 $ 1,250 $ 1,250 $ 1,250 $ 1,250 $ 6,250 

TOTAL: 

 
 

C. 

Estimated TOTAL mental health expenditures (this sum to 
total funding requested) for the entire 
duration of this INN Project by FY & the following 
funding sources: 

 
 
 
 
FY 21/22 

 
 
 
 
FY 22/23 

 
 
 
 

FY 
23/24 

 
 
 
 
FY 24/25 

 
 
 
 
FY 25/26 

 
 
 
 

TOTAL 

1. Innovative MHSA Funds $ 350,000 $ 350,000 $ 350,000 $ 350,000 $ 350,000 $ 1,750,000 

2. Federal Financial Participation $ - $ - $ - $ - $ - $ - 

3. 1991 Realignment $ - $ - $ - $ - $ - $ - 

4. Behavioral Health Subaccount $ - $ - $ - $ - $ - $ - 

5. Other funding* $ - $ - $ - $ - $ - $ - 

6. Total Proposed Expenditures $ 350,000 $ 350,000 $ 350,000 $ 350,000 $ 350,000 $ 1,750,000 

        

*If “Other funding” is included, please explain. 
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November 8, 2021 
 
I am writing on behalf of Mercy Medical Center Redding to express our support for Pathways to 
Hope for Children’s proposal for the Mental Health Services Act Innovation (INN) Project. 
 

This proposal will fill two major gaps in services in our community.  As a leader within an 
organization that works with both youth and older adults, this program will provide meaningful 
activities for older adults to help prevent the negative physical and mental health effects of 
loneliness and give teens a safe place to gather at a time of day that they are most often to 
engage in risky behavior. I support the idea of creating a multi-generational community that will 
be beneficial to all involved. 
 
A University of California, San Francisco (UCSF) study found that participants age 60 and older 
who reported feeling lonely saw a 45% increase in their risk of death. Isolated survey 
respondents also had a 59% greater risk of mental and physical decline than their more social 
counterparts. A recent study by the US Department of Justice’s Office of Juvenile Justice and 
Delinquency Prevention stated, “Nearly one-fifth of juvenile violent crimes occur in the 4 hours 
between 3 p.m. and 7 p.m. on school days.”  Another report showed that after school hours are 
a peak time for juvenile crime and risky behaviors such as drug use, underage drinking, smoking 
cigarettes and sexual activity to occur.  They stated that between the hours of 2 p.m. and 6 
p.m., juveniles are at the highest risk of violence.   
 
This is the right program at the right time for Shasta County. 
 
Mercy Medical Center Redding is a strong supporter of the services and programs that 
Pathways to Hope for Children offer and we look forward to continuing to work collaboratively 
with them to achieve shared goals for our most vulnerable community members. 
 
Sincerely,  

 
Alexis Ross 
Director, Community Health – North State Market 
alexis.ross@dignityhealth.org 
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11/5/2021 

 

I am writing on behalf of First 5 Shasta to express our support for Pathways to Hope for 
Children’s proposal for the Mental Health Services Act Innovation (INN) Project. 

This proposal will fill two major gaps in services in our community.  As the leader of an organization that 

works with families, this program will provide meaningful activities for older adults to help prevent the 

negative physical and mental health effects of loneliness and give teens a safe place to gather at a time 

of day that they are most often to engage in risky behavior. I support the idea of creating a multi-

generational community that will be beneficial to all involved. 

A University of California, San Francisco (UCSF) study found that participants age 60 and older who 

reported feeling lonely saw a 45% increase in their risk of death. Isolated survey respondents also had a 

59% greater risk of mental and physical decline than their more social counterparts. A recent study by 

the US Department of Justice’s Office of Juvenile Justice and Delinquency Prevention stated, “Nearly 

one-fifth of juvenile violent crimes occur in the 4 hours between 3 p.m. and 7 p.m. on school days.”  

Another report showed that after school hours are a peak time for juvenile crime and risky behaviors 

such as drug use, underage drinking, smoking cigarettes and sexual activity to occur.  They stated that 

between the hours of 2 p.m. and 6 p.m., juveniles are at the highest risk of violence.   

First 5 Shasta is primarily focused on the support, advocacy and needs of children ages 0-5 and all those 

that support them.  The work to create safe spaces and education for parents and teens will support 

goals that align with First 5 Shasta’s vision and mission.  Having things for teens to do in the community 

helps with well-timed births and will continue the efforts that First 5 Shasta has around mitigation and 

prevention of Adverse Childhood Experiences (ACEs).   

This is the right program at the right time for Shasta County. 

 

Sincerely, 

 

 

 

Wendy Dickens, MSW  |  Executive Director 
First 5 Shasta      393 Park Marina Circle      Redding, CA   96001 
direct (530) 646-3783  main (530) 646-3780  wdickens@first5shasta.org 
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November 7, 2021 
 
To Whom It May Concern: 
 
I am writing on behalf of Hill Country Community Clinic to express our support for Pathways to 
Hope for Children’s proposal for the Mental Health Services Act Innovation (INN) Project. 

This proposal will fill two major gaps in services in our community.  As the leader of an health 
care organization that works with youth and older adults, this program will provide meaningful 
activities for older adults to help prevent the negative physical and mental health effects of 
loneliness and give teens a safe place to gather at a time of day that they are most likely to 
engage in risky behavior. I support the idea of creating a multi-generational community that will 
be beneficial to all involved. 

A University of California, San Francisco (UCSF) study found that participants age 60 and older 
who reported feeling lonely saw a 45% increase in their risk of death. Isolated survey 
respondents also had a 59% greater risk of mental and physical decline than their more social 
counterparts. A recent study by the US Department of Justice’s Office of Juvenile Justice and 
Delinquency Prevention stated, “Nearly one-fifth of juvenile violent crimes occur in the 4 hours 
between 3 p.m. and 7 p.m. on school days.”  Another report showed that after school hours are 
a peak time for juvenile crime and risky behaviors such as drug use, underage drinking, smoking 
cigarettes and sexual activity to occur.  They stated that between the hours of 2 p.m. and 6 
p.m., juveniles are at the highest risk of violence. 

Hill Country’s medical and behavioral health providers will be enthusiastic about this new 
opportunity and will refer both teens and older adults to the program.  This is the right program 
at the right time for Shasta County. 
 
 
Sincerely,  

 
Lynn Dorroh, CEO 
ldorroh@hillcountryclinic.org 
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MHADAB Regular Meeting Minutes 
January 6, 2021 
Page 1 of 4 

SHASTA COUNTY MENTAL HEALTH, ALCOHOL AND DRUG ADVISORY BOARD (MHADAB) 
REGULAR MEETING 

Minutes 
January 6, 2021 

 
Members: Cindy Greene, Ron Henninger, Elizabeth Jarrett, Kalyn Jones, David Kehoe, Sam Major, Jo-Ann Medina, Charlie Menoher, Marvin Peterson, Christine Stewart, Mary 
Rickert, Jessica Mitchell and Connie Webber 
Absent Members: Dale Marlar  
Shasta County Staff: Donnell Ewert, Paige Greene, Nancy Bolen, Kerri Schuette, Christopher Diamond, Amy Ross, John Bergen, Matt Pontes and Nicole Carroll  
Guests: Bobbie Sawtelle, Jill Phillips, Marjeanne Stone, Heather Jones, Nancy DeNayer, Michael Burke 
 

Agenda Item Discussion Action Individual Responsible 

I.   Introductions  ➢ Chair extended a warm welcome to all attendees.  
➢ Chair also read the Public Comment requirements.  
➢ Board members and staff identified themselves. 

 

 ➢ Sam Major, MHADAB Chair 

II.  Public Comment   
      Period 

➢ None.   

III.  Provider Reports ➢ None.   

IV.  Approval of 
Minutes 

➢ Minutes from October 7, 2020 meeting were presented in 
written form. 

➢ Approve the October 7, 2020 minutes as 
submitted. 

➢ David Kehoe (Motion) 
 Elizabeth Jarrett (Second) 

V.  Announcements   
      and Review of  
      Correspondence 

➢ Public commentary on the Hope Park Project, was           
submitted by Kerri Schuette, HHSA Program Manager     
was reviewed by the Board. Sam Major, MHADAB Chair, 
noted positive commentary from the community.  

 ➢ Sam Major, MHADAB Chair 

VI.  Action Items A. Consider approval of the Shasta County Data Notebook 
2020. 

 
B. Open public hearing to receive comments on the “Hope 

Park Innovations” application to the Mental Health 
Services Oversight and Accountability Commission 
(MHSOAC); close public comment period’ and close public 
hearing (as required by California Code of Regulations, 
Title 9, Section 3315A).  

• Michael Burke, Pathways to Hope for Children 
Executive Director, explains how key features of the 
Hope Park Project, such as high-adventure activities, 
create bonds between participants, and remarks on 
the originality of bringing seniors into active 
mentoring roles within teen centers. Michael notes 
that the Hope Park Project would allow for the 
creation of a teen center in Redding, CA. 
 
 

A. Approve the Shasta County Data Notebook 
2020. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

➢ Connie Webber (Motion) 
Charlie Menoher (Second) 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Appendix R

191

191



MHADAB Regular Meeting Minutes 
January 6, 2021 
Page 2 of 4 

• Sarah Fielding, Acting Managing Attorney of Legal 
Services of Northern California, discusses the benefits 
of collaborating with community partners, such as 
appointing an on-site legal services attorney available 
to advise Hope Park community members. Sarah 
advises cultural competency training for youth as well 
as senior participants; and urges targeted outreach to 
social groups disproportionately affected by mental 
illness and isolation. Reasonable accommodation for 
seniors with disabilities who wish to participate in the 
project is encouraged. 

 
C. Consider approval of the “Hope Park Innovations” 

application and consider recommending that the Shasta 
County Board of Supervisors approve the “Hope Park 
Innovations” application. 

 
 
 
 
 
 
 
 
 
 
 
 
C.  Approval of the “Hope Park Innovations” 

application and consider recommending 
that the Shasta County Board of 
Supervisors approve the “Hope Park 
Innovations” application  

 
 
 
 
 
 
 
 
 
 
 
 

➢ Charlie Menoher (Motion) 
Kalyn Jones (Second) 
David Kehoe (Abstain) 
Mary Rickert (Abstain) 
 

VII.  Presentations A. MHSA AUDIT RESULTS: 
A PowerPoint presentation on the MHSA Audit Results 
was provided by Kerri Schuette. [See Attachment A] 
 

B. UPDATE ON HOUSING INDIVIDUALS WITH MENTAL 
ILLNESS OR SEVERE EMOTIONAL DISTURBANCE: 
A PowerPoint presentation on the Woodlands Apartment 
Complex was provided by Paige Greene. HHSA Peer 
Support Specialists John Bergen and Amy Ross 
contributed personal testimonials. Discussion followed. 
[See Attachment B]  

 ➢ Kerri Schuette, HHSA Program 
Manager 

 
 
➢ Paige Greene, Adult Services 

Branch Director, John Bergen 
and Amy Ross, Peer Support 
Specialists 

VIII.  
Discussions/Updates 

A. HOUSING SUBCOMMITTEE:  
Ron Henninger, MHADAB Vice Chair reported 
interviewing several Woodlands Apartments residents 
regarding resident satisfaction. Ron. Henninger advised 
that residents indicated concerns regarding rule 
enforcement, security and unclear staff assignments. 
Heather Jones, family member of a Woodlands resident, 
provided a personal account. Ron Henninger and Charlie 
Menoher are to meet quarterly with Adult Services staff 
and North Valley Catholic Social Services to coordinate 
issue resolution. Discussion of the appropriateness of a 
housing subcommittee vs. an ad hoc committee followed. 
David Kehoe volunteered to join the committee.  The 
formation of a committee was tabled pending further 
discussion. 

 ➢ Ron Henninger, MHADAB Vice 
Chair 
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B. DHCS PERFORMANCE CONTRACT AMENDMENT:  
Donnell Ewert, HHSA Director, explained that the State of 
California and the Department of Health Care Services 
provide financing and grants for mental health services 
and substance abuse services to California counties. These 
agreements are renewed within a three-year Performance 
Agreement, which is set to expire June 30 2021. An 
amendment has been made stating that the Substance 
Abuse Block Grant will now be included in the 
Performance Agreement. 

 
C. PRESENTATION TOPICS FOR MHADAB MEETINGS:  

Sam Major, MHADAB Chair asked the Board to submit 
presentation topics by email to him or Nicole Carroll, 
Secretary. David Kehoe suggests a review of the statutory 
duties of Boards and Commissions under the Welfare and 
Institutions Code (WIC) and subsequent presentation to 
be submitted to the Board of Supervisors. 

➢ Donnell Ewert, HHSA Director 
 
 
 
 
 
 
 
 
 
 
➢ Sam Major, MHADAB Chair 

IX.  Directors’ Report ➢ The Directors’ Report was sent out prior to the meeting 
for the Board and guests to review.  [See Attachment C] 
Branch Director Bolen announced that Shasta County has 
been selected as one of the 13 counties in California to 
participate in a learning collaborative with Juvenile Justice 
and Child Welfare Agencies. The collaborative will explore 
treatment and options for families impacted by opioid and 
stimulant abuse. The goal is to expand options for 
recovery for people who have lost care and custody of 
their children due to opioid and stimulant abuse, as well as 
educate the judicial and child welfare systems about these 
options. 

 ➢ Paige Greene, Adult Services 
Branch Director, Nancy Bolen, 
Children’s Services Branch 
Director  

X.  MHADAB Standing 
Committee Report 

➢ MHADAB EXECUTIVE COMMITTEE MEETING:  
Discussion at the Executive Committee meeting centered 
around preparing for the upcoming MHADAB Regular 
Meeting. 

 ➢  Sam Major, MHADAB Chair 

XI. Other Reports ➢ STAND AGAINST STIGMA COMMITTEE:  
Christopher Diamond, HHSA Community Education 
Specialist, announces the centralization of Stand Against 
Stigma Committee online resources with a new website. 
Virtual mental health events are in the works. 

 
➢ HOMELESSNESS MEETING:  

Any board member interested in becoming involved with 
this committee should contact Sam Major, MHADAB Chair 
or Charlie Menoher.  

 ➢ Christopher Diamond, HHSA 
Community Education Specialist 

 
 
 
 
➢ Charlie Menoher, MHADAB 

Board Member 
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➢ MHSA QUARTERLY MEETING: 
Kerri Schuette, HHSA Program Manager announces that a 
virtual MHSA Meeting is in the works for February.  

➢ Kerri Schuette, HHSA Program 
Manager 

XII.  Reminders ➢ See Agenda.   

XIII.  Adjournment  ➢ Adjournment (7:08p.m.)  

 
___________________________________     ________________________________ 
Sam Major, Chair        Nicole Carroll, Secretary 
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  AGENDA ITEM 3 
 Action 

 June 24, 2021 Commission Meeting 

Multi-County Collaborative Innovation Plan 

Summary: The Mental Health Services Oversight and Accountability Commission 
(MHSOAC) will consider approval of Santa Clara County’s request to fund the following 
new Innovative project: 

1. Psychiatric Advance Directives (PADs) Multi County Collaborative

The Commission has launched an Innovation Incubator to deliver technical assistance to 
counties seeking to collaborate on and learn from innovative investments to reduce 
criminal justice involvement of people with mental health needs.  

The Commission completed a project to identify ways to reduce the number of people 
with mental illness in our criminal justice system. The project report highlighted the 
dramatic increase in the number of mental health consumers in our criminal justice 
system. The Commission’s criminal justice report recommends that counties develop
diversion strategies to keep people with mental health needs out of the criminal justice 
system—but identified that there is little capacity for technical assistance to meet the 
demand. 

Subsequently, the Governor and Legislature authorized the Commission to develop an 
innovation incubator to leverage mental health innovation funds to transform approaches 
to mental health by focusing on prevention, early intervention, recovery, and outcomes 
that promote health, safety, independence, and opportunity. The Innovation Component 
of the Mental Health Services Act (MHSA) provides an opportunity to explore new ways 
to organize and deliver mental health services. To support those goals, the Commission 
is working to provide strategic guidance, support technical assistance and training, 
enhance evaluation to document impact, and disseminate information to create statewide 
systems improvement. 

People with mental health needs, at times, may not be able to have a collaborative 
interaction with service providers or emergency personnel, such as law enforcement, 
especially if the person is in crisis. Behavior exhibited by a person in crisis may draw the 
attention of law enforcement, thereby initiating a path into the criminal justice system.  

Practices that establish care directed by the person with mental health needs before a 
crisis show promise in preventing disruption of community-based services. The use of 
psychiatric advance directives is one method to explore using innovative funding to 
expand the tools available to local behavioral health departments. 
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As part of the Commission’s portfolio of Innovation Incubator projects, Mariposa, Orange, 
Shasta, and Monterey Counties are seeking approval to use innovation funds to develop 
a sustainable infrastructure within California to utilize Psychiatric Advance Directives 
(PADs).  Fresno County was already approved to participate in this Multi-County 
Collaborative on June 5, 2020, and is requesting additional funds to allow for contribution 
towards the cost of administrative fees and statewide coordination.   
 
 

COUNTY Total INN Funding Requested Duration of INN 
Project 

Mariposa $517,231 4 Years 
Orange $12,888,948 4 Years 
Shasta $630,731 4 Years 

Monterey $1,978,237 4 Years 
Fresno $500,000 5 Years 

TOTAL: $ 16,515,147 
 
 
The overarching goal of this project is for participating Counties to work in partnership 
with various contractors, stakeholders, peers with lived experience, consumers, and 
advocacy groups to provide resources relative to PADs training and a toolkit, as well as 
create a standardized PAD template and a PADs technology-based platform to be utilized 
voluntarily by participating Counties.   
 
This project was developed, in part, through the work of the Commission to identify 
opportunities to reduce criminal justice involvement of mental health consumers through 
improved access to community mental health services.  The Commission is providing 
financial support to the Saks Institute for Mental Health, Law, Policy and Ethics to assist 
with the project, by providing technical assistance on the development and deployment 
of psychiatric advance directives, supporting the understanding of PADs through the 
development of policy and practice briefs and to convene meetings with interested 
counties to support awareness, understanding and participation in this Multi-County 
Innovation Project. Additionally, the Commission has contracted with Concepts Forward 
(Project Manager) who has worked with the above Counties and their communities to 
create this Multi-County Innovation Plan and join Fresno County.    

The Commission’s support for this project as part of the Innovation Incubator, recognizes 
that many individuals at risk for involuntary care encounter the criminal justice system 
through a mental health crisis.  Research conducted by the California Department of State 
Hospitals indicates that nearly half of persons sent to a state hospital under Incompetent 
to Stand Trial statutes for a felony arrest had multiple prior contacts with law enforcement 
with little or no access to community based mental health care.  This project is an 
innovation to explore the utility of psychiatric advance directives as a strategy to improve 
the effectiveness of community-based care for persons at risk of involuntary care, 
hospitalization, and criminal justice involvement.   
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This project will provide individuals with the ability to make decisions on their own behalf 
relative to their own mental health needs.  Some of the proposed outcomes of this project 
will result in the following (see pgs. 3-4 of project plan for a complete list):   

• Provision of standardized training on the usage and benefits of PADs by 
stakeholders 

• Creation of a standardized PAD template with the facilitation of peers with lived 
experience 

• Development of a training tool-kit to be used throughout various counties while 
maintaining reliability and consistency 

• Creation and implementation of a cloud-based technology platform to utilize PADs 

 
Cultural Competency and Community Planning Process 
Orange, Mariposa, Shasta, Monterey, and Fresno Counties each demonstrated that this 
project was reviewed and supported by their communities through robust local community 
planning process.  
 
Through two Innovation Incubator contracts with USC Gould School of Law/Saks Institute 
and Concepts Forward Consulting, robust stakeholder efforts were inclusive of 
stakeholders, clients with lived experience who have utilized PADs, consumers families, 
leadership and clinical providers, county, and state leadership, as well as community 
organizations in the creation of this proposal.   
 
Commission staff originally shared this project with its six stakeholder contractors and 
listserv on May 4, 2021 and June 8, 2021.  Additionally, this project was shared with both 
the Client and Family Leadership and Cultural and Linguistic Competence Committees 
on both dates indicated above.     

Four comments were received in response to Commission sharing this plan with 
stakeholder contractors and the listserv and have been provided for review.        

There were two letters of support received and have been included with the Collaborative 
Project (see Appendix B). 

Enclosures (3): (1) Biography for the PADS Multi County Collaborative Innovation 
Presenter; (2)   Staff Analysis: PADs Multi-Collaborative; (3) Stakeholder Letters of 
Opposition and Support 
 
Handout (1): PowerPoint Presentation: Psychiatric Advance Directives (PADs) Multi 
County Collaborative 
 
Additional Materials (1):  A link to the County’s Innovation Plan is available on the 
Commission website at the following URL:  
 
Psychiatric Advance Directives (PADs) Multi County Collaborative: 
 
https://mhsoac.ca.gov/sites/default/files/Multi%20County_INN_PADs_0.pdf 
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Proposed Motions (5):  The Commission approves each of the PADS Multi- County 
Collaborative Innovation plans, as follows: 
 
 

COUNTY TOTAL INN FUNDING REQUESTED DURATION OF 
INN PROJECT 

Mariposa Up to $517,231 in MHSA INN funding 4 Years 

Orange Up to $12,888,948 in MHSA INN funding 4 Years 

Shasta Up to $630,731 in MHSA INN funding 4 Years 

Monterey Up to $1,978,237 in MHSA INN funding 4 Years 

Fresno 
Additional funding up to $500,000  

in MHSA INN funding 5 Years 
   

 TOTAL:   $16,515,147.00  
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Psychiatric Advance Directives (PAD) Innovation Project  

Presenter:  Kiran Sahota, MA 

 
 
Kiran Sahota has been the president of Concepts Forward Consulting since 2020.  Her prior positions 
include over 25 years in the social service sector, county and non-profit employment. She was a Senior 
Behavioral Health Manager for Mental Health Services Act (Proposition 63) within a California Mental 
Health Plan from 2014 to 2020.  Ms. Sahota was also an Administrator for a countywide law enforcement 
Crisis Intervention Team (CIT) training within the local Sheriff's Office from 2012 to 2014. Ms. Sahota’s 
project management expertise is focused on suicide prevention efforts, mental health advocacy, 
stakeholder engagement, innovations, and law enforcement training. Ms. Sahota received her Master of 
Community and Clinical Psychology from California State University Northridge.  
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STAFF ANALYSIS - MULTI-COUNTY COLLABORATIVE 

 Innovation (INN) Project Name: 
Psychiatric Advance Directives 

Review History 

COUNTY Total INN Funding 
Requested 

Duration of 
INN Project 

30-day Public
Comment

Mariposa $517,231 4 Years 5/13/21-6/13/21 
Orange $12,888,948 4 Years 4/23/21-5/23/21 
Shasta $630,731 4 Years 5/24/21-6/23/21 

Monterey $1,978,237 4 Years 4/23/20-5/22/20 
Fresno $500,000 5 Years 4/26/21-5/25/21 

TOTAL: $ 16,515,147.00 

Project Introduction 

Mariposa, Orange, Shasta, and Monterey Counties are seeking approval to use 
innovation funds to develop a sustainable infrastructure within California to utilize 
Psychiatric Advance Directives (PADs).  Fresno County was already approved to 
participate in this Multi-County Collaborative on June 5, 2020 and is requesting additional 
funds to allow for contribution towards the cost of administrative fees and statewide 
coordination.   

The overarching goal of this project is for participating Counties to work in partnership 
with various contractors, stakeholders, peers with lived experience, consumers, and 
advocacy groups to provide resources relative to PADs training and a toolkit, as well as 
create a standardized PAD template and a PADs technology-based platform to be utilized 
voluntarily by participating Counties.   

Psychiatric advance directives (PADs) are advance directives used to support treatment 
decisions for individuals who may not be able to consent to or participate in treatment 
decisions because of a mental health condition.  They generally are used to support 
decision-making for people at risk of a mental health crisis where decision-making 
capacity can be impaired.  The psychiatric advance directive allows the individual’s 
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wishes and priorities to inform mental health treatment.  Like their general health care 
counterpart, psychiatric advance directives also can allow an individual to designate proxy 
decision-makers to act on their behalf in the event the individual loses capacity to make 
informed decisions.   

Identified Need 

There is widespread support for the use of Psychiatric Advanced Directives to empower 
people to participate in their care, even during times of limited decision-making capacity.  
PADs are a recognized strategy to improve the quality of the caregiver-client relationship 
and to improve health care outcomes (Swanson, et al., 2006).  More than half of the states 
have explicitly authorized some form of a psychiatric advance directive and standard 
health care power of attorney statutes extend that authorization throughout the U.S. 
(Appelbaum, 2004).  The Joint Commission on the Accreditation of Healthcare 
Organizations recognizes the value of psychiatric advance directives for treatment 
decisions when an individual is unable to make decisions for themselves (JCAHO, 
Revised Standard CTS.01.04.01). 
 
While psychiatric advance directives were first put into use in the U.S. in the 1990s, 
and have widespread support, research suggests their use is limited by lack of 
awareness, and challenges with implementation.   
 
Although 27 states have passed laws recognizing PADs, most PADs are incorporated 
with the main emphasis on physical health.  Adding to this is that there is not a 
standardized template for individuals, or their support systems, to access it when they 
might need it the most.   
 
With the increasing rates of mental illness and high rates of recidivism, steps need to be 
taken so that directives are in in place in the event a person experiences a psychiatric 
episode.   

How this Innovation project addresses the need: 

This project was developed, in part, through the work of the Commission to identify 
opportunities to reduce criminal justice involvement of mental health consumers through 
improved access to community mental health services.  The Commission is providing 
financial support to the Saks Institute for Mental Health, Law, Policy and Ethics to assist 
with the project, by providing technical assistance on the development and deployment 
of psychiatric advance directives, supporting the understanding of PADs through the 
development of policy and practice briefs and to convene meetings with interested 
counties to support awareness, understanding and participation in this Multi-County 
Innovation Project. Additionally, the Commission has contracted with Concepts Forward 
(Project Manager) who has worked with the above Counties and their communities to 
create this Multi-County Innovation Plan and join Fresno County.    

The Commission’s support for this project recognizes that many individuals at risk for 
involuntary care encounter the criminal justice system through a mental health crisis.  
Research conducted by the California Department of State Hospitals indicates that nearly 
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half of persons sent to a state hospital under Incompetent to Stand Trial statutes for a 
felony arrest had multiple prior contacts with law enforcement with little or no access to 
community based mental health care.  This project is an innovation to explore the utility 
of psychiatric advance directives as a strategy to improve the effectiveness of community-
based care for persons at risk of involuntary care, hospitalization, and criminal justice 
involvement.   

This project will provide individuals with the ability to make decisions on their own behalf 
relative to their own mental health needs.  Some of the proposed outcomes of this project 
will result in the following (see pgs 3-4 of project plan for a complete list):   

• Provision of standardized training on the usage and benefits of PADs by 
stakeholders 

• Creation of a standardized PAD template with the facilitation of peers with lived 
experience 

• Development of a training toolkit to be used throughout various counties while 
maintaining reliability and consistency 

• Creation and implementation of a cloud-based technology platform to utilize PADs 

Discussion of County Specific Regulatory Requirements 

Mariposa 

The County of Mariposa hopes this project will allow for their community to make 
important decisions for their overall wellbeing along with the ability for agencies and 
organizations within their community to collaborate and leverage resources for this small, 
rural community.   

The County states that due to the isolation of their geographic location, there are high 
utilization rates of local hospital and crisis response programs.  

Mariposa County held their 30-day public comment period from May 13, 2021, through 
June 13, 2021, and held their Behavioral Health Board meeting on June 14, 2021. 
Stakeholders, community partners, as well as consumers and family members were 
welcome to provide feedback around innovation projects.  Any feedback received during 
the public review period will be incorporated into the continuing development and 
subsequent phases of this project.   

Mariposa proposes to spend up to $517,231 in Innovation funding towards this multi-
county collaborative. 

Orange 

Experiencing a 27% increase in suicide deaths between 2015- 2018, the Orange County 
community has identified a need for additional support and integrated services between 
the behavioral health and crisis service systems of care.   
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The County’s 30-day public comment period began on April 23, 2021, followed by a public 
health board hearing on May 26, 2021.  The County anticipates receiving Board of 
Supervisor approval on June 22, 2021.  

A large portion of Orange County’s budget is being allocated towards the development 
and creation of a Chorus platform.  This platform will allow the exchange of health 
information and for PADs to be housed in a centralized location.  Additionally, this platform 
would allow law enforcement hospitals and correctional health facilities to access PADs 
to coordinate care previously specified by the individual.   

Other counties in this cohort are not required to participate in the Chorus platform; 
however, if they do, Counties and their communities will be invited to participate in 
workgroups to provide input on the development of the PADs platform.   

Orange County proposes to spend up to $12,888,948 Innovation funding towards this 
multi-county collaborative. 

Shasta 

Shasta County began their 30-day public comment period on May 24, 2021, followed by 
their Behavioral Health Board Hearing on June 23, 2021, and is expected to appear 
before their Board of Supervisors on June 29, 2021.   

Community feedback in the County has disclosed that individuals and their families feel 
helpless when interacting with law enforcement and the hospital system and the use of a 
Psychiatric Advance Directive would empower individuals to be in control of their own 
decision making even when they may be incapacitated to make critical decisions. 

Shasta County proposes to spend up to $630,731 in Innovation funding towards this multi-
county collaborative. 

Monterey 

Monterey held their 30-day public comment beginning April 23, 2020, following by their 
local Mental Health Board Hearing on May 28, 2020, receiving Board of Supervisor 
approval on June 30, 2020.   

In October 2019, efforts began in the County to introduce ideas and concepts for 
innovation involving 10 bilingual community workshops County-wide allowing the 
community to provide input and feedback on the various projects that could potentially be 
funded with MHSA dollars.  The PADS innovation project was endorsed during the 
community planning process and then received continued endorsement by the County’s 
Behavioral Health Commission and Board of Supervisors.  

Members in the County called for enhanced crisis response training inclusive of consumer 
and family driven services.  Monterey County hopes to prosper on the collaboration 
between service providers and consumers for a more interconnected system of care for 
individuals.  
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Monterey proposes to spend up to $1,978,237 in Innovation funding towards this multi-
county collaborative. 

Fresno 

Fresno was originally approved for up to $950,000 in innovation spending authority for 
the Psychiatric Advance Directive project in June 2019 over three years.  Fresno began 
researching PADs and will now begin working with collaborating counties to further 
develop this project.  Due to the COVID pandemic, efforts in Fresno County were stalled 
and County resources were allocated to where the needs were the greatest. Fresno 
County notified the Commission in August 2020 that they were extending their project for 
an additional two years to extend the time available to implement their project.   

Proposed changes were made to the Behavioral Health Board on April 21, 2021, followed 
by the 30-day public comment period from April 26, 2021 through May 25, 2021.  Several 
virtual forums to solicit feedback were held and these changes will be provided in the 
MHSA Annual Update.  The County plans to hold their public Behavioral Health Board 
Hearing on June 16, 2021 and will obtain Board of Supervisor approval pending 
Commission approval.   

Fresno proposes to spend an additional $500,000 in Innovation funding towards this 
multi-county collaborative. 

 
Cultural Competency and Community Planning Process 
Orange, Mariposa, Shasta, Monterey, and Fresno Counties each demonstrated that this 
project was reviewed and supported by their communities through robust local community 
planning process.  
 
Through two Innovation Incubator contracts with  USC Gould School of Law/Saks Institute 
and Concepts Forward Consulting, robust stakeholder efforts were inclusive of 
stakeholders, clients with lived experience who have utilized PADs, consumers families, 
leadership and clinical providers, county and state leadership, as well as community 
organizations in the creation of this proposal.   

Learning and Evaluation 

Similar to Fresno County’s previously approved PADs project approved in June 2019, 
this cohort of Counties will be joining to focus on the following learning objectives and 
goals: 
 

1. Improved compliance.   
2. Increase in adherence to treatment requests. 
3. Increase in individual wellness scores: measured through various screening tools, 

such as the Recovery Needs Level (RNL) of individuals as well as through 
individual participation in services. 

4. Reduction in incarceration/criminal justice involvement: measured through a 
reduction in arrests and incarcerations among those experiencing psychiatric crisis 
who have are provided with care according to their wishes.   
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5. Reduction in long term hospitalization. 
 
Additionally, this collaborative has identified the additional two goals, supplementing the 
established objectives above (see pgs 10-11 for detailed objectives): 
 

1. Successful implementation of PADs for participating counties 
a. Evaluate peers’ training-related outcomes 
b. Assess areas for improvement relative to training 
c. Document PADs process implementation within Counties 
d. Assess PADs completion across participating Counties 

 
2. Positively affect consumer outcomes utilizing PADs 

a. Assess consumers’ experience with PADs 
b. Assess and quantify consumer’s experiences with PADs 

 
The RAND Corporation has been chosen as the contractor for the evaluation 
component in this project and will assess how well the two goals indicated above 
were met.  Data will be gathered and analyzed by focus groups, targeted consumer 
and stakeholder conversations as well as survey questionnaires.  The County is 
selecting this contractor due to their ability to operate independently without 
pressure from outside or political influences. 
 

The Budget 

COUNTY 
Total INN 
Funding 

Requested 

Local 
Costs - 

Admin and 
Personnel 

Contractor/ 
Evaluation 

% for 
Evaluation 

Sustainability 
Plan (Y/N) 

Mariposa $517,231  $437,614.13 $79,660 15.4% Y 

Orange $12,888,948  $1,043,478 $11,845,470 91.9% Y 

Shasta $630,731  $423,000 $207,731 32.9% Y 

Monterey $1,978,237  $759,411 $1,218,826 61.6% Y 

Fresno $500,000  -  $500,000 100% Y 

      

Total $16,515,147  $13,851,687   
 
 
Mariposa, Orange, Shasta, Monterey, and Fresno counties are collectively contributing 
$16,515,147 of innovation dollars to fund the Psychiatric Advance Directives project for 
four years.  Fresno was approved for a three-year project duration on June 5, 2020, with 
an extension of time (additional two years) acknowledged in August 2020.  For this 
project, Fresno is seeking additional funding in the amount of $500,000.   
 
Each of the counties in this cohort are contributing towards consultant and evaluation 
costs for a total amount of $13,851,687 (83.9% of the total project amount).  This project 
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will partner with the following contractors for the development, implementation, and 
evaluation of this project (see pgs 11-13 for details of Contract deliverables):  
 

• Concepts Forward Consulting – will be the assigned Lead Project Manager and 
will provide case management, full project oversight, financial oversight of sub-
contractors and will work closely with Commission staff 

• Laurie Hallmark – will offer consultation and legislation expertise as well as county 
technical assistance as the resident expert on PADs; will enlist a group of trainers 
to train cohort Counties on the utilization of PADs  

• Idea Engineering – will offer strategic consultation and creative direction as a full-
service marketing agency (i.e. video direction and production, graphic design, 
translation, art production and coordination) 

• The RAND Corporation – a nonprofit organization utilizing research and analysis 
for decision making and policy improvement; will provide the staffing for the 
evaluation of this project  

• Peer Organization (to be determined) – will be selected by County cohort to 
provide input at stakeholder meetings and will be instrumental in the creation of 
the technology platform, trainings and the usage of the PADs template 

• Professional advisement (to be determined) – will contract with an agency in the 
expert of disability rights, technology and the overall development and 
implementation of this project; project indicates Professor Peter Blanck  of the 
Burton Blatt Institute at Syracuse may lead this area   

• Technology Platform Company (to be determined through discussion with 
participating counties) – this consultant will be responsible for creation of a secure, 
private, and voluntary platform where individuals can store their PADs, allowing for 
access at any given time to be downloaded from a hospital or crisis team or a 
designated support person   

 
 
Stakeholder Feedback 
 
All county plans were shared with MHSOAC stakeholders on May 4, 2021.  Additionally, 
this project was shared with both the Client and Family Leadership and Cultural and 
Linguistic Competence Committees – four letters from stakeholders were received and 
will be provided for review (two in support and two in opposition). 
 
The Collaborative included two additional letters of support received from the California 
Association of Local Behavioral Health Boards and Commissions and NAMI California 
(see appendix in original plan). 
 
Sustainability Plan 
All Counties have indicated that they will incorporate lessons learned during this project 
and hopes PADs implementation can be replicated statewide and in multiple languages.  
It is the hopes that this project will partner with influential organizations (i.e., NAMI, 
Disability Rights advocacy groups, etc.) to seek legislation to further promote the 
utilization of PADs for individuals who may need them.   
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From: Judy Thomas
To: MHSOAC; Reedy, Grace@MHSOAC
Cc: Susan Keller ; ksahota
Subject: Multi-County Psychiatric Advance Directives (PADs) INN Project
Date: Friday, May 21, 2021 4:21:49 PM

May 21, 2021
 
Mental Health Services Oversight & Accountability Commission
1325 J Street, Suite 1700
Sacramento, CA 95814
 
Re: Multi-County Psychiatric Advance Directives (PADs) Innovations Project
 
Dear Commissioners:
 
The Coalition for Compassionate Care of California (CCCC) is supportive of efforts to make psychiatric
advance directives (PADs) a standard part of mental health services in California. We are excited
about the potential opportunity that the Multi-County PAD Innovation Program Proposal, now under
Commission review, presents for making progress toward this goal. We strongly encourage efforts in
this arena to build off California’s existing infrastructure and leadership related to advance care
planning broadly and PADs specifically.
 
CCCC is a statewide collaboration of consumers, healthcare providers, and policy leaders working
together to improve care for people who are seriously ill. Our vision is a world in which people of all
ages can live well in the face of serious illness. CCCC works to make conversations about serious
illness a normal part of everyday life and palliative care a normal part of healthcare delivery. 
 
Since 1998, CCCC has served as a central hub for advance care planning throughout California. CCCC
has a tremendous track record in shaping and changing the standard of practice with respect to
advance care planning, including sponsoring legislation, working closely with regulatory bodies,
professional education, public engagement, implementation support, quality improvement, research
support and electronic documentation and exchange. For example, through CCCC’s efforts POLST
(portable medical orders during serious illness), which previously did not exist in California, is now a
standard part of health care delivery, recognized across the full continuum of healthcare, with more
than 1 million POLST forms utilized in California. In addition, CCCC has worked closely with under-
resourced populations, including people with developmental disabilities and culturally diverse
communities. 
 
CCCC also works closely with local community leaders, including 25 coalitions around the state
working to promote advance care planning. Sonoma County has always been an innovator in this
field, under the leadership of Susan Keller.
 
With respect to PADs specifically, in Sonoma County, the Community Network Journey Project,
County Behavioral Health, Goodwill Industries, Peer Programs serving Sonoma County, and others
have developed the Behavioral Health Advance Care Planning Integration Program (Peer Pilot). A
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new Mental Health section was added to the Community Network website to help facilitate training,
pilot testing, refinement,  and sharing of related resources developed.  The Making A Plan-Thinking
Ahead Toolkit created by the Peer Pilot also should be considered in furtherance of the Work Plan
proposed. 
 
We believe the Multi-County PAD Program would be most successful by collaborating with and
building off of these existing turnkey state and local efforts. Collaboration with CCCC and the
Community Network to address these concerns is encouraged and would be welcome.  Such
collaboration could ensure that the ACP perspective is well represented and complimentary efforts
optimized concerning mental health parity, whole person care, advance care planning and
supported decision making across the continuum of care. 
 
We wholeheartedly support funding and implementation of the PAD Multi-County Collaboration
Innovation Plan and request meaningful consideration for issues we raise herein. We hope that the
Commission will keep these comments, concerns and suggestions in mind when reviewing and
addressing the proposed PAD Innovation Work Plan.
 
We welcome the opportunity to join in and look forward to the advancement of this important work.
 
Sincerely,

Judy  Thomas, JD
 
Cc:
Susan Keller
Kiran Shota
 
 
 
JUDY THOMAS, JD
CEO
Coalition for Compassionate Care of California
Office: (916) 779-7500  |  Cell: (916) 524-4053
jthomas@CoalitionCCC.org
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County of Orange 
Health Care Agency, Behavioral Health Services 

MHSA Office 
405 W. 5th St. Suite 354 
Santa Ana, CA 92701 

 
Phone: (714) 834-3104      E-mail: mhsa@ochca.com 

 Mental Health Services Act Psychiatric Advance Directives - Multi-County 
Collaborative - Innovation Project 

 
30-Day Public Comment Form- Ending May 23, 2021 

 
 

PERSONAL INFORMATION 

Name Steve McNally 

Agency/Organization Family Advocate/ Family Voice BrainHealth247.org 

Phone number  E-mail  

Mailing address (street)  

City, State, Zip Costa Mesa CA 92627 

MY ROLE IN THE MENTAL HEALTH SYSTEM 

x Person in recovery  Probation 

x Family member  Education 

 Service provider  Social Services 

 Law enforcement/criminal justice  Other (please 
state) 

      

COMMENTS 
 

 
Our Mental Health Journey:  I am a family member whose adult son is on disability and 
conservatorship with a diagnosis of Schizophrenia/ Co-Occurring Substance Abuse Diagnosis. Our 
restored family relationships result from the Family creating a safe space for recovery and our ill loved 
one developing the coping skills for the symptoms of his brain illness. Thankfully, my son has been 
able to access many public resources, which he is just now taking full advantage.  

  
I Am Informed and Support PADS I have attended the four video presentations, each offering 
slightly views and detail.  Attendees raised comments and questions about the project validity, 
design, and need. Most concurred: PADs are essential, provider awareness and support are lacking, 
and implementation is an ongoing issue.   California is behind other states.  
 
It is clear, today, I can create a psychiatric advance directive or, more simply, add this as part of my 
advance directive then register online with the California Secretary of State. Currently, I am not aware 
of anything that stops me; I know how to do this already.  Providers have a legal out to not accept all 
terms of the PAD.  
 
 
 
 
 
 
 
Pg 1/2 
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Pg 2/2 S McNally Public Comment  Mental Health Services Act  Psychiatric Advance Directives - 
Multi-County Collaborative - Innovation Project   
 

I Am Against Approval 
 

 This project is unnecessary to implement PADs in California. Community Planning Funds can  
demonstrate need and acceptance to scale across the state 

 Most project elements, if not all, have already been completed elsewhere. (Duke University 
Medical Project (2017-2019), Disability Rights CA Handbook (2005), SAMHSA My Mental 
Health Crisis Plan Application (October 1, 2020).  

 The Orange County Project started at $900,000; it is now over $10 million: 
o In April 2020, this project name was one project idea on a list of fourteen projects.  In 

May 2020, it was 3 Years/$950,000.   
o In April/May 2021.it is now a Chorus technology project changing the scope and 

increasing funding more than 10X.originally presented.   
o As written, there is no guarantee/agreement for participating counties and remaining 

statewide counties to select Chorus.  
 The Chorus portion should be set aside and return as an enhancement for the already funded 

$24 million technology suite/help@ hand. The community has asked unsuccessfully for 
accounting and status on this project.  

 Many community voices and funding matches are missing:  
o Peer Voices: Access-NorCal-Voices, CAMHPRO, SHARE, CAYEN. -My understanding 

is that Painted Brain will talk to these groups later. 
o Disability Rights California  
o Correctional Health Funding Matches Through Realignment Funds 
o Both NAMI CA and the California Association of Boards Commissions have expressed support; 

yet, I wonder if their support reflects on Orange County’s inordinate technological funding 

 There are more significant needs for innovation funding: SB 803 Peer Certification, SB 855 
Parity, Cultural Competency/ Equity--California Pan-Ethnic Health Network (CPEHN) left out of 
Governor Newsom’s May Revise budget.  

 A statewide shared funding model would be better for Orange County:  
o  Today, without this project, the California Behavioral Health Directors Association 

(CBHDA) can coordinate a fair share expense model similar to CalMHSA managed 
statewide project,  Each Mind Matters, where Orange County contributes around 
$900,000.   

o Let’s say the total statewide cost was $20 million to bring PADs to scale: Orange 
County’s fair share at @ 8% is $1,600,000, a far cry from @ $13 million. Before 
introducing Chorus Technology, the May 2020 proposed Orange County participation 
was $900,000 over three years, similar to the scope as the remaining four participating 
counties. Public Health represents about 40 percent of the market; the project needs full 
market participation. 

 
Project Alternative- Greater Upside: 
 
This project is better suited to be a Public/Private partnership as a statewide effort funded on a fair-
shared county basis with the California Health and Human Resources co-ordination across key 
departments: Department of Health Care Services, Department of Managed Care, and California’s 
Office of Statewide Health Planning and Development (OSHPD).   
 
Thank you for the opportunity to offer a public comment. Be Safe Be Well.  
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Scott, Cody@MHSOAC

To: Reedy, Grace@MHSOAC
Subject: FW: Multi-County Psychiatric Advance Directives (PADs) INN Project

From: Susan Keller    
Sent: Friday, May 21, 2021 11:24 AM 
To: MHSOAC <MHSOAC@mhsoac.ca.gov> 
Subject: Multi‐County Psychiatric Advance Directives (PADs) INN Project 
 
Mental Health Services Oversight & Accountability Commission 
1325 J Street, Suite 1700 
Sacramento, CA 95814 
 
Re: Multi‐County Psychiatric Advance Directives (PADs) Innovations Project 
 
Dear Commissioners: 

There is great need for the proposed Multi‐County PADs Innovation Project now under Commission review. Across the 
care continuum, an urgent need exists for programs, training and systemic change essential to integrating Advance Care 
Planning (ACP) into the care of people living with mental health challenges. Here in CA much already has been done that 
can be built upon in support of work proposed.  

We have several concerns that should be addressed. These concerns are grounded in the longstanding broadly 
supported statewide movement dedicated to improving care of people living with serious illness including mental illness 
or at the ending of life. For decades now, this Advance Care Planning (ACP) Movement ‐ led by the Coalition for 
Compassionate Care of CA (CCCC) and the California HealthCare Foundation (CHCF) with support and participation from 
related institutions, agencies and organizations at the state and local levels – has been dedicated to this mission.  

In Sonoma County over the past few years, the Community Network Journey Project, County Behavioral Health, 
Goodwill Industries, Peer Programs serving Sonoma County and others developed the Behavioral Health Advance Care 
Planning Integration Program (Peer Pilot). This work was done with support by CCCC, CHCF, the County Health 
Department and three hospitals serving Sonoma County (Sutter, Kaiser, Providence) among others. Peer community 
leaders chose to call this work “Advance Care Planning with Mental Health in Mind” rather than have any reference to 
mental illness. They did so to help reduce stigma and normalize this important work so badly needed. A new Mental 
Health section was added to the Community Network website to help facilitate training, pilot testing, refinement and 
sharing of related resources developed.  

It is important that the Multi‐County PAD Program proposed evolve in a manner that recognizes these turnkey state and 
local efforts. This is essential in order to build on related expertise, tools, resources and inroads already made here in 
California. Tapping into this existing work can assist with and support implementation of the Multi‐County PAD 
Innovation Proposal now under review. The Work Plan states that an unmet need existing across the state is the need 
to: “Align mental health PADs with medical Advance Directives, with a focus on treating the ‘whole person’ throughout 
the life course.” Yet it seems nowhere is this critical need expanded upon in the Work Plan proposed or included in 
funding requested. That needs serious consideration. 

Collaboration with CCCC and the Community Network to address these concerns is encouraged and would be 
appreciated. Such collaboration could ensure that the ACP perspective is well represented and complimentary efforts 
optimized concerning mental health parity, whole person care, advance care planning and palliative care. CCCC has a 
well‐established highly active statewide network of health professionals spanning the health care continuum including a 
solid network of community based ACP coalitions, and in June will produce the 13th Annual Palliative Care Summit as 

Appendix S

214

214



2

leaders in the palliative care field. The Community Network has been a leader for the CCCC and in Sonoma County doing 
work dedicated to making ACP helpful and doable for people living with mental health challenges of any nature. The 
Peer Community is well organized and networked around passage and implementation of SB 803 Peer Support Services.  

The Sonoma County Behavioral Health ACP Integration Program (Peer Pilot) facilitated by the Community Network has 
existed since 2016. It came about when a group of county behavioral health clinicians engaged in the Peer Pilot, 
determined there were no existing Advance Health Care Directives (AHCD) helpful for those they served living with 
serious mental illness. Since then, the Community Network did extensive PAD research and blended that with 
knowledge of existing ACP local and state resources. That all resulted in trainings and materials created by the Peer Pilot 
to address this need. All work was done working with and for the peer community and within existing law governing the 
use of AHCD here in CA. 

The Making A Plan‐Thinking Ahead Toolkit created by the Peer Pilot also should be considered in furtherance of the 
Work Plan proposed. PAD program leadership and trainers could gain a great deal from insights, tools, trainings and 
lessons learned in the course of Sonoma County Peer Pilot work. The Multi‐County PADs Innovation Project should 
include funding needed for engagement of consultants familiar with the depth and scope of Advance Care Planning work 
done at the state and local level noted herein.  

Please keep these comments, concerns and suggestions in mind when reviewing the proposed Multi‐County PADs 
Innovations Project Work Plan and as you make subsequent decisions to help guide project evolution. Advisory 
Committees, consultants and trainers employed should include people having a depth of knowledge regarding the 
nature and accomplishment of the long‐standing statewide Advance Care Planning Movement. Peer voices should be 
well represented and fully integrated across the spectrum of work proposed. Rather than doing the PAD effort proposed 
as a parallel disconnected effort, it should be done in a manner that dovetails with, builds upon and compliments the 
great strides made here in California by both the Peer Community and the ACP Movement in this regard.  

We wholeheartedly support funding and implementation of the PADs Innovations Work Plan and respectfully request 
meaningful consideration for issues we raise herein. As a grassroots program dedicated to improving care for this most 
vulnerable population, we welcome the opportunity to join in and look forward to the advancement of this important 
work. 

Sincerely, 

Susan Keller 

Susan Keller, MA, MLIS, Program Facilitator and Trainer 
Behavioral Health Advance Care Planning Integration Program (Peer Pilot)  
Executive Director, Community Network for Appropriate Technologies 
Compassionate Care Leadership Award Recipient 2017, Coalition for Compassionate Care of CA  
 
Cc: Peer Pilot Leadership Council (Sonoma County) 

Eric Boehm, Peer Support Specialist, Mobile Support Team & Peer Outreach,  
Sonoma County/West County Community Services 
Kim Barnett, DBA, MS, RN,  

Retired Director, Complex Care, the Permanente Medical Group, San Rafael 
Erika Klohe, ASW, Community Behavioral Health Lead, Community Health Investment, 
Providence, Sonoma County  
Teresa “Sid” McColley, RN, CNS, Acute & Forensic Section Manager, 
Sonoma County – Department of Health Services – Behavioral Health Division 
Michael Reynolds, Peer Programs Coordinator, West County Community Services 
Judy Thomas, JD, CEO, Coalition for Compassionate Care of California  
Mary‐Frances Walsh, MHS, Executive Director, NAMI Sonoma County 
Carol West, CHW, PSS, MBBCH, BSc OT, Sonoma County Peer Council 
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From: Reedy, Grace@MHSOAC
To: Reedy, Grace@MHSOAC
Subject: FW: Public Comment: MHSOAC Psychiatric Advance Directives (PADS) Multi County Collaboration Innovation Plan
Date: Wednesday, June 2, 2021 11:53:44 AM

From:  
Sent: Friday, May 21, 2021 5:46 PM
To: MHSOAC <MHSOAC@mhsoac.ca.gov>; Reedy, Grace@MHSOAC <Grace.Reedy@mhsoac.ca.gov>
Subject: Public Comment: MHSOAC Psychiatric Advance Directives (PADS) Multi County
Collaboration Innovation Plan

Grace and Commissioners:
I am a family member of an adult son with serious mental illness on a
conservatorship living in Costa Mesa, Orange County.
I have attended the three video presentations, each offering slightly views and
detail. Attendees raised comments and questions about the project validity and
need; I ask the commission staff to review the videos and the transcripts.

I Support PADs
I believe PADs are good and should be commonplace as well as WRAP; however,
county and private contractors rarely make consumers/families aware, support, and
encourage use on a scaled basis like 75% to 100% of our community has completed.
Hospitals and Providers have a legal out as the law is written today,

I Can Do A PAD Today
Currently, I am not aware of anything that stops me from registering an advance
directive with a psychiatric feature with the California Secretary of State. I know
how to do this already. Providers have a legal out to not accept all terms of the
PAD.
Who/ What is Missing:

Peer Groups- Access-NoprCal, Voices, CAMHPRO, SHARE, CAYEN- have not
publically weighed in. My understanding is that Painted Brain will talk to these
groups later.
Disability Rights California
CBHDA Policy stating all counties support the current implementation of PADs
as available today. The acceptance and implementation level for all county
clients within both behavioral and correctional health.
Managed HealthCare, Hospitals, and Large Providers stating their agreement
to accept and honor; their current record using the CA Secretary of State
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registered advance directives.
Fair Shared Funding Approach to A Statewide Need; Orange County would be
@ 8% or $800,000 for every $10 million
Correctional Health Funding Matches Through Realignment Funds
A Greater and More Urgent Focus on State Implementation As Available Now.
Proving A Future Case For Legislation As Needed ( now in phase 2 at year 4)

I Can Not Support As Presented
I can not support this project; particularly the technology portion at @ $11 million
dollars. At best, consider separating the original Fresno proposal expanded to other
counties and the Chorus technology into separate decisions. Parity and Peer
Certification among other areas are more pressing.
Most project elements if not all have already been completed elsewhere. (Duke
University Medical Project (2017-2019) Disability Rights CA Handbook
(2005), SAMHSA My Mental Health Crisis Plan App (October 1, 2020).
As a group, we could implement available tools today to see if awareness,
focus, and priority would increase use and acceptance by providers
Orange County
In April 2020, this project name was one project idea on a list of fourteen
projects. In May 2020, it was 3 Years/$950,000. And now we have a Chorus
project; let that part of the project stand alone as an enhancement to the
ongoing Tech Suite/Help At Hand

Thank You Be Safe Be Well
Have a terrific day!

|
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From: Skinner, Mary E, ACBH
To: MHSOAC
Cc: Reedy, Grace@MHSOAC
Subject: Public Comment PADS Multi County Collaboration INN Plan for Review
Date: Friday, May 7, 2021 12:41:20 PM
Attachments: image001.png

The PADS Multi-County Collaboration project is long overdue. Advance directives have been in use
for many years and it is refreshing to see counties taking on the challenge of moving mental health
directives forward. There are two very important pieces that I did not see noted in the proposal that
could be very useful: New Jersey has a state repository for PADS; and Australia has codified PADS
(referred to as advance agreements/advance consent directions) in its Mental Health Act 2015 which
went into effect March 2, 2021 https://www.legislation.act.gov.au/a/2015-38/. It is not necessary to
reinvent some of the needed wheels.
Mary Skinner, J.D.
Innovation Coordinator, Mental Health Services Act
Alameda County Behavioral Health Care Services
2000 Embarcadero Cove, Suite 400, Oakland, CA 94606
Tel: (510) 383-8534 (x3-8534)
Fax: 510.567.8130
Email: mary.skinner@acgov.org
QIC: 22711

CONFIDENTIALITY NOTICE: This electronic mail transmission may contain privileged and/or confidential information only for
use by the intended recipients. Any usage, distribution, copying or disclosure by any other person, other than the intended
recipient, is strictly prohibited and may be subject to civil action and/or criminal penalties. If you received this e-mail
transmission in error, please notify the sender by reply e-mail or by telephone and delete the transmission.
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232  September 14, 2021 

 

SHASTA COUNTY BOARD OF SUPERVISORS 

 

 

Tuesday, September 14, 2021 

 

 

REGULAR MEETING 

 

 

 9:04 a.m.: Vice Chair Baugh called the Regular Session of the Board of Supervisors to order 

on the above date with the following present: 

 

District No. 1  -  Supervisor Chimenti 

District No. 2  -  Supervisor Moty 

District No. 3  -  Supervisor Rickert 

District No. 4  -  Supervisor Jones 

District No. 5  -  Supervisor Baugh 

 

County Executive Officer  -  Matthew P. Pontes 

Assistant County Counsel  -  James Ross 

Chief Deputy Clerk of the Board  -  Stefany Blankenship 

Agency Staff Services Analyst-Confidential  -  Kristin Gulling-Smith 

Agency Staff Services Analyst-Confidential  -  John Sitka 

 

 

INVOCATION 

 

 

 Invocation was given by Pastor Dave Honey, Good News Rescue Mission. 

 

 

PLEDGE OF ALLEGIANCE 

 

 

 Pledge of Allegiance to the Flag was led by Supervisor Rickert. 

 

 

PUBLIC COMMENT PERIOD - OPEN TIME 

 

 

 Randall Hempling addressed concerns raised at an earlier meeting by Supervisor Jones. 

 

 Joe Dokes spoke about methods to address illegal marijuana cultivation and recruit more 

deputies for the Sheriff’s Office. 

 

 Cathy Grindstaff described the need for immediate action against illegal marijuana grows. 

 

 Ed Baier spoke in opposition to the Fountain Wind Project and objected to the possible 

revision of the proposal in advance of the project’s appeal. 

 

 Steve Kohn clarified the use of data from the Vaccine Adverse Event Reporting System 

website and how deaths are reported.  

 

 Richard Konopacki expressed concern with illegal cannabis grows and water theft in the 

Shingletown area. 

 

 Dolores Lucero made accusations of corruption and discussed recent news reports. 

 

 Richard G. spoke on the Second Amendment and the Constitution. 

 

 Nick Gardner discussed the need for a new jail in the County.  
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 Unknown questioned the need for the COVID-19 vaccination. 

 

 Lori requested a town hall forum for discussing COVID-19 vaccines and mandates. 

 

 Tom opposed the COVID-19 vaccines, especially for children, and spoke of the need for a 

new jail. 

 

The following comment was received over the phone: 

 

 Derek spoke of the need to follow health recommendations to keep COVID-19 cases down 

and not interfere with other health emergencies, the need for society to follow rules to keep 

everyone safe and healthy, and opposed the County’s stance on cannabis. 

 

  

ITEMS PULLED FROM CONSENT CALENDAR 

 

 

 Vice Chair Baugh noted that the item regarding the donation of a Cepheid GeneXpert XVI 

laboratory instrument had been pulled at the request of the department and that the item regarding 

an agreement with Nichols-Melburg & Rossetto, AIA & Associates, Inc., had been pulled for 

discussion. 

 

 

CONSENT CALENDAR 

 

 

 By motion made, seconded (Jones/Moty), and unanimously carried by roll call vote (except 

for the items concerning Homeless Housing, Assistance and Prevention Round 2 (HHAP-2) and 

HHAP-2 funding assistance to the NorCal Continuum of Care, noted below where Supervisor 

Jones voted no), the Board of Supervisors took the following actions, which were listed on the 

Consent Calendar: 

 

 Approved an amendment, effective date of signing, to the agreement with Carahsoft 

Technology Corporation to provide an eSignature system which adds the SMS (text messaging) 

notification option, increases compensation by $600, for a new maximum compensation of 

$140,133.86 (paid in advance), and adds authority for the County Executive Officer to approve 

amendments, modifications, and purchase orders, including retroactive during the term of the 

agreement as long as the total maximum compensation does not exceed $200,000 and otherwise 

complies with Administrative Policy 6-101, Shasta County Contracts Manual, retaining the term 

January 8, 2021, through January 7, 2024.  (Administrative Office) 

 

 In order to implement Board Resolution No. 2020-082, take the following actions 

regarding Proposition 68 Per Capita Grant Program (Prop 68): Adopted and submitted Resolution 

No. 2021-082 to the State of California (State) which certifies that the County will comply with 

all legal and other Prop 68 requirements; approved and authorized the County Executive Officer 

or designee to conduct negotiations, sign and submit any and all necessary agreements, 

amendments, or other documents, including retroactive, for Prop 68 (collectively documents), 

including but not limited to any State Prop 68 grant agreement as well as an indemnification 

agreement between the County and the City of Redding (City), provided that such documents are 

approved as to form by County Counsel and Risk Management and comply with Administrative 

Policy 6-101, Shasta County Contracts Manual; approved the transfer of the entirety of the 

County’s allocation of Prop 68 funds to the City upon satisfaction of all of the following 

conditions: receipt by County of a resolution of the City's Council certifying that the City will 

comply with all legal and other requirements of Prop 68; receipt by County of a copy of each fully 

executed Prop 68 funds grant agreement, if any, between the City and State; and the timely 

execution of a written indemnification agreement between the County and City that contains terms 

satisfactory to the County, including but not limited to indemnification by the City of County; and 

approved a budget amendment increasing appropriations and revenue by $400,000 in the 

Recreation and Park Development budget.  (Administrative Office) 

   (See Resolution Book No. 67) 
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 Took the following actions regarding the Assessor-Recorder’s electronic recording 

delivery system: Approved and authorized the Assessor-Recorder to sign the retroactive California 

Electronic Recording Transaction Authority (CERTNA) Mutual Release and Satisfaction of 

Claims agreement effective July 27, 2021; approved payment of the final CERTNA Liabilities 

Invoice in the amount of $35,214; and approved a budget amendment increasing appropriations 

and revenue by $35,214 in the Recorder’s budget for the amount of the final CERTNA Liabilities 

Invoice.  (Assessor-Recorder) 

 

 Adopted Resolution No. 2021-083 which approves the Fiscal Year 2021-22 Countywide 

Tax Rate, Unitary Debt Service Rate, and the tax rates for bond sinking funds, voter-approved 

debt, and tax overrides.  (Auditor-Controller) 

   (See Resolution Book No. 67) 

 

 Adopted a proclamation which recognizes the Constitution and its Amendments and 

designates September 17-23, 2021, as "Constitution Week" in Shasta County.  (Clerk of the Board) 

 

 Approved the minutes of the meetings held on August 24 and August 31, 2021, as 

submitted.  (Clerk of the Board) 

 

 Approved a retroactive renewal agreement with the County of Butte in an amount not to 

exceed $15,000, excluding transportation, legal, and interpreter costs to provide acute psychiatric 

inpatient care for the period July 1, 2021, through June 30, 2022.  (Health and Human Services 

Agency-Adult Services) 

 

 Approved an agreement with Community Care on Palm Riverside, LLC, in an amount not 

to exceed $300,000 to provide skilled nursing care and residential mental health treatment services 

for the period date of signing through June 30, 2024.  (Health and Human Services Agency-Adult 

Services) 

 

 Approved a retroactive amendment, effective July 1, 2021, to the agreement with The Gold 

Home to provide residential care facility services which adds placements and related services and 

increases compensation by $970,000, for a new maximum compensation of $1,840,400, retaining 

the term July 1, 2020, through June 30, 2023.  (Health and Human Services Agency-Adult 

Services) 

 

 Took the following actions regarding Homeless Housing, Assistance and Prevention 

Round 2 (HHAP-2) to: Approved the HHAP-2 standard agreement, 21-HHAP-00096, and the 

STD 213 state standard agreement form with the State of California Business, Consumer Services 

and Housing Agency (BCSH) in an amount not to exceed $412,588 to support regional 

coordination and to expand or develop local capacity to address immediate homelessness 

challenges for the period effective upon BCSH approval through June 30, 2026; and approved and 

authorized the Housing and Community Action Agency Director, or their designee, to: sign any 

subsequent amendments, or modifications, as well as any other related documents as required by 

the BCSH, including retroactive, to secure the grant funding as long as they do not result in a 

substantial or functional change to the agreements or increase maximum revenue, and will 

otherwise comply with Administrative Policy 6-101, Shasta County Contracts Manual; and certify 

that funds will be expended in a manner consistent and in compliance with all applicable state, 

federal and other statutes, rules, regulations, guidelines, and laws, including without limitation all 

rules and laws regarding the HHAP-2.  Supervisor Jones voted no.  (Housing and Community 

Action Programs) 

 

 Took the following actions regarding Homeless Housing, Assistance and Prevention 

Round 2 (HHAP-2) funding assistance to the NorCal Continuum of Care (NorCal CoC): Approved 

the HHAP-2 Standard Agreement (STD 213), 21-HHAP-00076, with the State of California 

Business, Consumer Services and Housing Agency (BCSH) in an amount not to exceed $760,399 

to support regional coordination and expand or develop local capacity to address immediate 

homelessness challenges for the period effective upon BCSH approval through June 30, 2026; and 

approved and authorized the Housing and Community Action Agency Director, or their designee, 

to: sign any subsequent amendments, or modifications, as well as any other related documents as 

required by the BCSH, including retroactive, to secure the grant funding as long as they do not 

result in a substantial or functional change to the agreements or increase maximum revenue, and 

will otherwise comply with Administrative Policy 6-101, Shasta County Contracts Manual; and 
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certify that funds will be expended in a manner consistent and in compliance with all applicable 

state, federal and other statutes, rules, regulations, guidelines, and laws, including without 

limitation all rules and laws regarding the HHAP-2.  Supervisor Jones voted no.  (Housing and 

Community Action Programs) 

 

 Approved a renewal agreement with Shasta County Child Abuse Prevention Coordinating 

Council in an amount not to exceed $117,640 to provide AmeriCorps members to enhance various 

youth and family activities for the period October 1, 2021, through the final funding period of the 

North State Rural Assets Project grant, or December 31, 2022, whichever occurs first.  (Probation) 

 

 Approved an agreement with Remi Vista, Inc. in an amount not to exceed $50,000 per 

fiscal year to provide sex offender treatment services to youth or transition aged youth in the 

Juvenile Rehabilitation Facility for the period date of signing through June 30, 2022, with two 

automatic one-year renewals.  (Probation) 

 

 Took the following actions: Approved an evergreen agreement with Grayshift, LLC, in the 

amount of $46,131.25 for the first year to provide forensic software; approved a budget 

amendment increasing appropriations by $79,205 offset by use of prior year Restricted Sexual 

Assault Felony Enforcement (SAFE) fund balance in the Sheriff's Grant Administration budget; 

and established a capital asset account for one forensic data analysis kit in the amount of $46,132.  

(Sheriff) 

 

 On behalf of County Service Area (CSA) No. 6-Jones Valley Water, adopted Resolution 

No. 2021-084 which recognizes that the circumstances and factors that led to the August 31, 2021, 

proclamation of an emergency in the area of CSA No. 6-Jones Valley Water due to necessity of 

an emergency pump repair have not been resolved and that there is a need for continuation of the 

emergency proclamation.  (Public Works, County Service Area No. 6-Jones Valley Water) 

   (See Resolution Book No. 67) 

 

 

REGULAR CALENDAR 

 

GENERAL GOVERNMENT 

 

ADMINISTRATIVE OFFICE/BOARD OF SUPERVISORS 

 

 

LEGISLATIVE UPDATE 

 

 County Executive Officer (CEO) Matthew P. Pontes had no update on legislative or County 

issues. 

 

LETTER OF OPPOSITION: ASSEMBLY BILL 989, HOUSING ACCOUNTABILITY ACT 

 

 Paul Hellman, Resource Management Director, discussed the proposed letter of opposition 

to Assembly Bill 989, Housing Accountability Act.  He explained the proposed appeals process 

and described how the County process makes the proposal unnecessary. 

 

 In response to questions by Supervisor Baugh, Mr. Hellman confirmed that the proposed 

bill would remove authority from local control. 

 

 Jaclyn Disney, Director of Housing and Community Action Agency, agreed that the 

proposal does not facilitate local efforts to increase affordable housing. 

 

 By motion made, seconded (Jones/Rickert), and unanimously carried by roll call vote, the 

Board of Supervisors approved a letter in opposition to Assembly Bill 989, Housing Accountability 

Act. 

 

SUPERVISORS’ REPORTS 

 

 Supervisor Rickert recently attended meetings of the Northern California Water 

Association Governing Board and Mental Health, Alcohol and Drug Advisory Board.  
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 Supervisor Moty recently attended California State Association of California and 

Sierra-Sacramento Valley Emergency Medical System Board meetings. 

 

 Supervisor Jones made a motion for staff to bring to a future meeting the possibility of 

offering a $10,000 signing bonus to Sheriff’s Deputies who remained employed with the County 

for three years.  Supervisor Baugh seconded the motion.  

 

 The Supervisors discussed existing stipends for deputies stationed in outlying areas of the 

County and the need for clearly defined criteria, which would be established by the Sheriff.  

Sheriff Johnson discussed recruitment priorities for the Sheriff’s Office and ideas for increasing 

recruitment.  He stated that he plans to discuss his ideas with the Personnel Director and 

CEO Pontes to develop a plan that would be brought back to the Board. 

 

 Supervisor Jones amended his motion for the Sheriff to bring a proposed recruitment plan 

to a future meeting for discussion and action.  Supervisor Baugh seconded the amended motion. 

 

 By motion made, seconded (Jones/Baugh), and unanimously carried by roll call vote, the 

Board of Supervisors directed the Sheriff to bring a proposed recruitment plan to a future meeting 

for discussion and action. 

 

 Supervisors reported on issues of countrywide interest. 

 

 

ACTION ON ITEMS PULLED FROM CONSENT CALENDAR 

 

 

AGREEMENT TO AMENDMENT WITH  

NICHOLS-MELBURG & ROSSETTO, AIA & ASSOCIATES, INC. 

ADDING ADDITIONAL CONSTRUCTION PHASE SERVICES AND COMPENSATION 

 

 Pat Minturn, Public Works Director, presented the staff report and recommended approval.  

Mr. Minturn described the building design and the role played by Nichols-Melburg & Rossetto, 

AIA & Associates, Inc. (Nichols-Melburg & Rossetto), in designing the fire station.  He explained 

that the fire station is considered an essential facility, which must be functional after a major 

disaster.  Mr. Minturn stated that Nichols-Melburg & Rossetto has expertise in structural design 

and inspection, and that, while the Department of Public Works has engineers, they are not experts 

in building construction and are strained due to the combination of COVID-19 and the high volume 

of County Capital projects currently underway.  Due to that, the County took the opportunity to 

contract out to the private sector for reviewing construction drawings and calculations, as well as 

continuous inspection in the field, and Nichols-Melburg & Rossetto submitted a very reasonable 

bid.  Mr. Minturn clarified that the project remains on time and under budget, with the cost for 

these services having been factored into the budget from the start. 

 

 By motion made, seconded (Moty/Jones), and unanimously carried by roll call, the Board 

of Supervisors approved an amendment, effective date of signing, to the agreement with 

Nichols-Melburg & Rossetto, AIA & Associates, Inc., to provide architectural and engineering 

services on the “Riverside Avenue Fire Station 47,” Contract No. 610945, which adds additional 

construction phase services and increases compensation by $70,000 for a new maximum 

compensation of $644,500, retaining the term January 28, 2020 through January 27, 2022, with 

one optional one-year renewal.  (Public Works, County Service Area No. 1-County Fire) 

 

 

ADMINISTRATIVE OFFICE 

 

 

RESOLUTION NO. 2021-085 OPPOSING VACCINE MANDATES 

SPECIAL MEETING REGARDING VACCINE MANDATES 

 

 Chair Chimenti discussed the reasons for placing this item on the agenda.  He stated that, 

while the topic was understandably of interest to the community, he felt it was time to look at what 
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the Board of Supervisors actually had control over, begin moving forward, and start working on 

bringing the community together again. 

 

 CEO Pontes described the resolution and the letter.  Agency Staff Services 

Analyst-Confidential Kristin Gulling-Smith read the text of the proposed resolution into the record. 

 

 Public comment was opened. 

 

 Authur Gorman discussed natural immunity to COVID-19 by people who had recovered 

from the disease and stated that people who have had COVID-19 should be exempted from 

vaccination mandates. 

 

 Vice Chair Baugh stated that correspondence on the subject had been received and 

reviewed by the Board. 

 

 Steve Kohn supported COVID-19 vaccinations but opposed mandatory vaccines, discussed 

possible alternatives, and spoke of the need to minimize the spread of COVID-19.  

 

 Regina Sharrett protested the language in the proposed resolution that stated a support of 

vaccination. 

  

 Elissa McEuen questioned why the August 17, 2021, meeting had been cancelled rather 

than being held using teleconferencing, why County couldn’t go against State and Federal 

mandates, and if the County Public Health department was requiring COVID-19 vaccinations. 

 

 Lori questioned the safety of COVID-19 vaccines and the reasoning for mandates. 

  

 Public comment was closed. 

 

 Supervisor Baugh stated that the proposed resolution and letter were publicly available as 

attachments to the agenda and had been available since the agenda was posted on the previous 

Friday. 

  

 Ms. Gulling-Smith read the text of the proposed letter into the record.  

 

 Supervisor Jones recommended removing the last paragraph of the letter, which contained 

text recognizing the Governor’s declared State of Emergency and authority of State mandates and 

Public Health Order. 

 

 Supervisor Chimenti stated that many hospitals, school boards, and businesses have already 

indicated they will follow the vaccination mandates regardless of any actions taken by the Board 

of Supervisors.  He emphasized that he supported making a statement supporting individual choice 

regarding COVID-19 vaccinations but that it was important to recognize those decisions are made 

by other agencies. 

 

 Supervisor Rickert agreed with Supervisor Chimenti’s statement.  She added that State 

senators and assembly members have more impact with State mandates than local governments 

do, and suggested that constituents contact State legislators with their concerns.  

 

 Supervisor Moty acknowledged the divisiveness of the topic but stated that any action 

taken by the Board would be symbolic at best.  He explained that his concern is for health care 

workers, who are licensed by the State, and the County cannot protect them from State mandates.  

Supervisor Moty also agreed with Supervisor Chimenti’s statement, and suggested that the Board 

discard the proposed letter and only send the resolution. 

 

 Supervisor Baugh supported both the letter and the resolution.  He explained that the 

language stating the County does not have the authority to override Public Health Orders, State, 

or Federal government is a statement of truth, but not a statement of position. 

 

 Supervisor Moty made a motion to approve the proposed resolution and discard the letter.  

Supervisor Rickert seconded the motion. 
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 Supervisor Jones opposed both the resolution and letter, then read an alternate resolution 

opposing vaccination and masking mandates into the record.  He made a motion that the Board 

adopt the alternate resolution.  The motion failed for lack of a second. 

 

 Supervisor Chimenti made a substitute motion to accept both the resolution and letter as 

submitted.  Supervisor Baugh seconded the motion. 

 

 The substitute motion failed by the following vote: 

 

 AYES:  Supervisors Chimenti, Baugh 

 NOES:  Supervisors Moty, Rickert, and Jones 

 

 By motion made, seconded (Moty/Rickert), and carried by roll call vote, the Board of 

Supervisors adopted Resolution No. 2021-085 opposing State-imposed vaccine mandates and 

discarded the proposed letter to Governor Gavin Newsom opposing State-imposed vaccine 

mandates.  Supervisor Jones voted no. 

 

 Supervisor Chimenti addressed the impact COVID-19 has had on the community and 

expressed his appreciation for the ongoing efforts of local health care workers.  He emphasized his 

willingness to listen to the community but questioned the need for the Special Meeting scheduled 

for September 21, 2021, to discuss vaccination mandates, as the Board had taken the only action 

they had the authority to do.   

 

 Supervisor Jones made a motion to hold the Special Meeting regarding vaccination 

mandates as scheduled on September 21, 2021 (Special Meeting).  Supervisor Baugh seconded the 

motion. 

 

 Supervisor Chimenti asked what the expectation would be for the outcome of the Special 

Meeting, as the County was unable to protect the community from State or Federal mandates.   

 

 Supervisor Rickert agreed and stated that the local hospital staff she had recently spoken 

with were overwhelmed due to the rise in COVID-19 cases in the County.  She questioned the 

appropriateness of holding a large gathering, given the spike in COVID-19. 

 

 Supervisor Moty also agreed with Supervisor Chimenti and stated that he felt there was no 

need to bring together a large group of people and possibly further spread COVID-19.  He made a 

substitute motion to postpone the Special Meeting until it could be held safely.  Supervisor Rickert 

seconded the substitute motion. 

 

 Public comment was opened. 

 

 Beverly Hahn, Gary Cadd, Regina Sharrett, Lori, and Authur Gorman supported holding 

the Special Meeting. 

 

 Elissa McEuen supported holding the Special Meeting and questioned if the resolution just 

adopted would protect County staff from being terminated for not following vaccination mandates.  

 

 Supervisor Baugh stated that the resolution would not prevent County staff from having to 

follow vaccination mandates. 

 

 Public comment was closed. 

 

 Supervisor Moty amended his substitute motion to clarify that, as the action taken by the 

Board at the current meeting was the action planned for the Special Meeting, the Special Meeting 

would be postponed with the option to cancel it if the issue became moot. 

 

 Assistant County Counsel James Ross clarified that the Board could bring back a motion 

at a later meeting to cancel the Special Meeting altogether if it became irrelevant. 
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 The amended substitute motion passed by the following roll call vote: 

 

 AYES: Supervisors Chimenti, Moty, and Rickert 

 NOES: Supervisors Jones and Baugh 

 

SPECIAL MEETING REGARDING APPEAL OF PLANNING COMMISSION  

DETERMINATION ON USE PERMIT 16-007, KNOWN AS FOUNTAIN WIND PROJECT 

 

Supervisor Chimenti stated that he had concerns about holding the Special Meeting 

scheduled for September 27, 2021 (Special Meeting), to consider the appeal of the Planning 

Commission’s determination on Use Permit 16-007, commonly known as Fountain Wind Project 

(Project), at this time due to increasing COVID-19 numbers in the County and the expected large 

size of the gathering.  He further stated that he intended to hold the Special Meeting as soon as it 

would be safely possible and that he planned to follow the same process as the Planning 

Commission had at their hearing on the Project.  Supervisor Chimenti explained that the Special 

Meeting would allow everyone interested to speak regardless of how long the meeting ran, but he 

did not want to create an event that would further impact the County’s health care system. 

 

Supervisor Rickert spoke about the high COVID-19 numbers and the low number of 

available Intensive Care Unit beds in the County.  She emphasized the importance of not 

contributing to overwhelming the health care system.   

 

11:59 a.m.:  The Board of Supervisors recessed. 

 

12:35 p.m.:  The Board of Supervisors reconvened.  

 

 In response to questions by Supervisor Baugh, Mr. Ross clarified that the agenda item was 

to give direction to staff regarding the date of the Special Meeting and that the merits of the Project 

should not be discussed by the Board. 

 

 Public comment was opened. 

 

 Caton Fenz, Chief Executive Officer of ConnectGen, discussed the reasons for selecting 

Shasta County for the Project, the perceived benefits of the Project, and asked for approval of the 

appeal. 

 

 Henry Woltag, Director for the Fountain Wind Project, gave an overview of refinements 

being made to the Project. 

 

 Maggie Osa and Gary Cadd spoke against the Fountain Wind Project appeal and opposed 

allowing ConnectGen to revise the Project before the appeal. 

   

 Ed Baier opposed the appeal and asked the meeting to not be rescheduled. 

 

 The following comment was received by telephone:  

 

 Randy Davis questioned allowing revisions to the Project, which he stated violated Shasta 

County Code. 

 

 Public comment was closed. 

 

 The Board discussed the reasons for extending the public comment time on the Draft 

Environmental Impact Report (EIR), which was done at the request of the public and in response 

to COVID-19 tier restrictions in place at the time. 

 

 In response to questions by Supervisor Moty, Mr. Ross stated that revisions to the Project 

could be made without violating Shasta County Code if the revisions were within the scope of 

what was heard by the Planning Commission.  He clarified that the Board could not override State 

code and that if the Project revisions involved new, significant environmental impacts that were 

not considered in the EIR, the Board could send the entire Project back to the Planning 

Commission for further consideration. 
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240  September 14, 2021 

 

 Supervisor Chimenti suggesting holding the Special Meeting as scheduled but doing so 

virtually, which would mitigate the concerns about large gatherings and the possible spread of 

COVID-19.   

 

 Mr. Ross stated that, as the Special Meeting was a public hearing, it would require extra 

notice, including newspaper publication and mailings. 

  

 CEO Pontes explained that the Planning Commission hearing on the Project was held at 

Shasta College to accommodate the large number of attendees.  He stated that the livestream of 

the meeting had bad audio quality.  Mr. Pontes also stated that, although the Board Chambers was 

not designed for virtual or hybrid meetings, it would still be the best location for the meeting. 

 

 Supervisor Moty made a motion to reschedule the Special Meeting to Tuesday, 

October 26, 2021, to allow the Project appeal to be heard safely.  Supervisor Rickert seconded the 

motion.  The start time for the meeting was set at 1:00 p.m. 

 

 The motion passed by the following roll call vote: 

 

 AYES: Supervisors Chimenti, Moty, and Rickert 

 NOES: Supervisors Jones and Baugh 

 

PSYCHIATRIC ADVANCE DIRECTIVES (PADS) MULTI-COUNTY COLLABORATIVE 

 

 Kerri Schuette, Health and Human Services Agency Public Health Branch Director,  

presented the staff report and recommended approval.  She described psychiatric advance 

directives and how they allow individuals to clarify their preferences for mental health treatment, 

which would then be used during later crises or psychiatric emergencies. 

 

 In response to questions by Supervisor Chimenti, Ms. Schuette explained that the funding 

came from the Mental Health Services Act, a tax on millionaires passed by the State several years 

ago. 

 

 By motion made, seconded (Rickert/Moty), and unanimously carried, the Board of 

Supervisors took the following actions regarding the Psychiatric Advance Directives (PADs) 

Multi-County Collaborative: Received a presentation from Health and Human Services Agency 

Deputy Branch Director, Kerri Schuette; and approved in concept Shasta County’s participation 

in the statewide PADs Multi-County Collaborative to improve mental health services, as described 

in the Innovation PADs Multi-County Collaborative Project, in an amount not to exceed $630,731 

in Innovation Funds, funded by the Mental Health Services Act (MHSA) FY 2021-22 Adopted 

Budget. 

 

REQUEST FOR REFUND OF APPLICATION FEES FOR AMENDMENT NO. 21-0002 TO 

AMEND COMMERCIAL ADMINISTRATIVE PERMIT NO. 21-0002 

 

 Paul Hellman, Director of Resource Management, presented the staff report.  He explained 

the history of the permit and that the amendment occurred when the property owners and Andy 

Main determined that the initial permit would not be appropriate for the property.  Mr. Hellman 

stated that staff neither supported nor opposed the request and discussed the staff responses to the 

points raised in the appeal.  He also stated that the Board had three options: to approve the request, 

deny the request, or draft an ordinance that would allow the Resource Management Director the 

authority to handle such requests. 

 

 Public comment was opened. 

 

 Andy Main explained that the original permit was impacted by a recently-passed County 

ordinance, which did not cover the situation encountered by the permit.  He further explained that 

the ordinance would be revised to cover such situations, explained his reasoning for requesting the 

refund, and stated his support for revising Shasta County Code to allow the Planning Director to 

make such decisions in the future. 

 

 Public comment was closed. 
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 By motion made, seconded (Moty/Jones), and unanimously carried, the Board of 

Supervisors directed staff to bring to a future meeting: (1) a resolution approving the request by 

Andy Main for a refund of application fees totaling $1,566.85 paid for Amendment No. 21-0002 

to amend Commercial Administrative Permit No. 21-0002 allowing for the installation of a 

60-foot tall ground-mounted commercial fixed wireless internet facility at 6644 Happy Valley 

Road, Anderson 96007; and (2) an ordinance amending Shasta County Code to give the Director  

of Resource Management the authority to waive or reduce application fees for proposed 

amendments to zoning permits, administrative permits, and/or use permits in certain 

circumstances..   

 

 1:38 p.m.: The Shasta County Board of Supervisors recessed and reconvened as the Shasta 

County In-Home Supportive Services (IHSS) Public Authority Governing Board. 

 

 1:39 p.m.: The Shasta County IHSS Public Authority Governing Board adjourned and 

reconvened as the Shasta County Board of Supervisors. 

 

 1:39 p.m.:  The Board of Supervisors adjourned. 

 

 

 

______________________________________ 

   Chair 

 

 

ATTEST: 

 

MATTHEW P. PONTES 

Clerk of the Board of Supervisors 

 

 

By _____________________________________ 

   Deputy 
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Shasta County MHSA Plan of Correction, Finding 1 

Finding #1: (1) Assessment of Mental Health Needs: The County shall assess and submit a narrative 
analysis of the mental health needs of unserved, underserved/inappropriately served, and fully served 
county residents who qualify for MHSA services. 
(A) The analysis shall identify the number of older adults, adults, transition age youth and
children/youth by gender, race/ethnicity and primary language.
(B) The assessment data used shall include racial/ethnic, age, and gender disparities.

As shown in the following tables: 
• Shasta County penetration rates as a percent of Monthly Medi-Cal Eligibles range from 11.6%

for Black or African American to 2.3% for Asian or Pacific Islander and was 6.7% overall. The
penetration rate for Hispanic, American Indian or Alaska Native, and Asian or Pacific Islander
groups were all statistically significantly lower than the overall rate at the 95% confidence level.
No other race/ethnicity rate differences were statistically significant.

o For CY 2020, the Asian or Pacific Islander group was statistically significantly higher than
California and California Small Counties at the 95% confidence level

o The White and Hispanic groups were statistically significantly lower that California and
California Small Counties

o The Alaska Native or American Indian and Other groups were statistically significantly
lower that California and there was no statistically significant difference with California
Small Counties

• Shasta County penetration rates as a percent of Monthly Medi-Cal Eligibles range from 9.1% for
TAY 16-25 to 4.7% for Older Adult 60+ and was 6.7% overall. The penetration rate for TAY 16-25
was statistically significantly higher than the overall rate at the 95% confidence level. No other
age rate differences were statistically significant.

o For CY 2020, the Asian or Pacific Islander were statistically significantly higher than
California and California Small Counties at the 95% confidence level

o The White and Hispanic groups were statistically significantly lower that California and
California Small Counties

o The Alaska Native or American Indian and Other groups were statistically significantly
lower that California and there was no statistically significant difference with California
Small Counties

• Shasta County penetration rates as a percent of Monthly Medi-Cal Eligibles was 7.6% for Males
and 5.9% for Females. The penetration rate for Males was statistically significantly higher and
Females were statistically significantly lower than the overall rate at the 95% confidence level.

o For CY 2020 the Male and Female rates were statistically significantly lower than
California and California Small Counties at the 95% confidence level.
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Although some disparities exist, no issues of concern regarding this topic have been raised through 
EQRO or the triennial audit. HHSA continues to work to ensure that the needs of all people who qualify 
for MHSA services are served appropriately.  
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FY 2020‐2021 2016‐2020

Shasta County Population Male Female Other White
Black/Africa

n American
Hispanic

American 

Indian or Alaska 

Asian or 

Pacific 
Other

Shasta County 

Population

Youth 0‐15 17,050 16,456 0 24,764 426 4,531 884 1,115 1,788 Youth 5‐17

TAY 16‐25 11,576 10,693 0 16,114 298 3,211 633 693 1,322 Adult 18‐64

Adult 26‐59 35,497 36,476 0 58,174 732 7,049 1,827 2,417 2,356 Older Adult 65+

Older Adult 60+ 22,898 27,073 0 44,558 261 2,282 933 696 971 Source: US Census, A

Source: Department of Finance 2020, 2021 Population Projection, downloaded 7/22/2021

FY 2020‐2021

Average Monthly Medi‐Cal Eligibles Male Female Other White
Black/Africa

n American
Hispanic

American 

Indian or Alaska 

Asian or 

Pacific 
Other English

Spanis

h
Other

Youth 0‐15 8,759 8,222 0 9,233 200 2,287 378 524 4,359 16,413 483 84

TAY 16‐25 3,655 4,139 0 5,356 139 1,121 247 325 606 7,530 210 55

Adult 26‐59 11,954 13,757 0 19,100 448 2,344 726 1,090 2,004 24,683 539 490

Older Adult 60+ 3,760 5,031 0 6,498 125 443 232 424 1,070 8,163 166 463

*Note: gender, race/ethnicity, and language may not equal each other due to rounding error
Source: Monthly Medical Eligibility File (MMEF) 2021‐10 ‐ 2022‐04, downloaded 9/29/2021, 10/29/2021, 11/24/2021, 12/29/2021, 1/27/2022, 3/3/2022, and 3/30/2022

FY 2020‐2021

Unduplicated Count of Clients Who 

Received SCMH/Org Provider Services
Male Female Other White

Black/Africa

n American
Hispanic

American 

Indian or Alaska 

Asian or 

Pacific 
Other English

Spanis

h
Other

Youth 0‐15 559 495 12 736 28 126 39 15 122 1,059 7 0 Youth 5‐17

TAY 16‐25 356 356 20 517 28 69 15 5 98 725 4 3 Adult 18‐64

Adult 26‐59 1,033 757 55 1,266 44 99 50 34 352 1,801 3 41 Older Adult 65+

Older Adult 60+ 184 226 8 278 6 9 3 1 121 399 1 18

Sources: Cerner Services Listing Report downloaded 11/16/2021; Cerner Client Roster Report downloaded, 2/7/2022; and Cerner Assessment Measures Report, downloaded 4/12/2022

FY 2020‐2021

Penetration Rate of Shasta County 

Population
Male Female Other White

Black/Africa

n American
Hispanic

American 

Indian or Alaska 

Asian or 

Pacific 
Other

Youth 0‐15 3.3% 3.0% N/A 3.0% 6.6% 2.8% 4.4% 1.3% 6.8% Youth 5‐17

TAY 16‐25 3.1% 3.3% N/A 3.2% 9.4% 2.1% 2.4% 0.7% 7.4% Adult 18‐64

Adult 26‐59 2.9% 2.1% N/A 2.2% 6.0% 1.4% 2.7% 1.4% 14.9% Older Adult 65+

Older Adult 60+ 0.8% 0.8% N/A 0.6% 2.3% 0.4% 0.3% 0.1% 12.5%

FY 2020‐2021

Penetration Rate of Monthly Medical 

Eligibles
Male Female Other White

Black/Africa

n American
Hispanic

American 

Indian or Alaska 

Asian or 

Pacific 
Other English

Spanis

h
Other

Youth 0‐15 6.4% 6.0% N/A 8.0% 14.0% 5.5% 10.3% 2.9% 2.8% 6.5% 1.4% 0.0%

TAY 16‐25 9.7% 8.6% N/A 9.7% 20.1% 6.2% 6.1% 1.5% 16.2% 9.6% 1.9% 5.5%

Adult 26‐59 8.6% 5.5% N/A 6.6% 9.8% 4.2% 6.9% 3.1% 17.6% 7.3% 0.6% 8.4%

Older Adult 60+ 4.9% 4.5% N/A 4.3% 4.8% 2.0% 1.3% 0.2% 11.3% 4.9% 0.6% 3.9%

Gender Race/Ethnicity Language

Gender Race/Ethnicity

Language

Language

Gender

Gender

Note: Highlighted Rates are based on small counts of 20 or less

Gender

Race/Ethnicity

Race/Ethnicity

Race/Ethnicity
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CY 2020

Penetration Rate of Monthly Medical 

Eligibles
CA

CA Small 

Counties

0‐5 2.00% 1.24%

6‐17 6.22% 5.88%

18‐59 4.82% 5.07%

60 + 2.84% 3.01%

Female 4.26% 4.38%

Male 4.89% 4.70%

White 6.27% 5.43%

African‐American 7.98% 6.97%

Hispanic/Latino 3.83% 3.87%

Native American 6.76% 4.92%

Asian/Pacific Islander 2.13% 1.75%

Other 4.68% 4.48%

Source: BHC Medi‐Cal Approved Claims Data for SHASTA County MPH Calendar Year CY20
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English
Spanis

h
Other

25,844 1,465 917

93,710 5,366 4,600

34,787 980 1,156

American Community Survey 2020 5‐Year Table B16007

English
Spanis

h
Other

1,216 8 1
2,469 7 53

216 0 8

English
Spanis

h
Other

4.7% 0.5% 0.1%

2.6% 0.1% 1.2%

0.6% 0.0% 0.7%

Language

Language

Language
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Shasta County MHSA Plan of Correction, Finding 2 

Finding #2: The County will report the number of FSP clients the County plans to serve in each age 
group: children (0-15), transitional age youth (16-25), adult (26-59) and older adult (60 and older) for 
each fiscal year of the approved FY 2020-23 Plan and thereafter. 

FSP Partner Goals for FY22-23: 
Children 0-15: 16 partners 
TAY 16-25:           28 partners 
Adult 26-59:          40 partners 
Older Adult 60+:    16 partners 
Total:    100 partners 
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Shasta County MHSA Plan of Correction, Suggested Improvement 1 
 
Suggested Improvement #1: The Department of Health Care Services (DHCS) recommends the County 
develop FSP specific policies and procedures that include, but are not limited to identification of FSP 
eligibility criteria, position(s) that serve as the PSC/single point of contact for FSP clients, process for 
ensuring that a PSC or other qualified individual known to the client/family is available to respond to the 
client/family 24 hours a day, 7 days a week to provide after-hours interventions, cultural competency 
requirements for PSC’s and requirements for Individual Services and Support Plans (ISSP)/Client 
Plans/Treatment Plans.  
 
Please see documentation on the following pages. 
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Shasta County MHSA Plan of Correction, Suggested Improvement 1a 
 
Suggested Improvement #1a: DHCS recommends the County incorporate all aspects of the current 
Community Program Planning Process (CPPP) into County written policies and procedures. This includes 
CPPP designated positions, staff & stakeholder training, client, client’s family, peer and stakeholder 
outreach and involvement.  
 
Please see documentation on the following pages. 
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Effective date: August 13, 2020       Page 1 of 1 
 

POLICY 
 

See also: Mental Health Services Act Community Planning Process Procedure   
 
 
CONDUCTING THE MENTAL HEALTH SERVICES ACT COMMUNITY PLANNING 
PROCESS IN SHASTA COUNTY 
 

This policy delineates how Shasta County Health and Human Services Agency accesses 
stakeholder input in Mental Health Services Act (MHSA) planning. 
 

1. The Mental Health Services Act Community Planning Process is a collaboration 
that adheres to California Code of Regulations § 3320 to plan, implement and 
evaluate Shasta County’s Mental Health Services Act programs.  

2. The Community Planning Process must reach out to people of all ages, ethnicities 
and socioeconomic backgrounds, mental health clients and family members, 
people who provide services to people with mental health challenges and substance 
use disorders, and people from all geographic regions of the county.  

3. The Community Planning Process must occur throughout the year, in person and 
online, and at various locations.  

4. The Community Planning Process must also incorporate regular communication 
with stakeholders, including through e-mail, websites, newsletters, social media, 
trainings and webinars. 

5. Shasta County Mental Health Services Act staff must be trained in the Community 
Planning Process upon receiving an assignment to a position that is funded (in full 
or in part) by MHSA. 
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Effective date: August 13, 2020       Page 1 of 1 
 

PROCEDURE 
 

See also: Mental Health Services Act Community Planning Process Policy   
 
 
CONDUCTING THE MENTAL HEALTH SERVICES ACT COMMUNITY PLANNING 
PROCESS IN SHASTA COUNTY 
 
This procedure delineates how Shasta County Health and Human Services Agency accesses 
stakeholder input in Mental Health Services Act (MHSA) planning. 

 
1. The Community Planning Process includes several standing committees and 

workgroups that actively involve a wide array of people and agencies, and their 
input helps guide the Health and Human Services Agency as it administers the 
Mental Health Services Act in Shasta County. These groups provide ideas and 
feedback for plans and updates, mental health policies, programs, budgets, and 
outreach and engagement efforts. These committees include: 

a. MHSA Stakeholder Workgroup: The MHSA Stakeholder Workgroup 
meets quarterly and as needed, depending upon the needs of the Health and 
Human Services Agency in administering the Mental Health Services Act. 
The workgroup provides input for the planning, implementation and 
oversight of the Mental Health Services Act. Any community member, 
including consumers, family members, Health and Human Services 
Agency staff, peer support staff and any other interested individual, 
organization or agency are invited to attend. This meeting is the platform 
where priorities for each component of MHSA are established and 
decisions about how to implement, improve or expand programs are made. 
Meetings are announced via a press release, social media, outreach to 
community partners and e-mail to the Mental Health Services Act 
distribution e-mail list. 

b. Stand Against Stigma Committee: This committee works to promote 
mental wellness, increase community awareness of mental health and end 
the stigma surrounding mental illness and substance abuse. The 
community-based committee supported by the Health and Human Services 
Agency meets monthly and is open to all interested members of the public. 

c. Suicide Prevention Workgroup: The Suicide Prevention Workgroup is a 
local collaboration of community members and public and private agencies 
who focus on reducing suicide in Shasta County. This active workgroup 
discusses the progress being made in suicide prevention, as well as action 
planning, implementation and evaluation.  
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d. The Mental Health, Alcohol and Drug Advisory Board also provides 
opportunities for discussion, education and input at its meetings, and 
liaisons are assigned to all of the above workgroups. This board is 
appointed by the Shasta County Board of Supervisors. A Mental Health 
Services Act update report is given at its regular bi-monthly meeting, and 
the board hears periodic presentations on Mental Health Services Act 
programs. 

e. The Community Planning Process also engages people who are not able to 
attend meetings in person. This is done through social media, press 
releases, outreach to community partners and e-mail to the Mental Health 
Services Act distribution e-mail list on items that are impacted by MHSA 
funding. 

2. The following items require input using the Community Planning Process:  

a. MHSA Three-Year Plan and/or Annual Update: Stakeholder review is s 
required by statute through the Mental Health Services Act. Every year, 
Shasta County MHSA staff conduct a community program planning 
process to review community programs for the next year. The results of the 
community program planning process are incorporated into the Three-Year 
Plan or Annual Update. This is done through a widely distributed online 
survey, which is publicized through a press release, social media, outreach 
to community partners and e-mail to the Mental Health Services Act 
distribution e-mail list. Feedback is also solicited in person through 
community meetings, including meetings at the County’s MHSA-funded 
wellness centers. The purpose of this outreach is to determine who is 
actively participating in the stakeholder process, what target populations 
and programs the community feels MHSA funding should be focusing on, 
how effective the Health and Human Services Agency is in meeting the 
essential elements of the Act, and what additional programming is needed, 
if funding allows. Survey results are included in the published Three-Year 
Plan and/or Annual Update, which is posted for public comment for at least 
30 days, reviewed and approved after a Public Hearing at a publicly noticed 
Mental Health Advisory Board meeting, and reviewed and approved by the 
Shasta County Board of Supervisors in a public meeting. 

b. Any new Innovations project proposals must also be reviewed through 
the process noted in item 3a.  

c. Any other MHSA-funded project that has not been discussed during regular 
MHSA stakeholder meetings. 

3. In addition to ensuring representation from the demographic groups required by 
the Mental Health Services Act, the Community Planning Process intentionally 
seeks feedback from people with the following experience: 
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a. People who have severe mental illness  

b. Families of children, adults, and seniors who have severe mental illness  

c. People who provide mental health services  

d. Law enforcement agencies  

e. Educators  

f. Social services agencies  

g. Veterans  

h. Providers of alcohol and drug services  

i. Health care organizations 

4. An updated list of organizations that are routinely included in Community 
Planning Process activities is included in the MHSA Three-Year Plan and/or 
Annual Update. 

5. Reports based on the demographic and other information collected from surveys 
throughout the year, including who is involved in the Community Planning 
Process, are also included in the MHSA Three-Year Plan and/or Annual Update. 
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