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May 12, 2026 
 
The Honorable Board of Supervisors 
County of Alameda 
1221 Oak Street 
Oakland, CA 94612 
 
SUBJECT: ADOPT THE BEHAVIORAL HEALTH SERVICES ACT THREE-YEAR INTEGRATED PLAN FOR 

FISCAL YEARS 2026-27 THROUGH 2028-29 
 
Dear Board Members: 
 
RECOMMENDATIONS: 

A. Adopt the Behavioral Health Services Act Three-Year Integrated Plan for Fiscal Years 2026-27 
through 2028-29, which has been certified by the Alameda County Administrator, in accordance 
with regulatory requirements; 

 
B. Certify the Alameda County Board of Supervisors has reviewed and approved the Behavioral 

Health Services Act Three-Year Integrated Plan for Fiscal Years 2026-27 through 2028-29, in 
accordance with regulatory requirements; and 

 
C. Delegate authority to the Alameda County Health Director, or designee, to negotiate and execute 

the Behavioral Health Services Act Three-Year Integrated Plan, as requested by the California 
Department of Health Care Services. 

 
DISCUSSION/SUMMARY: 

Alameda County Health, Behavioral Health Department (ACBHD) is requesting your Board adopt the 
Behavioral Health Services Act (BHSA) Three-Year Integrated Plan (Plan) for Fiscal Years 2026-27 
through 2028-29.  The BHSA, approved by California voters in 2024 through Proposition 1, replaces 
the Mental Health Services Act of 2004 and represents a shift toward prioritizing care for individuals 
with severe mental health conditions and substance use disorders (SUDs) while addressing housing 
instability and homelessness.  It also emphasizes equity, transparency, and accountability in 
behavioral health funding and service delivery.  ACBHD will submit the Plan to the California 
Department of Health Care Services (DHCS) within 30 days after the Board of Supervisors’ adoption. 
 
The Plan serves as a prospective global spending plan that describes how county behavioral health 
departments plan to use all available behavioral health funding, including BHSA, 1991 and 2011 
Realignment, federal and state grant programs, Medi-Cal, opioid settlement funds, local funding, 
and other funding to meet statewide and local outcome measures, reduce disparities, and address 
the unmet need in the community. 
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BHSA funding is distributed among three components: 
 

a) Housing Interventions: rental subsidies, operating subsidies, shared housing, and supportive 
housing for homeless and chronically homeless individuals (30%). 

b) Full-Service Partnerships: comprehensive care for individuals with complex needs (35%). 
c) Behavioral Health Services and Supports: mental health and substance use treatment, early 

intervention, workforce development, outreach, and innovative projects (35%). 
 

On March 19, 2026, ACBHD posted the Plan on its website for a 30-day public comment period.  On 
April 20, 2026, the Behavioral Health Advisory Board hosted a public hearing , at which time ACBHD 
addressed public questions and concerns.  On May 11, 2026, ACBHD presented the Plan to the 
Alameda County Board of Supervisors Health Committee at its public meeting, and the Health 
Committee recommended the Plan go to the full Board for adoption.   
 
Your Board’s approval of the Plan fulfills the regulatory requirements around procedure and timeline 
(submission by June 30, 2026). The Plan appropriately reflects community and stakeholder input for 
updates to BHSA programs and appropriations for FYs 2026-27 through 2028-29. ACBHD is 
requesting delegated authority to execute the Plan as DHCS requires the ACBHD Director or designee 
to certify and submit the Plan with the Board of Supervisors Minute Order of approval. 
 
In addition, ACBHD will return to your Board with an Intermittent Update of the BHSA Three-Year 
Integrated Plan which will include all budgetary changes approved by the Board. 

 
SELECTION CRITERIA/PROCESS: 

Not applicable. 
 
FINANCING: 

Appropriations are included in the ACBHD FY 2026-27 Proposed Budget and will be requested in 
subsequent years.  Approval of these recommendations will have no impact on net County cost. 
 
VISION 2036 GOAL: 

The BHSA Three-Year Integrated Plan meets the 10X goal pathway of Healthcare for All in support 
of our shared vision of a Thriving & Resilient Population. 
 
Sincerely, 
 

 
Aneeka Chaudhry, Director 
Alameda County Health 
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Board of Supervisors Certification 

Certification 

1. Board of Supervisors certifies the following:

    Board of Supervisors has reviewed and approved this Integrated 
Plan for the period of 

County will meet its realignment obligations pursuant to W&I Code section 
14197, including but not limited to time or distance standards and 
appointment time standards set forth in W&I Code section 14197 or other 
applicable guidance, without utilizing waitlists  

2. Does the county wish to disclose any implementation challenges or concerns with these
requirements?

Yes 

No 

a. If answered yes above, please describe any implementation challenges or concerns with 
their realignment obligations (optional) 

Signature 

3. Printed name

4. Title

DAVID G.HAUBERT

President of the Board of Supervisors

Alameda County

Alameda County

  FY2026 - FY2029

✔

✔
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5. Date

6. Signature
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outlined in the BHSA Integrated Plan. The results of these community engagements can 
be found in the Community Program Planning Process (CPPP) section of the BHSA 
Integrated Plan. Furthermore, Alameda County reviewed DHCS provided data from the 
relevant Statewide Behavioral Health Goals (Access to Care, Untreated behavioral health 
conditions, Homelessness, Overdoses, Justice Involvement, and Institutionalization) to 
help guide planning for FSP programming. The BHSA team also participated in various 
listening sessions for: CARES Act, SB43 and the Opioid Settlement. 
Lastly, during the Public Comment period, Alameda County shared the BHSA Integrated 
Plan with older adult’s peer groups, organizations that serve the older adult population, 
and family members to ensure that the plan is aligned with the community needs. 
Alameda County incorporated public comments and feedback into the Integrated Plan. 
 
Lesbian, Gay, Bisexual, Transgender, Queer, Plus (LGBTQ+) 
 
Alameda County abided by the CPPP required stakeholders and the required additional 
diverse populations. Alameda County held dedicated CPPP engagement with LGBTQ 
community centers, the ACBHD Pride Coalition, and LGBTQ community based 
organization staff. In-person or virtual Listening Sessions and Key Informant Interviews 
facilitated opportunities for individuals to voice the need for LGBTQ specific behavioral 
health. For LGBTQ organizations and individuals that could not host or attend a Listening 
Session, the Community Input Survey was made available. The Community Input Survey 
is inclusive and ensures that identify specific disparities are captured in a discrete 
setting. 
Alameda County reviewed the CPPP data to help create a robust Full Service Partnership 
(FSP) program outlined in the BHSA Integrated Plan. The BHSA Integrated Plan was also 
reviewed by the Alameda County Behavioral Health Department - Health Equity Team to 
ensure an equity lens/perspective was considered in programming initiatives. The BHSA 
team also participated in various listening sessions for: CARES Act, SB43 and the Opioid 
Settlement. The results of these community engagements can be found in the 
Community Program Planning Process (CPPP) section of the BHSA Integrated Plan.  
During the Public Comment period, Alameda County shared the BHSA Integrated Plan 
with LGBTQ+ individuals, organizations, and family members to ensure that the plan is 
aligned with the community needs. Alameda County incorporated public comments and 
feedback into the Integrated Plan. 
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Please explain what other strategy the county will use 
Alameda County is expanding access to long-acting injectable (LAI) 
buprenorphine for people experiencing homelessness through collaboration with 
Full Service Partnership (FSP) programs and the Healthcare for the Homeless 
Street Health Team. This partnership will deliver LAI buprenorphine directly in the 
field to improve access, adherence, and stability for individuals with opioid use 
disorder. 
 

3. What forms of MAT will the county provide utilizing the strategies selected above? 
• Buprenorphine 
• Methadone 
• Naltrexone 
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Housing Interventions 

Planning 
For related policy information, refer to 7.C.3 Program priorities and 7.C.4 Eligible and priority 
populations 
 
System Gaps 
1. Please identify the biggest gaps facing individuals experiencing homelessness and at risk of 
homelessness with a behavioral health condition who are Behavioral Health Services Act 
(BHSA) eligible in the county. Please use the following definitions to inform your response: No 
gap – resources and connectivity available; Small gap – some resources available but limited 
connectivity; Medium gap – minimal resources and limited connectivity available; Large gap – 
limited or no resources and connectivity available; Not applicable – county does not have 
setting and does not consider there to be a gap. Counties should refer to their 
local Continuum of Care (CoC) Housing Inventory Count (HIC) to inform responses to this 
question. 
 
Supportive housing: Large Gap 
 
Apartments, including master-lease apartments: Medium Gap 
 
Single and multi-family homes: Medium gap 
 
Housing in mobile home communities: Not applicable 
 
(Permanent) Single room occupancy units: Medium gap 
 
(Interim) Single room occupancy units: Medium gap 
 
Accessory dwelling units, including junior accessory dwelling units: Not applicable 
 
(Permanent) Tiny homes: Not applicable 
 
Shared housing: Medium gap 
 
(Permanent) Recovery/sober living housing, including recovery-oriented housing:  
Medium gap 
 
(Interim) Recovery/sober living housing, including recovery-oriented housing: Medium gap 
 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-C.3ProgramPriorities
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-C.4EligibleandPriorityPopulations
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-C.4EligibleandPriorityPopulations
https://files.hudexchange.info/reports/published/CoC_HIC_State_CA_2024.pdf
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Assisted living facilities (adult residential facilities, residential facilities for the elderly, and 
licensed board and care): Medium gap 
 
License-exempt room and board: Not applicable 
 
Hotel and Motel stays: Medium gap 
 
Non-congregate interim housing models: Medium gap 
 
Congregate settings that have only a small number of individuals per room and sufficient 
common space (does not include behavioral health residential treatment settings):  
Medium gap 
 
Recuperative Care: Medium gap 
 
Short-Term Post-Hospitalization housing: Medium gap 
 
(Interim) Tiny homes, emergency sleeping cabins, emergency stabilization units: 
Medium gap 
 
Peer Respite: Medium gap 
 
Permanent rental subsidies: Large gap 
 
Housing supportive services: Large gap 
 
2. What additional non-BHSA resources (e.g., county partnerships, vouchers, data sharing 
agreements) or funding sources will the county behavioral health system utilize (local, state, 
and federal) to expand supply and/or increase access to housing for BHSA eligible 
individuals? 

Non-BHSA resources to be utilized include: the homeless management 
information system (HMIS) as a database source of record and repository; 
coordinated entry - the system of prioritization and matching to available 
resources within the homelessness response system; continuation of county 
partnerships between the Housing and Homelessness Services (H&H) and 
Alameda County Behavioral Health Department (ACBHD) utilization of state 
revenue sources (HHAP) to sustain housing options and access; utilization of a 
local tax revenue source to expand housing solutions and sustain programs from 
federal funding shortfalls or discontinuance. Utilization of the local Social Health 
Information Exchange (SHIE) for data mapping and reporting support. ACBHD will 
enhance partnerships with the MCPs for housing supports such as transitional 
rent and when applicable only use BHSA funds after the transitional rent is 
exhausted or denied. ACBHD has utilized Bridge Housing, a short-term housing 

https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5963.&lawCode=WIC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5963.&lawCode=WIC
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program that helps people experiencing homelessness and veterans find 
transitional and permanent housing.  
ACBHD has been awarded funds from the Department of State Hospitals to 
expand residential care opportunities for up to 88 individuals who have been 
found Incompetent to Stand Trial (IST) after being charged with felony offenses. 
Alameda County will also utilize funds from local tax Measure W to fund 
supportive housing programs such as prevention, shelter, housing, access & 
coordination, and one time capital projects. 
ACBHD used funds from the Behavioral Health Continuum Infrastructure Program 
(BHCIP) to fund partners to construct, acquire, and expand properties and invest 
in mobile crisis infrastructure related to behavioral health. BHCIP facilities in 
development: Adult Residential Treatment, Outpatient for Justice Involved TAY, 
Crisis Residential and Stabilization, Sobering and Detox Residential, Felony IST 
Diversion, Mental Health Rehabilitation, Medical/Psychiatric Hospital Units, and 
Medical Detox. 

 
3. How will BHSA Housing Interventions intersect with those other resources and supports to 
strengthen or expand the continuum of housing supports available to BHSA eligible 
individuals? 
 

Alameda County plans to fully implement the BHSA housing interventions to help 
our community become sheltered and housed. Alameda County Behavioral 
Health Department (ACBHD) will use BHSA funds in conjunction with Behavioral 
Health Bridge Housing, the Behavioral Health Continuum Infrastructure Program 
(BHCIP) and MCP community supports to expand housing options.  
Alameda County uses the homeless management information system (HMIS) as a 
database source of record and repository. HMIS will help with the coordination of 
services and longitudinal tracking of clients served throughout the homelessness 
response system of care. ACBHD continues to work in partnership with the 
Alameda County Housing & Homelessness Department who serve as both the 
management entity for the HMIS and Coordinated Entry System (CES).  
ACBHD will provide clients with multiple entry points to Housing Interventions 
throughout the behavioral healthcare continuum. When ACBHD clients are 
enrolled in various ACBHD programs, referral mechanisms such as ACCESS 
hotline and outreach/in-reach through caseworkers and clinical staff will help 
refer clients to housing interventions. This includes clients enrolled in the FSPs 
and Early Intervention programs, we identify clients’ housing needs during initial 
screening assessments and ongoing program participation. In addition, Alameda 
County will utilize navigation and outreach to identify and assist individuals most 
in need to find housing and also to educate those eligible for housing resources. 
Alameda County will leverage partnerships with county and city housing 
authorities, the different levels of the behavioral health continuum, tenancy 
services, and local flex pools to expand supply and ensure access.   
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Alameda County strives to create a seamless continuum from crisis to permanent 
housing while strengthening retention and improving recover outcomes. 

 
4. What is the county behavioral health system’s overall strategy to promote permanent 
housing placement and retention for individuals receiving BHSA Housing Interventions? 
 

Connection to Housing Resource Center (HRC) and 2-1-1 for clients to become 
assessed and connected to the Coordinated Entry queue and matched to 
permanent housing resources based upon acuity of need and local prioritization 
policies. As additional housing interventions come online (Flex Pool, Transitional 
Rent, Behavioral Health Bridge Housing), resources will be allocated and matched 
based upon eligibility and vulnerability. Retention of housing will be supported 
through connections to FSP teams, Enhanced Care Management (ECM), Housing 
Trio (Navigation, Tenancy Sustaining Services, Deposit Assistance), as eligible and 
needed. 
The integration of behavioral health services and housing interventions will ensure 
that clients will have opportunities to access different housing settings. Alameda 
County programs and housing navigators will provide access, linkage, and 
resources to ensure that a client or homeless individual is informed on the 
housing options available to them. Alameda County will continue to partner with 
the MCPs to ensure warm handoffs are made available to individuals looking to 
enter a more permanent housing setting.  
These housing focused supports promote permanent placement and help 
individuals stay housed as they work toward recovery and improved health. 

 
5. What actions or activities is the county behavioral health system engaging in to connect 
BHSA eligible individuals to and support permanent supportive housing (PSH) (e.g., rental 
subsidies for individuals residing in PSH projects, operating subsidies for PSH projects, 
providing supportive services to individuals in other permanent housing settings, capital 
development funding for PSH)? 
 

Alameda County Behavioral Health Department (ACBHD) and Alameda County 
Housing and Homelessness Services (H&H), both within the Alameda County 
Health Agency, are in coordination and planning of implementation of a Flexible 
Housing Subsidy Pool (Flex Pool) to expand scattered-site permanent housing 
resources for clients experiencing homelessness. The Flex Pool will leverage 
multiple funding sources including BHSA for the expansion of landlord 
engagement, dedicated units, provision of rental subsidies, and linkages to 
supportive services. Additionally, the Flex Pool will embed Transitional Rent as a 
bridge to a longer term housing resource. Further, ACBHD continues to assess 
exhaustion rate of state MHSA operating reserves and BHSA backfill needed to 
retain the units. 
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6. Please describe how the county behavioral health system will ensure all Housing 
Interventions settings provide access to clinical and supportive behavioral health care and 
housing services 
 

Currently, the Alameda Behavioral Health Department (ACBHD) has two separate 
helplines. One for mental health (MH) and the other for substance use disorder 
(SUD) information, screening, and referrals to these services which will include 
housing services. The MH is staffed internally by ACBHD's Acute Crisis Care and 
Evaluation for Systemwide Services (ACCESS) division. The SUD helpline is 
staffed by Center Point, a nonprofit county contractor. By July 2026, the county 
will have the ACBHD ACCESS Integration project created for a one system-wide 
point of access for MH and SUD and co-occurring MH/SUD needs for information, 
screening, and referrals. This single point of contact will have screenings done by 
licensed Clinical Review Specialists (CRS) trained in both MH and SUD screening 
and referral. ACCESS will continue to be the county's contractor. ACCESS will be 
renamed to reflect its new role as a single, system-wide point of access for MH 
and/or SUD information, screening, and referrals. 
 

Eligible Populations 
 
1. Please describe how the county behavioral health system will identify, screen, and refer 
individuals eligible for BHSA Housing Interventions 
 

The Alameda County Behavioral Health Department (ACBHD) will be working 
with MCPs, and the Alameda County Housing & Homelessness (H&H) to 
provide BHSA Housing Interventions. The pathway begins with the MCP 
Beneficiary identified for Transitional Rent. H&H will review in the ACBHD 
database to see if the client is: 1) Active in BHD services; or 2) Have a BHD 
history. An application is submitted to BHHN for review and approval that 
BHSA is an appropriate funding source. ACBHD will coordinate with the 
assigned ACBHD provider and provide technical support and assistance as 
needed to access BHSA housing funds. Then a link to 211 Coordinated Entry 
which will ensure the following: a proper housing plan is created; 
connection to Housing Transition Navigation Services; connection to 
Enhance Care Management; and connection to Housing Tenancy and 
Sustaining Services. If the MCP beneficiary has no ACBHD history, then H&H 
contacts BHD ACCESS line for screening and referral. The referral then goes 
to ACBHD who then coordinates with an assigned ACBHD provider and 
provides coordination for the beneficiary as described above. The purpose is 
to track the ACBHD clients that are funded with BHSA housing dollars. To 
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ensure that they are housed, and receiving the ACBHD supports and to link 
ACBHD providers with the housing providers.  

Identification, screening and referrals for BHSA interventions will utilize 
both the Coordinated Entry system and ACBHD -maintained databased for 
matching and referrals (eligibility confirmation) to BHSA Housing 
Interventions, inclusive of the following: permanent housing (Flex Pool, 
MHSA PSH, Licensed Facilities) and Interim Housing (shelter), inclusive of 
Transitional Rent Eligibility. Transitional Rent eligibility is assessed in 
coordination with both local MCPs. 

Households will be assessed for connectivity and linkages to the Housing 
Trio (Housing Navigation, Tenancy Sustaining Services, and Housing 
Deposits), ECM, and other MCP-community supports. 

 
 
2. Will the county behavioral health system provide BHSA-funded Housing Interventions 
to individuals living with a substance use disorder (SUD) only? 
 

Yes 
 

5. What actions or activities did the county behavioral health system engage in to consider 
the unique needs of eligible children and youth in the development of the county’s 
Housing Interventions services (e.g., review data, engage with stakeholders, analyze 
research, etc.) who are: 

 
 
In, or at-risk of being in, the juvenile justice system 
 

During the Community Program Planning Process (CPPP), Alameda County 
conducted targeted Listening Sessions with youth individuals that are justice 
involved or at risk of being justice involved. Listening Sessions were also held with 
family members, law enforcement, and re-entry organizations. Alameda County 
distributed Community Input Surveys to organizations that serve youth individuals 
and those at risk of being involved with the juvenile justice system. The surveys 
were shared and completed by youths, staff, and family members.  
Alameda County reviewed the CPPP data to help create a robust Housing 
Interventions program outlined in the BHSA Integrated Plan. The results of these 
community engagements can be found in the Community Program Planning 
Process (CPPP) section of the BHSA Integrated Plan.  

https://leginfo.legislature.ca.gov/faces/codes_displayText.xhtml?division=5.&part=4.5.&lawCode=WIC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=WIC&sectionNum=5963.02
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Alameda County reviewed DHCS provided data from the relevant Statewide 
Behavioral Health Goals (Homelessness, Justice Involved, Removal of Children 
from Home, and Institutionalization) to guide planning for Housing Interventions. 
During the Public Comment period, Alameda County shared the BHSA Integrated 
Plan with youth individuals, organizations, and family members to ensure that the 
plan is aligned with the community needs. Alameda County incorporated public 
comments and feedback into the Integrated Plan. 
One program to highlight for youth that are on probation supervision and have 
housing needs is the Breaking Barriers program which provides assistance for 
household expenses and rent for up to 3 months to give a family a chance to get 
ahead on finances. For placement youth who are unhoused, probation uses family 
finding to seek relatives who can house the minor while on a Placement order. 
Currently, probation is advocating to reopen a local shelter that was used for 
children in crisis that was closed. In the meantime, a new assessment center has 
been open to help address the closing of the shelter. 

 
Lesbian, Gay, Bisexual, Transgender, Queer, Plus (LGBTQ+) 
 

Alameda County abided by the Community Program Planning Process (CPPP) 
required stakeholders list and the required additional diverse populations list. 
Alameda County held dedicated CPPP engagement with LGBTQ community 
centers, the ACBHD Pride Coalition, and LGBTQ community-based organization 
staff. In-person or virtual Listening Sessions and Key Informant Interviews 
facilitated opportunities for individuals to voice the need for LGBTQ services. For 
LGBTQ organizations and individuals that could not host or attend a Listening 
Session, the Community Input Survey was made available. The Community Input 
Survey is inclusive and ensures that specific disparities are captured in a discrete 
setting. 
Alameda County reviewed the CPPP data to help create a robust Housing 
Interventions program outlined in the BHSA Integrated Plan. Alameda County 
reviewed DHCS provided data from the relevant Statewide Behavioral Health 
Goals (Homelessness, Access to Care, Justice Involved, Removal of Children 
from Home, and Institutionalization) to guide planning for Housing Interventions. 
The BHSA Integrated Plan was also reviewed by the Alameda County Behavioral 
Health Department - Health Equity Team to ensure an equity lens/perspective 
was considered in programming initiatives. The results of these community 
engagements can be found in the Community Program Planning Process (CPPP) 
section of the BHSA Integrated Plan. 

 
In the child welfare system 
 

Throughout the development of the BHSA Integrated Plan, Alameda County held 
planning discussions with community members, providers, family members, and 
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county administrators of the child welfare system. Listening Sessions and 
Community Input Surveys were a vital piece of BHSA planning and satisfied the 
required BHSA CPPP stakeholder list. The results of these engagements were 
shared with the Alameda County Behavioral Health Department Systems of Care 
and can be found in the Community Program Planning Process (CPPP) section of 
the BHSA Integrated Plan. 

 
4. What actions or activities did the county behavioral health system engage in to consider the 
unique needs of eligible adults in the development of the county’s Housing Interventions 
services (e.g., review data, engage with stakeholders, analyze research, etc.) who are 
 
Older adults 
 

During the Community Program Planning Process (CPPP), Alameda County held 
Listening Sessions with older adult individuals at senior homes, older adult peer 
groups, as well as the support staff that serve older adults. Alameda County 
distributed Community Input Surveys to organizations that serve older adults and 
conducted outreach at older adult specific events. The surveys were shared and 
completed by older adults, support staff, and family members.  
Alameda County reviewed CPPP data to help create a robust Housing 
Interventions program outlined in the BHSA Integrated Plan. The BHSA team also 
participated in various listening sessions for: CARES Act, SB43 and the Opioid 
Settlement. 
The results of these community engagements can be found in the Community 
Program Planning Process (CPPP) section of the BHSA Integrated Plan. 
One such engagement was with HomeMatch, a service that connects 
homeowners with spare rooms to individuals seeking affordable housing. During 
the engagement session, HomeMatch staff stressed the need for effective 
coordination of services to help older adults navigate available resources and find 
the appropriate support for their needs. St. Mary's Center, who hosts peer-to-peer 
groups to help address depression, isolation, and loneliness, has indicated that 
they would like to see the county build modules in their immediate neighborhood 
to serve the older adult homeless populations. 
Furthermore, Alameda County reviewed DHCS provided data from the relevant 
Statewide Behavioral Health Goals (Access to Care, Untreated behavioral health 
conditions, Homelessness, Overdoses, Justice Involvement, and 
Institutionalization) to help guide planning for Housing Interventions 
programming. 
Lastly, during the Public Comment period, Alameda County shared the BHSA 
Integrated Plan with older adult’s peer groups, organizations that serve the older 
adult population, and family members to ensure that the plan is aligned with the 
community needs. Alameda County incorporated public comments and feedback 
into the Integrated Plan. 
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In, or are at risk of being in, the justice system 
 

During the Community Program Planning Process (CPPP), Alameda County 
conducted targeted Listening Sessions with adults that are justice involved or at 
risk of being justice involved. Listening Sessions were also held with family 
members, providers, law enforcement, probation staff, and re-entry 
organizations. Alameda County distributed Community Input Surveys to 
organizations that serve justice involved individuals and those at risk of being 
involved with the justice system.  
Alameda County reviewed CPPP data to help create a robust Housing 
Interventions program outlined in the BHSA Integrated Plan. The results of these 
community engagements can be found in the Community Program Planning 
Process (CPPP) section of the BHSA Integrated Plan. Furthermore, Alameda 
County reviewed DHCS provided data from the relevant Statewide Behavioral 
Health Goals (Access to Care, Justice Involved, Untreated behavioral health 
conditions, Homelessness, and Institutionalization) to help guide planning for 
Housing Interventions. The BHSA team also participated in various listening 
sessions for: CARES Act, SB43 and the Opioid Settlement. 
Lastly, during the Public Comment period, Alameda County shared the BHSA 
Integrated Plan with individuals, law enforcement, organizations, program support 
staff, and family members to ensure that the plan is aligned with the community 
needs. Alameda County incorporated public comments and feedback into the 
Integrated Plan. 
A few housing programs to highlight: Oakland Project Connect (OPC) provides an 
intensive, housing focused, care coordination role within the county's health and 
housing services provider networks to maintain permanent, safe, and supportive 
homes. Another program, the Mental Health Court Specialist contacts older adult 
clients to coordinate service linkage, complete written referrals, support warm 
handoffs to new providers, maintain contact with clients and providers as needed, 
initiate treatment team meetings, engage in court hearings and discharge 
planning. 

 
In underserved communities 
 

During the Community Program Planning Process (CPPP), Alameda County held 
Listening Sessions with underserved communities and support staff that serve 
them. Alameda County distributed Community Input Surveys to organizations 
that serve the underserved and conducted outreach at community events. The 
surveys were shared and completed by youth, adults, staff, and family members. 
Alameda County shared and collaborated with the Health Equity team in creating 
the Integrated Plan and ensuring ACBHD is inclusive to everyone. 
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Alameda County reviewed CPPP data to help create a robust Housing 
Interventions program outlined in the BHSA Integrated Plan. The results of these 
community engagements can be found in the Community Program Planning 
Process (CPPP) section of the BHSA Integrated Plan. Furthermore, Alameda 
County reviewed DHCS provided data from the relevant Statewide Behavioral 
Health Goals (Access to Care, Justice Involved, Untreated behavioral health 
conditions, Homelessness, and Institutionalization) to help guide planning for 
Housing Interventions. The BHSA team also participated in various listening 
sessions for: CARES Act, SB43, the Opioid Settlement, and the African American 
Wellness Hub. 
Lastly, during the Public Comment period, Alameda County shared the BHSA 
Integrated Plan with youth individuals, organizations, and family members to 
ensure that the plan is aligned with the community needs. 
One program to highlight of many that serve the underserved: Alameda County 
has an Older Adult Service Team (OAST) which supports client recovery through a 
holistic and strength-based approach that considers overall bio-psycho-social 
needs of older adults. Creating a team to focus on the unique needs of older 
adults was a priority. Service teams are multi-disciplinary and coordinate 
community-based services to provide individually customized mental health care 
for people experiencing frequent setbacks or persistent challenges to their 
recovery, especially if they are justice-involved. OAST works with the Public 
Defender's office and probation to support clients with supportive housing and 
therapy. 

 
Local Housing System Engagement 
 
3. How will the county behavioral health system coordinate with the Continuum of Care (CoC) 
and receive referrals for Housing Interventions services? 
 

Alameda County Behavioral Health Department (ACBHD), along with the county's 
Housing and Homelessness Services division (H&H) is putting together a flexible 
housing pool. The implementation of the new Flexible Housing Subsidy Pool (Flex 
Pool) utilizes the CoC Coordinated Entry processes for matching and referral 
(complemented with data matching related to populations of focus). ACBHD 
continues to work in partnership with H&H who serves as both the management 
entity for the HMIS and CES systems. Both systems will be used for matching and 
database management. Additionally, ACBHD-connected constituents have been 
matched to CoC housing resources, while complemented with services from the 
ACBHD system of care. ACBHD will continue planning and coordination with CoC 
partners. 
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4. Please describe the county behavioral health system’s approach to collaborating with the 
local CoC, Public Housing Agencies, Medi-Cal managed care plans (MCPs), Enhanced Care 
Management (ECM) and Community Supports providers, as well as other housing partners, 
including existing and prospective PSH developers and providers in your community in the 
implementation of the county’s Housing Interventions 
 
Local CoC 

 
Alameda County Health (ACH) staff members serve on a variety of CoC 
committees. Alameda County Health, ACBHD continues to be a collaborative 
partner with internal and external agencies, including the Community 
Development Agency (CDA), Social Services Agency (SSA), General Services 
Agency and internal ACH partners (public health, environmental health). 
CalWORKS households may be matched to housing resources administered 
through joint partnership with H&H and SSA for the provision of rapid rehousing 
(time limited subsidies) and supportive services. 

 
Public Housing Agency 
 

Alameda County Health (both ACBHD and Housing and Homelessness Services - 
H&H) have had longstanding MOUs with local Housing Authorities for 
administration of housing subsidy payments. ACBHD continues to be a 
collaborative partner with internal and external agencies, including the 
Community Development Agency (CDA), Social Services Agency, General 
Services Agency and internal ACH partners (public health, environmental health). 
CalWORKS households may be matched to housing resources administered 
through joint partnership with H&H and SSA for the provision of rapid rehousing 
(time limited subsidies) and supportive services. 

 
MCPs 
 

Alameda County has two Managed Care Plans: Alameda Alliance and Kaiser 
Permanente. 
Alameda County Health (both ACBHD and H&H) have written agreements and 
MOUs to serve in an intermediary role for administering the Housing Trio (Housing 
Navigation, Housing Deposits, and Tenancy Sustaining Services), including ECM. 
This administration will be expanded to include Transitional Rent as described in 
the BHSA Policy Manual and Community Supports Policy Guide, Volume 2. These 
agreements were initiated during the Whole Person Care (WPC) pilot program and 
progressed as CalAIM was implemented in 2022. 
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ECM and Community Supports Providers 
 

Alameda County Health (both ACBHD and H&H) have written agreements and 
MOUs to serve in an intermediary role for administering the Housing Trio (Housing 
Navigation, Housing Deposits, and Tenancy Sustaining Services), including ECM. 
These agreements were initiated during the Whole Person Care (WPC) pilot 
program and progressed as CalAIM was implemented in 2022. 

 
Other (e.g., CalWORKS/TANF housing programs, child welfare housing programs, PSH 
developers and providers, etc.) (optional) 

 
Alameda County Health (ACH) and Alameda Count Behavioral Health Department 
(ACBHD) continue to be collaborative partners with internal and external 
agencies, including the Community Development Agency (CDA), Social Services 
Agency, General Services Agency and internal Alameda County Health partners 
(public health, environmental health). CalWORKS households may be matched to 
housing resources administered through joint partnership with H&H and SSA for 
the provision of rapid rehousing (time limited subsidies) and supportive services. 

 
5. How will the county behavioral health system work with Homekey+ and supportive housing 
sites to provide services, funding, and referrals that support and house BHSA eligible 
individuals? 
 

Alameda County Behavioral Health Department (BHD), and Housing and 
Homelessness Services (H&H)'s jointly released Request for Information 
(RFI) for Homekey+ applicants did not result in selection of applicants 
proceeding towards application to State Homekey+ opportunities, however 
ACH continues to track other local jurisdictional partners co-applicant 
planning. 

ACBHD and H&H utilizes the H&H-maintained Housing Community Supports 
(HCS) CalAIM Housing program to ensure provision of services for Housing 
Interventions; this is inclusive of former MHSA-integrated PSH, NPLH and 
the newly created Flexible Housing Subsidy Pool units. Referrals are 
maintained through a combination of Coordinated Entry processes and BHD 
eligibility. This process utilizes the Homeless Management Information 
System (HMIS) and BHD-maintained data as the source of record and 
matching. 
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6. Did the county behavioral health system receive Homeless Housing Assistance and 
Prevention Grant Program (HHAP) Round 6 funding? 
 

No 
 

BHSA Housing Interventions Implementation 
 
The following questions are specific to BHSA Housing Interventions funding (no action 
needed). For more information, please see 7.C.9 Allowable expenditures and related 
requirements 
Rental Subsidies (Chapter 7. Section C.9.1) 
The intent of Housing Interventions is to provide rental subsidies in permanent settings to 
eligible individuals for as long as needed, or until the individual can be transitioned to an 
alternative permanent housing situation or rental subsidy source. (no action needed) 
 
1. Is the county providing this intervention? 
 

Yes 
 
2. Is the county providing this intervention to chronically homeless individuals? 

 
Yes 

 
3. How many individuals does the county behavioral health system expect to serve with rental 
subsidies under BHSA Housing Interventions on an annual basis? 
 

Currently, Alameda County has 245 individuals that will transition from MHSA to 
BHSA. The individuals in interim housing under MHSA who are not enrolled in an 
MCP will be transferred to BHSA Housing Interventions without eligibility 
redetermination. Under the county's Flex Housing Subsidy Pool, it is expected the 
county will serve an additional 250 individuals. Additionally, if anyone is 
chronically homeless when housed under MHSA and transferred to BHSA will be 
considered chronically homeless for purposes of the requirement to direct 50% of 
housing interventions to individuals who are chronically homeless. 
 

How many of these individuals will receive rental subsidies for permanent housing on an 
annual basis? 

346 
 
How many of these individuals will receive rental subsidies for interim housing on an annual 
basis? 

149 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-C.9AllowableExpendituresandRelatedRequirements
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-C.9AllowableExpendituresandRelatedRequirements
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements#id-(V1.2.0)7.BHSAComponentsandRequirements-C.9.1RentalSubsidies
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4. What is the county’s methodology for estimating total rental subsidies and total number of 
individuals served in interim and permanent settings on an annual basis? 
 

Alameda County's methodology involves both rent reasonableness and fair 
market rent. Alameda County uses both of these methodologies because of 
various situations of the individual. For example, an individual who is transitioning 
from incarceration, and has no income, will be assigned a flat rate or rate 
reasonableness for the setting in which they assigned. Another example would be 
if an individual who is aging out of the TAY age group and into "adult", with no 
income, would also be assigned a rent reasonableness for their assigned setting. 
FMRs are utilized for individuals or families who have some income and this 
income is used to determine rent amount. 
 

5. For which setting types will the county provide rental subsidies? 
 

• Non-Time-Limited Permanent Settings: 
• Supportive housing 
• Apartments, including master-leased apartments 
• Single and multi-family homes 
• Single room occupancy units 
• Shared housing 
• Recovery/Sober Living housing, including recovery-oriented housing 
• Assisted living (adult residential facilities, residential facilities for the 

elderly, and licensed board and care) 
• License-exempt room and board 

 
6. Will this Housing Intervention accommodate family housing? 
 

No 
 

7. Please provide a brief description of the intervention, including specific uses of BHSA 
Housing Interventions funding 
 

Alameda County plans to provide direct navigation to housing resources, 
especially for coordination of behavioral health services and housing resources 
for unsheltered individuals. This will be done in collaboration with other outreach 
and engagement efforts. Transportation costs for unsheltered people to service 
facilities or shelters, when necessary, along with reimbursement of travel by 
outreach workers, and other service providers during outreach on the streets. 
Housing Interventions such as pet deposits, non-landlord paid utilities, unit holds, 
damage reimbursement, and renter's insurance. This list is not exhaustive. 
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8. Will the county behavioral health system provide rental assistance through project-based 
(tied to a particular unit) or tenant-based (tied to the individual) subsidies? 
 

Project-based, Tenant-based 
9. How will the county behavioral health system identify a portfolio of available units for 
placing BHSA eligible individuals, including in collaboration with other county partners and as 
applicable, Flex Pools (e.g., Master Leasing)? Please include partnerships and collaborative 
efforts your county behavioral health system will engage in 
 

Coordinated Entry Systems will help identify all eligible candidates for supportive 
housing to utilize the flex housing subsidy pool. Currently there is a Behavioral 
Health referral pathway to housing. This pathway is being expanded to include 
paths to transitional rent or to BHSA housing interventions. Partnerships and 
collaborative efforts in the county have included MCPs, the county's housing 
division and behavioral health department, the procured flex pool operator and 
the provider who runs the county's coordinated mental health and substance use 
disorder point of entry. This point of entry will provide referrals to the appropriate 
mental health, substance use disorder, or co-occurring provider. 
 

10. Total number of units funded with BHSA Housing Interventions per year 
545 

 
11. Please provide additional details to explain if the county is funding rental subsidies with 
BHSA Housing Interventions that are not tied to a specific number of units (optional) 

N/A 
 
Operating Subsidies (Chapter 7, Section C.9.2) 
 
1. Is the county providing this intervention? 

Yes 
 
2. Is the county providing this intervention to chronically homeless individuals? 

Yes 
 

3. Anticipated number of individuals served per year 
990 
 

4. Please provide a brief description of the intervention, including specific uses of BHSA 
Housing Interventions funding 
 

BHSA Housing Intervention Operating subsidies are utilized to support 
sustaining existing permanent housing units throughout the county and 
where available, expansion of additional units. Provision of Operating 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements#id-(V1.2.0)7.BHSAComponentsandRequirements-C.9.2OperatingSubsidies
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Subsidies include: Operating costs are those costs associated with the day-
to-day physical operation of housing projects and may include utilities 
(including internet), maintenance and repairs, insurance, property 
management, and expenses, security and/or site monitors, cleaning fees, 
and housing incidentals (refrigerators/appliances, water heater, 
transportation, furnishings, food, hygiene products etc.), as defined by 
DHCS eligibility. 

 
5. For which setting types will the county provide operating subsidies? 
 

Non-Time-Limited Permanent Settings: 
• Supportive housing 
• Apartments, including master-leased apartments 
• Single and multi-family homes 
• Single room occupancy units 
• Recovery/Sober Living housing, including recovery-oriented housing 
• Assisted living (adult residential facilities, residential facilities for the 

elderly, and licensed board and care) 
 
6. Will this be a scattered site initiative? 
 

No 
 
7. Will this Housing Intervention accommodate family housing? 
 

Yes 
 
8. Total number of units funded with BHSA Housing Interventions per year 
 

175 
 
9. Please provide additional details to explain if the county is funding operating subsidies with 
BHSA Housing Interventions that are not tied to a specific number of units (optional) 
 

N/A 
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Landlord Outreach and Mitigation Funds (Chapter 7, Section C.9.4.1) 
 
1. Is the county providing this intervention? 
 

Yes 
 
 
2. Is the county providing this intervention to chronically homeless individuals? 
 

Yes 
 

3. Anticipated number of individuals served per year 
 

14 
 
4. Please provide a brief description of the intervention, including specific uses of BHSA 
Housing Interventions funding 
 

BHSA Housing Intervention Operating subsidies are utilized to support 
sustaining existing permanent housing units throughout the county and 
where available, expansion of additional units. Provision of Operating 
Subsidies include: Operating costs are those costs associated with the day-
to-day physical operation of housing projects and may include utilities 
(including internet), maintenance and repairs, insurance, property 
management, and expenses, security and/or site monitors, cleaning fees, 
and housing incidentals (refrigerators/appliances, water heater, 
transportation, furnishings, food, hygiene products etc.), as defined by 
DHCS eligibility. 

5. Total number of units funded with BHSA Housing Interventions per year 
 

175 
 
6. Please provide additional details to explain if the county is providing landlord outreach and 
mitigation funds with BHSA Housing Interventions that are not tied to a specific number of 
units (optional) 

N/A 
 
 
 
 
 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements#id-(V1.2.0)7.BHSAComponentsandRequirements-C.9.4.1LandlordOutreachandMitigationFunds
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Participant Assistance Funds (Chapter 7, Section C.9.4.2) 
 
1. Is the county providing this intervention? 
 

Yes 
 
2. Is the county providing this intervention to chronically homeless individuals? 

 
Yes 

3. Anticipated number of individuals served per year 
 

70 
 

6. Please provide a brief description of the intervention, including specific uses of BHSA 
Housing Interventions funding 
 

Outreach survival supplies; 1x emergency services such as a gift card, 
transportation vouchers, food or health and wellness supplies, pet needs or other 
problem solving supports.  Removing barriers allowable costs: accessing 
documents for housing search, hygiene supplies, short term storage units, pet 
certification/documentation for housing and other pet needs, application fees and 
credit reports. 
 
 

Housing Transition Navigation Services and Tenancy Sustaining 
Services (Chapter 7, Section C.9.4.3) 
 
Pursuant to Welfare and Institutions (W&I) Code section 5830, subdivision (c)(2), BHSA 
Housing Interventions may not be used for housing services covered by Medi-Cal MCP. Please 
select Yes only if the county is providing these services to individuals who are not eligible to 
receive the services through their Medi-Cal MCP (no action needed) 
 
1. Is the county providing this intervention? 
 

Yes 
 
2. Is the county providing this intervention to chronically homeless individuals? 
 

Yes 
 
3. Anticipated number of individuals served per year 
 

550 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements#id-(V1.2.0)7.BHSAComponentsandRequirements-C.9.4.2ParticipantAssistanceFunds
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements#id-(V1.2.0)7.BHSAComponentsandRequirements-C.9.4.3HousingTransitionNavigationServicesandHousingTenancySustainingServices
https://leginfo.legislature.ca.gov/faces/codes_displayText.xhtml?lawCode=WIC&division=5.&title=&part=3.2.&chapter=&article=
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4. Please provide a brief description of the intervention, including specific uses of BHSA 
Housing Interventions funding 
 

HTNS:  
in securing housing, including the completion of housing applications and 
securing required documentation (e.g. Social Security card, birth certificate, prior 
rental history); assisting with benefits advocacy, including assistance with 
obtaining identification and documentation for Supplemental Security Income 
(SSI) eligibility and supporting the SSI application process; identifying and 
securing available resources to assist with subsidizing rent; assisting with 
requests for reasonable accommodation, if necessary; assisting with arranging for 
and supporting the details of the move; establishing procedures and contacts to 
retain housing, including developing housing support crisis plan that includes 
prevention and early intervention services when housing is jeopardized; 
identifying, coordinating, securing or funding non-emergency, nonmedical 
transportation to assist consumer's mobility to ensure reasonable 
accommodations and access to housing options prior to transition and on move-in 
day. 
HTSS: 
Providing early identification and interventions for behaviors that may jeopardize 
housing such as late rental payment, hoarding, and substance use; education and 
training on the roles, rights and responsibilities of the tenant and the landlord; 
coaching on developing and maintaining key relationships with landlords/property 
managers with a goal of fostering successful tenancy; coordination with the 
landlord and case management provider to address identified issues that could 
impact housing stability; assistance in resolving disputes with landlord and/or 
neighbors to reduce risk of eviction or other adverse action; advocacy and linkage 
with community resources to prevent eviction when housing is or may potentially 
become jeopardized; assisting with benefits advocacy; assistance with annual 
housing recertification process; continuing assistance with tenant to review, 
update, and modify their housing support with activities related to household 
management. 
 
 

Housing Interventions Outreach and Engagement (Chapter 7, Section C.9.4.4) 
 
1. Is the county providing this intervention? 
 

Yes 
2. Is the county providing this intervention to chronically homeless individuals? 
 

Yes 
 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements#id-(V1.2.0)7.BHSAComponentsandRequirements-C.9.4.4OutreachandEngagement
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3. Anticipated number of individuals served per year 
 

420 
 
 
4. Please provide a brief description of the intervention, including specific uses of BHSA 
Housing Interventions funding 

The outreach and engagement model will provide intensive, community-based 
support for adults with serious mental illness (SMI) or substance use issues who 
resist traditional services, using mobile teams with peers, clinicians, and family 
advocates to build trust, offer short-term counseling, and connect individuals to 
long-term care and housing resources in their communities, aiming to reduce 
hospitalizations, crises and homelessness. This is a collaborative model that links 
clients, families, and community partners, focusing on personalized engagement 
and goals, often for up to 120 days. 

 

Capital Development Projects  
(Chapter 7, Section C.10) 
 
1. Counties may spend up to 25 percent of BHSA Housing Interventions on capital 
development projects. Will the county behavioral health system use BHSA Housing 
Interventions for capital development projects? 
 

No 
 
Please explain why the county is not providing this intervention 
 

At this time, Alameda County Behavioral Health Department will focus on the 
development and launch of the flex pool and other housing services. Once the 
BHSA transition is complete Alameda County will focus on Capital Development 
Projects as needed. 

 
3. How many capital development projects will the county behavioral health system fund with 
BHSA Housing Interventions? 

0 
 

Other Housing Interventions 
 
1. If the county is providing another type of Housing Interventions not listed above, please 
describe the intervention (optional) 

N/A 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements#id-(V1.2.0)7.BHSAComponentsandRequirements-C.10CapitalDevelopmentProjects
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Is the county providing this intervention to chronically homeless individuals? (optional) 
No 

Anticipated number of individuals served per year (optional) 
 

000 
 
Continuation of Existing Housing Programs 
 
1. Please describe if any BHSA Housing Interventions funding will be used to support the 
continuation of housing programs that are ending (e.g., Behavioral Health Bridge housing) 
 

Behavioral Health Bridge Housing (BHBH) was utilized to purchase property to 
create a forensic peer respite. This peer respite, known as Safe Harbor, will be 
funded by BHSA housing interventions once its current funding stream of MHSA 
innovations ends in June 2027. Safe Harbor may be utilized as Short-Term Post 
Hospitalization Housing and/or Recuperative Care. This peer respite is staffed by 
Certified Peer Support Specialists. 

 
Relationship to Housing Services Funded by Medi-Cal Managed Care Plans 
For more information, please see 7.C.7 Relationship to Medi-Cal Funded Housing Services 
 
1. Which of the following housing-related Community Supports is the county behavioral 
health system an MCP-contracted provider of? 

 
• Housing Transition Navigation Services 
• Housing Deposits 
• Housing Tenancy and Sustaining Services 
• Short-Term Post-Hospitalization Housing 
• Recuperative Care 
• Transitional Rent 

 
 
2. For which of the following services does the county behavioral health system plan to 
become an MCP-contracted provider of? 
 
Housing Transition Navigation Services 
 

Yes 
 
When does the county behavioral health system plan to become an MCP-contracted 
provider? 

9/18/2025 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-C.7RelationshiptoMedi-CalFundedHousingServices
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Housing Tenancy and Sustaining Services 
 
Yes 

 
When does the county behavioral health system plan to become an MCP-contracted 
provider? 

9/18/2025 
 
 
Short-Term Post-Hospitalization Housing 
 

Yes 
 
When does the county behavioral health system plan to become an MCP-contracted 
provider? 
 

9/18/2025 
 
Recuperative Care 
 

Yes 
 
When does the county behavioral health system plan to become an MCP-contracted 
provider? 

 
9/18/2025 

 
Day Habilitation 
 

No 
 

Transitional Rent 
 

Yes 
 
When does the county behavioral health system plan to become an MCP-contracted 
provider? 
 

1/1/2026 
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3. How will the county behavioral health system identify, confirm eligibility, and refer Medi-Cal 
members to housing-related Community Supports covered by MCPs (including Transitional 
Rent)? 
 

Alameda County is integrating two separate helplines for mental health (MH) and 
substance use disorder (SUD) information, screening, and referrals. By July 2026, 
the county will have the ACBHD ACCESS Integration project created for a one 
system-wide point of access for MH and SUD needs for information, screening, 
and referrals. Alameda County will maintain ongoing communication to establish 
an ongoing process to collaborate with MCPs to confirm eligibility. Alameda 
County and the MCP will identify individuals during the screening process at a 
variety of locations such as FSPs, clinics, crisis services and through homeless 
outreach. 

 
4. Please describe coordination efforts and ongoing processes to ensure the county 
behavioral health contracted provider network for Housing Interventions is known and shared 
with MCPs serving your county 
 

The Flex Pool Administrator, Alameda County Housing (H&H) will be providing 
weekly updates to the Flex Pool Operator about the number of upcoming referrals 
including household size and geographic priorities. MCPs will be coordinating with 
H&H starting with TR authorization requests to MCPs. MCPs would be referring 
clients to ECM if client isn't enrolled. It is at this junction in the workflow that the 
MCP is to notify H&H and Flex Pool operator of ECM assignment through the 
authorization status file. Due to these coordinated efforts, MCPs will be 
continually updated if changes to the contracted provider network for housing 
interventions are made. 

 
5. Does the county behavioral health system track which of its contracted housing providers 
are also contracted by MCPs for housing-related Community Supports (provided in questions 
#1 and #2 above)? 
 

Yes 
 
Please describe the county behavioral health system’s coordination efforts to align network 
development 
 

Alameda County Health, Housing & Homelessness’s umbrella agency holds an 
agreement with Alliance (a county MCP) for provision of some Community 
Supports (Housing Trio, Medically Supportive Food, Asthma Preventative, and 
Enhance Care Management) and will be expanding to include Transitional Rent. 
County BHD supports the development of a Flexible Housing Subsidy Pool, which 

https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5830.&nodeTreePath=11.7&lawCode=WIC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5830.&nodeTreePath=11.7&lawCode=WIC
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will ensure availability and connection to both the Housing Trio (Navigation, 
Tenancy Sustaining Services, Deposit Assistance), and Enhanced Care 
Management (ECM). Currently, Alameda County Health, H&H, oversees a provider 
portfolio of 24 agencies providing Housing Trio services. Collectively, this 
information is captured in the Homelessness Management Information System 
(HMIS), which BHD also accesses. 

 

6. What processes does the county behavioral health system have in place to ensure Medi-
Cal members living with significant behavioral health conditions do not experience gaps in 
service once any of the MCP housing services are exhausted, to the extent resources are 
available? 
 

Alameda County Health (ACH) serves in an intermediary role (via a Master 
Services Agreement with the MCP) for provision of the Housing Trio (Housing 
Navigation, Tenancy Sustaining Services, and Housing Deposits). As 
intermediary, ACH subcontracts to 24 providers for Housing Trio Services, 
and subcontracts to one provider (and both MCPs) for provision of 
Transitional Rent. ACH BHD and Housing and Homelessness Services (H&H) 
are in close collaboration with the MCPs (weekly and monthly meeting 
cadence) for connections and provision of MCP services (inclusive of ECM), 
following eligible households referred and assessed for BHSA Housing 
Intervention services. Eligibility and matching is inclusive of the Housing 
Resource Center (HRC) and 211 assessment pathways, based upon the 
availability of BHSA HI capacity. 

 

Flexible Housing Subsidy Pools 
Flexible Housing Subsidy Pools (“Flex Pools”) are an effective model to streamline and 
simplify administering rental assistance and related housing supports. DHCS released 
the Flex Pools TA Resource Guide that describes this model in more detail linked 
here: Flexible Housing Subsidy Pools - Technical Assistance Resource. Please reference 
the TA Resource Guide for descriptions of the Flex Pool model and roles referenced 
below including the Lead Entity, Operator, and Funder. 
For related policy information, refer to 7.C.8 Flexible Housing Subsidy Pools. 

1. Is there an operating Flex Pool (or elements of a Flex Pool, which includes (1) coordinating 
and braiding funding streams, (2) serving as a fiscal intermediary, (3) identifying, securing, and 

https://www.dhcs.ca.gov/Documents/MCQMD/Flexible-Housing-Subsidy-Pools-TA-Resource.pdf
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-C.8FlexibleHousingSubsidyPools
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supporting a portfolio of units for participants, and/or (4) coordinating with providers of 
housing supportive services) in the county (please refer to DHCS’ Flex Pools TA Resource 
Guide)? 

Yes 

1a. Is the county behavioral health system participating in or planning to participate in the Flex 
Pool? 

Yes 

1b. What role does the county behavioral health system have or plan to have in the Flex Pool? 

• Funder 
 

1c. What organization is serving as the Operator? 

Abode Services 

1d. Does the county plan to administer some or all Housing Interventions funds through or in 
coordination with the Flex Pool? 

Yes 

Which Housing Interventions does the county plan to administer through or in coordination 
with the Flex Pool?  

• Rental Subsidies 
• Operating Subsidies 
• Landlord Outreach and Mitigation Funds 
• Participant Assistance Funds 
• Housing Transition Navigation Services and Tenancy and Sustaining 

Services 
• Outreach and Engagement (up to 7 percent) 
• Capital Development Projects 

 

3. Please describe any other roles and functions the county behavioral health system plans to 
take to support the operations or launch and scaling of a Flex Pool in addition to those 
described above 

Alameda County Behavioral Health Department (ACBHD) will support 
documentation of eligibility for people who meet Specialty Mental Health 
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Services (SMHS) and/or DMC-ODS access criteria. ACBHD will serve as a 
reviewer of the flex pool workflow to ensure that clients who meet SMHS/DMC-
ODS access criteria but do not have services are coordinated properly to 
appropriate behavior heath settings. 

 

Behavioral Health Services Fund: Innovative Behavioral Health Pilot 
and Projects 
For each innovative program or pilot provide the following information. If the county 
provides more than one program, use the “Add additional program” button. For related policy 
information, refer to 7.A.6 Innovative Behavioral Health Pilots and Projects. 

1. Does the county’s plan include the development of innovative programs or pilots? 

No 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-A.6InnovativeBehavioralHealthPilotsandProjects
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Workforce Strategy 
For more information on this section, please see 6.C.2 Securing Medi-Cal Payment. 

Maintain an Adequate Network of Qualified and Culturally Responsive 
Providers 
The county must ensure its county-operated and county-contracted behavioral health 
workforce is well-supported and culturally and linguistically responsive with the population to 
be served. Through existing Medi-Cal oversight processes, the Department of Health Care 
Services (DHCS) will assess whether the county: 

1. Maintains and monitors a network of providers that is sufficient to provide adequate access 
to services and supports for individuals with behavioral health needs; and 

2. Meets federal and state standards for timely access to care and services, considering the 
urgency of the need for services. 

3. The county must ensure that Behavioral Health Services Act (BHSA)-funded providers are 
qualified to deliver services, comply with nondiscrimination requirements, and deliver 
services in a culturally competent manner. Effective FY 2027-2028, DHCS encourages 
counties to require their BHSA providers to comply with the same standards as Medi-Cal 
providers in these areas (i.e. requiring the same standards regardless of whether a given 
service is reimbursed under BHSA or Medi-Cal), as described in the Policy Manual. 

 

3a. Does the county intend to adopt this recommended approach for BHSA-funded providers 
that also participate in the county’s Medi-Cal Behavioral Health Delivery System? 

Yes 

3b. Does the county intend to adopt this recommended approach for BHSA-funded providers 
that do not participate in the county’s Medi-Cal Behavioral Health Delivery System? 

Yes 

 

 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/6-bht-fiscal-policies#LIVE6.BHTFiscalPolicies-C.2SecuringMedi-CalPayment
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5963.&lawCode=WIC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=WIC&sectionNum=5963.02.
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=WIC&sectionNum=5963.02.
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=WIC&sectionNum=5963.02.#:%7E:text=(D)%C2%A0Promote%20the,diversity%20and%20equity.
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Build Workforce to Address Statewide Behavioral Health Goals 
For related policy information, refer to 3.A.2 Contents of Integrated Plan and 7.A.4 Workforce 
Education and Training 

Assess Workforce Gaps 

1. What is the overall vacancy rate for permanent clinical/direct service behavioral health 
positions in the county (including county-operated providers)? 

Enter a Percent value: 26% 

3. For county behavioral health (including county-operated providers), please select the five 
positions with the greatest vacancy rates 

• Community Health Workers (CHW) defined in the Enhanced Community 
Health Workers Services benefit 

• Licensed Marriage and Family Therapist 
• Licensed Professional Clinical Counselor 
• Mental Health Rehabilitation Specialist 
• Physician 

4. Please describe any other key workforce gaps in the county 

Key workforce gaps: 
• Clinician shortages, especially at the Master's level: A lack of qualified mental 
health professionals leads to long wait times and limits access to essential 
services. 
• Difficulty recruiting and retaining staff: Alameda County, similar to many 
California counties, struggles to attract and keep licensed clinical social workers, 
licensed marriage and family therapists, psychiatrists, and substance use 
disorder counselors. This challenge is further exacerbated for specialties like 
adolescent mental health or working with justice-involved individuals. 
• Lack of cultural and linguistic diversity: The current behavioral health workforce 
does not adequately reflect the diverse backgrounds and languages of the 
community it serves. 
• Compensation and retention issues: Compared to neighboring counties and the 
private sector, starting salaries for behavioral health professionals in Alameda 
County are often lower, contributing to staffing challenges. 
• High turnover rates: Workforce shortages have led to high turnover, particularly 
in the Bay Area, impacting service continuity. 

https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/3-county-integrated-plan#LIVE3.CountyIntegratedPlan-A.2ContentsofIntegratedPlan
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-A.4WorkforceEducationandTraining
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/7-bhsa-components-and-requirements#LIVE7.BHSAComponentsandRequirements-A.4WorkforceEducationandTraining
https://www.dhcs.ca.gov/SPA/Documents/SPA-24-0042-Approval.pdf
https://www.dhcs.ca.gov/SPA/Documents/SPA-24-0042-Approval.pdf
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• Burnout and job-related stress: The demand for services often exceeds the 
available workforce, contributing to staff exhaustion and stress. 
 

5. How does the county expect workforce needs to shift over the next three fiscal years given 
new and forthcoming requirements, including implementation of new evidence-based 
practices under Behavioral Health Transformation (BHT) and Behavioral Health Community-
Based Organized Networks of Equitable Care and Treatment (BH-CONNECT)? 

BHT and BH-CONNECT will bring workforce shifts and use evidence based 
practices to improve service quality and outcomes. Alameda County will likely 
require training and upskilling for existing staff to deliver these new practices 
effectively; mental health professionals will need training in the specific 
methodologies and interventions designated as evidence based. Alameda County 
may need to prioritize hiring individuals already experienced in delivering these 
practices. 

Alameda County will aim to expand access to community based services by 
strengthening the network of behavioral health providers. This suggests a need for 
more behavioral health providers in community settings, increasing the number of 
therapists, case managers, and support staff in local clinics, schools, and other 
CBOs. Furthermore, integration with broader care teams and expanded roles for 
paraprofessionals and peer support specialists, working in conjunction with 
medical and social service providers, will be crucial. 

Alameda County will emphasize addressing high need populations such as 
children, youth, justice-involved individuals, and those experiencing or at-risk of 
homelessness. This also implies the need for: specialized training in working with 
these populations from professionals with expertise. Proposition 1 and the BHSA 
(part of BHT) will require a workforce that understands housing, homelessness, 
behavioral health care and can address the social determinants of health.  

Alameda County recruitment and retention initiatives includes a Workforce 
Initiative with funding opportunities for scholarships, loan repayment programs, 
and other incentives to attract and retain qualified professionals.  

In summary, Alameda County's behavioral health workforce will likely experience 
significant shifts in the coming years, requiring a concerted effort to address 
existing shortages, adapt to new models of care, and expand specialized services 
to meet the diverse needs of the community. 
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Address Workforce Gaps 

If the county is planning to leverage the Behavioral Health Community-Based Organized 
Networks of Equitable Care and Treatment (BH-CONNECT) workforce initiative to address 
workforce gaps including for FSP and CSC for FEP, such as through applying for and/or 
encouraging providers to apply for the following BH-CONNECT workforce programs, please 
specify below. 

1. Is the county planning to leverage the BH-CONNECT workforce initiative by applying for the 
Behavioral Health Scholarship Program? 

Yes 

Please explain any actions or activities the county is engaging in to leverage the program 

Alameda County shared information about the Behavioral Health Scholarship 
Program directly to county system of care and operations staff as well as through 
general internal emails that went out to all Alameda County Behavioral Health 
(ACBHD) employees. ACBHD employees then shared with providers and their 
professional networks. Additionally, Alameda County posted the flyer to the 
official public social media channels. 

 

2. Is the county planning to leverage the BH-CONNECT workforce initiative by applying for the 
Behavioral Health Student Loan Payment Program? 

Yes 

Please explain any actions or activities the county is engaging in to leverage the program 

Alameda County shared information about the Behavioral Health Scholarship 
Program directly to county system of care and operations staff as well as through 
general internal emails that went out to all Alameda County Behavioral Health 
(ACBHD) employees. ACBHD employees then shared with providers and their 
professional networks. Additionally, Alameda County posted the flyer to the 
official public social media channels. 

 

3. Is the county planning to leverage the BH-CONNECT workforce initiative by applying for the 
Behavioral Health Recruitment and Retention Program? 

Yes 
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Please explain any actions or activities the county is engaging in to leverage the program 

Alameda County shared information about the Medi-Cal Behavioral Health 
Recruitment and Retention Program (MBH-RRP) directly to county system of care 
and operations staff as well as through general internal emails that went out to all 
Alameda County Behavioral Health (ACBHD) employees. ACBHD employees then 
shared with providers and their professional networks. Additionally, Alameda 
County posted the flyer to the official public social media channels. 

 

4. Is the county planning to leverage the BH-CONNECT workforce initiative by applying for the 
Behavioral Health Community-Based Provider Training Program? 

Yes 

Please explain any actions or activities the county is engaging in to leverage the program 

Alameda County shared information about the Behavioral Health Community-
Based Provider Training Program (MBH-CBPTP) directly to county system of care 
and operations staff as well as through general internal emails that went out to all 
Alameda County Behavioral Health (ACBHD) employees. ACBHD employees then 
shared with providers and their professional networks. Additionally, Alameda 
County posted the flyer to the official public social media channels. 

Alameda County looks forward to the development of the community-based 
providers (Alcohol and Other AOD Counselors, Community Health Workers and 
Peer Support Specialists) through the training program. 

5. Is the county planning to leverage the BH-CONNECT workforce initiative by applying for the 
Behavioral Health Residency Program? 

Yes 

Please explain any actions or activities the county is engaging in to leverage the program 

Alameda County shared information about the Medi-Cal Behavioral Health 
Residency Training Program (MBH-RTP) directly to county system of care and 
operations staff as well as through general internal emails that went out to all 
Alameda County Behavioral Health (ACBHD) employees. ACBHD employees then 
shared with providers and their professional networks. Additionally, Alameda 
County posted the flyer to the official public social media channels. 
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6. Please describe any other efforts underway or planned in the county to address workforce 
gaps aside from those already described above under Behavioral Health Services Act 
Workforce, Education, and Training 

Alameda County Behavioral Health Department’s Workforce Education and 
Training (WET) team provides training and technical assistance. WET conducts 
internal and external assessments with input from stakeholders and CBO 
agencies and meets with the system of care to update the specific needs, 
audiences and priorities of the training program. WET develops, researches, and 
provides a broad array of training related to mental health clinical practice, peer 
empowerment, cultural responsiveness, and wellness recovery & resilience. 

Examples of training topics: SUD Provider trainings (such as Harm Reduction, 
Narcan, Fentanyl Use, De-Escalation for SUD, Co-Occurring Disorder screening, 
Motivational Interviewing, Trauma-informed care; Suicide Prevention with focus 
on Dual-Diagnosis), Youth and Adult mental health, Older Adult employment 
training, first aid, Peer Empowerment,  Wellness in the Workplace series for all-
staff, and cultural humility. 

To address Provider staff burnout and a need for comprehensive training and 
support, WET will implement evidence-based and innovative solutions designed 
to equip staff and community-based organization (CBO) partners with the 
necessary tools to navigate these complexities.  

WET also maintains several accreditations through which it provides continuing 
education for various clinical disciplines. Currently, WET maintains accreditations 
for BSS, CPA, CCAPP, BRN and assures that all training courses offer continuing 
education credits to follow standards. 

By prioritizing these efforts, the WET Training Unit fosters a more skilled, resilient, 
and compassionate workforce capable of delivering high-quality, equitable care. 
In fiscal year 2023 / 2024: (July 1, 2023 – June 30, 2024), WET provided or 
collaborated in a total of 59 training activities and trained 2171 people consisting 
of 476 ACBHD staff and 1695 contracted community-based organization (CBO) 
staff. 
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Budget And Prudent Reserve 
Please see below. 



Instructions
Counties shall report their planned expenditures for all behavioral health funding sources, not limited to only BHSA, along the Behavioral Health Care Continuum in Tab One. 
For Annual Updates, counties should review and make updates only to the next fiscal year. For Intermittent Updates, counties should review and make updates to the current fiscal year.
Column C: counties shall indicate whether they provide each category of services using the check box.
Columns D through I: counties shall include their estimated total expenditures for the Integrated Plan period across all behavioral health funding sources and programs 
by each Behavioral Health Care Continuum category. Counties should consider children/youth as 21 and under for Columns G - I.
Columns J and K: counties shall input their estimated total count of all individuals served through the county behavioral health system across all funding sources/programs. 
These counts may be duplicated. Counties should consider eligible children/youth as 21 and under for Column K.
Row 38: the total projected expenditures in columns D through I and total projected individuals served annually in columns J and K will be auto-populated from rows 20 through 36.
Note: For a list of all funding streams that should be included in the projected expenditures calculation for each BH Care Continuum Category, please see the Behavioral Health
Services Act (BHSA) County Policy Manual Chapter 3, Section A. 
Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, 
regulations, and guidance, including the BHSA County Policy Manual. 2) Counties must promote access to care through efficient use of state and county resources as outlined 
in Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to bill appropriately for services covered by the county’s 
Medi-Cal Behavioral Health Delivery System and make a good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance.
These policies apply only to non-Housing services that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

blank
Services Are 
Provided in 

County 

Total Projected 
Expenditures On 
Adults and Older 

Adults 
(Year One)

Total Projected 
Expenditures On 
Adults and Older 

Adults
(Year Two)

Total Projected 
Expenditures On 
Adults and Older 

Adults 
(Year Three)

Total Projected 
Expenditures on 
Children/Youth 

(under 21) 
(Year One)

Total Projected 
Expenditures on 
Children/Youth 

(under 21) 
(Year Two)

Total Projected 
Expenditures on 
Children/Youth 

(under 21) 
(Year Three)

Projected Individuals 
to be Served Annually 
(May be duplicated) 
Eligible Adults and 

Older Adults

Projected Individuals 
to be Served Annually 
(May be duplicated) 

Eligible 
Children/Youth 

(under 21) 

Substance Use Disorder (SUD) Services blank blank blank blank blank blank blank blank blank
  Primary Prevention Services  $ 993,170.00  $ 993,170.43  $ 993,170.43  $ 1,982,309.00  $ 1,982,309.30  $ 1,982,309.30 800.00 1005.00
  Early Intervention Services  $  - $ - $ - $ - $ - $   -  0 0.00
  Outpatient Services  $ 27,490,331.00  $ 27,490,331.00  $ 27,490,331.00  $ 3,375,161.00  $ 3,375,161.00  $ 3,375,161.00 4864 209.00
  Intensive Outpatient Services  $  - $ - $ - $ - $ - $   -  0 0.00
  Crisis and Field-Based Services  $ 2,719,598.00  $ 2,719,598.00  $ 2,719,598.00  $ 1,164,504.00  $ 1,164,504.00  $ 1,164,504.00 1497 641.00
  Residential Treatment Services  $ 18,400,129.00  $ 18,400,129.00  $ 18,400,129.00  $  - $ - $   -  1171 0.00
  Inpatient Services  $  - $ - $ - $ - $ - $   -  0 0.00

Mental Health (MH) Services blank blank blank blank blank blank blank blank blank
Primary Prevention Services  $  - $ - $ - $ - $ - $   -  0 0

Early Intervention Services  $    21,436,343.00  $    21,436,343.00  $    21,436,343.00  $    20,218,347.00  $    20,218,346.94  $    20,218,346.94 18361 32944
Outpatient and Intensive Outpatient Services

 $    165,686,940.00  $    161,686,940.00  $    161,686,940.00  $    148,282,725.00  $    148,282,725.00  $    148,282,725.00 13044 7625
Crisis Services  $    39,518,655.00  $    39,518,655.00  $    39,518,655.00  $    7,395,175.00  $    7,395,175.00  $    7,395,175.00 4237 487

Residential Treatment Services  $    8,753,126.00  $    8,753,126.21  $    8,753,126.21  $    2,178,097.00  $    2,178,096.80  $    2,178,096.80 776 80
Hospital and Acute Services  $    63,749,487.00  $    63,749,487.00  $    63,749,487.00  $    8,537,197.00  $    8,537,197.00  $    8,537,197.00 1808 231

Subacute and Long-Term Care Services

 $    41,389,148.00  $    41,389,148.00  $    41,389,148.00 317 0
Housing Services (MH + SUD) blank blank blank blank blank blank blank blank blank

Housing Services

 $    92,817,558.00  $    92,817,558.00  $    92,817,558.00  $    790,260.00  $    790,259.40  $    790,259.40 12406 975
Total Projected Expenditures and Individuals 
Served

blank blank blank blank blank blank blank blank blank

Total Projected Expenditures and Individuals 
Served (auto-populated)

blank  $    482,954,485.00  $    478,954,485.64  $    478,954,485.64  $    193,923,775.00  $    193,923,774.44  $    193,923,774.44 59281 44197

Table One: Behavioral Health Care Continuum Projected Expenditures



Instructions
Counties shall report their planned expenditures for all behavioral health services and activities, not limited to only BHSA funded services and activities,
other than those that are part of the Behavioral Health Care Continuum in Tab Two.
Rows 17 through 20: counties shall include their estimated total expenditures for the Integrated Plan period across all behavioral health funding sources 
and programs for each category listed. These costs are those that do not easily fit under the categories in Tab One, "BH CoC Expenditures."
Row 22: total projected expenditures will be auto-populated from rows 17 through 20. 
For a list of all funding streams that should be included in the projected expenditures calculation for Table Two: Other County Expenditures please see 
the Behavioral Health Services Act County Policy Manual Chapter 3 Section A.
Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in 
applicable laws, regulations, and guidance, including the BHSA County Policy Manual. 2) Counties must promote access to care through efficient use of 
state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to bill 
appropriately for services covered by the county’s Medi-Cal Behavioral Health Delivery System and make a good faith effort to seek reimbursement from 
Medi-Cal managed care plans and commercial health insurance. These policies apply only to non-Housing services that are eligible for both BHSA funding 
and another funding source, such as Medi-Cal payment, commercial payment, etc.

Other Expenditures
Total Projected
Expenditures 

(Year One)

Total Projected
Expenditures 
(Year Two)

Total Projected
Expenditures 
(Year Three)

Capital Infrastructure Activities  $ 3,000,000.00  $ - $  -
Workforce Investment Activities  $ 2,546,601.00  $ 2,546,601.00  $ 2,546,601.00

Quality & Accountability, Data Analytics, and Plan Management & 
Administrative Activities (including indirect administrative activities)  $  105,740,336.00  $  106,400,143.00  $  107,224,722.00 

Other County Behavioral Health Agency Services/Activities (e.g., Public 
Guardian, CARE Act, LPS Conservatorships, DSH for Housing, Court Diversion 

Programs)  $  31,628,342.00  $  31,628,342.00  $  31,628,342.00 
Total Projected Expenditures blank blank blank

Total Projected Expenditures (auto-populated)  $ 142,915,279.00  $ 140,575,086.00  $ 141,399,665.00 

Table Two: Other County Expenditures



Instructions
Counties shall report their planned revenue across the county behavioral health delivery system to support all behavioral health services and programs by funding source 
in Tab Three.
Rows 18 through 33: counties shall report projected expenditures for each funding source/program.
Row 21: for State General Fund, include funds received for the non-federal share of Medi-Cal payments. 
Row 26: for Commercial Insurance (including Medicare), reporting reflects planned reimbursement obtained by county-operated providers, not county-contracted providers.
Row 35: total expenditures will be auto-populated from rows 18 through 33.
Row 36: will be auto-validated by DHCS against rows 35, 37, and 38. Validation: total projected expenditure variance should total out to $0.
Rows 37 and 38: will be auto-validated by DHCS against total projected expenditures in Tabs One and Two.
Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, 
regulations, and guidance, including the BHSA County Policy Manual.
2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual,
including requiring BHSA-funded providers to bill appropriately for services covered by the county’s Medi-Cal Behavioral Health Delivery System and make a good faith
effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance. These policies apply only to non-Housing services that are eligible for 
both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

blank Total Annual Projected Expenditures 
(Year One)

Total Annual Projected Expenditures 
(Year Two)

Total Annual Projected Expenditures 
(Year Three)

BHSA  $ 166,188,844.00  $ 154,560,247.00  $ 153,367,383.00 
1991 Realignment (Bronzan-McCorquodale Act)  $    83,697,979.00  $    83,697,978.93  $    83,697,978.93 

2011 Realignment (Public Safety Realignment)  $ 135,833,304.00  $ 135,833,303.64  $ 135,833,303.64 
State General Fund $    22,549,148.00 $    23,349,148.00 $    23,349,148.00 

FFP (SMHS, DMC/DMC-ODS, NSMHS)  $    251,698,281.00  $    259,107,087.00  $    261,124,530.00 
Projects for Assistance in Transition from Homelessness 

(PATH)  $    278,105.00  $    278,105.00  $    278,105.00 
Community Mental Health Block Grant (MHBG)  $ 1,518,818.00  $ 1,518,818.00  $ 1,518,818.00 

Substance Use Block Grant (SUBG)  $ 9,123,443.00  $ 9,123,443.00  $ 9,123,443.00 
Commercial Insurance $    52,474.00 $    52,474.00 $    52,474.00 
County General Fund $    83,961,691.00 $    81,041,289.51 $    81,041,289.51 

Opioid Settlement Funds  $    9,023,548.00  $    9,023,548.00  $    9,023,548.00 

Other Funding Sources
Total Annual Projected Expenditures 

(Year One)
Total Annual Projected Expenditures 

(Year Two)
Total Annual Projected Expenditures 

(Year Three)

Other federal grants  $    2,503,400.00  $    2,503,400.00  $    2,503,400.00 
Other state funding (including DSH funding)  $    46,114,106.00  $    46,114,106.00  $    46,114,106.00 
Other county mental health or SUD funding  $ 7,250,398.00  $ 7,250,398.00  $ 7,250,398.00 

Other foundation funding
 $  - $ - $   -  

Summary Total Annual Projection (Year One) Total Annual Projection (Year Two) Total Annual Projection (Year Three)

Total projected expenditures (all BH funding 
streams/ programs) (auto-populated)

 $    819,793,539.00  $    813,453,346.08  $    814,277,925.08 
Total Projected Expenditure Variance  $   0.00  $  - $   (0.00)

Auto-validation: Table 1: Behavioral Health Care 
Continuum Projected Expenditures 676,878,260.00$    672,878,260.08$    672,878,260.08$    

Auto-validation: Table 2: Other County 
Expenditures  $    142,915,279.00  $    140,575,086.00  $    141,399,665.00 

Table Three: Projected Annual Expenditures by County BH Funding Source



Instructions
Counties shall report their base BHSA funding allocations, approved Housing Intervention Component Exemptions, and planned transfers on this sheet. All counties must complete this sheet.
Rows 38-40: input your county's base BHSA funding allocation by component and year.
Rows 43-54: this section will be auto-populated from the sections below it.
Rows 43, 49, and 53: the total adjusted allocation percentages for each component, inclusive of both exemptions and transfers.
Rows 44, 50, and 54: is the projected amount of funding, in dollars, based on the adjusted total allocation percentages.
Row 45: reflects the unspent MHSA funding that will be transferred to each of the Behavioral Health Services Act (BHSA) component allocations.
Row 46: reflects the excess prudent reserve funding that will be transferred to each of the BHSA components.
Rows 58, 80, and 102: the base funding amount for Housing Interventions will auto-populate from Column C, rows 38-40.
Rows 59, 81, and 103: if your county has an approved housing exemption, enter the percent of funds you are moving out of Housing Interventions into the other components. Enter this percentage as a positive value. 
It will automatically display as a negative value in the cell.
Rows 60, 82, and 104: if your county has an approved housing exemption, enter the percent of funds you are moving out of the other components and into Housing interventions.
Enter this percentage as a positive value.
Rows 63, 85, 107: the base funding amount for Full Service Partnerships will auto-populate from Column D, rows 38-40.
Rows 68, 90, 112: the base funding amount for Behavioral Health Services and Supports will auto-populate from Column E, rows 38-40.
Rows 64, 69, 86, 91, 108, and 113: enter the percentage transferred out of Full Service Partnerships (FSP) and Behavioral Health Services and Supports (BHSS) into Housing Interventions, respectively. 
Rows 65, 70, 87, 92, 109, and 114: enter the percentage transferred from Housing Interventions into Full Service Partnerships (FSP) and Behavioral Health Services and Supports (BHSS), respectively.
Rows 74, 96, 118: the updated base percentage will be auto-populated for Housing Interventions, FSP, and BHSS, respectively. Ensure the validation states "Row Equals 100%."
Rows 75, 97, 119: enter the amount you are transferring out of each component as a positive number. It will automatically display as a negative value. Ensure the validation states, "Row Does Not Exceed 14%."
Rows 76, 98, 120: enter the amount you are transferring into each component as a positive number. Ensure the validation states, "Transfers Out and In Equal."
Note: If your county plans to use Housing Intervention funds (up to 7 percent) to provide outreach and engagement, the amount of funds the county can transfer out of the Housing Intervention component (Row 75)
must be decreased by the corresponding amount. Counties will document the amount dedicated to outreach and engagement in Tab 5. Housing Interventions.
Rows 77, 99, 121: the updated base percentage will be auto-populated for Housing Interventions, FSP, and BHSS, respectively. Ensure the validation states, "Row Equals 100%."
Rows 124-130: enter the amount of MHSA funds by component allocation transferring to each BHSA component. Encumbered unspent MHSA funds tied to WET, CFTN, or INN should be included; unencumbered INN 
funds should also be included. Please see Policy Manual Chapter 6, Section 7 for additional information.
Row 130: the total dollar amount of MHSA Transfers to BHSA is auto-populated.
Row 133: enter the dollar amount of prior year prudent reserve ending balance
Row 134: enter the prudent reserve maximum for your county.
Row 135: the dollar amount of excess prudent reserve funding to be transferred out of the prudent reserve will auto-populate. Negative values indicate no transfer is necessary.
Rows 136-138: enter the amount of excess prudent reserve funds allocated to each component.
Row 139: the total transferred excess prudent reserve is auto-populated.
Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, regulations, and guidance, including the BHSA County Policy 
Manual. 2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to
bill appropriately for services covered by the county’s Medi-Cal Behavioral Health Delivery System and make a good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance. 
These policies apply only to non-Housing services that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

blank
 County Base BHSA Funding Allocations

Housing Intervention
 County Base BHSA Funding Allocations

Full-Service Partnership
 County Base BHSA Funding Allocations
Behavioral Health Services and Support

County Base BHSA Funding Allocations
Total

Year One Component Allocation (dollars)  $    37,306,397.10  $    43,524,129.95  $    43,524,129.95  $    124,354,657.00 

Year Two Component Allocation (dollars)  $    41,735,347.80  $    48,691,239.10  $    48,691,239.10  $    139,117,826.00 

Year Three Component Allocation (dollars)  $    44,221,971.30  $    51,592,299.85  $    51,592,299.85  $    147,406,571.00 

blank  Housing Intervention  Full-Service Partnership  Behavioral Health Services and Support Totals

Adjusted Total Allocation Percentages (Exemptions and
Transfers)

30% 35% 35% 100%

Projected Component Allocation (Based on Adjusted 
Allocation Percentages)

37,306,397.10$     43,524,129.95$     43,524,129.95$     124,354,657.00$    

Unspent Mental Health Services Act (MHSA) to BHSA -$   10,000,000.00$    66,317,330.00$     76,317,330.00$     
Excess Prudent Reserve (PR) to BHSA -$   -$  -$  -$  

blank  Housing Intervention  Full-Service Partnership  Behavioral Health Services and Support Totals

Adjusted Total Allocation Percentages (Exemptions and 
Transfers)

30% 35% 35% 100%

Projected Component Allocation (Based on Adjusted 
Allocation Percentages)

41,735,347.80$     48,691,239.10$     48,691,239.10$     139,117,826.00$    

blank  Housing Intervention  Full-Service Partnership  Behavioral Health Services and Support Totals

Adjusted Total Allocation Percentages (Exemptions and 
Transfers)

30% 35% 35% 100%

Projected Component Allocation (Based on Adjusted 
Allocation Percentages)

44,221,971.30$     51,592,299.85$     51,592,299.85$     147,406,571.00$    

Table Four: BHSA Transfers

BHSA Transfers 
Year One Summary (auto-populated)

BHSA Transfers
Year Two Summary (auto-populated)

BHSA Transfers 
Year Three Summary (auto-populated)



blank  Housing Intervention  Full-Service Partnership  Behavioral Health Services and Support Totals

Adjusted Total Allocation Percentages (Exemptions and 
Transfers)

30% 35% 35% 100%

Projected Component Allocation (Based on Adjusted 
Allocation Percentages)

37,306,397.10$     43,524,129.95$     43,524,129.95$     124,354,657.00$     

Unspent Mental Health Services Act (MHSA) to BHSA -$   10,000,000.00$    66,317,330.00$     76,317,330.00$     
Excess Prudent Reserve (PR) to BHSA -$   -$  -$  -$  

blank  Housing Intervention  Full-Service Partnership  Behavioral Health Services and Support Totals

Adjusted Total Allocation Percentages (Exemptions and 
Transfers)

30% 35% 35% 100%

Projected Component Allocation (Based on Adjusted 
Allocation Percentages)

41,735,347.80$     48,691,239.10$     48,691,239.10$     139,117,826.00$     

blank  Housing Intervention  Full-Service Partnership  Behavioral Health Services and Support Totals

Adjusted Total Allocation Percentages (Exemptions and 
Transfers)

30% 35% 35% 100%

Projected Component Allocation (Based on Adjusted 
Allocation Percentages)

44,221,971.30$     51,592,299.85$     51,592,299.85$     147,406,571.00$     

 Funding Transfer Request Allocations blank blank blank blank

blank blank

Base Component (Year One)
Housing Intervention Percentage 

(Year One)
Housing Intervention Funds

(Year One)
blank blank

Base Percentage and Funding 30% 37,306,397.10$     blank blank
Percentage Reduced  0% -$   blank blank

Percentage Added 0% -$   blank blank
New Housing Interventions Base Percentage (auto-

populated)
30% 37,306,397.10$     blank blank

Transferred To/From
Full Service Partnership Percentage

(Year One)
Full Service Partnership Funds

(Year One) blank blank
Base Percentage and Funding 35% 43,524,129.95$     blank blank

Percentage Reduced  0% -$   blank blank
Percentage Added 0% -$   blank blank

New FSP Base Percentage (auto-populated) 35% 43,524,129.95$     blank blank

Transferred To/From
Behavioral Health Services and Support

Percentage
(Year One)

Behavioral Health Services and Support
Funding

(Year One) blank blank
Base Percentage and Funding 35% 43,524,129.95$     blank blank

Percentage Reduced  0% -$   blank blank
Percentage Added 0% -$   blank blank

New BHSS Base Percentage (auto-populated) 35% 43,524,129.95$     blank blank

blank Housing Intervention (Year One) (1) Full-Service Partnership (Year One) 
Behavioral Health Services and Support

(Year One)
Validation

Base Percentage after Housing Intervention Component 
Exemption (auto-populated)

30% 35% 35% Row Equals 100%

Amount Transferring Out  0%  0%  0% Row Does Not Exceed 14%

Amount Transferring In 0% 0% 0% Transfers Out and In Equal

New Base Percentage after Funding Transfer Request (auto-
populated)

30% 35% 35% Row Equals 100%

BHSA Transfers 
Year One Summary (auto-populated)

Behavioral Health Services Fund (BHSF) Housing Intervention Component Exemption
(Ability to change component's overall percentage) (Year One)

BHSA Transfers 
Year Two Summary (auto-populated)

BHSA Transfers 
Year Three Summary (auto-populated)

Funding Transfers (Year One)



blank blank

Base Component (Year Two)
Housing Intervention Percentage

(Year Two)
Housing Intervention Funds

(Year Two)
blank blank

Base Percentage and Funding 30% 41,735,347.80$    blank blank
Percentage Reduced  0% -$   blank blank

Percentage Added 0% -$   blank blank
New Housing Interventions Base Percentage (auto-

populated)
30% 41,735,347.80$    blank blank

Transferred To/From
Full Service Partnership Percentage

(Year Two)
Full Service Partnership Funds 

(Year Two) blank blank
Base Percentage and Funding 35% 48,691,239.10$    blank blank

Percentage Reduced  0% -$   blank blank
Percentage Added 0% -$   blank blank

New FSP Base Percentage (auto-populated) 35% 48,691,239.10$    blank blank

Transferred To/From
Behavioral Health Services and Support 

Percentage 
(Year Two)

Behavioral Health Services and Support 
Funding 

(Year Two) blank blank
Base Percentage and Funding 35% 48,691,239.10$    blank blank

Percentage Reduced  0% -$   blank blank
Percentage Added 0% -$   blank blank

New BHSS Base Percentage (auto-populated) 35% 48,691,239.10$    blank blank

blank Housing Intervention (Year Two) (1) Full-Service Partnership (Year Two) 
Behavioral Health Services and Support 

(Year Two)
Validation

Base Percentage after Housing Intervention Component 
Exemption (auto-populated)

30% 35% 35% Row Equals 100%

Amount Transferring Out  0%  0%  0% Row Does Not Exceed 14%

Amount Transferring In  0%  0%  0% Transfers Out and In Equal

New Base Percentage after Funding Transfer Request (auto-
populated)

30% 35% 35% Row Equals 100%

Behavioral Health Services Fund (BHSF) Housing Intervention Component Exemption
(Ability to change component's overall percentage) (Year Two)

Funding Transfers (Year Two)



blank blank

Base Component
Housing Intervention Percentage

(Year Three)
Housing Intervention Funds

(Year Three)
blank blank

Base Percentage and Funding 30% 44,221,971.30$    blank blank
Percentage Reduced  0% -$   blank blank

Percentage Added 0% -$   blank blank
New Housing Interventions Base Percentage (auto-

populated)
30% 44,221,971.30$    blank blank

Transferred To/From
Full Service Partnership Percentage

(Year Three)
Full Service Partnership Funds

(Year Three) blank blank
Base Percentage and Funding 35% 51,592,299.85$    blank blank

Percentage Reduced  0% -$   blank blank
Percentage Added 0% -$   blank blank

New FSP Base Percentage (auto-populated) 35% 51,592,299.85$    blank blank

Transferred To/From
Behavioral Health Services and Support 

Percentage 
(Year Three)

Behavioral Health Services and Support 
Funding 

(Year Three) blank blank
Base Percentage and Funding 35% 51,592,299.85$    blank blank

Percentage Reduced  0% -$   blank blank
Percentage Added 0% -$   blank blank

New BHSS Base Percentage (auto-populated) 35% 51,592,299.85$    blank blank

blank Housing Intervention (Year Three) (1) Full-Service Partnership (Year Three) 
Behavioral Health Services and Support 

(Year Three)
Validation

Base Percentage after Housing Intervention Component 
Exemption (auto-populated)

30% 35% 35% Row Equals 100%

Amount Transferring Out  0%  0%  0% Row Does Not Exceed 14%

Amount Transferring In  0%  0%  0% Transfers Out and In Equal

New Base Percentage after Funding Transfer Request (auto-
populated)

30% 35% 35% Row Equals 100%

Behavioral Health Services Fund (BHSF) Housing Intervention Component Exemption
(Ability to change component's overall percentage) (Year Three)

Funding Transfers (Year Three)



MHSA Component Available Unspent BHSA Funds Transferred to Housing Intervention Transferred to Full-Service Partnership
Transferred to Behavioral Health Services 

and Support
CSS 14,499,609.00$    -$   -$ 14,499,609.00$   
PEI 6,015,968.00$    -$   -$ 6,015,968.00$   

Encumbered INN 11,000,000.00$    -$   -$ 11,000,000.00$   
Unencumbered INN 19,401,753.00$    -$   10,000,000.00$   9,401,753.00$    

WET 1,900,000.00$    1,900,000.00$    
CFTN 23,500,000.00$    23,500,000.00$    

Total (auto-populated) 76,317,330.00$    -$   10,000,000.00$   66,317,330.00$    

blank blank blank

Transfer from Prudent Reserve to BHSA Component 
Allocation

Amount blank blank blank
Estimated Local Prudent Reserve Balance At End of Previous 

Fiscal Year 
 $    14,593,037.83 blank blank blank

Local Prudent Reserve Maximum (2)  $    22,919,660.71 blank blank blank

Excess Prudent Reserve Funding that must be transferred  $    (8,326,622.88) blank blank blank
Housing Intervention (3)  $  - blank blank blank

FSP  $  - blank blank blank
BHSS (4) blank blank blank

Total Transferred Excess Prudent Reserve (auto-populated)  $    -  blank blank blank
References blank blank blank blank

1. BHSA County Policy Manual section 6.B.5 states counties 
may use up to seven percent of Housing Interventions 
component funds on outreach and engagement. The amount
of funds transferred out of the Housing Interventions 
component into another funding component must be
decreased by a corresponding amount. Counties are not
required to use Housing Intervention component funding for
outreach and engagement, or other funding transfer 
requests. It remains at the discretion of the counties to
transfer up to a total of 14 percent of its BHSA funds in a
fiscal year. blank blank blank blank
2. W&I Code § 5892, subdivision (b)(3)-(4) states a county's
prudent reserve must not exceed 20% of average of the total
funds distributed to the county Behavioral Health Services
Fund over past five years (25% for counties with a population
of less than 200,000). 

blank blank blank blank
3. W&I Code § 5892, subdivision (b)(6)(B) states prudent
reserve funding cannot be spent on capital development. blank blank blank blank

Excess Prudent Reserve to BHSA Components

MHSA Transfers to BHSA



Instructions
Counties shall report their projected expenditures for their BHSA Housing Interventions allocation component. Counties shall report projected expenditures for all
other non-BHSA funding sources in Tab Five.
Rows 39-42: input the estimated total Housing Intervention component allocation received for each year. Row 39 will auto-populate from Tab Four in the BHSA Transfers tab.
Input unspent MHSA dollars carried over to this component into row 42. Row 43 will auto-populate the sum of rows 40-42 to account for total funding.
Row 40: input the total dollar amount projected to be added to Housing Intervention component funds from the prudent reserve, if applicable. If you reported on Tab 4, row 136 that you will be
transferring excess PR funds to Housing Interventions please report them here.
Rows 47-64: input the projected expenditures for each Housing Intervention component service category or program for each year. 
Row 46: the aim of Housing Interventions is to help individuals achieve permanent housing stability. To the maximum extent possible, counties should seek to place
individuals in permanent housing settings. Housing Interventions may only be used for placement in interim settings for a limited time, 6 months for BHSA eligible 
individuals who have exhausted the Transitional Rent benefit and 12 months for BHSA eligible individuals not eligible to receive Transitional Rent
through their Medi-Cal MCP.
Row 51: pursuant to W&I Code section 5830, subdivision (c)(2), BHSA Housing Interventions may not be used for housing services covered by Medi-Cal Managed
Care Plans (MCP). Please indicate the projected expenditures for BHSA funding ONLY in columns C, D, and E. Please indicate the projected expenditures for all other 
funding sources excluding BHSA in columns F, G, and H.
Row 63: input expenditures for BHSA-funded innovation pilots or projects.
Row 64: input expenditures for any encumbered MHSA INN Projects with services that do NOT align with the sub‑allocations above.
Row 65: the sub-total will be auto-populated, excluding the percentage of rental and operating subsidies administered through Flex Pools.
Row 67: input the total dollar amount projected to be transferred out of Housing Intervention component funds into the prudent reserve. 
Row 69 enter the total amount of direct and indirect costs required to implement this component. (See Policy Manual Chapter 6. BHT Fiscal Policies, Section B.8.2 Direct Costs and Indirect Costs).
Row 70: the overall total of Housing Intervention expenditures will be auto-populated from rows 65, 67, and 69.
Row 72: input the total dollar amount for Housing Intervention component programs and services that will be dedicated to the chronically homeless population.
This amount should equal 50% of Housing Interventions component allocation.
Row 73: input the total dollar amount for Housing Intervention component programs and services that will be dedicated to serving individuals with only a substance
use disorder, if provided by the county. DHCS recognizes there may be duplication with funds captured in row 72.
Row 75: the proportion of funds dedicated to capital development will be auto-populated.
Row 76: the proportion of funds dedicated to the chronically homeless population will be auto-populated.
Row 77: the proportion of funds dedicated to Outreach and Engagement will be auto-populated.
Rows 79-80: input the estimated unduplicated count of individuals that will be served across all Housing Intervention component services.
Row 82: auto-populates projected estimated amount of MHSA Encumbered INN funds that will be available in the BHSA HI component for each year.
Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, 
regulations, and guidance, including the BHSA County Policy Manual.
2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual, including
requiring BHSA-funded providers to bill appropriately for services covered by the county’s Medi-Cal Behavioral Health Delivery System and make a good faith effort to
seek reimbursement from Medi-Cal managed care plans and commercial health insurance. These policies apply only to non-Housing services that are eligible for both BHSA
funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

blank
Total Housing Interventions 

Funding (Year One)
Total Housing Interventions 

Funding (Year Two)
Total Housing Interventions 

Funding (Year Three) blank blank blank
Total Estimated Housing Intervention 
Funding Received
(BHSA Funds)  $    37,306,397.00  $    41,735,347.00  $    44,221,971.00  blank  blank  blank 

Transfers into Housing Intervention 
component from Local Prudent Reserve

 $  - $ - $ - blank blank blank
Total Estimated Housing Intervention 
Funding Allocated 
(MHSA - Unspent Carryover Funds)  $  - $ - $ - blank  blank  blank 
Total Estimated Housing Intervention 
Funding 
(BHSA + MHSA Funds)  $    37,306,397.00  $    41,735,347.00  $    44,221,971.00  blank  blank  blank 

Table Five: BHSA Components



Type of Service Projected Expenditures - 
Unspent MHSA and BHSA 

Funding Only 
(Year One)

Projected Expenditures - 
Unspent MHSA and BHSA 

Funding Only 
(Year Two)

Projected Expenditures - 
Unspent MHSA and BHSA 

Funding Only 
(Year Three)

Projected Expenditures - All 
Other Funding Sources 

(Year One)

Projected Expenditures - All 
Other Funding Sources 

(Year Two)

Projected Expenditures - All 
Other Funding Sources 

(Year Three)

Housing Interventions Component 
Programs/Services blank blank blank blank blank blank
Non-Time Limited Permanent Settings 
(e.g., supportive housing, apartments, 
single and multi-family homes, shared 
housing) (2) blank blank blank blank blank blank
Rental Subsidies $  16,938,877.00 $  18,338,877.00 $  21,038,877.00  $ - $ - $ -  
Operating Subsidies $  6,405,331.20 $  6,865,331.20 $  7,146,216.80  $ - $ - $ -  
Bundled Rental and Operating Subsidies

 $  - $ - $ -  $  - $ - $   - 
% of Rental and Operating Subsidies 
Administered through Flex Pools 66% 68% 64% 0% 0% 0%
Time Limited Interim Settings (e.g., hotel 
and motel stays, non-congregate interim 
housing models, recuperative care) (2)

blank blank blank blank blank blank
Rental Subsidies  $ - $ - $ - $ - $ - $ -  
Operating Subsidies $  3,357,096.96 $  3,345,872.41 $  3,345,872.41  $ 224,491.04  $ 235,715.59  $ 235,715.59 
Bundled Rental and Operating Subsidies

 $  - $ - $ -  $  - $ - $   - 
% of Rental and Operating Subsidies 
Administered through Flex Pools 0% 0% 0% 0% 0% 0%
Other Housing Interventions blank blank blank blank blank blank
Other Housing Supports: Landlord 
Outreach and Mitigation Funds (2)  $    891,856.00  $    1,031,856.00  $    1,101,856.00  $  - $ -  $   - 
Other Housing Supports: Participant 
Assistant Funds (2)  $    900,000.00  $    900,000.00  $    900,000.00  $   - $ - $   - 
Other Housing Supports: Housing 
Transition Navigation Services and 
Housing Tenancy Sustaining Services (2) 

 $    365,847.17  $    365,586.83  $    365,586.83  $    5,206.83  $    5,467.17  $    5,467.17 
Other Housing Supports: Outreach and 
Engagement (2)  $    2,393,833.88  $    2,373,338.82  $    2,373,338.82  $    1,110,835.12  $    1,131,330.18  $    1,131,330.18 
Capital Development Projects  $ - $ - $ - $ - $ - $ -  
Housing Flex Pool Expenditures (start-up 
expenditures)  $  - $ - $ -  $  - $ - $   - 
BHSA Innovative Housing Intervention 
Pilots and Projects  $  - $ - $ -  $  - $ - $   - 
MHSA INN Projects  $ - $ - $ - $ - $ - $ -  
Subtotal (auto-populated) $  31,252,842.22 $  33,220,862.26 $  36,271,747.86 $  1,340,532.98 $  1,372,512.94  $ 1,372,512.94 

 Housing Interventions Category 



Housing Interventions Transfer
Information

Year One Year Two Year Three

Transfers out of Housing Intervention 
component into Local Prudent Reserve 
(6)  $ - $ - $  - 

Housing Interventions Component 
Administrative Information

Year One Year Two Year Three

Housing Interventions Component Admin 
Expenses  $  3,900,990.00  $  3,900,990.00  $  3,900,990.00 
Total Housing Interventions 
Expenditures (auto-populated)  $  35,153,832.22  $   37,121,852.26  $   40,172,737.86 
Housing Interventions Populations to 
be Served

Year One Year Two Year Three

Total Housing Interventions Component
Funds Dedicated to Chronically Homeless 
Population (5)  $  19,534,179.14  $   21,522,317.13  $   22,922,317.13 

Total Housing Interventions Component 
Funds Dedicated to Serving Individuals 
with a SUD only (5)  $  1,417,712.00  $  1,417,712.00  $  1,468,597.60 

Housing Interventions Component 
Funds Validation (auto-populated 
based on inputs above)

 Year One  Year Two  Year Three 

Housing Intervention Component Funds 
Dedicated to Capital Development/Total 
Housing Interventions Funding (7) (auto-
populated) 0.0% 0.0% 0.0%

Housing Interventions Component Funds 
Dedicated to Chronically Homeless 
Population/Total Housing Intervention 
Component Funding (8) (auto-populated) 52.4% 51.6% 51.8%
Housing Interventions Component Funds 
Used for Outreach and Engagement (2) 
(auto-populated) 6.4% 5.7% 5.4%
Projected Individuals to be Served 
(Unduplicated) Year One Year Two Year Three

Eligible Children/TAY (25 years and 
younger) 975 1024 1075
Eligible Adults/Older Adults 12406 13026 13678

Projected MHSA-Origin Encumbered 
INN Funds Available (exempt from 
suballocation requirements)

Year One Year Two Year Three

MHSA "Encumbered" INN  $ - $ - $ -



References

7. W&I Code § 5892, subdivision (a)(1)(A)(iii) states no more than 25% of
Housing Interventions funds may be used for capital development.

8. W&I Code § 5892, subdivision (a)(1)(A)(ii) states 50% of Housing
Interventions funds shall be used for housing interventions for persons
who are chronically homeless, with a focus on those in encampments.

1. W&I Code § 5892, subdivision (a)(1)(A)(i) states 30% of BHSA funds
distributed to counties shall be used for Housing Interventions.

2. See Policy Manual Section 7.C.9 Allowable Expenditures and Related
Requirements for further information regarding allowable Housing
Interventions expenditures.

3. Single room occupancy and recovery housing can be interim or
permanent. If interim, Housing Interventions is limited to 6 months for
those who have exhausted Transitional Rent or 12 months for those not
eligible for Transitional Rent. Appendix B of the Policy Manual includes a
crosswalk of coverage by select programs.

4. Congregate settings that have only a small number of individuals per
room and sufficient common space (not larger dormitory sleeping halls)
and does not include behavioral health residential treatment settings.

5. Counties must provide Housing Intervention services to eligible
children, youth, and adults (defined in W&I Code section 5892) who are
chronically homeless, experiencing homelessness, or at risk of
homelessness. The provision of BHSA-funded Housing Interventions
specifically for individuals with a substance use disorder is optional for
counties, per W&I Code section 5891, subdivision (a)(2).

6. W&I Code § 5892, subdivision (b)(2).



Instructions
Counties shall report their projected expenditures of their Full Service Partnership (FSP) funding for their BHSA allocation component, federal financial participation, and all other non-BHSA funding sources in Tab Six. 
Rows 24-27: input the total estimated FSP component allocation received for each year. Row 24 will auto-populate from Tab Four in the BHSA Transfers tab.
Input unspent MHSA dollars carried over to this component into row 26. Row 27 will auto-populate the sum of rows 24-26 to account for total funding.
Row 26: input the total dollar amount projected to be added to FSP from the prudent reserve, if applicable. If you reported on Tab 4, row 137 that you will be transferring excess PR funds to FSP please report them here.
Rows 31-40: input the projected expenditures for each FSP service category or program for each year.
Note: DHCS expects other required uses of FSP funding (e.g., mental health services, supportive services, substance use disorder (SUD) treatment services, ongoing engagement services) to be captured within rows 31-36. 
Any mental health and supportive service or SUD treatment service expenditures not included in these rows should be accounted for in rows 37-38, accordingly.
Row 39: input expenditures for BHSA-funded innovation pilots or projects.
Row 40: input expenditures for any encumbered MHSA INN Projects with services that do NOT align with the sub‑allocations above.
Row 41: the subtotal of FSP programs/services will be auto-populated from rows 31-40.
Row 43: input the total dollar amount projected to be transferred out of FSP into the prudent reserve.
Row 45: enter the total amount of direct and indirect costs required to implement this component. (See Policy Manual Chapter 6. BHT Fiscal Policies, Section B.8.2 Direct Costs and Indirect Costs).
Row 46: total projected expenditures for FSP for each year will be auto-populated from rows 41, 43, and 45.
Rows 48 and 49: input the estimated unduplicated count of individuals that will be served across all FSP programs.
Row 51: auto-populates projected estimated amount of MHSA Encumbered INN funds that will be available in the BHSA FSP component for each year.
Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, regulations, and guidance, including the BHSA County
Policy Manual.
2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to bill
appropriately for services covered by the county’s Medi-Cal Behavioral Health Delivery System and make a good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance. 
These policies apply only to non-Housing services that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

blank Total Full Service 
Partnership (FSP) 

Funding 
(Year One)

Total Full Service 
Partnership (FSP) 

Funding 
(Year Two)

Total Full Service 
Partnership (FSP) 

Funding 
(Year Three)

blank blank blank blank blank blank

Total Estimated Full Service Partnership 
Funding Received 
(BHSA Funds)  $    43,524,129.00  $    48,691,239.00  $    51,592,299.00 blank blank blank blank blank blank

Transfers into Full Service Partnership 
component from Local Prudent Reserve

 $  - $ - $ - blank blank blank blank blank blank
Total Estimated Full Service Partnership 
Funding Allocated 
(MHSA - Unspent Carryover Funds)  $    8,500,000.00  $    1,500,000.00  $  - blank blank blank blank blank blank
Total Estimated Full Service Partnership 
Funding 
(BHSA + MHSA Funds)  $    52,024,129.00  $    50,191,239.00  $    51,592,299.00 blank blank blank blank blank blank

Table Six: BHSA Components



Type of Service

Projected 
Expenditures - 

Unspent MHSA and 
BHSA Funding Only 

(Year One)

Projected 
Expenditures - 

Unspent MHSA and 
BHSA Funding Only 

(Year Two)

Projected 
Expenditures - 

Unspent MHSA and 
BHSA Funding Only 

(Year Three)

Projected 
Expenditures - 

Federal Financial 
Participation 
(Year One)

Projected 
Expenditures - 

Federal Financial 
Participation 
(Year Two)

Projected 
Expenditures - 

Federal Financial 
Participation 
(Year Three)

Projected 
Expenditures - All 

Other Funding 
Sources 

(Year One)

Projected 
Expenditures - All 

Other Funding 
Sources 

(Year Two)

Projected 
Expenditures - All 

Other Funding 
Sources 

(Year Three)
FSP Programs/Services blank blank blank blank blank blank blank blank blank

Assertive Community Treatment (ACT)(2)  $    27,957,380.31  $    27,955,528.25  $    27,955,528.25  $    5,250,563.49  $    5,252,415.54  $    5,252,415.54  $  - $ - $   -  
Forensic Assertive Community Treatment 
(FACT) Fidelity (2)  $    8,024,740.86  $    8,023,393.91  $    8,023,393.91  $    1,702,778.55  $    1,704,125.50  $    1,704,125.50  $  - $ - $   -  
FSP Intensive Case Management  $    6,429,959.67  $    6,418,811.78  $    6,418,811.78  $    7,468,493.52  $    7,479,641.41  $    7,479,641.41  $  - $ - $   -  
High Fidelity Wraparound  $   1,095,624.02  $   1,094,613.80  $   1,094,613.80  $  916,489.07  $  917,499.28  $  917,499.28  $  - $ - $   -  
Individual Placement and Support (IPS) 
Model of Supported Employment (2)  $    4,270,950.52  $    3,621,565.82  $    3,621,565.82  $    2,809,135.11  $    2,543,891.74  $    2,543,891.74  $  - $ - $   -  
Assertive Field-Based Initiation for SUD 
Treatment Services  $  - $ - $ - $ - $ - $ - $   1,352,000.00  $    1,352,000.00  $    1,352,000.00 
Other mental health or supportive services 
not already captured above (e.g., outreach, 
other recovery-oriented services, peers, etc.): 
Please define  $    2,744,437.03  $    2,559,504.48  $    2,559,504.48  $    3,768,758.77  $    3,564,703.62  $    3,564,703.62  $  - $ - $   -  
Other substance use disorder treatment 
services not already captured above (primary 
SUD FSP programs, innovation, etc.): Please 
define  $  - $ - $ - $ - $ - $ - $ - $ - $   -  
BHSA Innovative FSP Pilots and Projects  $  - $ - $ - $ - $ - $ - $ - $ - $   -  
MHSA INN Projects  $  - $ - $ - $ - $ - $ - $ - $ - $   -  
Subtotal (auto-populated)  $  50,523,092.41  $  49,673,418.05  $  49,673,418.05  $  21,916,218.51  $  21,462,277.10  $  21,462,277.10  $   1,352,000.00  $   1,352,000.00  $   1,352,000.00 

Full Service Partnership Category (1)



FSP Transfer Information Year One Year Two Year Three
Transfers out of FSP component into Local 
Prudent Reserve  $ - $ - $  - 
FSP Administrative Information Year One Year Two Year Three

FSP Component Admin Expenses  $  1,419,783.27  $  474,298.76  $  474,298.76 
Total Full Service Partnership
Expenditures (auto-populated)  $  51,942,875.68  $  50,147,716.81  $  50,147,716.81 
Projected Individuals to be Served 
(Unduplicated) Year One Year Two Year Three

Eligible Children/TAY (25 years and younger) 254 267 281
Eligible Adults/Older Adults 1012 1062 1115
Projected MHSA-Origin Encumbered INN 
Funds Available (exempt from 
suballocation requirements)

Year One Year Two Year Three

MHSA "Encumbered" INN  $ - $ - $  -

References blank blank blank
1. W&I Code § 5892, subdivision (a)(2)(A)
states 35% of BHS funds distributed to
counties shall be used for Full Service
Partnership Programs. blank blank blank
2. May be bundled or un-bundled
depending on county BH-CONNECT opt-in.

blank blank blank



Instructions
Counties shall report their projected expenditures of their Behavioral Health Services and Supports funding for their BHSA allocation component, federal financial participation, and all other non-BHSA funding sources in Tab Seven.
Row 26-29: input the total estimated BHSS component allocation received for each year. Row 26 will auto-populate from Tab Four in the BHSA Transfers tab.
Row 27: input the total dollar amount projected to the BHSS funding component from the prudent reserve (if applicable). If you reported on Tab 4, row 138 that you will be transferring excess PR funds to BHSS please report them here.
Input unspent MHSA dollars carried over to this component into row 28. Row 29 will auto-populate the sum of rows 26-28.
Rows 33-46: input the projected expenditures for each BHSS service category or program for each year. Rows 35, 39, and 42 auto-populate from their sub rows.
Row 45: input expenditures for BHSA-funded innovation pilots or projects.
Row 46: input expenditures for any encumbered MHSA INN Projects with services that do NOT align with the sub‑allocations above. 
Row 47: the subtotal for projected expenditures will be auto-populated from rows 33 - 35, 38, 39, 42, 45, and 46.
Row 49: input the total dollar amount projected to be transferred out of the BHSS funding component into the prudent reserve.
Row 51: enter the total amount of direct and indirect costs required to implement this component. (See Policy Manual Chapter 6. BHT Fiscal Policies, Section B.8.2 Direct Costs and Indirect Costs).
Row 52: the total for projected BHSS expenditures will be auto-populated from rows 47, 49, and 51.
Row 54: input the total dollar amount of Youth-Focused (25 years and younger) Early Intervention Expenditures.
Row 56: the proportion of EI funds will auto-populate from rows 29 and 35. Note: MHSA WET, INN, and CF/TN funds in Rows 65-67 will be deducted from the revenue (excluded from the denominator).
Row 57: the proportion of Youth-Focused (25 years and younger) EI funds will auto-populate from rows 35 and 54.
Rows 59-60: input the estimated unduplicated count of individuals that will be served across all BHSA-funded programs. 
Rows 62-63: input the estimated amount of BHSS funds that will be transferred to WET and CF/TN for each year.
Rows 65-67: auto-populates projected estimated amount of MHSA WET, CF/TN, and Encumbered INN funds that will be available in the BHSA BHSS component for each year.
Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, regulations,
and guidance, including the BHSA County Policy Manual. 2) Counties must promote access to care through efficient use of state and county resources as outlined in 
Chapter 6, Section C of the BHSA County Policy Manual, including requiring BHSA-funded providers to bill appropriately for services covered by the county’s Medi-Cal
Behavioral Health Delivery System and make a good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance.
These policies apply only to non-Housing services that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

blank Total Behavioral 
Health Services and 
Supports (BHSS) 
Funding (Year One)

Total Behavioral 
Health Services and 
Supports (BHSS) 
Funding (Year Two)

Total Behavioral 
Health Services and 
Supports (BHSS) 
Funding (Year Three)

blank blank blank blank blank blank

Total Estimated Behavioral Health Services 
and Support Funding Received 
(BHSA Funds)  $    43,524,129.00  $    48,691,239.00  $    51,592,299.00 

blank blank blank blank blank blank

Transfers into Behavioral Health Services and 
Support component from Local Prudent 
Reserve  $  - $   -  

blank blank blank blank blank blank

Total Estimated Behavioral Health Services 
and Support Funding Allocated 
(MHSA - Unspent Carryover Funds)  $    39,817,330.00  $    18,000,000.00  $    8,500,000.00 

blank blank blank blank blank blank

Total Estimated Behavioral Health Services 
and Support Funding 
(BHSA + MHSA Funds)  $    83,341,459.00  $    66,691,239.00  $    60,092,299.00 

blank blank blank blank blank blank

Table Seven: BHSA Components



Type of Service

Projected 
Expenditures - 
Unspent MHSA and 
BHSA Funding Only 
(Year One)

Projected 
Expenditures - 
Unspent MHSA and 
BHSA Funding Only 
(Year Two)

Projected 
Expenditures - 
Unspent MHSA and 
BHSA Funding Only 
(Year Three)

Projected 
Expenditures - 
Federal Financial 
Participation (Year 
One)

Projected 
Expenditures - 
Federal Financial 
Participation (Year 
Two)

Projected 
Expenditures - 
Federal Financial 
Participation (Year 
Three)

Projected 
Expenditures - All 
Other Funding 
Sources (Year One)

Projected 
Expenditures - All 
Other Funding 
Sources (Year Two)

Projected 
Expenditures - All 
Other Funding 
Sources (Year Three)

BHSS Programs/Services blank blank blank blank blank blank blank blank blank
Children's System of Care-Non FSP (25 years 
and younger)  $    2,183,443.58  $    2,110,538.41  $    2,110,538.41  $    414,121.83  $    420,196.58  $    420,196.58  $  - $ - $   -  
Adult and Older Adult System of Care, 
Excluding Populations Identified in 5892(a)(1) 
and 5892(a)(2)-Non FSP  $    15,035,172.86  $    14,244,024.52  $    14,244,024.52  $    12,061,030.77  $    12,611,358.99  $    12,611,358.99  $  - $ - $   -  
Early Intervention Expenditures  $    26,464,157.08  $    26,186,966.46  $    26,186,966.46  $    5,751,481.67  $    6,028,672.29  $    6,028,672.29  $  - $ - $   -  

Coordinated Specialty Care for First 
Episode Psychosis  $    752,815.61  $    714,050.29  $    714,050.29  $    775,306.39  $    814,071.71  $    814,071.71  $  - $ - $   -  
All Other EI Expenditures  $    25,711,341.47  $    25,472,916.18  $    25,472,916.18  $    4,976,175.28  $    5,214,600.57  $    5,214,600.57  $  - $ - $   -  

Outreach and Engagement  $    2,366,235.60  $    2,356,956.06  $    2,356,956.06  $    185,590.80  $    194,870.34  $    194,870.34  $  - $ - $   -  
Workforce Education and Training (WET)  $    1,131,012.25  $    1,131,012.25  $    1,131,012.25  $  - $ - $ - $ - $ - $   -  

Dedicated BHSA WET funds  $    499,538.25  $    499,538.25  $    499,538.25  $  - $ - $ - $ - $ - $   -  

Dedicated MHSA WET funds  $    631,474.00  $    631,474.00  $    631,474.00  $  - $ - $ - $ - $ - $   -  
Capital Facilities and Technological Needs 
(CFTN)  $    11,682,571.25  $    8,018,837.01  $    3,775,087.01  $    5,111,424.75  $    5,248,870.99  $    2,492,620.99  $  - $ - $   -  

Dedicated BHSA CF/TN funds  $  - $ - $ - $ - $ - $ - $ - $ - $   -  
Dedicated MHSA CF/TN funds  $    11,682,571.25  $    8,018,837.01  $    3,775,087.01  $    5,111,424.75  $    5,248,870.99  $    2,492,620.99  $  - $ - $   -  

BHSA Innovative BHSS Pilots and Projects  $  - $ - $ - $ - $ - $ - $ - $ - $   -  
MHSA INN Projects  $    3,291,638.00  $    3,291,638.00  $    3,291,638.00  $  - $ - $ - $ - $ - $   -  
Subtotal (auto-populated)  $    62,154,230.62  $    57,339,972.72  $    53,096,222.72  $    23,523,649.82  $    24,503,969.18  $    21,747,719.18  $  - $ - $   -  

 Behavioral Health Services and Supports Category (1) 



BHSS Prudent Reserve Transfer 
Information

Year One Year Two Year Three

Transfers out of BHSS component into Local
Prudent Reserve  $ - $ - $  - 
BHSS Administrative Information Year One Year Two Year Three

BHSS Component Admin Expenses  $  16,937,905.46  $  9,950,705.20  $  9,950,705.20 

Total Behavioral Health Services and Supports 
Expenditures (auto-populated)

 $  79,092,136.08  $  67,290,677.92  $  63,046,927.92 
Youth-Focused Early Intervention 
Expenditures

Year One Year Two Year Three

Total Youth-Focused (25 years and younger) 
Early Intervention Expenditures 

 $  23,423,906.72  $  23,185,481.43  $  23,185,481.43 
Behavioral Health Services and Supports 
Validation (auto-populated based on 
inputs above)

Year One Year Two Year Three

BHSS Funds Early Intervention 
Expenditures/Total BHSS Funding (2)

56.4% 57.1% 51.1%
Youth-Focused (25 years and younger) Early 
Intervention Expenditures/Total Allocated 
Early Intervention Funds (3) 88.5% 88.5% 88.5%
Projected Individuals to be Served
(Unduplicated)

Year One Year Two Year Three

Eligible Children/TAY (25 years and younger) 36698 38533 40460
Eligible Adults/Older Adults 78909 82854 86997
Projected BHSS Funds transferred to WET 
or CF/TN

Year One Year Two Year Three

BHSS transfer to WET  $ - $ - $  -
BHSS transfer to CF/TN  $ - $ - $  -

Projected MHSA-Origin WET, CF/TN and 
Encumbered INN Funds Available (exempt 
from suballocation requirements)

Year One Year Two Year Three

Estimated MHSA WET Funds  $ 1,900,000.00  $ 1,268,526.00  $  637,052.00
Estimated MHSA CF/TN Funds  $  23,500,000.00  $  11,817,428.75  $ 3,798,591.74
MHSA "Encumbered" INN  $  11,000,000.00  $ 7,708,362.00  $ 4,416,724.00



References
1. W&I Code § 5892, subdivision (a)(3)(A)
states 35% of BHS funds distributed to
counties shall be used for Behavioral Health
Services and Supports (BHSS).
2. W&I Code § 5892, subdivision (a)(3)(B)(i)
states counties shall utilize at least 51% of
BHSS funding for early intervention programs.

3. W&I Code § 5892, subdivision (a)(3)(B)(ii)
states that at least 51% of funds allocated for
early intervention programs must serve
individuals 25 years of age and younger.

4. BHSA Policy Manual Ch. 6 § B.7.3 states that
MHSA WET or CFTN funds transferred into
BHSA BHSS will remain WET or CFTN funds
and will not be subject to the suballocation
requirements. Counties may set aside BHSS
funds for WET and CFTN; the reversion period
for these specific funds is ten years. All
transfers into WET and CFTN are irrevocable
and cannot be transferred out of WET and
CFTN. Counties may continue to keep
separate fund accounts to track their WET and
CFTN funds.

5. BHSA Policy Manual Ch. 6 § B.8.2.2 states
that the share of indirect costs attributed to
BHSA funding should be in proportion to the
extent the BHSA program benefits from the
support activity. Proportional administrative
and indirect costs will be verified through the
Behavioral Health Outcomes Accountability
and Transparency Report (BHOATR). Counties
should ensure that their cost-allocation
methodology complies with 2 CFR 200 and
appropriately distributes costs in proportion.



Instructions
Counties shall report their projected spending for Behavioral Health Services Act (BHSA) plan administration in Tab Eight.
Row 27: the total dollar amount of BHSA component allocations dedicated to improvement and monitoring activities, including plan 
operations, quality and outcomes, data reporting pursuant to W&I Code § 5963.04, and monitoring of subcontractor compliance for all 
county behavioral health programs, including, but not limited to, programs administered by a Medi-Cal behavioral health delivery system, 
as defined in subdivision (i) of Section 14184.101, and programs funded by the Projects for Assistance in Transition from Homelessness 
grant, the Community Mental Health Services Block Grant, and other Substance Abuse and Mental Health Services Administration grants 
by year. Under W&I Code § 5892 (e)(2)(B), the total amount shall equal 2% or less of total projected annual revenues of the local 
behavioral health services fund for counties with a population over 200,000 or 4% of the total projected annual revenues of the local 
behavioral health services fund for counties with a population of less than 200,000. Any costs that exceed that amount will be
included in the governor's budget. Administrative costs for improving and monitoring will only be reported on this tab, not the BHSA component tabs.
Row 28: input amounts of BHSA component allocations dedicated to county Integrated Plan annual planning costs, 
including stakeholder engagement in planning and local Behavioral Health Board activities by year. Under W&I Code § 5892 (e)(1)(B), this 
amount shall be 5% or less of total projected annual revenues of the local behavioral health services fund. Any costs that exceed
that amount will be included in the governor's budget. Planning costs will only be reported on this tab, not the BHSA component tabs. 
Row 29: input total dollar amount of new and ongoing county and behavioral health agency administrative costs to implement W&I 
Code § 5963-5963.06 and § 14197.71.
Row 30: select your county population size. This will ensure the formatting in the Admin Spending Overages section presents accurately.
Row 32: total projected annual revenues of the Local Behavioral Health Services Fund.
Row 33: the proportion of funding used for improvement and monitoring will be auto-populated from rows 32 and 27.
Row 34: the proportion of funding used for planning expenditures will be auto-populated from rows 28 and 32.
Row 36-38: based upon the county population size selected in row 31, this calculator will auto-populate any Improvement and Monitoring
expenditures that exceed (2%/4%) of the total projected annual revenues of the Local Behavioral Health Services Fund and any County Integrated 
Plan Annual Planning expenditures that exceed 5% of the total projected annual revenues of the Local Behavioral Health Services Fund.

INTEGRATED PLAN ADMINISTRATION AND MONITORING Year One Year Two Year Three
Total Projected Improvement and Monitoring Expenditures 964,741.50$   945,081.08$    945,081.08$   
Total Projected County Integrated Plan Annual Planning Expenditures 149,025.00$   149,025.00$    149,025.00$   
New and Ongoing Administrative Costs 2,052,555.95$   2,010,471.10$   2,010,471.10$   

Select County Population Size:  More than 200k  blank  blank
Administrative Information Validation blank blank blank
Total Projected Annual Revenues of Local Behavioral Health Services Fund  $  172,671,985.00  $  152,018,885.00  $  155,906,569.00 
Improvement and Monitoring Expenditures/Total Annual Revenues of Local 
Behavioral Health Services Fund (auto-populated) 0.6% 0.6% 0.6%
Total Projected Planning Expenditures/Total Projected Annual Revenues for Local 
Behavioral Health Services Fund (auto-populated) 0.1% 0.1% 0.1%

Admin Spending Overages (in Dollars)  blank blank blank
Improvement & Monitoring  $ - $ - $  -

Planning  $ - $ - $  -
Total  $ - $ - $  -

References blank blank blank
1. W&I Code § 5963, subdivision (c) states that any costs incurred for BHSA
implementation exceeding the required maximums set forth in W&I Code § 5892,
subdivision (e)(1)(B) and W&I Code § 5892, subdivision (e)(2)(B) will be included in
the Governors 2024-2025 May Revision. blank blank blank

Table Eight: BHSA Plan Administration



Instructions
Counties shall report their estimated local prudent reserve maximums for each allocation 
component in Tab Nine.
Rows 18-19: dollar amounts will be auto-populated from Tab 4 rows 133-134.
Row 20: total excess prudent reserve dollars will be auto-populated from rows 18-19.
Rows 21-23: total dollar amounts will be auto-populated from Tab 4, rows 136-138.
Row 24: total excess prudent reserve funds allocated to BHSA components will be auto-populated
from rows 21-23.
Row 25: auto-validates from rows 20 and 24 to check if the county has "No Excess" or if county
must "Reduce Excess" prudent reserve.
Row 26: the total amount of planned contributions into the prudent reserve from all BHSA 
components allocations across all plan years will be auto-populated from Tab 5 row 67, Tab 6 
row 43, and Tab 7 row 49.
Row 27: the total amount of planned distributions from the prudent reserve into the BHSA 
component allocations across all plan years will be auto-populated from Tab 5 row 40, Tab 6 
row 25, and Tab 7 row 27.

Estimated Local Prudent Reserve Balance At End of Previous Fiscal Year 
 $  14,593,037.83 

Local Prudent Reserve Maximum (1)
 $  22,919,660.71 

Excess Prudent Reserve Funds (auto-populated)  $  (8,326,622.88)
Total prudent reserve funds above prudent reserve maximum allocated to Housing 
Interventions  $  - 

Total prudent reserve funds above maximum allocated to Full Service Partnerships  $  - 
Total prudent reserve funds above maximum allocated to Behavioral Health Services 
and Supports  $  - 
Total Excess Prudent Reserve Funds allocated to BHSA Component Allocations (auto-
populated)  $  - 

Auto-validation: allocation of all excess Prudent Reserve Funds  NO EXCESS 

Total Contributions Into the Local Prudent Reserve (auto-populated)  $  - 

Total Distributions From the Local Prudent Reserve (auto-populated)  $  - 
References blank

1. W&I Code § 5892, subdivision (b)(3)-(4) states a county's prudent reserve must
not exceed 20% of average of the total funds distributed to the county Behavioral
Health Services Fund over past five years (25% for counties with a population of less
than 200,000). blank

Table Nine: Estimated Local Prudent Reserve Balance



Instructions
Counties will complete Tabs One through Nine prior to completing Tab Ten. Data on other tabs will auto-populate to Tab Ten.
Rows 25, 28, and 31: the new base percentage for each component will be auto-populated from Tab 4, rows 43, 49, and 53.
Rows 26, 29, and 32: the dollar amount allocated to each component for each year of the Integrated Plan will be auto-populated from Tab 5, row 39; Tab 6, row 24;
and Tab 7, row 26, respectively.
Row 35: the total amount of BHSA funding for each component auto-populated from Tab 5, row 39; Tab 6, row 24; and Tab 7, row 26.
Rows 36, 44, and 52: the total amount of funding transferred from the prudent reserve into each BHSA component allocation for each plan year will be
auto-populated from Tab 5, row 40; Tab 6, row 25; and Tab 7, row 27.
Row 37: the total amount of unspent MHSA-carryover funds from prior fiscal years, will be auto-populated from Tab 5, row 41; Tab 6, row 26; and Tab 7, row 28.
Rows 38, 46, and 54: estimated total available funding will be auto-populated from rows 35-37, 43-45 and 51-53.
Rows 39, 47, and 55: the total amount of funding transferred from each BHSA component into the prudent reserve for each plan year will be auto-populated from 
Tab 5, row 67; Tab 6, row 43; and Tab 7, row 49.
Rows 40, 48, and 56: estimated expenditures for each component will be auto-populated from Tab 5, row 70; Tab 6, row 46; and Tab 7, row 52.
Rows 45 and 53: auto-populated by adding the existing year's carryover MHSA funds to any remaining funds (from all sources) not spent from the previous year.
Rows 59-61: the total amount of annual BHSA plan administration expenses from Tab 8, rows 27-29.
Reminder: 1) Counties must comply, and must ensure their providers comply, with all applicable conditions for each source of funding, as defined in applicable laws, 
regulations, and guidance, including the BHSA County Policy Manual.
2) Counties must promote access to care through efficient use of state and county resources as outlined in Chapter 6, Section C of the BHSA County Policy Manual, 
including requiring BHSA-funded providers to bill appropriately for services covered by the county’s Medi-Cal Behavioral Health Delivery System and make a
good faith effort to seek reimbursement from Medi-Cal managed care plans and commercial health insurance. These policies apply only to non-Housing services
that are eligible for both BHSA funding and another funding source, such as Medi-Cal payment, commercial payment, etc.

blank  Housing Interventions  Full-Service Partnerships 
 Behavioral Health Services

and Supports
Total

Year One  blank  blank  blank blank

Allocation Percentage, with Transfers 30% 35% 35% 100%

Component Allocations  $  37,306,397.00  $  43,524,129.00  $  43,524,129.00  $  124,354,655.00 

Year Two  blank  blank  blank  blank 

Allocation Percentage, with Transfers 30% 35% 35% 100%

Component Allocations  $  41,735,347.00  $  48,691,239.00  $  48,691,239.00  $  139,117,825.00 

Year Three  blank  blank  blank  blank 

Allocation Percentage, with Transfers 30% 35% 35% 100%

Component Allocations  $  44,221,971.00  $  51,592,299.00  $  51,592,299.00  $  147,406,569.00 

Table Ten: BHSA Funding Summary (auto-populated)



blank Housing Interventions
(Year One)

Full Service Partnerships (Year 
One)

Behavioral Health Services 
and Supports

(Year One)
Year One Totals

Estimated Year One Component Allocations
(BHSA Funding Only)

37,306,397.00$     43,524,129.00$     43,524,129.00$     124,354,655.00$     

Transfers From PR Into Component -$    -$  -$  -$    

Estimated Unspent Funds From Prior Fiscal Years
(Including MHSA Funds)
(Unspent Carryover MHSA Funds)

-$    8,500,000.00$    39,817,330.00$     48,317,330.00$     

Estimated Total Available Funding for Year One 37,306,397.00$     52,024,129.00$     83,341,459.00$     172,671,985.00$     

Transfers from Component Into PR -$    -$  -$  -$    

Estimated Total Year One Expenditures 35,153,832.22$     51,942,875.68$     79,092,136.08$     166,188,843.98$     

blank Housing Interventions
(Year Two)

Full Service Partnerships (Year 
Two)

Behavioral Health Services 
and Supports

(Year Two)
Year Two Totals

Estimated New Year Two Component 
Allocations (BHSA Funding Only)

41,735,347.00$     48,691,239.00$     48,691,239.00$     139,117,825.00$     

Transfers From PR Into Component -$    -$  -$  -$    

Estimated Unspent Funds From Prior Fiscal Years
(Including MHSA Funds)

2,152,564.78$     1,581,253.32$     22,249,322.92$     25,983,141.02$     

Estimated Total Available Funding for Year Two 43,887,911.78$     50,272,492.32$     70,940,561.92$     165,100,966.02$     

Transfers from Component Into PR -$    -$  -$  -$    

Estimated Total Year Two Expenditures 37,121,852.26$     50,147,716.81$     67,290,677.92$     154,560,247.00$     

blank Housing Interventions
(Year Three)

Full Service Partnerships (Year 
Three)

Behavioral Health Services 
and Supports
(Year Three)

Year Three Totals

Estimated New Year Three Component 
Allocations (BHSA Funding Only)

44,221,971.00$     51,592,299.00$     51,592,299.00$     147,406,569.00$     

Transfers From PR Into Component -$    -$  -$  -$    

Estimated Unspent Funds From Prior Fiscal Years
(Including MHSA Funds)

6,766,059.53$     124,775.50$    12,149,883.99$     19,040,719.02$     

Estimated Total Available Funding for Year Three 50,988,030.53$     51,717,074.50$     63,742,182.99$     166,447,288.02$     

Transfers from Component Into PR -$    -$  -$  -$    

Estimated Total Year Three Expenditures 40,172,737.86$     50,147,716.81$     63,046,927.92$     153,367,382.60$     

Plan Admin Category Year One Year Two Year Three Total

Total Projected Improvement and Monitoring 
Expenditures

964,741.50$    945,081.08$    945,081.08$    2,854,903.65$     

Total Projected County Integrated Plan Annual 
Planning Expenditures

149,025.00$    149,025.00$    149,025.00$    447,075.00$    

Total Projected New and Ongoing 
Administrative Expenditures

2,052,555.95$     2,010,471.10$     2,010,471.10$     6,073,498.15$     

BHSA Funding Summary (Year One)

BHSA Funding Summary (Year Two)

BHSA Plan Admin Expenses

BHSA Funding Summary (Year Three)



Version Revision Date Description of Changes
Effective Date of

Change
2.0 10/25/2025 Tab 10 (BHSA Summary): Formula updated to avoid double counting of 

MHSA unspent carryover funds.
10/25/2025

2.0 10/25/2025 Tab 7 (BHSS): EI Threshold calculation should exclude MHSA transferred WET 
and CFTN funds as they are exempt from suballocation requirements, formula 
revised to remove WET and CFTN. Added a BHSS transfer to WET/CFTN for 
reversion tracking.

10/25/2025

2.0 10/25/2025 Tab 8 (BHSA Plan Admin): Updated instructions to clarify DHCS will not pre-
populate data for "Total Projected Annual Revenues of BHSF". Counties must 
enter in the data.

10/25/2025

2.0 10/25/2025 Tab 5, 6, 7 (BHSA Conponents): Added unspent MHSA funds row for year 1, 2 
and 3.

10/25/2025

2.0 10/25/2025 Tab 7 (BHSS): Added separate rows for unspent MHSA WET/CFTN 
expenditures.

10/25/2025

2.0 10/25/2025 Tabs 1-10: Fixed formula and instruction errors 10/25/2025
3.0 2/18/2026 Tab 4 (BHSA Transfers): Added Year 2 and Year 3 for exemption requests 2/18/2026

3.0 2/18/2026 Tab 4 (BHSA Transfers): Added validation check for funding transfers 2/18/2026
3.0 2/18/2026 Tab 4 (BHSA Transfers): Added two new rows for unspent MHSA 

“Encumbered” INN Funds and unspent MHSA “Unencumbered” INN Funds. 
2/18/2026

3.0 2/18/2026 Tab 5, 6 and 7 (BHSA Components): Moved transfers from prudent reserve 
into the BHSA component funding section to be included with total revenue

2/18/2026

3.0 2/18/2026 Tab 5, 6, and 7 (BHSA Components): Included prudent reserve transfers as an 
expenditure

2/18/2026

3.0 2/18/2026 Tab 5, 6, and 7 (BHSA Components): Included prudent reserve transfers as an 
expenditure

2/18/2026

3.0 2/18/2026 Tab 5, 6 and 7 (BHSA Components): Added a row for projected MHSA 
“Encumbered” INN Project expenditures.

2/18/2026

3.0 2/18/2026 Tab 5 (Housing Interventions): Removed projected encumbered MHSA INN 
fund expenditures from the 50% HI funds dedicated to chronically homeless 
suballocation requirement calculation.

2/18/2026

3.0 2/18/2026 Tab 7 (BHSS): Removed projected encumbered MHSA INN fund expenditures 
from the 51% BHSS funds dedicated to Early Intervention suballocation 
requirement calculation

2/18/2026

3.0 2/18/2026 Tab 8 (BHSA Plan Admin): Updated to include a validation check for 
“Improvement and Monitoring” (2% or 4%) and “Planning” (5%)

2/18/2026

3.0 2/18/2026 Tab 9 (Prudent Reserve Assessment): Updated PR validation checks to “No 
Excess” or “Reduce Excess”

2/18/2026

3.0 2/18/2026 Tab 10 (BHSA Summary): Included component percentage breakdowns for all 
three years

2/18/2026

3.0 2/18/2026 Tab 10 (BHSA Summary): Include total administrative and planning 
expenditures from tab 8

2/18/2026

Budget Template Updates
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Plan Approval and Compliance 
Please see below. 



P a g e 1 | 3

[Alameda County]

Behavioral Health Director Certification

Certification
I hereby certify that                        has complied with all statuses, regulations, and
guidelines in preparing and submitting this Three-Year Plan (IP) for Behavioral Health
Services and Outcomes, including all fiscal accountability and stakeholder 
participation requirements. I further certify that:

The information, statements, and attachments included in the Three-Year IP are, to 
the best of my knowledge and belief, true and correct

I understand and agree that the Department of Health Care Services (DHCS) reserves
the right to request clarification regarding unclear or ambiguous statements made in 
the IP and other supporting documents submitted in the IP

The County will use Behavioral Health Services Act (BHSA) funds to serve the 
targeted population(s) as described in statute, regulations, and guidance

Behavioral Health funding from all sources will be spent only on allowable uses as 
stated in statute, statute, regulations, and guidance

BHSA funding will supplement, and not supplant, other funding available from existing 
state or county funds utilized to provide mental health services or substance use 
disorder treatment services (except that this non-supplant rule does not apply to the 
use of 2011 realignment funds provided to counties from the Behavioral Health 
Subaccount or Behavioral Health Services Growth Special Account)

The IP was submitted to the local behavioral health board

2. Does the county wish to disclose any implementation challenges or concerns with these
requirements?

Yes

No

Click here to return to Table of Contents



N/A
P a g e 2 | 3

a. Please describe any implementation challenges or concerns with the BHSA fiscal
accountability and stakeholder participation requirements

County Behavioral Health Agency Director contact information

3. County Name
d

4. Certification for

Three-Year Integrated Plan

Annual Update

Intermittent Update

4a. Submission type

Draft 

Final

5. County Behavioral Health Agency Director name

6. County Behavioral Health Agency Director phone number
ddd

7. County Behavioral Health Agency Director email

Additional contact information for counties with separate MH and SUD 
directors (optional)
8. Name

9. Title

N/A

Alameda County

Karyn L. Tribble, PsyD, LCSW

(510) 567-8100

Karyn.Tribble@acgov.org

N/A



N/A
P a g e 3 | 3

10.Phone

11. Email

County Behavioral Health Agency Director signature

12.Print name

13.Title

14.Date

15.Signature

Additional signature for counties with separate MH and SUD directors 
(optional)

16.Print name

17.Title

18.Date

19.Signature

N/A

N/A

N/A

Karyn L. Tribble, PsyD, LCSW

Director, Alameda County Behavioral Health Department

3/31/2026

N/A



Click here to return to Table of Contents
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Board of Supervisors Certification 

Certification

1. Board of Supervisors certifies the following:

Board of Supervisors has reviewed and approved this Integrated 
Plan for the period of 

County will meet its realignment obligations pursuant to W&I Code section 
14197, including but not limited to time or distance standards and 
appointment time standards set forth in W&I Code section 14197 or other 
applicable guidance, without utilizing waitlists  

2. Does the county wish to disclose any implementation challenges or concerns with these
requirements?

Yes

No

a. If answered yes above, please describe any implementation challenges or concerns with
their realignment obligations (optional)

Signature

3. Printed name

4. Title

 [Entity Name]
  [FY-FY]

 [Entity Name]



P a g e 2 | 2

5. Date

6. Signature
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Appendix 

Appendix A: Statewide Behavioral Health Goals  

Appendix B: Quality Improvement Work Plan (QIWP) Fiscal Year 2025-2026 

Appendix C: Community Program Planning Process 
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Appendix A: Statewide Behavioral Health Goals 

There are fourteen Behavioral Health Goals. Seven of the goals, DHCS is looking for 
improvement. Seven of the goals, DHCS is looking for reduction. On the following pages 
you will see where Alameda County is when compared to the statewide rate. Alameda County 
used a 1% variance to indicate equal.  

Goals for Improvement: 

Care Experience 
Access to care – (required) 
Prevention and treatment of co-occurring physical health conditions 
Quality of life 
Social connection 
Engagement in School 
Engagement in Work 

Goals for Reduction 
Suicides 
Overdoses - (Alameda County selected) 
Untreated behavioral health conditions – (required) 
Institutionalization – (required) 
Homelessness – (required) 
Justice Involvement – (required) 
Removal of children from home – (required) 
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Access to Care 

Primary Measure - SMHS Penetration Rates for Adults 
Statewide Rate: 3.4% 
Statewide Median: 3.8% 
Alameda: 2.9% (equal) 

Primary Measure - SMHS Penetration Rates for Children & Youth 
Statewide Rate: 4.2% 
Statewide Median: 4.1% 
Alameda: 4.6% (equal) 

Primary Measure - NSMHS Penetration Rates for Adults 
Statewide Rate: 10.6% 
Statewide Median: 12.4% 
Alameda: 8.1% (below) 

Primary Measure - NSMHS Penetration Rates for Children & Youth 
Statewide Rate: 15.5% 
Statewide Median: 15.1% 
Alameda: 14.0% (below) 

Primary Measure - DMC-ODS Penetration Rates, Adults 
Statewide Rate: 1.7% 
Statewide Median: 1.6% 
Alameda: 1.1% (equal) 

Primary Measure - DMC-ODS Penetration Rates, Children and Youth 
Statewide Rate: 0.4% 
Statewide Median: 0.3% 
Alameda: 0.2% (equal) 

Supplemental Measure - Initiation of Substance Use Disorder Treatment (IET-INI) 
Statewide Rate: 36.6% 
Statewide Median: 34.3% 
Alameda: 39.3% (above) 
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Homelessness 

Primary Measure - PIT Count Rate of People Experiencing Homelessness (Rate 
per10,000 people by CoC Region) 
Statewide Rate: 48 
Statewide Median: 42.7 
Alameda: 58.3 (above) 

Primary Measure - Percent of K–12 Public School Students Experiencing Homelessness 
by County (Homeless Student Enrollment as a Share of Cumulative Enrollment) 
Statewide Rate: 5.3% 
Statewide Median: 4.6% 
Alameda: 2.6% (below) 

Supplemental Measure - PIT Count Rate of People Experiencing Homelessness with 
Severe Mental Illness (SMI) (Rate per 10,000 people by CoC Region) 
Statewide Rate: 11.5 
Statewide Median: 9.8 
Alameda: 12.6 (above) 

Supplemental Measure - PIT Count Rate of People Experiencing Homelessness with 
Substance Use Disorder (SUD) (Rate per 10,000 people by CoC Region) 
Statewide Rate: 11.0 
Statewide Median: 9.2 
Alameda: 9.6 (below) 

Supplemental Measure – Rate of People Experiencing Homelessness Who Accessed 
Services from a Continuum of Care (COC) (Rate per 10,000 people by CoC Region) 
Statewide Rate: 91.2 
Statewide Median: 82.9 
Alameda: 84.2 (below) 
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Institutionalization 

Primary Measure – Inpatient Administrative Days for Adults, Total Days per Beneficiary 
Statewide Rate: 25.6 
Statewide Median: 34.9 
Alameda: 15.1 (below) 

Primary Measure – Inpatient Administrative Days for Children and Youth, Total Days per 
Beneficiary 
Statewide Rate: 8.7 
Statewide Median: 5.9 
Alameda: 7.7 (equal) 

Supplemental Measure – SMHS Crisis Service Utilization – Crisis Residential Tx Services 
for Adults, per 100,000 
County Performance: Male: 18.7 
Statewide Rate Performance: Male: 17.7 
County Performance: Female: 13.9 
Statewide Rate Performance: Female: 7.7 

Supplemental Measure – SMHS Crisis Service Utilization – Crisis Stabilization for Adults, 
Rate per 100,000 
County Performance: Male: 106.4 
Statewide Rate Performance: Male: 72.3 
County Performance: Female: 67.3 
Statewide Rate Performance: Female: 51.1 

Supplemental Measure – SMHS Crisis Service Utilization – Crisis Intervention for Child & 
Youth, Rate per 100,000 
County Performance: Male: 14.1 
Statewide Rate Performance: Male: 23.5 
County Performance: Female: 20.0 
Statewide Rate Performance: Female: 37.0 

Supplemental Measure – SMHS Crisis Service Utilization – Crisis Intervention for Adults, 
Rate per 100,000 
County Performance: Male: 32.4 
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Statewide Rate Performance: Male: 64.3 
County Performance: Female: 27.5 
Statewide Rate Performance: Female: 55.1 

Supplemental Measure – SMHS Crisis Service Utilization – Crisis Residential Tx Services 
for Children & Youth, Rate per 100,000 
County Performance: Male: 0.9 
Statewide Rate Performance: Male: 0.4 
County Performance: Female: 1.0 
Statewide Rate Performance: Female: 0.4 

Supplemental Measure – SMHS Crisis Service Utilization – Crisis Stabilization for 
Children & Youth, Rate per 100,000 
County Performance: Male: 6.0 
Statewide Rate Performance: Male: 11.1 
County Performance: Female: 7.1 
Statewide Rate Performance: Female: 17.5 

Supplemental Measure – 14 day Involuntary detention Rates, Rate per 10,000 
Alameda County Performance: 32.2 (above) 
Statewide Rate Performance: 10.2  

Supplemental Measure – 30 day Involuntary detention Rates, Rate per 10,000 
Alameda County Performance: 0.0 (below) 
Statewide Rate Performance: 0.9 

Supplemental Measure – 180 day post certification involuntary detention rates, Rate per 
10,000 
Alameda County Performance: 0.0 (same) 
Statewide Rate Performance: 0.0 
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Removal of Children from Home 

Primary Measure – Children in Foster Care, Rate per 100,000 
Statewide Rate: 525.1 
Statewide Median: 484 
Alameda: 278.6 (below) 

Supplemental Measure – Open Child Welfare Case SMHS Penetration Rates 
Statewide Rate: 43% 
Statewide Median: 39.5% 
Alameda: 49.7% (above) 

Untreated Behavioral Health Conditions 
Primary Measure – Follow Up After Emergency Department Visit for Substance Use 
(FUA-30) 
Statewide Rate: 28.8% 
Statewide Median: 30.30% 
Alameda: 29.7% (equal) 

Primary Measure – Follow Up After Emergency Department Visit for Mental Illness (FUM-
30) 
Statewide Rate: 38.2% 
Statewide Median: 37.30% 
Alameda: 48.3% (above) 

Overdoses 

Primary Measure – All Drug Related Overdose, Rate per 100,000 
Statewide Rate: 28.8 
Statewide Median: 31 
Alameda: 26.4 (below) 

Supplemental Measure – All Drug Related Overdose ED Visits, Rate per 100,000 
Statewide Rate: 143.8 
Statewide Median: 148.6 
Alameda: 122.8 (below) 
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Justice Involvement 

Primary Measure – Arrests: Adults Rate per 100,000 
Statewide Rate: 2,440.2 
Statewide Median: 2,645.8 
Alameda: 1,756.5 (below) 

Primary Measure – Arrests: Juveniles Adjusted, Rate per 100,000 
Statewide Rate: 371.5 
Statewide Median: 394.8 
Alameda: 297.5 (below) 

Supplemental Measure – Adult Recidivism Conviction Rate 
Statewide Rate: 39.6% 
Statewide Median: 39.6% 
Alameda: 25.6% (below) 

Supplemental Measure – Incompetent to Stand Trial (IST) Count, Rate per 100,000 
Statewide Rate: 14.3 
Statewide Median: 17.7 
Alameda: 5.3 (below) 
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Appendix B: Quality Improvement Work Plan (QIWP) Fiscal Year 2025-2026 

Integrated Mental Health & Substance Use Disorder 
Quality Improvement Work Plan (QIWP) 

Fiscal Year 2025-2026 
Mission: 
The mission of Alameda County Behavioral Health Department (ACBHD) is to maximize the 
recovery, the resilience and the wellness of all eligible Alameda County residents who are 
developing or experiencing serious mental health, alcohol, or drug concerns. 
Vision:  

We envision communities where all individuals and their families can successfully realize 
their potential and pursue their dreams, and where stigma and discrimination against those 
with mental health and/or alcohol and drug issues are remnants of the past.  

Quality Improvement Work Plan (QIWP):  
The QIWP describes ACBHD’s plan for continuous quality improvement (CQI) of its Mental 
Health Plan (MHP), Drug Medi-Cal Organized  
Delivery System (DMC-ODS), and overall systems. Through the QIWP, ACBHD will:  

• Implement quality improvement activities across all systems,
• Increase the capacity of ACBHD’s leadership and Quality Management staff to track

key indicators addressing client outcomes,
• program development, and system change,
• Support decision-making based on performance outcome measures, and
• Increase quality improvement capability in programs operating across all systems of

care.

As a living document, the QIWP is regularly reviewed, analyzed, and updated by ACBHD’s 
Quality Improvement & Data Analytics Division  with input from the Quality Improvement 
Committee (QIC) and other stakeholders. 



270 
Click to Return to Table of Contents 

Introduction 
O

verview
 

BH
 G

oals 
C

PPP 
M

onitoring 
BH

SS 
FSP 

SU
D

 
H

ousing 
W

orkforce 
Budget 

Appendix 

Alameda County Behavioral Health Department Quality Improvement Work 
Plan FY 2025-2026 

Section I. Quality Improvement Monitoring Activities  
ACBHD Quality Improvement & Data Analytics Division works closely with Quality 
Management staff and other stakeholders to monitor the following activities on a regular basis 
to ensure meaningful improvement in clinical care and client services: 

Area Monitored: Performance Data 
Data Reviewed: Timeliness, network adequacy, and other performance measures 
Partners: Quality Improvement & Data Analytics; Information Systems 
FY2025-2026 Objectives: ACBHD will improve its capacity to measure timeliness  
outcomes, network adequacy, and other required performance measures. ACBHD will 
set appropriate objectives based on benchmarks. 

Area Monitored: Utilization Data 
Data Reviewed: Service modality, units of service, client demographics  
Partners: Utilization Management; Quality Improvement & Data Analytics; Information 
Systems  
FY2025-2026 Objectives: ACBHD will improve the utilization data reporting system  
for both MHP and DMC-ODS delivery systems. 

Area Monitored: Beneficiary Grievances 
Data Reviewed: Annual Beneficiary Grievances and Appeals Report 
Partners: Quality Assurance 
FY2025-2026 Objectives: ACBHD will continue monitoring grievances and analyzing 
trends. ACBHD will establish an automated tracking system for grievances. 

Area Monitored: Appeals & Expedited Appeals 
Data Reviewed: Annual Beneficiary Grievances and Appeals Report 
Partners: Quality Assurance 
FY2025-2026 Objectives: ACBHD will continue monitoring appeals and analyzing 
trends 

Area Monitored: Fair Hearings & Expedited Fair Hearings 
Data Reviewed: Fair Hearings & Expedited Fair Hearings Log 
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Partners: Utilization Management 
FY2025-2026 Objectives: ACBHD will continue monitoring fair hearings and 
analyzing trends. 

Area Monitored: Provider Appeals 
Data Reviewed: Provider Appeals Log 
Partners: Provider Relations; Quality Assurance; Fiscal; Utilization Management 
FY2025-2026 Objectives: ACBHD will continue monitoring provider problems and 
appeals and will create a system for tracking problems and appeals. 

Area Monitored: Clinical Records Review 
Data Reviewed: Federal, State, and County Audit Reports (e.g., summary reports, 
claims sheets, and recoupment) and utilization review findings (e.g., authorization  
determinations) 
Partners: Quality Assurance; Utilization Management; Integrated Health Care Services 
FY2025-2026 Objectives: ACBHD will continue evaluating appropriateness and  
quality of services rendered and improve coordination of care. Training and technical 
assistance will be available to providers to ensure understanding of documentation  
standards, and to improve quality of documentation that reflects service and medical 
necessity. 

Area Monitored: Unusual Occurrences (UOs) 
Data Reviewed: MH: Consumer Perception Survey (CPS) aka Mental Health Statistics 
Improvement Program (MHSIP). SUD: Treatment Perception Survey (TPS) 
Partners: Quality Improvement & Data Analytics; Substance Use Disorder Continuum 
of Care 
FY2025-2026 Objectives: ACBHD will continue implementing and monitoring the  
results of the beneficiary surveys annually and analyzing trends based on 
demographics and services provided. ACBHD will work to improve participation 
across all providers, program types, and demographics to ensure representative 
responses. ACBHD will share survey results with providers. 
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Alameda County Behavioral Health Department 
Quality Improvement Work Plan FY 2025-2026 

Section II. Quality Improvement Projects  
ACBHD Quality Improvement Projects include both Performance Improvement Projects (PIPs) 
and Quality Improvement Projects (QuIPs); the latter address system improvement 
opportunities, but do not necessarily cover all of the formal federal and State PIP 
requirements and components.  
A. Performance Improvement Projects (PIPs)
1. Clinical PIP – Mental Health

Area: Improving the Follow-Up After Emergency Department Visit for Mental Illness (FUM) 
Performance Measure Rate 
Objective: Do targeted interventions improve the percentage of emergency department (ED) 
visits for Medi-Cal members 6 years of age and older with a principal diagnosis of mental 
illness or intentional self-harm, who had a mental health follow-up service within 30 days of 
the ED visit during the remeasurement period? 
Indicator(S) & Baseline: The percentage of ED visits for members 6 years of age and older 
with a principal diagnosis of mental illness or intentional self-harm, who had a follow-up visit 
within 30 days (the Follow-Up After Emergency Department Visit for Mental Illness, or FUM, 
HEDIS Measure).  

• Number of ED visits by FUM PIP cohort
• Number of FUM PIP cohort who received care navigation
• Number of FUM PIP cohort ED visits that received care navigation
• Number of FUM PIP cohort who were connected to services (of those who received

care navigation)
*Baseline will be from CY 2025

Action Steps: 
• Create PIP cohort by developing a list of “Familiar Faces” based on agreed-upon

criteria.
• Set up an ED alert system to notify Alameda Health System (AHS) and ACBHD’s

contacts when someone
• on the list is admitted to the Emergency Department.
• Coordinate a rapid response between AHS and ACBHD to plan engagement.
• Engage the individual as soon as possible after ED admission and assess care needs

in collaboration with ACCESS.
• Support warm handoffs and promote follow-up within the 7- or 30-day FUM window.
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MONITORING METHOD/ TIMEFRAME: Yellowfin dashboards – continuous monitoring. 
Customized reports – monthly 
 RESPONSIBLE PARTNERS: Quality Improvement & Data Analytics, Adult and Older Adult 
System of Care Director, County and Contracted MHS Providers 

2. Non-Clinical PIP – Mental Health
AREA: Improving Timely Access to Routine Psychiatry Services for Adults 
OBJECTIVE: Do targeted interventions improve the percentage of service requests for 
psychiatric services where the MediCal member was offered a first available appointment 
within 15 business days during the remeasurement period? 
INDICATOR & BASELINE: 

• The percentage of service requests for psychiatric services where the Medi-Cal
member was offered a first available appointment within 15 business days during the
measurement period.

• The percentage of service requests for psychiatric services that successfully connect
to medication support services following a referral

• Among referrals to the pilot provider, percentage that were offered a first available
appointment within 15 business days

• Among referrals to the pilot provider, percentage that successfully connected to
medication support services following the referral

• *Baseline will be from CY 2025
ACTION STEPS: 

• ACCESS will inquire about members transportation needs during the screening
process so it can be communicated in the referral.

• Sausal Creek Outpatient Clinic will inquire about the beneficiaries’ transportation
needs for every referral (including walk-ins) and if needed, provide the Modivcare
information and assistance to the beneficiary.

MONITORING METHOD/TIMEFRAME: Yellowfin dashboards – continuous monitoring. 
Customized reports – monthly. 
RESPONSIBLE PARTNERS: Quality Improvement & Data Analytics, Office of the Medical 
Director, ACCESS, Sausal Creek, Modivcare. 

3. Clinical PIP – Substance Use Disorder
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AREA: Improving the Pharmacotherapy for Opioid Use Disorder (POD) Performance Measure 
Rate 
OBJECTIVE: Do targeted interventions improve the percentage of opioid use disorder (OUD) 
pharmacotherapy events that lasted at least 180 days among Medi-Cal members 16 years of 
age and older with a diagnosis of OUD and a new OUD pharmacotherapy event during the 
remeasurement period? 
INDICATOR & BASELINE: 

• The percentage of OUD pharmacotherapy events that lasted at least 180 days
(without an 8+ day continuous gap) among Medi-Cal members 16 years of age and
older with a diagnosis of OUD and a new OUD pharmacotherapy event.

• Among those who received care navigation, number that maintained continuity of
treatment for 180+ days without missing more than a week of medication

• Among those who received care navigation, number that maintained continuity of
treatment for 30+ days without missing more than a week of medication

• Among those who received care navigation, number that maintained continuity of
treatment for 60+ days without missing more than a week of medication

*Baseline will be from CY 2025
ACTION STEPS: 

• Substance Use Navigator (SUN) tracks a defined panel of patients who are new
buprenorphine starts

• SUN monitors pharmacy refill data and flag gaps or missed refills
• SUN conducts proactive outreach (calls, texts, in-person), in collaboration with

ACBHD’s IHOT team, to support re-engagement before the 7-day POD threshold
lapses

• SUN coordinates with prescribers and pharmacy systems to ensure continuity.
MONITORING METHOD/TIMEFRAME: Yellowfin dashboards - Continuous monitoring. 
Customized Reports – monthly. 
RESPONSIBLE PARTNERS: Quality Improvement & Data Analytics, SUD System of Care 
Director, Contracted Providers 

4. Non-Clinical PIP – Substance Use Disorder

AREA: Improving Timely Access to Substance Use Residential Treatment Services 
OBJECTIVE: Do targeted interventions improve the percentage of service requests for 
substance use residential treatment services where the Medi-Cal member was offered a first 
available appointment within 10 business days during the remeasurement period? 
INDICATOR & BASELINE: 



275
Click to Return to Table of Contents 

Introduction 
O

verview
 

BH
 G

oals 
C

PPP 
M

onitoring 
BH

SS 
FSP 

SU
D

 
H

ousing 
W

orkforce 
Budget 

Appendix 

• The percentage of service requests for substance use residential services where the
Medi-Cal member was offered a first available appointment within 10 business days
during the measurement period.

• The percentage of service requests for substance use residential services that receive
residential treatment services following the referral

• Length of stay for substance use residential treatment discharges
• Quarterly measurement of the number of substance use residential treatment

referrals that receive residential treatment services following the referral
• Quarterly measurement of the number of substance use residential treatment

referrals that are offered an intake appointment within 10 business days
*Baseline will be from CY 2025

Action Steps: 
• Assess and document findings for capacity, utilization, and connection to residential

following referral
• Collect, document, communicate, and train on best practices in step-down

processes.
• Facilitate regular meetings to monitor flow and resolve barriers collaboratively.
• Scope improvements to connection processes and tools
• Promote resources for accessing transportation resources (e.g., add links to

transportation resources on ACHBD and providers’ websites).
MONITORING METHOD/TIMEFRAME: Yellowfin dashboards - Continuous monitoring. 
Customized Reports – monthly. 
RESPONSIBLE PARTNERS: Quality Improvement & Data Analytics, SUD System of Care 
Director, Contracted Providers 

B. Quality Improvement Projects (QuIPs)
ACBHD QuIPs address the following core domains: Access to Care (Services), Timeliness,
and Quality of Care. Under these primary domains, QuIPs are further organized under the
following priorities:

Section III: Timeliness  
Section IV: Cultural and Linguistic Competence  
Section V: Peer (Client) and Family Member Initiatives 

QuIP Core Domains: Access to Care (Services), Timeliness, and Quality of Care 

AREA1: Performance Measurement and Management 
OBJECTIVE: Distribute or improve access to performance dashboards for all contracted 
providers 
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INDICATOR & BASELINE: 
• Number of providers (agencies) with access to Yellowfin: 18
• Number of providers (individuals) with account-specific access to Yellowfin: 49
• Number of providers (agencies) that log into Yellowfin at least once a month: 7
• Number of providers (individuals) that log into Yellowfin at least once a month: 206
• Number of Yellowfin Hour attendees: 5
• Number of automated data broadcasts sent to contracted providers per month from

ACBHD: 598
• Number of individuals that receive automated data broadcasts per month from

ACBHD: 477
• Number of agencies that receive automated broadcasts/data emails per month: 34
• How many users logged in at least one time during the year: 217
• How many users are "engaged" with yellowfin as defined as at least five (5) distinct

days of logging into
• yellowfin: 131
• How many users are "active" with at least one log-in per calendar months: 117
• How many total broadcast recipients have received at least five (5) broadcasts during

the year: 137
• How many broadcast recipients have received at least one broadcast during the year:

42
• How many broadcast recipients have received at least (4) broadcast per calendar

month: 48
• Indicators from FY 24-25

ACTION STEPS: 
• Create and improve Yellowfin dashboards that enable providers to review

performance data for quality improvement
• Improve process and publish guide for connecting providers to Yellowfin accounts for

provider specific/client-level data, in coordination with Information Systems Network
Team, Quality Improvement & Data Analytics/Quality Management, and Privacy
Officer

• Distribute access to providers – both entities and individuals – who are not yet on
Yellowfin

• Provide regular trainings for providers to support and improve utilization of Yellowfin
data

• Create a public-facing County Behavioral Health Dashboard
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• Implement a semi-annual survey for County and Contract Provider staff to evaluate
effectiveness of Yellowfin

MONITORING METHOD/TIMEFRAME: Yellowfin dashboard – monthly. Report on number of 
public website dashboard views – monthly. 
RESPONSIBLE PARTNERS: Data Services, Information Systems, Contracted Providers, 
Quality Improvement & Data Analytics, Office of Privacy and Compliance 

AREA2: Quality of Care 
OBJECTIVE: Reduce the number of deaths of clients across the system of care by wide 
distribution of Narcan by 5% 
INDICATOR & BASELINE: 

• Number and percent of discharges to death for opioid treatment programs:
• Number of providers signing on the purple boxes: Pending
• Number of test strips from distribution logs: Pending
• Population level opioid related overdose death: Pending
Indicators from FY 23-24

ACTION STEPS: 
• Increase distribution of overdose reversal medication (Narcan) in opioid treatment

programs Increase reporting of outcome of increased Narcan distribution
• Participation in statewide Narcan distribution program
• Partner with CBO's for free fentanyl test strips distribution

MONITORING METHOD/TIMEFRAME: Yellowfin dashboard – monthly monitoring  
RESPONSIBLE PARTNERS: Quality Assurance, Substance Use Disorder Continuum of Care, 
Contracted Providers 

AREA3: Quality of Care 
OBJECTIVE: 50% of older adult treatment providers will implement one EBP for each of the 
4Ms. 
INDICATOR & BASELINE: 

• The number of providers surveyed on what EBP is currently in use for each of the 4M:
• Number of contracts updated:
• Number of trainings on the EBP for the 4M
*Baseline data from FY 25-26

ACTION STEPS: 
• Expand the use of the 4M framework in the AOASOC
• Train the provider on the EBP for the 4M
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• Providers identify which of the EBP to implement
• Use the older adult provider meeting as well as provider monthly meeting to providers

technical assistance
• Update contract to include the 4M in the quality outcomes.
• Have providers submit quarterly reports on their progress

MONITORING METHOD/TIMEFRAME: 
• Older adult meeting minutes, provider meeting minutes and provider quarterly reports

RESPONSIBLE PARTNERS: Adults & Older Adult System of Care – Older Adult Division, 
Outpatient Division, County and Contracted Providers 

AREA4: Access to Care/Quality of Care 
OBJECTIVE: Open at least 250 unique individuals to Vocational program services Maintain % 
caseload employed at 30% 
INDICATOR & BASELINE: 

• Number of adult and Transition Age Youth (16-24) clients with open episodes in
Vocational Program: 301

• Number of Job Starts: 89
• Percent caseload employed: 40%
• Number of client referrals to Vocational Program: 174 YTD
• Number of Job Starts: 96
• % caseload employed: 35%

Indicators from FY 22-23
ACTION STEPS: 

• Reach out to clinical teams/case managers to discuss available Vocational Program
services to support program referrals

• Present two client information sessions per year to clients in eligible programs to
support client

• self-referrals
• Create Yellowfin report to monitor outcomes

MONITORING METHOD/TIMEFRAME: Yellowfin/Continuous Monitoring for Number of 
Episodes, Semi-Annually for Reduction in Hospitalizations 
RESPONSIBLE PARTNERS: Adult & Older Adult System of Care- Vocational Services 
Division, Outpatient Division; Child & Young Adult System of Care- Transition Age Youth 
Division; Quality Management 

AREA5: Involve Law Enforcement in Crisis Services Education and Training (Quality of Care) 
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OBJECTIVE: Update and expand our Crisis Intervention Training (CIT) for law enforcement and 
other first responders. 
INDICATOR & BASELINE: 

• Number of CIT participants: 409
• Number of CIT participants who complete the training: 409
• Number of mobile crisis requests by law enforcement: 1065
• Number of CIT evaluations: 409

ACTION STEPS: 
• Individual and overall class evaluations; satisfaction at 70% or better for 90% of

participants.
• Update and improve trainings to ensure every class imparts knowledge, teaches

applied skills, and builds empathy.
• Secure primary and back-up SME for specific training topics
• Invite individuals with history of mental health challenges, substance use disorders,

and/or incarceration to participate on the CIT consumer family panel.
• Add new legislation to current course (SB43 and Care Court SB1338)

MONITORING METHOD/TIMEFRAME: Continuous monitoring, QI, class evaluations 
RESPONSIBLE PARTNERS: Crisis Services, Oakland Police Department, Child Support 
Services, Child and Youth System SOC, Adults and Older Adult SOC, Office of Ethnic 
Services, Black Men Speaks, Mental Health Association of Alameda County 

AREA6: Access to Care/Quality of Care 
OBJECTIVE: Increase the use of voluntary crisis services throughout the County by 5% 
INDICATOR & BASELINE: 

• Number of tabling events and presentations marketing crisis services: 87
• Number Mobile Crisis Teams interventions: 5,122
• Average length of stay in CSU/CRT: Jay Mahler: 11, Amber House: 25, Woodroe Place:

48
• Recidivism within 7 days: new change in utilizers by N of -4
• Recidivism within 30 days: net change in utilizers by N of -133
• Number of Mobile Crisis teams responding throughout the county: 14
• Number of clients transported by the Crisis Services: Pending

ACTION STEPS: 
• Develop baseline metrics for Mobile Crisis
• Analyze crisis stabilization unit and crisis residential treatment data for recidivism
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• Educate the community about voluntary low barrier prevention and early intervention
services

• Linkage to voluntary crisis services
• Recruitment and retention of mobile, outreach and engagement team staff and

continue intern program.
• Increase the number of County Cars in the Fleet from 7-12

MONITORING METHOD/TIMEFRAME: Continuous Monitoring, Yellowfin 
RESPONSIBLE PARTNERS: Crisis Services, Crisis Support Services, Quality Improvement & 
Data Analytics, CBOs 

AREA7: Access to Care 
OBJECTIVE: Increase the number of Medi-Cal youth participating in SUD treatment with the 
goal of improving our penetration rate, which as of CY2023-24 was 0.14%, to be 0.29%, 
which would mean an estimated 136 members served and is in line with the States’ 
expectation for similar sized counties. 
INDICATOR & BASELINE: 

• Number of members served; ages 12-17 years old: 180
• Number of members eligible, ages 12-17 years old: 53,621
• Current penetration rate: 0.30%
*All data is from CY 24

ACTION STEPS: 
1) Refine SUD providers’ Outreach and Engagement plans

• Outreach to Principals and/or site administration
2) Increase school district connections –
• Establish Centralized School District Administration connection for each district,

develop quarterly meetings to support in school district SUD needs assessment and
service negotiation with the assigned provider

• Explore expansion of involvement with COST teams. Can La Familia’s current strong
connections with school-based behavioral health sites be brought to additional
schools.

• Refine referral process between school-based health centers and SUD treatment
• Invite SUD Providers to CYASOC SBBH Fall Planning Meetings in Aug and Sept
• Develop and present appropriate materials that describe what is available and referral

processes 3)  Look into how ODS .5 services are connected to adolescent treatment
3) Look into how ODS .5 services are connected to adolescent treatment
4) Collaborate with ACBHD SOCs to identify training topics related to co-occurring
MH/SUD issues related to
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children, young adults, and their families. 
5) Reach out to our Office of Medical Director to determine if Naloxone stands can be
placed in the School-based Behavioral Health Centers.

MONITORING METHOD/TIMEFRAME: Yellowfin dashboards- continuous monitoring 
Customized reports- monthly 
RESPONSIBLE PARTNERS: Quality Improvement & Data Analytics, SUD System of Care 
Director, Contracted Providers 

AREA8: Case Management: SUD Residential Services 
OBJECTIVE: Increase care coordination/case management service delivery and improve 
treatment outcomes for beneficiaries in substance use residential treatment 
INDICATOR & BASELINE: 

• Percent of residential clients with care coordination services: 59%
• Percent of residential clients with positive discharge: 58.2%
• Percent of residential clients with successful transition plan: 25.8%

Data from FY 24-25
ACTION STEPS: 

• Train contracted providers to properly code case management
• Update dashboard to monitor case management service delivery and client outcomes
• Analyze data and draw conclusions to improve interventions

MONITORING METHOD/TIMEFRAME: Yellowfin dashboards- continuous monitoring  
Customized reports- monthly 
RESPONSIBLE PARTNERS: Quality Improvement & Data Analytics, SUD System of Care 
Director, Contracted Providers 

AREA9: Access to care/ Quality of Care/ Coordination of Care 
OBJECTIVE: Improve 30-day follow-up rates after emergency department visit for alcohol and 
other drug use/abuse (AOD) (FUA HEDIS Metric) for clients not connected to care at the time 
of ED discharge 
INDICATOR(S) & BASELINE: 

• Number of beneficiaries not currently connected to care who discharged from the ED
with an AOD ED

• diagnosis who received an outreach call: 319
• Number of outreach calls where the beneficiary was reached: 38.56% (58/319)
• Number of beneficiaries reached who were screened and referred: 5.2% (3/58)
• Number of disconnected beneficiaries who receive a service following their ED visit:

5.2% (3/58)
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*Baseline data are from FY 24-25
ACTION STEPS: 

• Use encrypted email alert system to notify Center Point about beneficiaries not
currently connected to care who discharged from the ED with an alcohol and other
drug use/abuse (AOD) ED diagnosis

• Center Point conducts outreach to screen and refer ED discharged clients to SU
treatment services

• Center Point tracks calls and call outcomes
• Analyze data and draw conclusions to improve interventions

MONITORING METHOD/TIMEFRAME: Yellowfin dashboards- continuous monitoring  
Customized reports- monthly 
RESPONSIBLE PARTNERS: Quality Improvement & Data Analytics, SUD System of Care 
Director, Contracted Providers 

AREA10: Access to care/ Quality of Care 
OBJECTIVE: Improve outreach effectiveness and coordination of care, and reduce opioid 
overdose deaths, by developing a data-driven approach to support the SUD IHOT team’s 
outreach to members who have had an opioid overdose. Problem: There is a limited 
coordination of care system in place to ensure people who had an opioid overdose are 
promptly connected to care immediately following their overdose incident; indicating they are 
at higher risk for overdose death. 
INDICATOR(S) & BASELINE: 

Indicators of project success: 
• Outreach criteria developed, identifying who to prioritize for outreach, based on

history of opioid overdoses or poisonings and other factors.
• Dashboard developed that includes summary information and client list of individuals

prioritized for follow up per criteria.
ACTION STEPS: 

• Determine feasibility and method of using ADT feed and Emergency Medical Services
(EMS) data sources

• Develop criteria to identify locations of opioid overdose and poisoning incidents and
prioritize individuals based on available data sources

• Develop client level reports
• Develop summary reports
Provide orientation and hand-off of reports to stakeholders (by target date, October 31,
2025)
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MONITORING METHOD/TIMEFRAME: Review data and reports with stakeholders on a 
regular basis as needed, leading up to the launch of IHOT team (January 31, 2026 is launch 
deadline)  
RESPONSIBLE PARTNERS: Substance Use Disorder Continuum of Care, Office of the 
Medical Director 

Alameda County Behavioral Health Department 
Quality Improvement Work Plan FY 2025-2026 

Section III. Timeliness 

AREA1: Responsiveness for 24 Hour Toll-Free Number / Access to After Hours Care – Mental 
Health 
OBJECTIVE: Improve the number of abandoned calls 
INDICATOR & BASELINE: 

• Test call response time for the ACCESS number (during business hours and in
languages other than English): 2.42

• Test call response time for the ACCESS number (after business hours and in
languages other than English):1.19

• Number of abandoned calls monthly and for the FY: Pending
Indicators from FY 24-25

ACTION STEPS: 
• Train ACCESS and after-hours staff on how to answer client questions more

effectively regarding how to access SMHS services, including how to assess whether
medical necessity is met, provide information to beneficiaries about services available
to treat a client’s urgent condition

• Review and revise ACCESS Protocol as necessary and provide to staff
• Remind staff on an ongoing basis about the importance of documenting all initial

requests made by telephone (including 24/7 line) through a written log that includes
the name of the client, the date of the request, and the initial disposition of the request

• ACCESS Division Director will track all missing, insufficient, incorrect, or out of
compliance items on each clinician’s test calls, and supervisors will provide monthly
feedback to staff and discuss any necessary improvements that are to be made

• Review monthly test calls for accuracy and completeness of information given to
beneficiaries. ACCESS Division Director reviews all test calls, sends reports to QA and
follows up with ACCESS staff and after hours supervisor with results of test calls

• Adjust five9 workflow as needed
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MONITORING METHOD/TIMEFRAME: Yellowfin dashboards – continuous monitoring 
RESPONSIBLE PARTNERS: Substance Use Disorder Continuum of Care, Quality 
Improvement & Data Analytics, Quality Assurance, Quality Improvement Committee – 
Network Adequacy & Timely Access Workgroup 

AREA2: Responsiveness for 24 Hour Toll-Free Number / Access to After Hours Care – 
Substance Use 
OBJECTIVE: Reduce the response time for the 24-hour toll-free number by 30%, including 
after hours. 
INDICATOR & BASELINE: 

• Average call response time for Center Point’s SUD helpline
• (during business hours and in languages other than English): 17.12 seconds
• Average response time between after-hours call to Crisis Support Services and follow

up by SUD Helpline  staff (in threshold languages): 8.24 hours
Indicators from FY 24-25 

ACTION STEPS: 
• Remind Crisis Support Services on an ongoing basis about the importance of

documenting all calls coming into the 24/7 line, including caller/client name
• Provide Crisis Support Services with written updates to inform staff scripts in order to

ensure information is accurate and up to date
• Conduct and review monthly test calls for accuracy and completeness of information

given to beneficiaries. Provide results and feedback to CenterPoint and Crisis Support
Services for quality improvement

• Provide regular training and feedback from test calls to Center Point’s SUD Helpline
counselors and/or Crisis Support Services staff in staff meetings, individual
supervision, and/or via written communication

• Train SUD Helpline staff with monthly American Society of Addiction Medicine (ASAM)
case consultation to improve Level of Care screening and referral

MONITORING METHOD/TIMEFRAME: SUD Helpline Response Time reports – monthly, 
Average after-hours call response time reports – monthly 
RESPONSIBLE PARTNERS: Substance Use Disorder Continuum of Care, Contracted 
Providers, Crisis Support Services, Quality Management 
Section IV. Cultural & Linguistic Competence  
Improving cultural and linguistic competence is a critical component of ACBHD’s Quality 
Assessment and Performance Improvement efforts. The following objectives were developed 



285 
Click to Return to Table of Contents 

Introduction 
O

verview
 

BH
 G

oals 
C

PPP 
M

onitoring 
BH

SS 
FSP 

SU
D

 
H

ousing 
W

orkforce 
Budget 

Appendix 

in coordination with the ACBHD Health Equity Division (HED) and based on ACBHD’s Cultural 
Competence Plan. 

AREA1: Enhance Behavioral Health Access and Engagement for Asian American, Native 
Hawaiian and Pacific Islander (AANHPI) Communities in South County and Older Adult 
AANHPI Population 
OBJECTIVE: 

• Increase ACBHD services to the older adult AANHPI population by enhancing our
existing partnership with the City of Fremont

• Increase services to older adult AANHPI clients by providing services in community
settings.

• Establish a presence in the two (2) Age Well Centers and in the two (2) Senior Housing
Complexes whose

• residents are primarily AANHPI.
• Improve penetration rates within Alameda County for individuals in the older adult

AANHPI communities, with a focus on those residing in South Alameda County
(Fremont, Newark, Union City).

• Develop a curriculum that is culturally appropriate and responsive to AANHPI needs.

INDICATOR & BASELINE: 
• Number of AANHPI older adults served by the Older Adult program: 19
• Number and percentage of field-based services provided by the Older Adult program:

602 (25% of 2,426)
• Number of group outreach sessions provided by the Older Adult program:60
*Baseline data: July 2023-June 2024

ACTION STEPS: 
• Expand the contract with the City of Fremont Older Adult Program
• Hire 2-4 additional bilingual full-time clinicians to provide Specialty Mental Health

services
• Establish an ongoing presence at the City of Fremont Age Well Centers
• Establish an ongoing presence at three Senior Housing Complexes
• Facilitate stakeholder meetings to explore additional community locations, such as

ethnic faith-based facilities
• Create maps of older AANHPI Medi-Cal beneficiaries to facilitate targeted outreach

MONITORING METHOD/TIMEFRAME: Contract expansion to be completed by beginning of 
FY 23/24. ACBHD and the City of Fremont will hold monthly meetings to assess deliverables, 
successes and challenges. A survey will also be developed and used to gather client centered 
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data. Service data from SmartCare will be used to establish both baseline and post contract 
augmentation metrics. 
RESPONSIBLE PARTNERS: Adult and Older Adult System of Care – Older Adult Division 

AREA2: Enhance health equity for AANHPI communities, through increasing access and 
utilization of behavioral health services and improved health outcomes for Alameda County 
residents who have emerging to persistent, severe mental health conditions 
OBJECTIVE: Create an AANHPI Advisory Committee in February 2024 to strategize increase 
of utilization through outreach and engagement, identifying and addressing barriers to service 
provision, and development or support of relevant and appropriate service provision to/within 
communities. 
INDICATOR & BASELINE:  

• Number of people/organizations participating in the AANHPI Advisory Group: 59
people / 16 organizations

• Number of AANHPI related community engagement events: 5
*Data FY 24-25

ACTION STEPS: 
• Create an AANHPI Advisory Committee in February 2024 to increase utilization

through outreach and engagement, identify and address barriers to service provision,
and develop or support relevant and appropriate service provision to/within
communities.

• Provide AANHPI focused Behavioral Health related training for providers, ACBHD staff
and advisory committee members.

MONITORING METHOD/TIMEFRAME: 
• Recruitment and engagement of AANHPI providers/partners- September to December

2023
• AANHPI Advisory Committee- February 2024
• Community Engagement Activities- May to June 2024

RESPONSIBLE PARTNERS: Health Equity Division, Office of the Medical Director, and all 
Systems of Care (SUD, Children and Youth, Adult, Forensics) 

AREA3: Enhance Behavioral Health Access and Engagement for AANHPI Communities within 
Primary Care Settings/Integration of Primary Care and Behavioral Health Care Services 
OBJECTIVE: 

• Enhance health equity for the AANHPI communities, through increasing access and
utilization of behavioral health services within a primary care setting: Bay Area



287 
Click to Return to Table of Contents 

Introduction 
O

verview
 

BH
 G

oals 
C

PPP 
M

onitoring 
BH

SS 
FSP 

SU
D

 
H

ousing 
W

orkforce 
Budget 

Appendix 

Community Hospital (BACH), and improve health outcomes for Alameda County 
residents who have emerging to persistent, severe mental health conditions  

• Increase the percentage of adult AANHPI BACH patients referred to behavioral health
services at BACH by 20%

• Increase the percentage of adult AANHPI BACH patients receiving at least one
behavioral health service at BACH by 15%

• Reach at least 300 AANHPI adult residents in AANHPI-focused health outreach
activities

INDICATOR & BASELINE: 
• Number and percentage adult AANHPI BACH patients referred to behavioral health

services at BACH: 220
• Number and percentage of adult AANHPI BACH patients receiving at least one

behavioral health service at BACH: 17 and 2.23%
• Number of adult AANHPI residents participating in AANHPI-focused outreach health

activities: 42 and 17.36%
*Baseline data April – June 2025

ACTION STEPS: 
• Implement recurring AANHPI-focused community health outreach events
• Build AANHPI behavioral health capacity at BACH to serve AANHPI residents

MONITORING METHOD/TIMEFRAME: Outreach Activities to begin in October 2023.  
AANHPI Advisory Board by February 2024. Data from SharePoint, OCHN Epic. 
RESPONSIBLE PARTNERS: Office of the Medical Director, Health Equity Office, BACH 

Section V. Peer (Client) and Family Member Initiatives 
Peer and Family Member stakeholder participation is central to quality improvement efforts. In 
addition to the projects identified above, the following objectives were developed in 
coordination with the Quality Improvement Committee Peer Workgroup and Family Member 
Workgroup, as well as the Health Equity Division/Office of Peer Support Services and Office of 
Family Empowerment. 

AREA2: Outcomes Components 
OBJECTIVE: Alameda County Behavioral Health Care Services (ACBHD) will work with the 
Health Equity Division to support trainings and certification for peer support specialists to be 
integrated throughout the ACBHD system of care. 
INDICATOR & BASELINE: 

• Number of trainings hosted: N/A
• Number of individuals attending peer trainings: 300
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• Number of individuals receiving peer certification: 131
• Number of peer support specialist (PSS) hired and employed by CBOs: Pending
• Number of Certified Peer Support Specialists (PSS) hired and employed by CBOs:

Pending
• Number of Peer Support Specialists (PSS) trained as a certified Family Support

Specialist: Pending
• Number of clients receiving services from Certified and Non-certified Peers: Pending
• Hours of services provided by Certified and Non-certified Peers: Pending
• Number of agencies with Certified and Non-certified Peers providing services: Pending

*Baseline data FY 25-26
ACTION STEPS: 

• Partner with stakeholders throughout the system to engage in on-going process
• Monitor and support the development of the peer support specialist (PSS)

classification
• Develop and implement peer certification program
• Develop and implement peer support trainings
• Recruit, hire, and onboard the PSS position

MONITORING METHOD/TIMEFRAME: 
• HCSA Human Resources, InSyst, Yellowfin -- annually
• Tracking through customized database -- monthly
• Health Equity Division Office Training logs

RESPONSIBLE PARTNERS: Health Equity Division: Office of Peer Support Services; Office of 
Family Empowerment 
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Appendix C: Community Program Planning Process 

BEHAVIORAL HEALTH SERVICES ACT (BHSA) 
CPPP Planning Committee & Mental Health Stakeholders Group 

CALENDAR 2025 

Mental Health Stakeholders Group: 

January 24, 2025, 1:00pm-3:00pm (Zoom) 
• Review of new DHCS policies on BHSA CPPP
• Review of Analysis on MHSA SG representation breakdown
• Review of BHSA CPPP Outreach Plan
• BHSA Survey development
• BHSA Listening Session development

February 28, 2025, 1:00pm-3:30pm (Zoom) 
• Presenter: Stephanie Montgomery (ACBHD Health Equity)
• Discussion of MHSA Plan FY25/26 Public Comment Outreach
• BHSA Listening Sessions and Survey outreach
• Recommendations for BHSA event outreach

March 28, 2025, 1:00pm-3:00pm (Zoom) 
• Presenter: Noah Gallo (ACBHD Senior Planner)
• BHSA Listening Session
• MHSA FY25/26 Marketing Plan Public Comment
• ACPHD (LHJ) Presentation & Engagement

May 23, 2025, 1:00pm-3:00pm, (Zoom) 
• Presenter: La Familia: Clinical Leaders
• BHSA Policy Updates
• BHSA CPPP Outreach Updates



290 
Click to Return to Table of Contents 

Introduction 
O

verview
 

BH
 G

oals 
C

PPP 
M

onitoring 
BH

SS 
FSP 

SU
D

 
H

ousing 
W

orkforce 
Budget 

Appendix 

CPPP-Planning Committee: 

January 30, 2025, 3:30pm-4:30pm (Teams) 
• BHSA CPPP new DHCS guidance
• Survey development
• Outreach plan, engagement planning

March 20, 2025, 3:00pm-4:00pm (Teams) 
• Review CPPP engagement of organizations
• BHSA event outreach
• Ongoing community input analysis

May 1, 2025, 3:30pm-4:30pm (Teams) 
• Progress of BHSA CPPP Listening Sessions and Surveys
• Ongoing community input analysis
• Community outreach recommendations

June 15, 2025, 3:30pm-4:30pm (Teams) 

• BHSA CPPP Ends
• Review of BHSA CPPP results

Community Program Planning Process Planning Committee (CPPP-PC): 
The CPPP Planning Committee consists of 13 members of ACBHD employees, Providers and 
Community Stakeholders who meet regularly to guide and discuss CPPP activities. The CPPP-
PC helps prepare, coordinate and participate in the BHSA community outreach efforts. The 
CPPP-PC provides input, expertise, and their professional network to ensure the continuity of 
services, implement assessment instruments and promote administrative transparency for all 
community outreach efforts. 
Mental Health Stakeholders Group: 
The Mental Health Stakeholders Group (MHSA SG) consists of 22 mental health peers that 
are adults and seniors with severe mental illness, families, providers of services, law 
enforcement agencies, education, substance use providers, social service agencies and other 
important interests. The MHSA SG meets on the 4th Friday of the month and has met 4 times 
in 2025. 
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Alameda County - Required Stakeholder Groups 

1. Adults and older adults who are either:
a. Meet the criteria to receive specialty mental health services:

 POCC Elders (Listening Session, 2/11/2025), Jay Mahler Recovery Center (Listening Session, 
3/18/2025) 

b. Have a substance use disorder
Second Chance (Listening Session, 3/20/2025), Jay Mahler Recovery Center (Listening 
Session, 3/18/2025), La Familia (Listening Session, 3/20/2025), HEPPAC (Survey, 
2/27/2025), St. Mary's Center (Education and Engagement, 3/26/2025), Ruby's Place (Survey 
4/2/2025), Hume Center Nepalese Community (Listening Session, 5/22/2025) 
2. Families of individuals (all ages):

FERC (Listening Session, 3/20/2025), NAMI Tri-Valley (Survey, 2/19/2025) 
3. Youths or youth mental health or substance use disorder organizations:

HRREC (Listening Session, 3/20/2025, Survey, Education and Engagement), 
YouthAlive! (Survey, 3/21/2025), Fred Finch (Survey, 3/27/2025), REACH AYC (Survey, 
4/29/2025), Alternative Family Services (Survey, 3/25/2025), Eden Youth Family Center 
(Survey, 3/20/2025) 
4. Providers of mental health services and substances use disorder treatment services:

Jay Mahler (Listening Session, 3/18/2025), Second Chance (Listening Session, 
3/20/2025), HEPPAC (Survey, 2/27/2025), Bay Area Community Resources (Survey, 
3/1/2025), HRREC (Survey, Listening Session, 3/20/2025), Lifelong Medical Care (Survey), 
Asian Health Services (Listening Session, 4/23/2025, Survey), La Familia, (Listening Session, 
3/20/2025), La Clinica (Survey, 3/22/2025), HAART (Survey, 3/25/2025), BOSS (Survey, 
2/24/2025), Hume Center (Listening Session, 5/19/2025) 
5. Public safety partners:

City of Fremont (Survey, Listening Session 3/20/2025), City of Hayward (Survey, 
Listening Session 4/8/2025), Superior Court (Survey 2/25/2025, Listening Session 
3/20/2025), Crisis Support Services (Survey, Listening Session 3/26/2025), All Alameda 
County Law Enforcement Agencies in a Listening Session on a Alameda County District 
Attorney monthly call (Listening Session, 5/21/2025) 
6. Local education agencies:

Alameda County Office of Education (Survey, 4/15/2025) 
7. Higher education partners:

Ohlone College (Listening Session 2/21/2025, 4/10/2025), UC Berkeley (Listening 
Session 2/28/2025, Survey), Laney College (Education and Engagement 2/21/2025), Cal 
State East Bay (Survey 2/24/2025), College of Alameda (Education and Engagement 
2/10/2025), Chabot College (Education and Engagement 4/24/2025), Merritt College (Survey, 
Education and Engagement 5/8/2025), Stanford Medicine Youth Mental Health and Wellbeing 
(Survey 4/10/2025) 
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8. Early childhood organizations:
YMCA Early Childhood Impact (Education and Engagement, 4/25/2025, Survey, 

4/25/2025), Alameda County Early Childhood Mental Health (Education and Engagement, 
5/12/2025), EBAYC (Survey, 3/20/2025), First 5 (Listening Session, 5/14/2025) 
9. Local public health jurisdictions:

ACPHD (Survey, Listening Session, 3/20/2025) 
10. County social services & child welfare agencies:

Family Support Services (Listening Session, 4/3/2025), Alameda County Social 
Services (Survey, 5/1/2025) 
11. Labor representative organizations:

SEIU (Survey, 5/2/25) 
12. Veterans:

POCC Veterans (Listening Session, 2/11/2025), Swords to Plow Shares (Listening 
Session, 2/11/2025), StarosVet (Survey, 5/29/2025) 
13. Representatives from veterans’ organizations:

POCC Veterans (Listening Session, 2/11/2025), Swords to Plow Shares (Listening 
Session, 2/11/2025), StarosVet (Survey, 5/29/2025) 
14. Health care organizations:

ACPHD (Survey, Listening Session, 3/20/2025), La Clinica (Survey, 4/17/2025, 
Education and Engagement, 3/6/2025), Asian Health Services (Listening Session, 
4/23/2025), Lifelong Medical Care (Survey, 3/12/2025), Washington Hospital (Education and 
Engagement, 3/24/2025), Axis Community Health (Survey, 4/2/2025), Tiburcio Vasquez 
(Survey, 4/9/2025) 
15. Health care service plans:

Alameda Alliance (Survey, 3/26/2025, Listening Session, 4/16/2025), Alameda 
County Health OAD (Survey, 3/12/2025) 
16. Disability insurers:

Alameda Alliance (Survey, Listening Session 4/16/2025), CRIL (Listening Session, 
4/30/2025), Ed Roberts & Disability Rights of California (Listening Session, 3/28/2025), 
Ohlone College (Listening Session, 2/21/2025, 4/10/2025) 
17. Tribal and Indian Health Program:

Native American Health Center (Survey, 4/15/2025) 
18. The five most populous cities:

Oakland (Education and Engagement, 3/10/2025, Listening Session, Survey, 
4/23/2025), Berkeley (Survey), San Leandro (Survey, 2/12/2025), Hayward (Listening 
Session, 4/8/2025), Fremont (Listening Session, 3/20/2025, Survey), Livermore (Survey, 
3/5/2025) 
19. Area agencies on aging:

Alameda County Social Services - Area Agency on Aging (Survey, 4/18/2025) 
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20. Independent living centers:
Center for Independent Living (Listening Session, 3/28/2025) 

21. Continuums of care, including representatives from the homeless service provider
community:

Youth Homeless Advisory Board (Listening Session, 2/20/2025), Alameda County 
Health Care for the Homeless (Survey, 3/12/2025), SAHA (Survey, 4/2/2025), RCD Housing 
(Listening Session, 5/16/2025), JBAY (Listening Session 5/8/2025), RCD Housing (Listening 
Session, 5/16/2025) 
22. Regional centers:

Regional Center of the East Bay (Survey 5/5/25) 
23. Emergency medical services:

Alameda County Emergency Medical Services (Survey, 4/21/2025), Eden I&R (Survey, 
5/1/2025) 
24. Community-based organizations serving culturally & linguistically diverse
constituents:

BACS - HEDCO, Towne House (Education and Engagement, 3/14/2025), Pacific 
Center (Listening Session, 3/13/2025), Korean Community Center (Survey 2/13/2025, 
Listening Session), MHAAC (Survey 3/25/2025), HRREC (Listening Session, 3/20/25), 40 x 40 
PAC (Survey, 3/27/2025), Black Men Speak (Survey 4/14/2025), Eastmont Neighborhood 
Council (Survey, 4/23/2025), Oakland LGBTQ Center (Survey, 3/20/2025), RAMS (Survey, 
3/20/2025), MHACC (Survey, 1/26/2025, Listening Session, 5/12/2025) 
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Categorized Areas of Community Need in Alameda County 

System Needs: 
1. Access, Coordination and Navigation to Services to Mental Health or Substance
Use Services - this category captures the needs of diverse cultures and identities such as
race/ethnicity, language, LGBTQIA+, veteran status and age related to accessing mental
health and substance use services, including community knowledge and education, language
capacity, and successful connection to services after an emergency.

2. Behavioral Health Workforce - this category captures the needs related to recruiting,
developing, supporting and maintaining a sufficient multilingual clinical and peer workforce.

3. Crisis Services - this category captures needs related to mental health and substance
use crisis response with an emphasis on non-law enforcement response, community-based
supports, early assessment of suicide risk, and stabilization during and after a crisis.

4. Housing Interventions - this category captures the housing needs for individuals living
with behavioral health challenges ranging from housing interventions and support needed to
maintain housing.

5. Substance Use Disorder Prevention and Treatment Services - this category
captures the increasing need for substance use services and support that are accessible,
integrated and coordinated with mental health services.

6. Community Violence and Trauma - this category captures gun violence, domestic
violence, human trafficking, gang violence, immigration trauma, poverty, pervasive racism and
homophobia, family conflict and stress, school safety and bullying, and post-traumatic stress
disorder (PTSD).

Population Needs: 
7. Needs of Children (ages 0-5), Youth (ages 6-15), Transitional Age Youth (ages 16-
25) - this category captures mental health and substance use challenges for school to
transition-age youth, it also includes specific needs of children 0-5 and their families, respite
services, ongoing increased suicide rates, youth runaways, juvenile justice involvement,
human trafficking, gang violence, lack of support on how to access services, needs of
LGBTQ+, pervasive racism, needs of bi-cultural children, lack of training on the part of schools
for students with MH challenges.
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8. Needs of Adults (ages 25-59), Older Adults (ages 60 and over) - this category
captures mental health and substance use challenges for adults and older adults including
social isolation, depression, complex chronic health issues (including Alzheimer’s and
dementia), general poor mental health outcomes for those living with a severe mental illness,
suicide rates, alternatives to incarceration, pervasive racism, LGBTQ+, immigration stress, gun
violence, elder abuse, traumatic impact of social unrest-fear.

9. Needs of Family Members - this category captures the ongoing stress, frustration and
isolation family members can feel in taking care of their loved ones including navigation
issues, need for 24/7 access to inpatient and outpatient psychiatry services, suicide
prevention, caregiving support, and other related trauma services.

10. Needs of Disability Community – this category addresses the needs of individuals
with developmental disabilities and their families, focusing on providing resources and
support required to achieve lives of quality and satisfaction.

11. Needs of Veterans - this category captures the mental health and housing needs of
Veterans: Alameda County has the 4th highest number of homeless veterans, and 2nd highest
of unsheltered homeless veterans in California. Veterans have a higher rate of poor mental
health, high suicide rates, mental health stigma, lack of navigation support, lack of veteran
support groups and social isolation.

12. Needs of the Re-entry Community for both Adults and Youth

Summary of Areas: 
Access, Coordination and Navigation to Services   
Behavioral Health Workforce   
Crisis Services 
Housing Interventions 
Substance Use Disorder Prevention and Treatment Services 
Community Violence and Trauma 
Needs of Children (ages 0-5), Youth (ages 6-15), Transitional Age Youth (ages 16-25) 
Needs of Adults (ages 25-59), Older Adults (ages 60 and over) 
Needs of Family Members 
Needs of the Disability Community 
Needs of Veterans 
Needs of the Re-entry Community 
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Community Feedback from the   
Community Program Planning Process (CPPP) 

Top System Needs Analysis - Ranking in Survey, Listening Sessions 

Access Coordination and Navigation to Services: (#1 – Survey, #1 – Listening Sessions) 
• Expand culturally and linguistically responsive navigation resources to ensure access,

services should include individuals with a disability
• Establish consistent, well publicized access points such as community events, mobile

clinics and local community hubs to improve access
• Invest in peer navigators, community health workers, and school based support teams

to ensure warm handoffs for services
• Increase usage of technology and create policy innovation to simplify access for both

online and telephone resource navigation

Crisis Services: (#2 – Survey, #4 – Listening Sessions) 
• Expand around the clock mobile crisis response teams with behavioral health

professionals to assist law enforcement
• Increase crisis stabilization and detox shelter beds
• Improve post crisis continuity of care to create clear handoffs to long term support

services after crisis intervention
• Invest in workforce development for crisis service professionals to meet growing

demand and reduce response times.

Housing Interventions: (#3 – Survey, #2 – Listening Sessions) 
• Expand Permanent supportive housing with integrated services paired with onsite

case management, peer support and health services
• Develop and fund more mental health and substance use residential treatment

facilities
• Strengthen housing navigation, retention services and outreach for housing navigation,

case management and pre-release planning from jails
• Create a flexible housing subsidy pool to incentivize development of recovery oriented

housing units

Behavioral Health Workforce: (#4 – Survey, #3 – Listening Sessions) 
• Expand and diversify the workforce through accessible training and education

pathways
• Increase compensation, benefits, and career supports to improve recruitment and

retention
• Improve workplace culture and accountability to reduce burnout and turnover
• Strengthening partnerships with community based organizations to grow local

workforce
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Needs of Substance Use Disorder Prevention and Treatment Services: (#5 Survey, #6 – 
Listening Sessions)  

• Some community feedback spoke of long wait times and lack of programs in South
and East County. Recommendations for the county to invest in new treatment centers
and increase capacity for existing treatment centers. There were also
recommendations to expand residential services focusing on youth, expanding MAT
offerings, and increase immediate access to detox and crisis care.

• Coordination and improving warm handoffs between mental health and SUD services.
With BHSA county can fund programs that treat co-occurring disorders and ensure
equal access to both mental health and SUD services for all residents, including those
with SMI and substance use issues.

• Partner with entrusted CBOs and hire locally for lasting program impact. Additional
outpatient and education services with staff from target communities can help direct
residents to immediate treatment, housing and build trust for recovery.

• Increase funding for prevention, early intervention, and CBOs. Some programs
mentioned were trauma informed education, violence prevention and youth focused
prevention. Opening up additional community health spaces with peer led staff and
staff that reflect the diversity of the county.

Needs of Community Violence and Trauma: (#6 – Survey, #5 – Listening Sessions) 
• Community feedback voiced the continued need to invest in community based

violence and trauma response teams that are culturally competent, trauma informed,
and have non law enforcement clinicians, case managers and peer support workers.

• County should seek partners with CBOs, peer groups, and culturally relevant trauma
recover programs especially in neighborhoods impacted by violence. County should
find creative ways to partner with grassroots organizations with lived experience and
established community trust.

• Resources should prioritize Prevention and Early Intervention programs. There is a
need to increase violence prevention programs and crisis intervention services for all
populations, in particular the youth and TAY. Trauma reduction services are needed as
well.
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Community Feedback from the  
Community Program Planning Process (CPPP) 

Top Population Needs Analysis - Ranking in Survey, Listening Sessions 

Needs of Adults (ages 25-59), Older Adults (ages 60 and over): (#1 - Survey, #2 – 
Listening Sessions)  

• Integrate behavioral health services into community and senior settings using
evidence based practices to support aging care and family supports for dementia care

• Expand wraparound services for long term treatment, caregiver resources, financial
education, parenting programs to address burnout and intergenerational trauma

• Increase culturally competent outreach and engagement strategies especially for
marginalized populations to prevent and reduce isolation and suicide

• Enhance housing and placement options for unhoused adults, older adults, and for
individuals with pets or complex needs that cannot stay in traditional shelters

Needs of Children (ages 0-5), Youth (ages 6-15), Transitional Age Youth (ages 16-25): 
(#2 – Survey, #1 – Listening Sessions)  

• To reduce stigma, ensure that mental health navigators are present in schools or lead
training so that children, youth, and TAY populations as well as their parents are
connected to resources

• Expand prevention programs to empower young people to learn and understand
mental health and know when to seek help and support peers and family members

• Develop integrated youth friendly centers that provide wraparound services that
include mental health care, housing support, education, and job readiness

• Invest in programs starting at childbirth through early childhood and continuing the
client support through early adulthood

Needs of Disability Community: (#3 – Survey, #3 - Listening Sessions) 
• Create/expand accessible, affordable, integrated health and housing options for the

disabled
• Ensure Regional Center clients have support to connect with behavioral health,

housing, and crisis supports
• Invest in culturally competent and disability informed staff that are fluent in ASL and

trained to support individuals with cognitive and invisible disabilities
• Ensure disability needs are included in behavioral health planning and ensure that

services reflect the diverse needs of the disability community

Needs of Family Members: (#4 – Survey, #4 - Listening Sessions) 
• Increase access to family navigation services and crisis supports to ensure families

can quickly connect to mental health and substance use resources
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• Create outreach campaigns using various forms of media and signage to increase
awareness of behavioral health services and to help reduce stigma

• Assist family awareness and access to housing, employment, food access and
culturally inclusive behavioral health services

• There is a need to provide early education, early intervention, peer support and
advocacy tools for families to help navigate systems and care

Needs of the Re-Entry Community: (#5 – Survey, #6 – Listening Sessions) 
• Navigation to services and housing for the Reentry population when they are getting

out of jail and in their first few months out can be beneficial to prevent recidivism
• Additional funding for collaborative courts and treatment beds was voiced several

times
• Increased wrap-around services for those being released from prison. Increased

funding for prevention strategies
• Workforce placement programs to help reentry population find employment after

being released

Needs of Veterans: (#6 – Survey, #5 – Listening Sessions) 
• Suicide prevention programs and education are strategies that were voiced by

community
• High suicide rates could be the result of mental health stigma, social isolation
• Housing outreach and navigation services for unhouse veterans
• Additional veteran facilities, including a hospital, can help veterans get access to

services especially in a crisis
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Thank you! 
Many people are not aware of the behavioral health resources 
available in Alameda County.  

If you or someone you know needs support, we encourage you 
to visit our website at www.acbhcs.org or call 1 (800) 491-
9099 to learn more about services and how to access care.  

For BHSA policy items, please contact BHSA@acgov.org. 

http://www.acbhcs.org/
mailto:BHSA@acgov.org
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