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2026 - 2029 Integrated Plan
San Diego County

The Behavioral Health Services Act (BHSA) requires counties to submit three-year Integrated
Plans (IPs) for Behavioral Health Services and Outcomes. For related policy information, refer to3.A.
Purpose of the Integrated Plan .

General Information

All fields must be completed unless marked as optional. You don’t need to finish everything at
once-your progress will be saved automatically as you go. Use “Return to plan” to navigate between
sections and track overall progress. For related policy information, refer to 3.A. General

Information .

General Information

County, City, Joint Powers, or Joint Submission
County

Entity Name
San Diego County

Behavioral Health Agency Name
San Diego County Health and Human Services, Behavioral Health Services

Behavioral Health Agency Mailing Address
3255 Camino del Rio South, San Diego, CA 92108


%7BConstants.Routes.IntegratedPlanLink%7D
%7BConstants.Routes.IntegratedPlanLink%7D
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/3-county-integrated-plan#LIVE3.CountyIntegratedPlan-A.PurposeoftheIntegratedPlan
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/3-county-integrated-plan#LIVE3.CountyIntegratedPlan-A.PurposeoftheIntegratedPlan

Primary Mental Health Contact

Name
Cara Evans Murray

Email
Cara.EvansMurray@sdcounty.ca.gov

Phone
6195632700

Secondary Mental Health Contact

Name
Yael Koenig

Email
Yael.Koenig@sdcounty.ca.gov

Phone
6195632700

Primary Substance Use Disorder Contact

Name
Charity White-Voth

Email
Charity.White-Voth@sdcounty.ca.gov

Phone
6195632700



Secondary Substance Use Disorder Contact

Name
Piedad Garcia

Email
Piedad.Garcia@sdcounty.ca.gov

Phone
6195632700

Primary Housing Interventions Contact

Name
Brenda Sarabia

Email
Brenda.Sarabia@sdcounty.ca.gov

Phone
6195632700

Compliance Officer for Specialty Mental Health Services (SMHS)

Name
Christy Carlson

Email
Christy.Carlson@sdcounty.ca.gov

Compliance Officer for Drug Medi-Cal Organized Delivery System (DMC-ODS) Services

Name



Email

Behavioral Health Services Act (BHSA) Coordinator

Name Email address

Liberty Donnelly Liberty.Donnelly@sdcounty.ca.gov

Substance Abuse and Mental Health Services Administration (SAMHSA) liaison

Name Email address

Liberty Donnelly Liberty.Donnelly@sdcounty.ca.gov

Quality Assurance or Quality Improvement (QA/QI) lead

Name Email address

Tabatha Lang Tabatha.Lang@sdcounty.ca.gov

Medical Director

Name Email address

Nicole Esposito Nicole.Esposito@sdcounty.ca.gov




County Behavioral Health System Overview

Please provide the city/county behavioral health system (inclusive of mental health and
substance use disorder) information listed throughout this section. The purpose of this section is to provide

a high-level overview of the city/county behavioral health system’s populations served, technological
infrastructure, and services provided. This information is intended to support city/county planning and
transparency for stakeholders. The Department of Health Care Services recognizes that some information
provided in this section is subject to change over the course of the Integrated Plan (IP) period. All data
should be based on FY preceding the year plan development begins (i.e., for 2026-2029 IP, data from FY
2023-2024 should be used).

All fields must be completed unless marked as optional. You don’t need to finish everything at
once-your progress will be saved automatically as you go. Use “Return to plan” to navigate between
sections and track overall progress. For related policy information, refer to 3.E.2 General

Reqguirements .

Populations Served by County Behavioral Health System

Includes individuals that have been served through the county Medi-Cal Behavioral Health

Delivery System and individuals served through other county behavioral health programs. Population-level
behavioral health measures, including for untreated behavioral health conditions, are covered in the
Statewide Behavioral Health Goals section and County Population-Level Behavioral Health Measure
Workbook.For related policy information, refer to2.B.3 Eligible Populations and 3.A.2 Contents of

the Integrated Plan .

Children and Youth


https://www.law.cornell.edu/uscode/text/42/300x-1
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/3-county-integrated-plan#LIVE3.CountyIntegratedPlan-E.2GeneralRequirements
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/3-county-integrated-plan#LIVE3.CountyIntegratedPlan-E.2GeneralRequirements
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/2-behavioral-health-transformation#LIVE2.BehavioralHealthTransformation-B.3EligiblePopulations
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/3-county-integrated-plan#LIVE3.CountyIntegratedPlan-A.2ContentsofIntegratedPlan

In the table below, please report the number of children and youth (under 21) served by the

county behavioral health system who meet the criteria listed in each row.Counts may be
duplicated as individuals may be included in more than one category.

Criteria

Number of Children and Youth Under Age 21

Received Medi-Cal Specialty Mental
Health Services (SMHS)

15115

Received at least one substance use
disorder (SUD) individual-level prevention and/or
early intervention service

8508

Received Drug Medi-Cal (DMC) or Drug
Medi-Cal Organized Delivery System (DMC-ODS)
services

1038

Received mental health (MH) and SUD
services from the mental health plan (MHP) and DMC
county or DMC-ODS plan

415



https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/2-behavioral-health-transformation

Criteria

Number of Children and Youth Under Age 21

Accessed the Early Psychosis Intervention

Plus Program, pursuant to Welfare and Institutions
Code Part 3.4 (commencing with section

£835 ), Coordinated Specialty Care, or

other similar evidence-based practices and
community-defined evidence practices for early
psychosis and mood disorder detection and
intervention programs

165

Were chronically homeless or

experiencing homelessness or at risk of

homelessness

469

Were in_the juvenile justice system

166

Have reentered the community from a
outh correctional facility

217

Were served by the Mental Health Plan
and had an open child welfare case

738

Were served by the DMC County or
DMC-ODS plan and had an open child welfare case

23



https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5835.&nodeTreePath=11.8&lawCode=WIC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5835.&nodeTreePath=11.8&lawCode=WIC
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/V1.2.0/7-bhsa-components-and-requirements
https://www.dhcs.ca.gov/Documents/BHIN-21-073-Criteria-for-Beneficiary-to-Specialty-MHS-Medical-Necessity-and-Other-Coverage-Req.pdf

Criteria

Number of Children and Youth Under Age 21

Have received acute psychiatric care

1099

Adults and Older Adults

In the table below, please report the number of adults and older adults (21 and older) served by
the county behavioral health system who meet the criteria listed in each row.Counts may be
duplicated as individuals may be included in more than one category.

experiencing homelessness, or at risk of

homelessness

Criteria Number of Adults and Older Adults
Were dual-eligible Medicare and Medicaid 5752
members

Received Medi-Cal SMHS 45777

Received DMC or DMC-ODS services 14573

Received MH and SUD services from the 5956

MHP and DMC county or DMC-ODS plan

Were chronically homeless, or 15233



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.4EligibleandPriorityPopulations
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.4EligibleandPriorityPopulations
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.4EligibleandPriorityPopulations

Criteria Number of Adults and Older Adults

Experienced unsheltered homelessness 12576

Moved from unsheltered homelessness to 6230
being sheltered (emergency shelter, transitional
housing, or permanent housing)

Of the total number of those who moved 3946
from unsheltered homelessness to being sheltered,
how many transitioned into permanent housing

Were in the justice system (on parole or 6855
probation and not currently incarcerated)

Were incarcerated (including state prison 11094
and jail)

Reentered the community from state 2367
prison or county jail

Received acute psychiatric services 4724

Input the number of persons in designated and approved facilities who were

Admitted or detained for 72-hour evaluation and treatment rate

12429




Admitted for 14-day and 30-day periods of intensive treatment
2253

Admitted for 180-day post certification intensive treatment
14

Please report the total population enrolled in Department of State Hospital (DSH)
Lanterman-Petris-Short (LPS) Act programs
47

Please report the total population enrolled in DSH community solution projects (e.g.,
community-based restoration and diversion programs)
192

Of the data reported in this section, are there any areas where the county would like to
provide additional context for DHCS’s understanding?
Yes

Please explain

Youth Section (Table 5):

Foryouth, data related to homelessness is currently limited to living arrangement status that is available in
our electronic health record (EHR) (i.e., SmartCare). Given the current data entry fields, the County is unable
to reliably identify individuals who are at risk of homelessness. As a result, reported figures related to
homelessness reflect only those who are identified as chronically homeless or currently experiencing
homelessness according to living arrangement data. These counts should be considered conservative, as
youth who may be at risk of homelessness but are not formally identified as such are not included.

Adult Section (Table 6):

Similar to the youth data, the County is unable to identify adults who are at risk of homelessness.
Accordingly, homelessness-related figures reflect only individuals identified as chronically homeless or
currently experiencing homelessness and may underestimate the total population with housing instability.

Additionally, at this time the County cannot reliably distinguish between sheltered and unsheltered
homelessness in the underlying data within the EHR. For purposes of this report, all individuals identified as
homeless were categorized as unsheltered. Homeless was defined as having a homeless living arrangement
in reporting period. This methodological decision affects both the reported count of individuals
experiencing unsheltered homelessness and the count of individuals transitioning from unsheltered
homelessness to sheltered settings. For the latter, these were defined as individuals with a homeless living

10



arrangement during the fiscal year and then had a non-homeless living arrangement after their homeless
date in the EHR. These figures should therefore be interpreted with this limitation in mind.

While the DHCS Data Dictionary provided several options for reporting incarceration-related measures,
none fully aligned with the intent of this question. The County therefore based its response on the most
appropriate available data, with clear documentation of methodology and limitations.

For the number of individuals who were incarcerated, the reported figure represents the number of
individuals age 21 and older who had an open assignment, meaning they received a mental health service,
within a County-operated jail mental health program during the reporting period. This reflects the jail level
of care and includes both outpatient and inpatient mental health services. Outpatient services refer to
individuals housed in the general jail population who received mental health services, while inpatient
services refer to individuals housed in a secure jail unit for an acute mental health episode.

Please describe the local data used during the planning process

The data used for the Population Served section was pulled from multiple sources to ensure completeness
and accuracy. Our primary source was SmartCare, our current electronic health record (EHR); however,
because SmartCare did not go live until 9/1/2024, we also relied on our legacy systems — Cerner
Community Behavioral Health (CCBH) and San Diego Web Infrastructure for Treatment Services (SanWITS)
— to capture historical information, including past living arrangement data.

In addition, we incorporated data provided by Child and Family Well-Being (CFWB) to identify child welfare
cases. The Public Service Group’s (PSG) grantee list was used to determine client involvement in juvenile
justice or probation. We also accessed the ECCO platform, the California Department of Health Care
Services (DHCS) required database system for logging and tracking prevention services, to obtain
Substance Use Disorder (SUD) prevention data. Finally, information on involuntary holds was sourced from
data collected by the County Behavioral Health Services Quality Assurance team for the
Lanterman-Petris-Short (LPS) Act programs.

If desired, provide documentation on the local data used during the planning process

Local CARE Act Implementation

Identify the specific service components within your 3-year Integrated Plan that will

support CARE participants. Explain how the county will ensure these individuals receive priority
access and specialized coordination within the broader behavioral health continuum, including
housing if appropriate.

Program Portfolio (BHSA-funded and leveraged)

11



San Diego County CARE participants have “priority routing” into the highest-intensity, community-based
services and housing supports. The core components of the 3-year plan include:

« Full Service Partnerships (FSPs) /Assertive Community Treatment (ACT) teams The highest-level
outpatient care for adults with SMI, including 24/7 on-call support, psychiatry, medications, care
management, connection to benefits, supported employment/education, housing navigation, supported
housing, linkage to SUD care, peer services, and payee services.

« Intensive outreach and engagement to support the rapport building process, which is crucial to the
success of engaging a respondent in the CARE process, San Diego County amended the In-Home Qutreach
Teams (IHOT) contract to include outreach and engagement of CARE respondents when the BHS operated
CARE Team in unsuccessful in locating the respondent. This allows for greater efforts to be focused on
locating and engaging a CARE respondent.

« Housing interventions: dedicated BHSA housing set-aside for rapid rehousing, bridge housing, rental
subsidies, operating subsidies, and permanent supportive housing placements; capital and program slots
aligned with BHSA’s housing category and the Behavioral Health Bond (Homekey+/BHCIP).

« Care navigation & legal coordination: San Diego has created a BHS CARE Team that partners with the
court, public defender, and community providers to engage CARE respondents, complete court ordered
evaluations and reports, develop CARE Agreements/Plans, monitor progress hearings, and coordinate
housing and services throughout the 12-month participation (extendable up to 24 months).

« Co-occurring SUD services: integrated with BHSA (which now includes treatment for substance use
conditions and CalAIM-aligned care coordination to ensure seamless access across mental health and SUD.
« Workforce expansion & equity initiatives: BHSA transformation adds accountability and workforce focus;
we staff peers, legal support and clerical staff, clinicians, and management prioritized for CARE caseloads.
« Priority access

To operationalize priority access for CARE participants across the continuum (including housing), San
Diego County has:

« Developed a contract with an Assertive Community Treatment (ACT) provider specifically for CARE
participants. This allows for direct linkage to ACT level treatment through a closed referral system and
ongoing extensive care coordination between BHS and the contracted provider.

« Amended the In-Home Outreach Teams (IHOT) contract to include outreach and engagement of CARE
respondents when the BHS operated CARE Team in unsuccessful in locating the respondent. This allows for
greater efforts to be focused on locating and engaging a CARE respondent.

« Flag CARE participants in the EHR as CARE Respondents/Participants to promote engagement and
collaboration with system providers.

+ ASO Single Point of Access (SPOA) Prioritization flag and queue CARE respondents to priority intake tracks.
« Court-aligned care coordination: CARE Agreements/Plans must include treatment, stabilizing
medications, and housing resources as appropriate; our specialized CARE Assertive Community Treatment
program and priority track guarantee service slots so the county can meet court-monitored obligations.

« Data accountability: We will capture housing placements, continuation of treatment, and all other
required program metrics and outcomes in line with CARE Act Data Dictionary and DHCS guidance. We will
also continue to utilize our existing contract for internal BHS data collection, analysis, and program

12



improvement recommendations.

Describe how CARE referral pathways will be integrated into existing referral and service

pathways within the county behavioral health system.

Referral sources and intake channels (embedded in the county’s current system):

« Petitions filed to the Superior Court by eligible petitioners (family, first responders, providers, specified
system partners). Once the court makes an initial determination, it orders County BH to investigate; the
county provides a recommendation within 14 business days or requests a continuance to allow for ongoing
attempts to engage the respondent.

« Court-to-court referrals (AOT/Laura’s Law, IST) Individuals can be referred to CARE from other court
proceedings. BHS takes on the role of evaluating the individual and filing the internal petition for those
appropriate for CARE.

« Referrals from LPS-designated facilities: San Diego BHS accepts direct referrals rom LPS designated
facilities throughout the system of care. We have developed a Hospital Liaison position within the CARE
Team to promote streamlined communication and collaboration with our hospital partners. San Diego
BHS had developed our own, streamlined referral form, which is sent directly to a secured email managed
by the county-operated CARE team.

« Referrals from Jail: San Diego BHS has developed a process with San Diego Sherrif's office to allow for jail
clinicians to refer directly to BHS CARE team rather than filing a petition. This partnership has assisted in
connecting more individuals to CARE by relieving Jail staff the administrative burden of completing the
petition and the responsibilities of being the original petitioner.

« LPS Step-Down Referrals: San Diego BHS has developed internal processes to screen individuals currently
on LPS Conservatorships who have stabilized for CARE Eligibility and file an internal petition, when
appropriate.

How we integrate these with existing referral pathways:

« Access and Crisis Line (ACL): San Diego utilizes a 24 hr public access line for information, resources, and
connection to services, including CARE Act services.

« Single Point of Access (SPOA) integration: All CARE referrals to treatment providers outside of the
designated Assertive Community Treatment team are routed through SPOA with a CARE priority flag to
ensure expedited placementinto ACT/FSP.

« Court partnership cadence: Regular case conferences before each progress hearing and 60-day reviews (as
practiced in San Diego’s program) to confirm services delivered and adjust plans.

« Care navigation + legal coordination: Dedicated staff at court self-help centers offer walk-in assistance on
completing Judicial Council CARE forms (CARE-100, CARE-101, CARE-102)

« Documentation and data capture: We utilize CARE referral tracking in our EHR (Referral Source/Subtype,
Disposition) per Data Dictionary v2.0 guidance, until DHCS final reporting requirements are fully integrated.

13



Describe the process for identifying and redirecting individuals who are potentially

eligible for CARE to alternative pathways when a formal petition is not required or appropriate. For
individuals redirected from CARE, describe how the county will confirm and document successful
connection to services.

Decision process & alternative pathways

When a person appears potentially eligible but a petition is not required or not appropriate, the county will:
1. Apply DHCS standardized screening & transition tools to determine the right delivery system (Managed
Care Plan vs. County Mental Health Plan) and ensure timely coordinated care if services must shift.

2. Offer voluntary engagement directly (field-based outreach, mobile crisis, IHOT teams) and route to:

a. ACT or intensive case management, if SMI with homelessness risk and high service intensity is indicated.
b. AOT/Laura’s Law (if criteria better match AOT rather than CARE), crisis residential, outpatient clinics, or
specialty SUD programs, as clinically appropriate.

c. Housing navigation using BHSA housing interventions (rapid rehousing, bridge/permanent supportive
housing) when instability is the primary barrier—leveraging BHSA’s housing category and the Behavioral
Health Bond programs.

How we confirm and document successful connection for individuals redirected from CARE

« EHR & SPOA records:

-Create a CARE Referral Flag in the EHR to capture Referral type, and record Disposition/Outcome (e.g.,
“Redirected to ACT,” “Connected to AOT,” “Referred to SUD services” etc.).

-Log service authorizations, first appointment dates, and encounter notes within EHR to confirm
engagement (e.g., intake completed, medication evaluation done, housing assessment initiated). (This
aligns with CARE Act data collection/reporting expectations for counties.)

« Housing connection verification: Document housing assessment, referral (e.g., CES/Homekey+/supportive
housing provider), placement, subsidy activation, and operating subsidy support as needed, within BHSA
housing reporting requirements; include lease or placement confirmations in the case record. (BHSA
emphasizes housing outcomes for people at risk/experiencing homelessness.)

« Court communication (if applicable): If the redirection occurred during a court-ordered investigation
period, provide the court with a written recommendation within the 14 business-day window, documenting
that the individual engaged in appropriate services without the need for a CARE case.

« Quality assurance & reporting: Include redirected-case outcomes in quarterly CARE/BHSA monitoring and
submissions, following the CARE Act deadlines and DHCS guidance (counties can claim reimbursement for
administrative time spent on CARE data activities).

14



County Behavioral Health TeChniCal InfrastruCture

Cities submitting their Integrated Plan independently from their counties do not have to
complete this section. For related policy information, refer to6.C.1 Promoting Access to Care
Through Efficient Use of State and County Resources Introduction .

Does the county behavioral health system use an Electronic Health Record (EHR)?
Yes

Please select which of the following EHRs the county uses
SmartCare

County participates in a Qualified Health Information Organization (QHI0)?
Yes

Please select which QHIO the county participates in
Connex
San Diego Health Connect

Application Programming Interface Information

Counties are required to implement Application Programming Interfaces (API) in accordance
with_Behavioral Health Information Notice (BHIN) 22-068 and federal law.

Please provide the link to the county’s APl endpoint on the county behavioral health
plan’s website
https://www.calmhsa.org/interoperability-api/ (for Patient Access API) https://sdcountybhs.com/ProviderDirectoryAp

Does the county wish to disclose any implementation challenges or concerns with these
requirements?
No

15


https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/6-bht-fiscal-policies#LIVE6.BHTFiscalPolicies-C.1Introduction
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/6-bht-fiscal-policies#LIVE6.BHTFiscalPolicies-C.1Introduction
https://www.dhcs.ca.gov/Documents/BHIN-22-068-Interoperability-and-Patient-Access-Final-Rule.pdf
https://www.calmhsa.org/interoperability-api/ (for Patient Access API)  https://sdcountybhs.com/ProviderDirectoryApi/ (provider directory API base URL)

Counties are required to meet admission, discharge, and transfer data sharing
requirements as outlined in the attachments to BHINs 23-056, 23-057 , and 24-016 . Does
the county wish to disclose any implementation challenges or concerns with these requirements?

No
C o u n ty B e h a v io ra |l H e a Ltoh System S ¢ rviCe Delivery
Land cCap

Cities submitting their Integrated Plan independently from their counties do not have to

complete this section. For related policy information, refer to6.C.1 Promoting Access to Care
Through Efficient Use of State and County Resources Introduction .

Substance Abuse and Mental Health Services Administration (SAMHSA)
Projects for Assistance in Transition from Homelessness (PATH) Grant

Will the county participate in SAMHSA’s PATH Grant during the Integrated Plan period?
Yes

Please select all services the county behavioral health system plans to provide under the

PATH grant

Case Management Services

Habilitation and Rehabilitation Services

Outreach services

Referrals for Primary Health Care, Job Training, Educational Services, and Housing Services

Staff Training, including the training of individuals who work in shelters, mental health clinics, substance
use disorder programs, and other sites where homeless individuals require services

Does the county wish to disclose any implementation challenges or concerns with the
requirements under this program?
No

Community Mental Health Services Block Grant (MHBG)

Will the county behavioral health system participate in any MHBG set-asides during the
Integrated Plan period?

16


https://www.dhcs.ca.gov/Documents/BHIN-23-056-Technical-Updates-7-10-24.pdf
https://www.dhcs.ca.gov/Documents/BHIN-23-057-Technical-Updates-7-10-24.pdf
https://www.dhcs.ca.gov/Documents/BHIN-24-016-MOU-Requirements-for-Medi-Cal-Managed-Care-Plans-and-DMC-State-Plan-Counties.pdf
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/6-bht-fiscal-policies#LIVE6.BHTFiscalPolicies-C.1Introduction
https://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/6-bht-fiscal-policies#LIVE6.BHTFiscalPolicies-C.1Introduction
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5963.02.&lawCode=WIC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5963.02.&lawCode=WIC

Yes

Please select all set asides that the county behavioral health system plans to participate
in under the MHBG

Discretionary/Base Allocation

Dual Diagnosis Set-Aside

First Episode Psychosis Set-Aside

Does the county wish to disclose any implementation challenges or concerns with the
requirements under this program?
No

Substance Use Prevention, Treatment, and Recovery Services Block Grant
(SUBG)

Will the county behavioral health system participate in any SUBG set asides during the
Integrated Plan period?
Yes

Please select all set-asides that the county behavioral health system participates in under
SUBG

Adolescent/Youth Set-Aside

Discretionary

Perinatal Set-Aside

Primary Prevention Set-Aside

Does the county wish to disclose any implementation challenges or concerns with the
requirements under this program?
No

Opioid Settlement Funds (OSF)

Will the county behavioral health system have planned expenditures for OSE during the
Integrated Plan period?
Yes

17


https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5963.02.&lawCode=WIC
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?lawCode=WIC&sectionNum=5963.02

Please check all set asides the county behavioral health system participates in under OSE
Exhibit £

Connect People Who Need Help to The Help They Need (Connections to Care)

Leadership, Planning, and Coordination

Prevent Misuse of Opioids

Prevent Overdose Deaths and Other Harms (Harm Reduction)

Research

Support People in Treatment and Recovery

Treat Opioid Use Disorder (OUD)

Does the county wish to disclose any implementation challenges or concerns with the
requirements under this program?
No

Bronzan-McCorquodale Act

The_county behavioral health system is mandated to provide the following community mental
health services as described in the Bronzan-McCorguodale Act (BMA).
a. Case Management

b. Comprehensive Evaluation and Assessment
c. Group Services

d. Individual Service Plan

e. Medication Education and Management

f. Pre-crisis and Crisis Services

g. Rehabilitation and Support Services

h. Residential Services

i. Services for Homeless Persons

j. Twenty-four-hour Treatment Services

k. Vocational Rehabilitation

In addition, BMA funds may be used for the specific services identified in the list below.
Select all services that are funded with BMA funds:
Other Programs and Services

18


https://www.dhcs.ca.gov/Documents/CSD/Exhibit-E-Final-Settlement-Agreement-082021.pdf
https://www.dhcs.ca.gov/Documents/CSD/Exhibit-E-Final-Settlement-Agreement-082021.pdf
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=5963.02.&lawCode=WIC
https://leginfo.legislature.ca.gov/faces/codes_displayText.xhtml?lawCode=WIC&division=5.&title=&part=2.&chapter=1.&article=

Please describe
Subacute and Long Term Care Services

Does the county wish to disclose any implementation challenges or concerns with the
requirements under this program?
No

Public Safety Realignment (2011 Realignment)

The county behavioral health system is required to provide the following services which may be
funded under the Public Safety Realignment (2011 Realignment)

a. Drug Courts

b. Medi-Cal Specialty Mental Health Services, including Early Periodic Screening Diagnostic
Treatment (EPSDT)

c. Regular and Perinatal Drug Medi-Cal Services

d. Regular and Perinatal DMC Organized Delivery System Services, including EPSDT
e. Regular and Perinatal Non-Drug Medi-Cal Services

Does the county wish to disclose any implementation challenges or concerns with the
requirements under this program?
No

Medi-Cal Specialty Mental Health Services (SMHS)

The county behavioral health system is mandated to provide the following services under SMHS authority

(no action required).

a. Adult Residential Treatment Services
b. Crisis Intervention

c. Crisis Residential Treatment Services
d. Crisis Stabilization

e. Day Rehabilitation

f. Day Treatment Intensive

g. Mental Health Services

h. Medication Support Services

i. Mobile Crisis Services
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j. Psychiatric Health Facility Services

k. Psychiatric Inpatient Hospital Services

l. Targeted Case Management

m. Functional Family Therapy for individuals under the age of 21

n. High Fidelity Wraparound forindividuals under the age of 21

0. Intensive Care Coordination for individuals under the age of 21

p. Intensive Home-based Services for individuals under the age of 21
g. Multisystemic Therapy for individuals under the age of 21

r. Parent-Child Interaction Therapy for individuals under the age of 21
s. Therapeutic Behavioral Services for individuals under the age of 21
t. Therapeutic Foster Care for individuals under the age of 21

u. All Other Medically Necessary SMHS for individuals under the age of 21

Has the county behavioral health system opted to provide the specific Medi-Cal SMHS
identified in the list below as of June 30, 2026?

ACT

Clubhouse Services

CSCforFEP

Enhanced CHW Services

FACT

IPS Supported Employment

Peer Support Services

Does the county wish to disclose any implementation challenges or concerns with the
requirements under this program?
No

Drug Medi-Cal (DMC)/Drug Medi-Cal Organized Delivery System (DMC-ODS)

Select which of the following services the county behavioral health system participatesin
DMC-ODS Program
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Drug Medi-Cal Organized Delivery System (DMC-ODS)
The county behavioral health system is mandated to provide the following services as a

part of the DMC-ODS Program (DHCS currently follows the guidance set forth in the American

Society of Addiction Medicine (ASAM) Criteria, 3rd Edition). (no action required)

a. Care Coordination Services

b. Clinician Consultation

c. Outpatient Treatment Services (ASAM Level 1)

d. Intensive Outpatient Treatment Services (ASAM Level 2.1)

e. Medications for Addiction Treatment (MAT), Including Narcotics Treatment Program
(NTP) Services

f..Mobile Crisis Services

g. Recovery Services

h. Residential Treatment services (ASAM Levels 3.1, 3.3, 3.5)

i. Traditional Healers and Natural Helpers

j- Withdrawal Management Services

k. All Other Medically Necessary Services for individuals under age 21 for individuals
under age 21

l. Early Intervention for individuals under age 21

Has the county behavioral health system opted to provide the specific Medi-Cal SUD
services identified in the list below as of June 30, 2026?

Peer Support Services

Enhanced Community Health Worker (CHW) Services

IPS Supported Employment

Recovery Incentives Program (Contingency Management)

Does the county wish to disclose any implementation challenges or concerns with the
requirements under this program?
No

Other Programs and Services

Please list any other programs and services the county behavioral health system provides
through other federal grants or other county mental health and SUD programs
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Program or service

Not applicable since SUBG, MHBG, and PATH are already addressed in their respective dedicated sections.

Has the county implemented the state-mandated Transition of Care Tool for Medi-Cal Mental
Health Services (Adult and Youth)?
Yes

Does the county’s Memorandum of Understanding include a description of the system

used to transition a member’s care between the member’s mental health plan and their managed
care plan based upon the member’s health condition?

Yes
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All fields must be completed unless marked as optional. You don't need to finish everything at
once-your progress will be saved automatically as you go. Use "Return to plan” to navigate between
sections and track overall progress. For related policy information, refer to, please see 3.E.6
Statewide behavioral health goals

The statewide behavioral health goals and associated population-level behavioral health

measures must be used in the county Behavioral Health Services Act (BHSA) planning process

and should inform resource planning and implementation of targeted interventions to improve outcomes
for the fiscal year(s) being addressed in the IP. For more information on the statewide behavioral health
goals, please see the Policy Manual Chapter 2, Section C.

Please review your county’s status on each population-level behavioral health measure,

including the primary measures and supplemental measures for each of the 14 goals. All measures are
publicly available, and counties are able to review their status by accessing the measures via
DHCS-provided instructions and the County Population-Level Behavioral Health Measure Workbook.

As part of this review, counties are required to evaluate disparities related to the six priority
statewide behavioral health goals. Counties are encouraged to use their existing tools, methods, and
systems to support this analysis and may also incorporate local data sources to strengthen their evaluation.

Please note that several Phase 1 measures include demographic stratifications - such as race,
sex, age, and spoken language — which are included in the prompts below. Counties may also use local

data to conduct additional analyses beyond these demographic categories.

For related policy information, refer to E.6.1 Population-level Behavioral Health Measures .

Mark page as complete
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Counties are required to address the six priority statewide behavioral health goals in this section.

Cities should utilize data that corresponds to the county they are located within. As such, the City of
Berkeley should use data from Alameda County and Tri-City should use data from Los Angeles County. For

related policy information, refer to E.6.2 Primary and Supplemental Measures .

Access to care: Primary measures

Specialty Mental Health Services (SMHS) Penetration Rates for Adults and Children &
Youth (DHCS), FY 2023

How does your county status compare to the statewide rate?

For adults/older adults
Below

For children/youth
Below

What disparities did you identify across demographic groups or special populations?
Age

Race or Ethnicity

Sex

Other

Please describe other
written language

Non-Specialty Mental Health Services (NSMHS) Penetration Rates for Adults and Children
& Youth (DHCS), FY 2023

How does your county status compare to the statewide rate?
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For adults/older adults
Above

For children/youth
Above

What disparities did you identify across demographic groups or special populations?
Age

Race or Ethnicity

Sex

Other

Please describe other
written language

Drug Medi-Cal (DMC) Penetration Rates for Adults and Children & Youth (DHCS), FY 2022 -
2023

How does your county status compare to the statewide rate?

For adults/older adults
Not Applicable

For children/youth
Not Applicable

What disparities did you identify across demographic groups or special populations?
None Identified

Drug Medi-Cal Organized Delivery System (DMC-ODS) Penetration Rates for Adults and
Children & Youth (DHCS), FY 2022 - 2023

How does your county status compare to the statewide rate?
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For adults/older adults
Below

For children/youth
Same

What disparities did you identify across demographic groups or special populations?
Age

Gender

Race or Ethnicity

Other

Please describe other
primary language

Access to care: Supplemental Measures

Initiation of Substance Use Disorder Treatment (IET-INI) (DHCS), FY 2023

How does your county status compare to the statewide rate?
Above

What disparities did you identify across demographic groups or special populations?
Age
Other

Please describe other
Substance

Access to care: Disparities Analysis

For any disparities observed, please provide a written summary of your findings,

including the measures and population groups experiencing disparities and a description of the
data that supported your analysis

San Diego County analyzed penetration rates for Specialty Mental Health Services (SMHS), non-SMHS
(NSMHS), DMC-ODS SUD treatment, and Initiation and Engagement of Substance Use Disorder — Initiation



(IET-INI) were acquired from public dashboards and Healthcare Effectiveness Data and Information Set
(HEDIS) reports developed by California Mental Health Services Authority (CalMHSA). Percent differences
less than 5% were excluded from disparity analyses.

« SMHS: Overall penetration rates for adults and children were below the state average. Within the county,
lower rates were observed among adults 65+ and adult females, and among children 0-11. Additional
disparities were noted among individuals identifying as Hispanic or Asian/Pacific Islander, and for children
identified as Other or Unknown race/ethnicity compared with the county overall.

« Non-SMHS: Overall rates for children and adults were above the state average. Compared with the county,
lower rates occurred in certain age groups (children 3-11, 18-20; adults 21-32, 69+), among AIAN and Other
children, Hispanic and APl adults, and those whose written language was non-English. Specific languages
with lower rates included Arabic, Cantonese, Farsi, Other Chinese, Russian, Tagalog, and Other non-English
languages for children, and Cantonese, Korean, Mandarin, Russian, Spanish, and Tagalog for adults.

« DMC-ODS: Adult penetration rates were below the state average, with disparities among young adults
(18-25), older adults (60+), Asian/Pacific Islander (API), Other/Unknown race, and Spanish or
Other/Unknown language speakers. Youth rates were generally similar to the state average, though some
disparities were observed for females and White youth.

« IET-INI: San Diego County’s BHS penetration rates were above the state average, though lower rates were
observed among older adults and clients receiving alcohol or other drug treatment, including their
respective age subgroups. No meaningful disparities were observed among adults 18-64.

Access to care: Cross-Measure Questions

Please describe what programs, services, partnerships, or initiatives the county is

planning to strengthen or implement beginning July 1, 2026 that may increase your county’s level
of access to care. In your response, please describe how you plan to address measures where your
status is below the statewide average or median, within the context of local needs. Additionally,
please refer to any data that was used to inform new programs, services, partnerships, or initiatives
the county is implementing (e.g., developing an intervention targeting a sub-population in which
data demonstrates they have poorer outcomes

Beginning July 1, 2026, San Diego County Behavioral Health Services (SDCBHS) will strengthen access to
care through targeted expansion of crisis, residential, and substance use treatment services informed by
penetration data showing utilization below the California average.

Specialty Mental Health Services (SMHS penetration for children in San Diego County (3.0%) is below the
statewide average, with lower access among youth ages 0-11, males, and Hispanic and Asian/Pacific
Islander children. Adult SMHS penetration (3.2%) is also below the state average, with disparities among
adults age 69+, females, and Hispanic and Asian/Pacific Islander individuals. To address these gaps,
SDCBHS is expanding crisis and diversionary services that reduce barriers to entry and improve linkage to
ongoing care. The Emergency Psychiatric Assessment, Treatment & Healing (EmPATH) model places a
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Crisis Stabilization Unit (CSU) directly within the hospital’s emergency workflow at Sharp Chula Vista
Medical Center, increasing access in the South Bay by providing rapid assessment and stabilization and
facilitating timely connection to outpatient and community-based services.

In February 2026, the East Region CSU is anticipated to open and will be fully operational in FY 26-27. This
facility will improve geographic equity, serve as a law enforcement drop-off site, and support timely access
to SMHS for adults and older adults experiencing acute crises. SDCBHS is also developing a 16-bed
Children’s Crisis Residential Care (CCRC) program, the first in San Diego County, to expand access to

intensive services for children, particularly younger youth, and reduce reliance on inpatient hospitalization.

San Diego County’s DMC-ODS adult penetration rate (1.6%) remains below the statewide average, with
disparities among transition-age youth (18-25), adults age 60+, Asian/Pacific Islander individuals, and
Spanish or non-English speaking populations. To address these gaps, SDCBHS is developing an 89-bed
Substance Use Recovery & Treatment Services (SURTS) facility to expand residential treatment capacity. In
addition, SDCBHS is expanding withdrawal management services by 44 beds to support the DMC-ODS
continuum of care.

Finally, SDCBHS is pursuing Proposition 1/Behavioral Health Continuum Infrastructure Program (BHCIP)
Round 2 funding to develop a Behavioral Health Wellness Campus integrating crisis, detox, residential
treatment, supportive housing, and wraparound services. Together, these data-driven investments will
improve equitable access and reduce fragmentation across the behavioral health continuum.

Please identify the category or categories of funding that the county is using to address
the access to care goal

BHSA Behavioral Health Services and Supports (BHSS)

BHSA Full Services Partnership (FSP)

BHSA Housing Interventions

1991 Realignment

2011 Realignment

State General Fund

Federal Financial Participation (SMHS, Drug Medi-Cal/Drug Medi-Cal Organized Delivery System
(DMC/DMC-0DS)

Substance Abuse and Mental Health Services Administration(SAMHSA) Projects for Assistance in Transition
from Homelessness(PATH)

Community Mental Health Block Grant (MHBG)

Substance Use Block Grant (SUBG)
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Homelessness: Primary measures

People Experiencing Homelessness Point-in-Time Count (Rate per 10,000 people by
Continuum of Care Region) (HUD), 2024

How does your county status compare to the PIT Count Rate out of every 10,000 people
by Continuum of Care region?
Below

What disparities did you identify across demographic groups or special populations?
Age

Gender

Race or Ethnicity

Homeless Student Enrollment by Dwelling Type, California Department of Education
(CDE), 2023 - 2024

How does your county status compare to the statewide rate?
Below

What disparities did you identify across demographic groups or special populations?
Gender

Race or Ethnicity

Other

Please describe other
Other Demographic Characteristics as Described in Disparities Analysis

Homelessness: Supplemental Measures

PIT Count Rate of People Experience Homelessness with Severe Mental Illness, (Rate per
10,000 people by Continuum of Care Region) (HUD), 2024

How does your county status compare to the PIT Count Rate out of every 10,000 people
by Continuum of Care region?
Below
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What disparities did you identify across demographic groups or special populations?
No Disparities Data Available

PIT Count Rate of People Experience Homelessness with Chronic Substance Abuse, (Rate
per 10,000 people by Continuum of Care Region) (HUD), 2024

How does your county status compare to the PIT Count Rate out of every 10,000 people
by Continuum of Care region?
Below

What disparities did you identify across demographic groups or special populations?
No Disparities Data Available

People Experiencing Homelessness Who Accessed Services from a Continuum of Care
(CoC) Rate (BCSH), 2023 (This measure will increase as people access services.)

How does your local CoC’s rate compare to the average rate across all CoCs?
Below

What disparities did you identify across demographic groups or special populations?
Age

Gender

Race or Ethnicity

Homelessness: Disparities Analysis

For any disparities observed, please provide a written summary of your findings,

including the measures and population groups experiencing disparities and a description of the
data that supported your analysis

San Diego County reviewed data on the unhoused population from the U.S. Department of Housing and
Urban Development (HUD) Exchange, California Department of Education, and California Business,
Consumer Services and Housing Agency (BCSH) Homeless Data Integration System. Rates with a less than 5
percent difference or <20 cases were excluded. Several disparities were identified:

i. People Experiencing Homelessness (PEH) Point-in-Time Count Rate: The overall rate of PEH in San Diego
County was lower than the state average. However, higher rates were observed among adults ages 35+,
males, as well as non-Hispanic American Indian and Alaska Native (AIAN), non-Hispanic Pacific Islander,
and non-Hispanic Black populations.
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ii. Homeless Student Enrollment: The overall rate of K-12 students experiencing homelessness in San Diego
County was slightly lower than the state average. Higher rates were observed among non-Hispanic Black,
Hispanic/Latino, Pacific Islander, and AIAN students, as well as among English learners, students with
disabilities, migrant youth, and youth identifying as non-binary.

iii. PEH with SMI or SUD: While demographic data were not available, overall rates of PEH reporting a
substance use disorder (SUD) or serious mental illness (SMI) in San Diego County were both lower than the
state and county rates.

iv. Access to Homeless Services: The rate of people accessing homeless services per 10,000 residents in San
Diego County was lower than the state average. Disparities were observed by age, gender, and
race/ethnicity: individuals aged 18-24 and 65+, females, and those who were Hispanic, non-Hispanic White,
or non-Hispanic Asian/Asian American had lower rates than the county.

Homelessness: Cross-Measure Questions

Please describe what programs, services, partnerships, or initiatives the county is

planning to strengthen or implement beginning July 1, 2026 that may reduce your county’s level of
homelessness in the population experiencing severe mental illness, severe SUD, or co-occurring
conditions. In your response, please describe how you plan to address measures where your status
is below the statewide average or median, within the context of local needs. Additionally, please
refer to any data that was used to inform new programs, services, partnerships, or initiatives the
county isimplementing (e.g., developing an intervention targeting a sub-population in which data
demonstrates they have poorer outcomes)

Beginning July 1, 2026, San Diego County Behavioral Health Services (SDCBHS) will continue strengthening
access to services for people experiencing homelessness (PEH) by expanding housing-linked behavioral
health supports informed by data showing access below the California average.

San Diego County’s rate of PEH accessing services through the Continuum of Care (84.1 per 10,000) remains
below the statewide rate (90.2 per 10,000). Disparities are most pronounced among transition-age youth
(18-24), older adults age 65+, females, and Asian, Hispanic, and White individuals. These data guide
SDCBHS’s focus on housing-centered interventions paired with behavioral health services to improve
engagement and continuity of care.

SDCBHS continues to leverage California’s Homekey program, one of the State’s fastest tools for creating
permanent and interim housing for individuals experiencing homelessness. Homekey provides capital
funding for the acquisition and rehabilitation of properties, while allowing counties to integrate onsite
behavioral health services to support housing stability. In 2025, SDCBHS maintained 1,321 Permanent
Supportive Housing units across 43 developments, including earlier Homekey projects. Three additional
developments, Presidio Palms, Pacific Village, and Abbott Street Apartments, added nearly 250 new units,
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expanding service-enriched housing options for individuals with serious mental illness or substance use
conditions.

These housing investments are complemented by Behavioral Health Bridge Housing (BHBH), CalAIM
Community Supports and Transitional Rent, and BHSA Housing Intervention funding, which together
support a continuum of housing and treatment options. Beginning in FY 26-27, SDCBHS is further
advancing a comprehensive homelessness strategy leveraging Proposition 1, Behavioral Health
Community-Based Organized Networks of Equitable Care and Treatment (BH-CONNECT), and BHSA
Housing Interventions to expand behavioral health treatment beds, outpatient capacity, and supportive
housing, including transitional rent.

Guided by local homelessness data and needs assessments, SDCBHS is prioritizing sub-populations with
poorer outcomes, including individuals with co-occurring mental health and substance use disorders, while
strengthening partnerships with housing authorities, healthcare providers, and community-based
organizations. These coordinated, data-driven efforts are intended to improve access, housing stability, and
long-term recovery for people experiencing homelessness.

Please identify the category or categories of funding that the county is using to address
the homelessness goal

BHSA BHSS

BHSA FSP

BHSA Housing Interventions

1991 Realignment

2011 Realignment

State General Fund

Federal Financial Participation (SMHS, DMC/DMC-ODS)
SAMHSA PATH

MHBG

SUBG

Institutionalization

Per42 CFR435.1010, an institution is "an establishment that furnishes (in single or multiple

facilities) food, shelter, and some treatment or services to four or more persons unrelated to the proprietor.”
Institutional settings are intended for individuals with conditions including, but not limited to, behavioral
health conditions.

Care provided in inpatient and residential (i.e., institutional) settings can be clinically appropriate
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and is part of the care continuum. Here, institutionalization refers to individuals residing in these settings
longer than clinically appropriate. Therefore, the goal is not to reduce stays in institutional settings to zero.
The focus of this goal is on reducing stays in institutional settings that provide a Level of Care that is not - or
is no longer — the least restrictive environment. (no action)

Institutionalization: Primary Measures

Inpatient administrative days (DHCS) rate, FY 2023

How does your county status compare to the statewide rate/average?

For adults/older adults
Below

For children/youth
Not Applicable

What disparities did you identify across demographic groups or special populations?
Age
Race or Ethnicity

Institutionalization: Supplemental Measures

Involuntary Detention Rates, FY 2021 - 2022

How does your county status compare to the statewide rate/average?

14-day involuntary detention rates per 10,000
Below

30-day involuntary detention rates per 10,000
Below
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180-day post-certification involuntary detention rates per 10,000
Not Applicable

What disparities did you identify across demographic groups or special populations?
Age

Conservatorships, FY 2021 - 2022

How does your county status compare to the statewide rate/average?

Temporary Conservatorships
Above

Permanent Conservatorships
Above

What disparities did you identify across demographic groups or special populations?
None Identified

SMHS Crisis Service Utilization (Crisis Intervention, Crisis Residential Treatment Services,
and Crisis Stabilization) (DHCS), FY 2023

Increasing access to crisis services may reduce or prevent unnecessary admissions to
institutional facilities

How does your county status compare to the statewide rate/average?

Crisis Intervention

For adults/older adults
Below

For children/youth
Below
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Crisis Residential Treatment Services

For adults/older adults
Below

For children/youth
Below

Crisis Stabilization

For adults/older adults
Below

For children/youth
Above

What disparities did you identify across demographic groups or special populations?
None Identified

Institutionalization: Disparities Analysis

For any disparities observed, please provide a written summary of your findings,

including the measures and population groups experiencing disparities and a description of the
data that supported your analysis

San Diego County identified several differences in these measures, however interpretations for disparities
are nuanced.

« Inpatient admin days: Adult admin days were below California (CA) but higher among residents ages 65+;
individuals who identified as Black or Other race, and English speakers vs. the county. Youth admin days
were below CA but higher among Black and White residents.

« Involuntary detention rate (IDR): The 14-day IDR was below CA, 30-day rate was the same, and 180-day rate
was suppressed. Within 14-day IDRs, rates were lower across all age, sex, and race/ethnicity groups. Within
30-day IDRs, rates were higher for ages 65+ and lower for males, females, and White residents.

« Conservatorships: Temporary and permanent conservatorship rates were higher than CA. Although
interpretations for disparities are nuanced, temporary rates were higher for ages 25+, as well as Black and
White residents, and lower for Asian or Hispanic residents. Permanent rates were higher for ages 25+,
females, and Black, White or Other race residents, and lower for residents ages 18-24, males, Asian, and
Hispanic residents.
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« Crisis intervention: Adult and youth rates were below CA, although interpretations for disparities are
nuanced. Higher rates were observed among Black, Other, or Unknown race groups as well as those with
English as their written language. All other demographic groups had rates below the county rate.

« Crisis residential treatment: Adult and youth rates were below CA, although interpretations for disparities
are nuanced. All demographic rates for both adults and youth were below the state or suppressed.

« Crisis stabilization: Adult rates were below CA; youth rates were above CA, although interpretations for
disparities are nuanced. Higher rates were observed among 21-68 year-olds, males, individuals who
identified as Black, Unknown, or White, and those who had English or Unknown as their written language.
All other demographic groups were below the county rate.

Institutionalization: Cross-Measure Questions

What additional local data do you have on the current status of institutionalization in

your county? (Example: utilization of Mental Health Rehabilitation Center or Skilled Nursing
Facility-Special Treatment Programs)

Inpatient Services

SDCBHS currently works with two Psychiatric Inpatient Hospitals, San Diego County Psychiatric Hospital
(SDCPH) (Adult) and Rady’s Child and Adolescent Psychiatry Services (CAPS) (Youth), which enter data
directly into the EHR. The remaining Fee-For-Service hospitals coordinate with our contractor, Optum’s
clinical team, to track utilization and authorize Acute or Administrative bed days based on client need.
SDCBHS has multiple reports and dashboards to monitor outcomes for clients utilizing inpatient services,
such as total bed days and length of stay.

Involuntary Detentions

Both LPS and Non-LPS facilities are required to submit aggregated quarterly data to our Quality Assurance
team forindividuals involuntarily admit to their programs or whose hold type escalated. This data is used to
build internal and public-facing dashboards that report on involuntary holds, including counts by
demographic characteristics and hold reason (MH, SUD, co-occurring, etc.).

Conservatorship

Conservatorship data is tracked within the PanoSoft EHR, with additional data captured in SmartCare to
better understand other services received by conserved clients. SDCBHS also maintains supplemental
manual tracking tools to support regular reporting on items such as referrals and admissions to
conservatorship.

Crisis Intervention

For Psychiatric Emergency Response Team (PERT) and MCRT, data is collected both in the EHR and through
program-level tracking processes. This information feeds multiple dashboards used to monitor utilization,
timeliness, demographic trends, regional utilization, disposition, diversion rates, and other outcomes.
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These data also help demonstrate how early intervention and triage reduce reliance on more acute levels
of care.

Crisis Stabilization (CSU)

All Crisis Stabilization Unit programs enter data directly into SmartCare. This data supports dashboards
focused on diversion rates, recidivism, service connection post-discharge, utilization trends (including
demographics), and estimated cost avoidance related to acute services.

Crisis Residential (CR)

All Crisis Residential programs enter data into the EHR and coordinate with Optum for centralized referrals,
placements, and authorizations. Dashboards track utilization, diversion rates, step-down timelines,
recidivism, and follow-up services after discharge.

Please describe what programs, services, partnerships, or initiatives the county is

planning to strengthen or implement beginning July 1, 2026 that may reduce your county’s rate of
institutionalization. In your response, please describe how you plan to address measures where
your status is below the statewide average or median, within the context of local needs.
Additionally, please refer to any data that was used to inform new programs, services, partnerships
orinitiatives the count is implementing (e.g., enhancing crisis response services targeting a
sub-population in which data demonstrates they have poorer outcomes)

San Diego County Behavioral Health Services (SDCBHS) is advancing a coordinated set of strategies to
reduce unnecessary institutionalization and address disparities observed in inpatient utilization,
involuntary treatment, and conservatorships. Beginning July 1, 2026, these efforts will focus on earlier
intervention, expanded step-down capacity, and stronger connections to community-based care.

To address disparities reflected in higher administrative days, conservatorship rates, and longer involuntary
treatment episodes among specific adult populations, SDCBHS focuses effort on the Community
Assistance, Recovery, and Empowerment (CARE) Act expansion and opting into the 1115 SED/SMI Waiver
(BH-CONNECT). These initiatives support court-involved individuals with serious mental illness through
structured, community-based treatment plans, housing supports, and care coordination designed to
prevent escalation into prolonged inpatient stays and conservatorship when less restrictive alternatives are
appropriate.

SDCBHS is also prioritizing opportunities for timely step-down from institutional care by expanding
inpatient stabilization capacity with a strong emphasis on discharge planning and linkage to ongoing
services. A new 16-bed Psychiatric Health Facility (PHF) on the Tri-City Medical Center campus represents a
major milestone for North County and directly addresses gaps in regional inpatient access that can
contribute to extended stays or out-of-region placements. The County-funded PHF will provide short-term
inpatient psychiatric care with average lengths of stay of five to seven days and a coordinated transition to

37



outpatient, crisis, and community-based services.

In addition, construction is beginning on a new 12-bed Acute Psychiatric Hospital (APH) at the Edgemoor
campus, with groundbreaking planned for January 2026 and completion anticipated in spring 2027.
Supported by Behavioral Health Continuum Infrastructure Program (BHCIP) funding, the APH will expand
inpatient psychiatric capacity in East County and serve as the anchor hospital for the campus, improving
system flow and access for individuals with higher acuity needs.

Please identify the category or categories of funding that the county is using to address
the institutionalization goal

BHSA BHSS

BHSA FSP

BHSA Housing Interventions

1991 Realignment

2011 Realignment

State General Fund

Federal Financial Participation (SMHS, DMC/DMC-ODS)
SAMHSA PATH

MHBG

SUBG

Justice-Involvement: Primary Measures

Arrests: Adult and Juvenile Rates (Department of Justice), Statistical Year 2023
How does your county status compare to the statewide rate/average?

For adults/older adults
Below

For juveniles
Below
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What disparities did you identify across demographic groups or special populations?
Age

Race or Ethnicity

Sex

Justice-Involvement: Supplemental Measures

Adult Recidivism Conviction Rate (California Department of Corrections and
Rehabilitation (CDCR)), FY 2019 - 2020

How does your county status compare to the statewide rate/average?
Below

What disparities did you identify across demographic groups or special populations?
Age
Race or Ethnicity

Incompetent to Stand Trial (IST) Count (Department of State Hospitals(DSH)), FY 2023

Note: The IST count includes all programs funded by DSH, including, state hospital, Jail

Based Competency Treatment (JBCT), waitlist, community inpatient facilities, conditional release,
community-based restoration and diversion programs. However, this count excludes
county-funded programs. As such, individuals with Felony IST designations who are court-ordered
to county-funded programs are not included in this count.

How does your county status compare to the statewide rate/average?
Below

What disparities did you identify across demographic groups or special populations?
No Disparities Data Available

Justice-Involvement: Disparities Analysis

For any disparities observed, please provide a written summary of your findings,

including the measures and population groups experiencing disparities and a description of the
data that supported your analysis

San Diego County reviewed data from the following sources: the California Department of Health Care
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Services (DHCS), CalMHSA, the California Department of Justice Open Justice Dashboard, the California
Department of Corrections and Rehabilitation Recidivism Dashboard, and the California Department of
State Hospitals Fiscal Year 23-24 Felony Incompetent to Stand Trial Growth Cap Annual Reconciled Data
Report. Several disparities were identified:

« Adult and Juvenile Arrest Rates: Overall adult and juvenile arrest rates in San Diego County were lower
than the state rates. Among adults, higher rates were observed among individuals ages 20-39, males, and
those identifying as Black, Hispanic, or Other race. Lower rates were observed among adults ages 18-19
and 40 and older, females, and White individuals. Among juveniles, higher rates were observed among
males and youth identifying as Black, Hispanic, or Other race. Lower rates were observed among females
and White youth.

« Adult Recidivism: The overall adult recidivism rate in San Diego County was slightly lower than the state
average. Higher rates were observed among adults ages 20-34 and Black adults. Lower rates were observed
among adults ages 40 and older, females, and those identifying as White or Asian.

«Incompetent to Stand Trial (IST): The overall rate of individuals deemed Incompetent to Stand Trial in San
Diego County was substantially lower than the state average. Subgroup-level data were not available for
analyses.

« Across measures, consistent disparities were observed by age, sex, and race/ethnicity. Young adults,
males, and individuals identifying as Black, Hispanic, or Other race experienced higher arrest and recidivism
rates, while lower rates were observed among older adults, females, and those identifying as White or Asian.

Justice-Involvement: Cross-Measure Questions

Please describe what programs, services, partnerships, or initiatives the county is

planning to strengthen or implement beginning July 1, 2026 that may reduce your county’s level of
justice-involvement for those living with significant behavioral health needs. In your response,
please describe how you plan to address measures where your status is below the statewide
average or median, within the context of local needs. Additionally, please refer to any data that was
used to inform new programs, services, partnerships or initiatives the count is implementing (e.g.,
developing an intervention targeting a sub-population in which data demonstrates they have
poorer outcomes)

San Diego County Behavioral Health Services (SDCBHS) is prioritizing targeted strategies to address
disparities identified among justice-involved populations, particularly young adults, males, and individuals
identifying as Black, Hispanic, or Other race, who experience higher arrest and recidivism rates compared to
other groups.

To address these disparities, SDCBHS has opted into the 1115 SED/SMI Waiver (BH-CONNECT) and is
preparing to implement high-fidelity Forensic Assertive Community Treatment (FACT). These efforts are
designed to provide intensive, community-based behavioral health treatment, care coordination, and
housing supports for justice-involved individuals with serious mental illness, with a focus on reducing
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recidivism, improving treatment engagement, and preventing deeper system involvement among
populations with poorer outcomes.

SDCBHS is also strengthening youth-focused diversion and reentry services. The County’s Next Move
program, a County-operated outpatient program serving justice-involved youth up to age 21, directly
addresses disparities observed among young males and youth of color. Next Move provides mental health,
substance use, and competency remediation services through clinics at the Southeastern and North
Coastal Live Well Health Centers, utilizing evidence-based practices such as Dialectical Behavior Therapy,
Functional Family Therapy, and trauma-focused interventions. The program aligns with California’s Justice
Involved Initiative Behavioral Health Links program to support seamless transitions from detention to
community-based care.

Together, BH-CONNECT participation, preparation for FACT implementation, and expansion of targeted
youth programs such as Next Move strengthen cross-system collaboration and provide data-driven,
culturally responsive interventions to reduce justice involvement and improve behavioral health outcomes
for populations experiencing the greatest disparities.

Please identify the category or categories of funding that the county is nusing to address
the justice-involvement goal

BHSA BHSS

BHSA FSP

BHSA Housing Interventions

1991 Realignment

2011 Realignment

State General Fund

Federal Financial Participation (SMHS, DMC/DMC-0ODS)
SAMHSA PATH

MHBG

SUBG

Removal Of Children from Home: Primary Measures

Children in Foster Care (Child Welfare Indicators Project (CWIP)), as of January 2025

How does your county status compare to the statewide rate?
Below
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What disparities did you identify across demographic groups or special populations?
Age
Race or Ethnicity

Removal Of Children from Home: Supplemental Measures

Open Child Welfare Cases SMHS Penetration Rates (DHCS), 2022

How does your county status compare to the statewide rate?
Below

What disparities did you identify across demographic groups or special populations?
Age
Race or Ethnicity

Child Maltreatment Substantiations (CWIP), 2022

How does your county status compare to the statewide rate?
Below

What disparities did you identify across demographic groups or special populations?
Age
Race or Ethnicity

Removal Of Children from Home: Disparities Analysis

For any disparities observed, please provide a written summary of your findings,

including the measures and population groups experiencing disparities and a description of the
data that supported your analysis

San Diego County (SDC) analyzed the pointin time (PIT) count for children in foster care on July 1, 2025
(rate per 100,000), open child welfare case SMHS penetration rates from 2022, and child maltreatment
substantiations (incidence per 1,000 children) from 2022 and 2024. Several disparities were identified:

« Children in Foster Care: Overall PIT count rates in SDC were below CA. Within SDC, higher rates were seen
among individuals identifying as Black or Hispanic, ages 0-5, or ages 16-17, compared to the county rate.

« Open Child Welfare Cases: Overall SMHS penetration rates in SDC were below CA. Within SDC, higher rates
were seen among 6-20 year-olds and Black and White race groups.

« Child Maltreatment Substantiations: Overall substantiation incidence rates in SDC were below CA. Rates
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were higher among residents who were <2 years old as well as AIAN, Black and Hispanic race groups.

Removal Of Children from Home: Cross-Measure Questions

Please describe what programs, services, partnerships, or initiatives the county is

planning to strengthen or implement beginning July 1, 2026 that may increase your county’s level
of access to care. In your response, please describe how you plan to address measures where your
status is below the statewide average or median, within the context of local needs. Additionally,
please refer to any data that was used to inform new programs, services, partnerships, or initiatives
the county is implementing (e.g., developing an intervention targeting a sub-population in which
data demonstrates they have poorer outcomes

San Diego County Behavioral Health Services (SDCBHS) works closely with the County’s Child and Family
Well-Being department to address disparities in foster care, child welfare, and child maltreatment
substantiations. While overall rates in San Diego County are below California averages, certain populations
experience higher risk: children identifying as Black or Hispanic, ages 0-5 or 16-17, have higher foster care
rates; children ages 6-20 and Black or White youth have higher SMHS penetration in open child welfare
cases; and substantiation rates are higher among children under 2 years and those identifying as AIAN,
Black, or Hispanic.

To address these disparities, SDCBHS has expanded crisis response capacity with the Mobile Crisis
Response Team (MCRT) School Pilot Program, launched in partnership with the San Diego County Office of
Education. Operating across all public TK-12 districts, MCRT provides rapid, trauma-informed, and
youth-centered interventions, offering an alternative to law enforcement responses for students in crisis.
Since launch, over 200 school-based referrals have been completed, with 70% resulting in stabilization in
place, reducing the likelihood of unnecessary removal from the home.

These interventions target populations with higher observed risk and integrate behavioral health supports
directly into the child’s school and community environment. By linking crisis services, trauma-informed
care, and collaboration with child welfare and education partners, SDCBHS strengthens early intervention,
stabilizes youth in place, and supports safer, more equitable outcomes for children experiencing or at risk
of foster care placement.
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Please identify the category or categories of funding that the county is nusing to address
the removal of children from home goal

BHSA BHSS

BHSA FSP

BHSA Housing Interventions

1991 Realignment

2011 Realignment

State General Fund

Federal Financial Participation (SMHS, DMC/DMC-0ODS)
SAMHSA PATH

MHBG

SUBG

Untreated Behavioral Health Conditions: Primary Measures
Follow-Up After Emergency Department Visits for Substance Use (FUA-30), 2022
How does your county status compare to the statewide rate/average?

For the full population measured
Above

What disparities did you identify across demographic groups or special populations?
None Identified

Follow-Up After Emergency Department Visits for Mental Illness (FUM-30), 2022

How does your county status compare to the statewide rate/average?

For the full population measured
Below

What disparities did you identify across demographic groups or special populations?
Age

44



Untreated Behavioral Health Conditions: Supplemental Measures

Adults that needed help for emotional/mental health problems or use of alcohol/drugs
who had no visits for mental/drug/alcohol issues in past year(CHIS), 2023

How does your county status compare to the statewide rate?

For the full population measured
Below

What disparities did you identify across demographic groups or special populations?
Age

Race or Ethnicity

Sex

Untreated Behavioral Health Conditions: Disparities Analysis

For any disparities observed, please provide a written summary of your findings,

including the measures and population groups experiencing disparities and a description of the
data that supported your analysis

San Diego County reviewed data from the California Department of Health Care Services (DHCS), CalMHSA,
County of San Diego HEDIS MY2023 and MY2024 reports, and the UCLA Center for Health Policy Research
AskCHIS™ Dashboard. Several disparities were identified:

« FUA-30: County follow-up rates after emergency department visits for substance use were above the state.

In Calendar Year (CY) 2023, adults 18 and older had follow-up rates similar to the county overall. In CY 2024,
the county rate increased, with adults remaining aligned with the county’s rate. Youth data were
suppressed due to low counts, preventing subgroup comparison.

« FUM-30: County follow-up rates after emergency department visits for mental illness were below the state
rate and median in CY 2022. County rates increased in CY 2023 and again in 2024, rising above the state’s
previously documented rate. Within the county, follow-up remained lowest among adults 65+, who were
below the county rate in 2023 and 2024. Youth (6-17) had substantially higher follow-up in CY 2024, while
adults 18-64 were similar to the county overall.

« ATNH: Overall county rates were below the state’s rate. Within the county, higher rates occurred among
young adults (18-24), adults 45-54 and 55-64, males, and Hispanic individuals. Lower rates were observed
among adults 25-34, females, as well as White and Asian adults. Data were suppressed for Black, AIAN,
NHPI, and individuals of two or more races.

« Across indicators, county performance improved overall, though disparities persisted by age, sex, and
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race/ethnicity. Follow-up after emergency visits (FUM) remained lower among older adults, while higher
follow-up was observed among youth. In contrast, unmet need for behavioral health services (ATNH) was
greater among young and middle-aged adults, males, and Hispanic individuals, and lower among females
and White or Asian adults. Data suppression limited comparisons for several smaller racial and ethnic
groups.

San Diego County Behavioral Health Services (BHS) has partnered with Blue Shield Promise and Kaiser
Permanente through an Institute for Healthcare Improvement (IHI) Learning Collaborative to pilot a new
data-sharing process to improve provider follow-up rates after an emergency department (ED) visit.
Historically, BHS has not had timely visibility when clients accessed emergency services for mental health
and/or substance use needs, which has limited our ability to follow up right after a client’s ED visit. As part
of new follow-up protocol, providers are being contacted when their clients have had a recent emergency
room visit for a behavioral health concern.

BHS contacts the program manager to request that the program’s team connect with the client(s) within 72
hours after receiving the email notification to (1) conduct a brief wellness check and ensure they are aware
of available services and supports, and (2) assist them in scheduling a follow-up appointment at your
program. This project utilized the Plan-Do-Study-Act (PDSA ) quality improvement tool that resulted in the
creation of a script. A script was created that providers are asked to utilize when contacting clients. The goal
of this new process is to follow up with BHS clients within 72 hours of ED discharge and provide a service
within 15 days. This new process started in late April 2026.

Untreated Behavioral Health Conditions: Cross-Measure Questions

Please describe what programs, services, partnerships, or initiatives the county is

planning to strengthen or implement beginning July 1, 2026 that may reduce your county’s level of
untreated behavioral health conditions. In your response, please describe how you plan to address
measures where your status is below the statewide average or median, within the context of local
needs. Additionally, please refer to any data that was used to inform new programs, services,
partnerships or initiatives the count is implementing (e.g., developing an intervention targeting a
sub-population in which data demonstrates they have poorer outcomes)

San Diego County Behavioral Health Services (SDCBHS) continues to target untreated behavioral health
needs, guided by data showing disparities across age, sex, and race/ethnicity. While follow-up after
emergency visits for mental illness (FUM) has improved overall, rates remain lower among adults 65+.
Unmet behavioral health needs are higher among young and middle-aged adults, males, and Hispanic
individuals, highlighting populations at greatest risk of untreated conditions.

To help address these disparities, San Diego Relay (SD Relay) Program provides 24/7 peer support and
navigation for Medi-Cal-eligible patients seen in emergency departments with mental health or substance
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use diagnoses, offering up to 90 days of post-discharge support. Since launch, SD Relay has received 150
referrals, engaged 138 patients, and distributed 131 harm reduction kits, with plans to expand to additional
hospitals and pursue Medi-Cal certification for long-term sustainability.

SDCBHS also strengthened neighborhood-level engagement through Community Health Workers (CHWs),
supporting over 450 community events in 2025 and piloting targeted interventions including follow-up for
clients discharged from inpatient care, BH-CONNECT Enhanced CHW services, and naloxone distribution
for harm reduction.

Public messaging campaigns under the department’s It’s Up to Us brand complement these efforts,
including youth suicide prevention, overdose prevention, and crisis services awareness campaigns. These
initiatives have reached hundreds of thousands of residents and are paired with an updated stakeholder
engagement ecosystem launching in 2026 to ensure ongoing community-informed program development.
Collectively, these strategies target populations with persistent disparities, reduce barriers to care, and
expand access to behavioral health services, strengthening the County’s integrated, person-centered
system while addressing unmet needs across the continuum.

Please identify the category or categories of funding that the county is using to address
the untreated behavioral health conditions goal
BHSA BHSS

BHSA FSP

BHSA Housing Interventions

1991 Realignment

2011 Realignment

State General Fund

Federal Financial Participation (SMHS, DMC/DMC-0ODS)
SAMHSA PATH

MHBG

SUBG

A., " . b g f

Please review your county’s status on the remaining eight statewide behavioral health goals

using the primary measure(s) to compare your county to the statewide status and review the supplemental
measure(s) for additional insights in the County Performance Workbook. These measures should inform the
overall strategy and where relevant, be incorporated into the planning around the six priority goals.

In the next section, the county will select AT LEAST one goal from below for which your county is



performing below the statewide rate/average on the primary measure(s) to improve on as a priority for the
county.

For related policy information, refer to E.6.2 Primary and Supplemental Measures .

Care Experience: Primary Measures

Perception of Cultural Appropriateness/Quality Domain Score (Consumer Perception
Survey (CPS)), 2024

How does your county status compare to the statewide rate/average?

For adults/older adults
Not Applicable

For children/youth
Not Applicable

Quality Domain Score (Treatment Perception Survey (TPS)), 2024
How does your county status compare to the statewide rate/average?

For adults/older adults
Not Applicable

For children/youth
Not Applicable

Engagement In School: Primary Measures

Twelfth Graders who Graduated High School on Time (Kids Count), 2022

How does your county status compare to the statewide rate/average?
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Below

Engagement In School: Supplemental Measures

Meaningful Participation at School (California Health Kids Survey (CHKS)), 2023

How does your county status compare to the statewide rate/average?
Below

Student Chronic Absenteeism Rate (Data Quest), 2022

How does your county status compare to the statewide rate/average?
Below

Engagement In Work: Primary Measures

Unemployment Rate (California Employment Development Department (CA EDD)), 2023

How does your county status compare to the statewide rate/average?
Below

Engagement In Work: Supplemental Measures

Unable to Work Due to Mental Problems (California Health Interview Survey (CHIS)), 2023

How does your county status compare to the statewide rate/average?
Below

Overdoses: Primary Measures

All Drug-Related Overdose Deaths (California Department of Public Health (CDPH)), 2022

How does your county status compare to the statewide rate/average?
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For the full population measured
Below

For adults/older adults
Not Applicable

For children/youth
Below

Overdoses: Supplemental Measures

All-Drug Related Overdose Emergency Department Visits (CDPH), 2022

How does your county status compare to the statewide rate/average?

For the full population measured
Below

For adults/older adults
Not Applicable

For children/youth
Below

Prevention And Treatment of Co-Occurring Physical Health Conditions:
Primary Measures

Adults’ Access to Preventive/Ambulatory Health Service & Child and Adolescent Well-Care
Visits (DHCS), 2022

How does your county status compare to the statewide rate/average?
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For adults (specific to Adults’ Access to Preventive/Ambulatory Health Service)
Same

For children/youth (specific to Child and Adolescent Well-Care Visits)
Same

Prevention And Treatment of Co-Occurring Physical Health Conditions:
Supplemental Measures

Diabetes Screening for People with Schizophrenia or Bipolar Disorder Who Are Using
Antipsychotic Medications & Metabolic Monitoring for Children and Adolescents on Antipsychotics:
Blood Glucose and Cholesterol Testing (DHCS), 2022

How does your county status compare to the statewide rate/average?

For adults/older adults (specific to Diabetes Screening for People with Schizophrenia or
Bipolar Disorder Who Are Using Antipsychotic Medications)
Above

For children/youth (specific to Metabolic Monitoring for Children and Adolescents on
Antipsychotics: Blood Glucose and Cholesterol Testing)
Above

Quality Of Life: Primary Measures
Perception of Functioning Domain Score (CPS), 2024
How does your county status compare to the statewide rate/average?

For the full population measured
Not Applicable
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For adults/older adults
Not Applicable

For children/youth
Not Applicable

Quality Of Life: Supplemental Measures

Poor Mental Health Days Reported (Behavioral Risk Factor Surveillance System (BRFSS)),
2024

How does your county status compare to the statewide rate/average?

For the full population measured
Above

Social Connection: Primary Measures

Perception of Social Connectedness Domain Score (CPS), 2024

How does your county status compare to the statewide rate/average?

For the full population measured
Above

For adults/older adults
Below

For children/youth
Above

Social Connection: Supplemental Measures

Caring Adult Relationships at School (CHKS), 2023
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How does your county status compare to the statewide rate/average?
Above

Suicides: Primary Measures

Suicide Deaths, 2022

How does your county status compare to the statewide rate/average?

For the full population measured
Above

Suicides: Supplemental Measures
Non-Fatal Emergency Department Visits Due to Self-Harm, 2022
How does your county status compare to the statewide rate/average?

For the full population measured
Above

For adults/older adults
Not Applicable

For children/youth

Not Applicable

-4

For related policy information, refer to 3.E.6 Statewide Behavioral Health Goals .

Based on your county’s performance or inequities identified, select at least one
additional goal to improve on as a priority for the county for which your county is performing below
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the statewide rate/average on the primary measure(s). For each county-selected goal, provide the
information requested below.
Social connection

Social connection

Please describe why this goal was selected

San Diego County Behavioral Health Services (SDCBHS) selected Social Connections as its additional BHSA
priority goal based on performance below the statewide benchmark and strong alignment with community
and public health (i.e.,, Community Health Assessment (CHA)/ Community Health Improvement Plan (CHIP)
priorities. During countywide community engagement sessions, BHS presented all potential additional
goals and facilitated discussion across all regions. Social Connections consistently emerged as a top
priority voiced by community members.

In addition, SDCBHS collaborated with our Local Health Jurisdiction, Public Health Services, partners who
lead the Community Health Assessment and Community Health Improvement Plan (CHA/CHIP) efforts. This
shared planning process confirmed that Social Connections aligns with established CHA/CHIP priorities
and represents an area where coordinated strategies could meaningfully advance community well-being.

What disparities did you identify across demographic groups or priority populations

among the Additional Statewide Behavioral Health Goals? For any disparities observed, please
provide a written summary of your findings, including the measures and population groups
experiencing disparities and a description of the data that supported your analysis

San Diego County reviewed results from the 2024 Consumer Perception Survey (CPS) on perceptions of
social connectedness, as well as the 2023 California Healthy Kids Survey (CHKS) self-report measure
assessing whether secondary students felt they had caring adult relationships at school. Findings showed
thatin San Diego County youth and families of youth ages 0-17, as well as older adults ages 60 and older,
reported higher levels of social connectedness compared to the state, while adults ages 18-59 reported
lower levels compared to the state. Additionally, school-aged youth in San Diego County were more likely
to report having caring adult relationships at school than youth statewide.

Please describe what programs, services, partnerships, or initiatives the county is

planning to strengthen or implement beginning July 1, 2026 that may improve your county’s level
of Social connection and refer to any data that was used to make this decision (e.g., developing an
intervention targeting a sub-population in which data demonstrates they have poorer outcomes)
Beginning July 1, 2026, SDCBHS will strengthen systemwide strategies that promote meaningful
connection, belonging, and engagement for Medi-Cal beneficiaries, particularly populations experiencing
isolation that contribute to health inequities. Efforts will focus on expanding peer-delivered services,
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community-based outreach, and recovery-oriented supports that foster sustained social connection across
the continuum of care. SDCBHS will also advance culturally responsive engagement strategies through
Community Prevention Partnerships (CPPs), workforce development, and public messaging initiatives that
reduce stigma and promote connection to services.

Measures where performance falls below the statewide average will be addressed through SDCBHS’
established quality and health equity infrastructure, including the Behavioral Health Plan Quality and
Health Equity Workplan, equity-focused root cause analysis, and continuous quality improvement
processes. Data used to inform this work include the Consumer Perception Survey (CPS), community
engagement findings, utilization data, and tools such as the Community Experience Partnership dashboard
and Behavioral Health Equity Index. These data sources highlight disparities in perceived social
connectedness and inform targeted strategies forimprovement. Through coordinated planning,
cross-sector collaboration, and data-driven oversight, SDCBHS will strengthen social connection as a core
component of recovery, resilience, and whole-person behavioral health outcomes.

Please identify the category or categories of funding that the county is using to address
this goal

BHSA BHSS

BHSA FSP

BHSA Housing Interventions

1991 Realignment

2011 Realignment

State General Fund

Federal Financial Participation (SMHS, DMC/DMC-0ODS)
SAMHSA PATH

MHBG

SUBG
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All fields must be completed unless marked as optional. You don’t need to finish everything at
once-your progress will be saved automatically as you go. Use “Return to plan” to navigate between
sections and track overall progress. For more information on this section, please see 3.B

Community Planning Process.

k E

For related policy information, refer to 3.B.1 Stakeholder involvement

Please indicate the type of engagement used to obtain input on the planning process
County outreach through social media

County outreach through townhall meetings

County outreach through traditional media (e.g., television, radio, newspaper)
Focus group discussions

Key informant interviews with subject matter experts

Meeting(s) with county

Provided data to county

Public e-mail inbox submission

Survey participation

Training, education, and outreach related to community planning
Workgroups and committee meetings

Include date(s) of stakeholder engagement for each type of engagement

Type of engagement
County outreach through social media

Date
4/28/2025
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Type of engagement
County outreach through social media

Date
5/5/2025

Type of engagement
County outreach through social media

Date
5/12/2025

Type of engagement
County outreach through social media

Date
5/15/2025

Type of engagement
County outreach through social media

Date
11/3/2025

Type of engagement
County outreach through social media

Date
11/4/2025

Type of engagement
County outreach through social media
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Date
11/5/2025

Type of engagement
County outreach through social media

Date
11/13/2025

Type of engagement
County outreach through social media

Date
11/14/2025

Type of engagement
County outreach through social media

Date
12/1/2025

Type of engagement
County outreach through social media

Date
12/12/2025

Type of engagement
County outreach through social media

Date
12/14/2025
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Type of engagement
County outreach through townhall meetings

Date
5/1/2025

Type of engagement
County outreach through townhall meetings

Date
5/15/2025

Type of engagement
County outreach through townhall meetings

Date
8/7/2025

Type of engagement
County outreach through townhall meetings

Date
8/12/2025

Type of engagement
County outreach through townhall meetings

Date
8/13/2025

Type of engagement
County outreach through townhall meetings
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Date
8/14/2025

Type of engagement
County outreach through townhall meetings

Date
8/15/2025

Type of engagement
County outreach through townhall meetings

Date
9/5/2025

Type of engagement
County outreach through townhall meetings

Date
9/26/2025

Type of engagement
County outreach through townhall meetings

Date
10/8/2025

Type of engagement
County outreach through townhall meetings

Date
10/13/2025
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Type of engagement
County outreach through townhall meetings

Date
10/15/2025

Type of engagement
County outreach through townhall meetings

Date
10/16/2025

Type of engagement
County outreach through townhall meetings

Date
10/17/2025

Type of engagement
County outreach through townhall meetings

Date
10/24/2025

Type of engagement
County outreach through townhall meetings

Date
10/27/2026

Type of engagement
County outreach through townhall meetings
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Date
10/30/2025

Type of engagement
County outreach through townhall meetings

Date
11/4/2025

Type of engagement
County outreach through townhall meetings

Date
11/5/2025

Type of engagement
County outreach through townhall meetings

Date
11/12/2025

Type of engagement
County outreach through townhall meetings

Date
11/13/2025

Type of engagement
County outreach through townhall meetings

Date
11/19/2025
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Type of engagement
County outreach through townhall meetings

Date
11/20/2025

Type of engagement
County outreach through townhall meetings

Date
12/3/2025

Type of engagement
County outreach through townhall meetings

Date
12/5/2025

Type of engagement
County outreach through townhall meetings

Date
12/9/2025

Type of engagement
County outreach through townhall meetings

Date
12/11/2025

Type of engagement
County outreach through townhall meetings
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Date
12/16/2025

Type of engagement
County outreach through townhall meetings

Date
12/18/2025

Type of engagement
County outreach through traditional media (e.g., television, radio, newspaper)

Date
10/10/2025

Type of engagement
County outreach through traditional media (e.g., television, radio, newspaper)

Date
11/4/2025

Type of engagement
Focus group discussions

Date
4/24/2025

Type of engagement
Focus group discussions

Date
4/28/2025
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Type of engagement
Focus group discussions

Date
4/29/2025

Type of engagement
Focus group discussions

Date
4/30/2025

Type of engagement
Focus group discussions

Date
6/4/2025

Type of engagement
Focus group discussions

Date
7/18/2025

Type of engagement
Focus group discussions

Date
8/5/2025

Type of engagement
Focus group discussions
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Date
8/13/2025

Type of engagement
Focus group discussions

Date
9/11/2025

Type of engagement
Focus group discussions

Date
10/30/2025

Type of engagement
Focus group discussions

Date
11/12/2025

Type of engagement
Focus group discussions

Date
11/18/2025

Type of engagement
Focus group discussions

Date
11/19/2025
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Type of engagement
Focus group discussions

Date
11/20/2025

Type of engagement
Focus group discussions

Date
11/25/2025

Type of engagement
Key informant interviews with subject matter experts

Date
4/22/2025

Type of engagement
Key informant interviews with subject matter experts

Date
4/28/2025

Type of engagement
Key informant interviews with subject matter experts

Date
4/29/2025

Type of engagement
Key informant interviews with subject matter experts
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Date
5/5/2025

Type of engagement
Key informant interviews with subject matter experts

Date
5/20/2025

Type of engagement
Key informant interviews with subject matter experts

Date
7/14/2025

Type of engagement
Key informant interviews with subject matter experts

Date
8/6/2025

Type of engagement
Key informant interviews with subject matter experts

Date
9/4/2025

Type of engagement
Key informant interviews with subject matter experts

Date
9/8/2025
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Type of engagement
Key informant interviews with subject matter experts

Date
11/3/2025

Type of engagement
Key informant interviews with subject matter experts

Date
11/4/2025

Type of engagement
Key informant interviews with subject matter experts

Date
11/19/2025

Type of engagement
Key informant interviews with subject matter experts

Date
11/21/2025

Type of engagement
Key informant interviews with subject matter experts

Date
12/3/2025

Type of engagement
Meeting(s) with county
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Date
7/3/2024

Type of engagement
Meeting(s) with county

Date
8/12/2024

Type of engagement
Meeting(s) with county

Date
8/14/2024

Type of engagement
Meeting(s) with county

Date
8/15/2024

Type of engagement
Meeting(s) with county

Date
9/11/2024

Type of engagement
Meeting(s) with county

Date
10/7/2024
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Type of engagement
Meeting(s) with county

Date
10/28/2024

Type of engagement
Meeting(s) with county

Date
4/29/2025

Type of engagement
Meeting(s) with county

Date
5/23/2025

Type of engagement
Meeting(s) with county

Date
6/27/2025

Type of engagement
Meeting(s) with county

Date
6/30/2025

Type of engagement
Meeting(s) with county
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Date
7/8/2025

Type of engagement
Meeting(s) with county

Date
7/9/2025

Type of engagement
Meeting(s) with county

Date
7/17/2025

Type of engagement
Meeting(s) with county

Date
7/28/2025

Type of engagement
Meeting(s) with county

Date
8/4/2025

Type of engagement
Meeting(s) with county

Date
8/5/2025
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Type of engagement
Meeting(s) with county

Date
8/18/2025

Type of engagement
Meeting(s) with county

Date
9/3/2025

Type of engagement
Meeting(s) with county

Date
9/10/2025

Type of engagement
Meeting(s) with county

Date
9/11/2025

Type of engagement
Meeting(s) with county

Date
9/19/2025

Type of engagement
Meeting(s) with county
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Date
10/1/2025

Type of engagement
Meeting(s) with county

Date
10/3/2025

Type of engagement
Meeting(s) with county

Date
10/20/2025

Type of engagement
Meeting(s) with county

Date
10/23/2025

Type of engagement
Meeting(s) with county

Date
11/13/2025

Type of engagement
Provided data to county

Date
10/20/2022
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Please list specific stakeholder organizations that were engaged in the planning process.

Please do not include specific names of individuals
A Caring Touch Home Care

Access to Independence

ACTION East, SUD

Alcohol and Drug Services Providers Association
Alliance for Regional Solutions

Alliance Healthcare Foundation

Alpha Project

Alvarado Parkway Institute (API)

Alzheimer's Association of San Diego

American Academy of Pediatrics

American Academy Pediatrics-CA3 Strategic Behavioral Health Initiative
Angels Foster Family Network

Barrio Logan College Institute

Behavioral Health Advisory Board (BHAB)
BHAB Rehab

Blue Shield of California

Blue Shield of California Promise Health Plan
Border View Family YMCA-San Ysidro

BrightLife Kids

California Department of Healthcare Services
California Department of Rehabilitation
California Pan Ethnic Health Network
California School Board Association

California State University San Marcos (CSUSM)
Cardiff School District

Casade Oro

Center for Community Solutions

Center for Positive Changes

Charlie Health

Children's First Collective

Choice Medical Group

City of Carlsbad

City of Chula Vista

City of Escondido

City of Imperial Beach

City of Oceanside

City of San Diego

Clarvida
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Clarvida-Kickstart program

ComForCare (Homecare & Senior Care Services)
Communities Voices

Community Circle East

Community Health Group

Community Health Systems Inc. (CHS)

Community Research Foundation, Inc. (CRF)

Community Resource Center Foundation

Copley-Price Family YMCA

Corporation for Supportive Housing (CSH)

County Juvenile Court

County of San Diego (COSD)

County of San Diego-Adult Protective Services

County of San Diego-Aging and Independence Services (AIS)
County of San Diego-Behavioral Health Services

County of San Diego-Behavioral Health Services (BHS)-Programs and Services
County of San Diego-Child Family Well Being (CFWB)
County of San Diego-Department of Child Support Services
County of San Diego-Live Well San Diego Youth Sector
County of San Diego-Office of Equity and Racial Justice
County of San Diego-Office of Labor Standards and Enforcement (OLSE)
County Supervising Probation Officers' Association
Courage To Call

Crossroads Foundation

CSA San Diego County & Welcome Newcomers

Deaf Community Services-Signs of Life Deaf Recovery

Del Mar Community Connections

Del Mar Union School District

Department of Rehabilitation

Docfully Healthcare

Drug Free Escondido, COMPACT

Fast County Center for Change

Fast County Cristian Fellowship

Fast County Transitional Living Center

Fducation Begins in the Home

Educational Enrichment Systems

Elder Care

ELUSEN, Inc.

Encinitas Union School District

Episcopal Community Services
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Equation Collaborative

Equip Health

EQUUS Workforce Solutions

ESCOKIDS

Escondido Union High School District
Escondido YMCA

Exodus Recovery, Inc.

Fallbrook Regional Health District

Fallbrook Union High School District

Family Health Centers of San Diego (FHCSD)
Father Joe’s Villages

Feeding San Diego

Firepit Wellness

First 5 San Diego

Fisher Mental Health Consulting

Fresh Start Surgical Gifts

Fresh Start United States Marines

Gary and Mary West PACE

Genesis Recovery

Getting Education Done

Goodwill Industries of San Diego

Green Oak Ministries

Grossmont Healthcare

Haitian Bridge Alliance, Inc

Harmonium

Headstart

Healing Oaks Clinic-Substance Use Disorder
Health Center Partners of Southern California
Heartland House

Heartland Wellness Recovery Center

Home Start, Inc

Horn of Africa

Housing Innovation Partners (HIP)
Independent Living Association (ILA)

Indian Health Council, Inc.

Innercare

Institute for Public Strategies (IPS)

Institute for Public Strategies (IPS)- BUDI Program
Integrated Health Partners of Southern California
Interfaith Community Services
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JarInsurance

Jewish Family Services of San Diego

Jewish Family Services-Breaking Down Barriers program

Jewish Family Services-Parent Corps Adolescent Family Life Program (AFLP)
Jewish Family Services-Positive Parenting Program

JIREH Providers

Jones Day (Law firm)

Kaiser Permanente (KP)

Karen Organization

Koinonia Family Services

La Maestra Community Health Centers

Lakeside Union School District

Landlord Engagement Specialist with Equitable Solutions HDAP program
Latino 247 Media Group LatinoLYTICS

Legal Aid Society of San Diego (LASSD)

Legal Aid Society of San Diego-Consumer Center for Health Education and Advocacy (CCHEA) program
License to Freedom

Lifeline Community Services

Little Italy Association of San Diego

Logan Heights Community Development Corporation (CDC)

Long-term Care Ombudsmen

Lotus Integrative Counseling

Majdal: Arab Community Center of San Diego

Marcy High School

Maryland Elementary

McAlister Institute

McAlister Institute-East Teen Recovery Center program

McAlister Institute-South Teen Recovery Center program

Metamorphosis

Metropolitan Area Advisory Committee on Anti-Poverty of San Diego County, Inc (MAAC)
Mental Health Services-North Inland Teen Recovery Center

Mid-City CAN

Mira Mesa Senior Center

Mission San Luis Rey Parish-Oceanside

Mixtecos Unidos

Mobile County Public School System

Mobile Crisis Response Team (MCRT)

Mobile Crisis Response Team (MCRT)-Exodus Recovery Program

Molina Healthcare of California

Mosaic Therapy
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Motiva Associates

MY Academy

National Alliance on Mental Iliness (NAMI)

National Association for the Advancement of Colored People (NAACP) San Diego
National CORE

National School District (National City)

National Shattering Silence Coalition/Waves of Change Consulting
Neighborhood Healthcare

Neighborhood House Association

New Entra Casa

North County Equity and Justice Coalition

North Inland Teen Recovery Center

Oceanside Library

Oceanside Unified School District

Office of Supervisor Lawson Remer

One Safe Place

One Safe Place-District Attorney’s Office

Operation Hope North County

Operation Samahan

Optum-Access & Crisis Line (ACL)

Our Lady of Mount Carmel

PACEs Connection

Pacific Clinics ELEVATE Peer support Training and Placement Program
Pacific Health Group

Pacific Housing, Inc.

Pala Band of Mission Indians

Palomar Family Counseling Service

Palomar Health

Palomar Health-Forensic Health and Trauma Recovery Services
Palomar Health-Trauma Recovery Center (TRC)

Paradise Valley Hospital (PVH)

ParentCare

Parenting EQ

Partnership for the Advancement of New Americans (PANA)
People Assisting the Homeless (PATH)

Planned Parenthood

Planned Parenthood of the Pacific Southwest

Policy & Innovation Center (PIC)

Poway Unified School District

Premier Ambulance
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Price Philanthropies

Project Next

Public Authority

Rady Children's Health

Rady Children’s Health-KidSTART program
Rady Children’s Hospital

Rady Children's Hospital-Healthy Development Services (HDS)/Children's Care Connection (C3) program

Rady Children’s Hospital-KidSTART Center

Ramona Unified School District

REACH San Diego

Residential Options for Seniors and the Elderly, LLC (ROSE)
Ronald Reagan Community Center

Rotary

Rula

San Diego Community Health Improvement Partners (SD CHIP)
San Diego County District Attorney (SDCDA)

San Diego County Library

San Diego County Office of Education

San Diego District Attorney

San Diego District Attorney-Victim Assistance Program

San Diego Food Bank

San Diego for Every Child

San Diego Freedom Ranch

San Diego Housing Commission (SDHC)

San Diego Innovation High School

San Diego PACE

San Diego Refugee Communities Coalition

San Diego Regional Center-Adult and Forensics Services
San Diego Regional Center-Residential Services

San Diego Sheriff

San Diego State University (SDSU)

San Diego Unified School District

San Diego Unified School District-Mental Health Resource Center
San Diego Unified School District-Mental Health Resource Department
San Diego Union High School District

San Diego Youth Services

San Dieguito Alliance

San Ysidro Health (FQHC)

San Ysidro School District

Santee School District
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Saving Lives in Custody CA

SCAN Health Plan

Scripps

SEEP

Senior Tech Support

Serving Seniors

Sharp Healthcare

Slavic Refugee and Immigrant Services

SOAP MAT, LLC

Social Advocates for Youth (SAY) San Diego

South Bay Community Services (SBCS)

Southern California Tribal Chairman’s Association (SCTCA)
Southern Caregiver Resource Center

Southern Indian Health Council

Spring Valley Collaborative

State Senator Office of Catherine S. Blakespear

Stepping Stone of San Diego

Strong Hearted Native Women'’s Coalition (SHNWC)
Suicide Prevention Council-Recovery Residency Association
Survivors of Suicide Loss (SOSL)

Sweetwater Union High School District

Telecare Corporation

The Children’s Initiative

The City of Lemon Grove

The Fellowship Center

The Way Back

Tiny Home Central

Townspeople

True Care

TURN Behavioral Health Services (BHS)

TURN BHS Teen Recovery Center

Turning Point Home

Union of Pan Asian Communities (UPAC)

United Women of East Africa

Universidad Popular

University of California San Diego (UCSD)

University of California San Diego-Center for Community Health
University of California San Diego-Department of Psychiatry
University of California San Diego-Health

University of California San Diego-Health Partnership
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University of California San Diego-Health Services
University of California San Diego-Moores Cancer Center
University of California San Diego-School of Public Health-Transportation Research and Education for
Driving Safety (TREDS) program

University of San Diego

Urban Street Angels

Urban Street Angels-Just Be U Program

VetART

Visiony Compromiso San Diego

Visiting Angels Senior Home Care

Vista Community Clinic

Vista Hill

Vista Hill-Parent Care-Central program

Vista Hill-Parent Care-East program

Vista Hill-Parent Care Family Recovery Center

Vista Hill Foundation

Vista Unified School District

Voices of San Diego

Wakeland Housing and Development Corporation
Women'’s Resource Center

YMCA

YMCA of San Diego

YMCA of San Diego-Escondido Drop-in Center “Our Safe Place”
Your Safe Place-The San Diego Family Justice Center

{{Full list of dates of stakeholder engagement for each type of engagement is included in uploaded
attached documents, as portal would only allow 100 individual entries - see Appendix A}}

What are the five most populous cities in counties with a population greater than 200,000 (Cities
submitting IP independently are not required to collaborate with other cities) (Population and

Housing Estimates for Cities, Counties, and the State)

City name
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City name
1 City of San Diego
2 City of Chula Vista
3 City of Oceanside
4 City of Escondido
5 City of Carlsbad

Were you able to engage all required stakeholders/groups in the planning process?
Yes

Please describe and provide documentation (such as meeting minutes) to support how

diverse stakeholder viewpoints were incorporated into the development of the Integrated Plan,
including any community-identified strengths, needs, and priorities

Following the facilitation of input/engagement activities completed by BHS staff and/or contractors,

activity details, key learnings, and audience recommendations were documented in activity summaries.

Summaries were subsequently provided to programs and services staff/leads in charge of program
planning and development to incorporate actionable feedback as appropriate. See uploaded PDF for
additional details and examples.

Upload File
136 - CPP Engagement Dates by Type.pdf - see Appendix A
140 - Community Planning Process Activity Summaries.pdf - see Appendix B

Local Health Jurisdiction (LHJ)

Cities submitting their Integrated Plan independently from their counties do not have to
complete this section. For related policy information, refer to B.2 Considerations of Other Local
Program Planning Processes .

Did the county work with its LHJ on_the development of the [ HJ's recent Community Health
Assessment (CHA) and/or Community Health Improvement Plan (CHIP) ? Additional
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information regarding engagement requirements with other local program planning processes can
be found in_Policy Manual Chapter 3, Section B.2.3.
Yes

Please describe how the county engaged with [ HJs, along with Medi-Cal managed care plans (MCPs),
across these three areas in developing the CHA and/or CHIP: collaboration, data-sharing, and
stakeholder activities

San Diego County Behavioral Health Services (SDCBHS) engaged with our Local Health Jurisdiction (LHJ)
(i.e., County of San Diego Public Health Services), Medi-Cal Managed Care Plans (MCPs), and other system
partners by leveraging the County’s established Healthy San Diego infrastructure. Through regular, ongoing
collaboration with all MCPs operating in San Diego County, SDCBHS used existing forums to share
information, align on statewide priorities - including the Behavioral Health Services Act (BHSA) goals - and
ensure MCPs were informed of County-identified behavioral health needs and disparities.

SDCBHS coordinated closely with PHS and MCP partners to support data-sharing and alignment across
planning efforts. This included regular meetings with PHS to share BHSA updates and behavioral health
priorities, presentations during Healthy San Diego Population Health Coalition meetings, and joint
community-facing presentations with PHS to communicate BHSA statewide goals and relevant community
behavioral health data. To further support aligned planning, BHS co-led a data subcommittee stemming
from the Population Health Coalition, with representation from PHS and MCPs, to identify, prioritize, and
align data needs supporting BHSA implementation and CHA/CHIP development.

In addition, SDCBHS engaged MCPs through the Healthy San Diego Behavioral Health Quality Improvement
Workgroup to discuss MCP Population Health Management (PHM) strategy deliverables, using these
discussions to inform MCP planning by presenting statewide behavioral health goals and identifying areas
of opportunities forimprovement. Additionally, SDCBHS collaborated with PHS to conduct a crosswalk of
community-defined goals described in the Community Enrichment Plans - developed from CHA/CHIP
findings - to assess alignment with BHSA goals. Results from this informed the selection of the County’s
additional goal, Social Connection, included in the Integrated Plan.

Finally, SDCBHS has begun leveraging the County-LHJ-MCP Collaboration Toolkit to further strengthen
alignment across CHA, CHIP, and Integrated Plan processes and will continue refining these collaborative,
data-informed, and stakeholder-driven approaches moving forward.

Did the county utilize the County-LHJ-MCP Collaboration Tool provided via technical
assistance?
Yes
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Collaboration

Please select how the county collaborated with the LHJ
Attended key CHA and CHIP meetings as requested.
Served on CHA and CHIP governance structures and/or subcommittees as requested.

Data-Sharing

Data-Sharing to Support the CHA/CHIP

Select Statewide Behavioral Health Goals that were identified for data-sharing to support
behavioral health-related focus areas of the CHA and CHIP

Access to Care

Care Experience

Engagement in School

Engagement in Work

Homelessness

Institutionalization

Justice Involvement

Overdoses

Prevention of Co-Occurring Physical Health Conditions

Quality of Life

Removal of Children from Home

Social Connection

Suicides

Untreated Behavioral Health (BH) Conditions (e.g., substance use disorder, depression, maternal and child
behavioral disorders, other adult mental health conditions)

Was data shared?
Yes

Data-Sharing from MCPS and LHJs to Support IP development

Select Statewide Behavioral Health Goals that were identified for data-sharing to inform
IP development

Access to Care

Care Experience
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Engagement in School

Engagement in Work

Homelessness

Institutionalization

Justice Involvement

Overdoses

Prevention of Co-Occurring Physical Health Conditions
Quality of Life

Removal of Children from Home

Social Connection

Suicides

Untreated Behavioral Health (BH) Conditions (e.g., substance use disorder, depression, maternal and child
behavioral disorders, other adult mental health conditions)

Was data shared?
Yes

Stakeholder Activities

Select which stakeholder activities the county has coordinated for IP development with

the LHJ engagement on the CHA/CHIP. Please note that although counties must coordinate
stakeholder activities with LHJ CHA/CHIP processes (where feasible), the options below are for
illustrative purposes only and are not required forms of stakeholder activity coordination (e.g.,
counties do not need to conduct each of these activities)

Collaborated with LHJ to identify shared stakeholders that are key for both the IP and CHA/CHIP process.
Co-hosted community sessions, listening tours, and/or other community events that can be used to
strengthen stakeholder engagement for both the IP and CHA/CHIP.

Most Recent Community Health Assessment (CHA), Community Health
Improvement Plan (CHIP) or Strategic Plan

Has the county considered either the LHJ’s most recent CHA/CHIP or strategic plan in the development
of its IP ? Additional information regarding engagement requirements with other local

program planning processes can be found in Policy Manual Chapter 3, Section B.2.3

Yes
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Provide a brief description of how the county has considered the LHJ’s CHA/CHIP or

strategic plan when preparing its IP

reviewed behavioral health priorities by San Diego County region and identified shared areas of concern to
integrate into recommended goal to be added for Statewide Behavioral Health goals.

Medi'Cal Managed Care Plan (MCP) Co mmunity
ReinVestment

For related policy information, refer to.B.2 Considerations of Other Local Program Planning

Processes.

Please list the Managed Care Plans (MCP) the county worked with to inform the MCPs’

respective community reinvestment planning and decision-making processes

At this time San Diego County Behavioral Health Services (SDCBHS) has engaged with all Medi-Cal Managed
Care Plans (MCPs) operating in San Diego County through our existing Healthy San Diego infrastructure,
which includes regular collaboration among the County, MCPs, and other system partners. SDCBHS has
used these established forums to share information, align on statewide priorities, and ensure MCPs are
informed of County identified behavioral health needs. As MCPs are still awaiting further guidance from
DHCS regarding Community Reinvestment Funds, engagement to date has focused on information-sharing
and early alignment rather than formal co-planning or finalized reinvestment decisions. Any future planning
will continue to be coordinated with MCPs as state guidance is released.

Which activities in the MCP Community Reinvestment Plan submissions address needs

identified through the Behavioral Health Services Act community planning process and
collaboration between the county, MCP, and other stakeholders on the county’s Integrated Plan?
SDCBHS has presented MCPs with an overview of the BHSA Priority Statewide Goals, including key
disparities and opportunities for improvement informed by the BHSA community planning process and
stakeholder engagement. These discussions were intended to inform MCP Community Reinvestment
planning by highlighting areas where reinvestment could complement BHSA priorities, such as improving
access to care and reducing untreated behavioral health needs. While MCP Community Reinvestment Plans
are still under development pending DHCS guidance, SDCBHS anticipates future MCP activities will build on
this shared understanding of BHSA priorities and be coordinated through Healthy San Diego and other
established partnership structures to align with the County’s Integrated Plan.
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All fields must be completed unless marked as optional. You don’t need to finish everything at
once-your progress will be saved automatically as you go. Use “Return to plan” to navigate between
sections and track overall progress. For related policy information, refer to B.3 Public Comment

and Updates to the Integrated Plan .

For related policy information, refer to B.3 Public Comment and Updates to the Integrated Plan .

Confirm that the data is up to date and reflects the correct information for a Draft Plan

Date the draft Integrated Plan (IP) was released for stakeholder comment
3/17/2026

Date the stakeholder comment period closed
4/15/2026

Date of behavioral health board public hearing on draft IP
5/7/2026

Please provide proof of a public posting with information on the public hearing. Please
select the county’s preferred submission modality
Link

Please provide the link to the public posting
https://www.sandiegocounty.gov/content/sdc/hhsa/programs/bhs/bhsa.html

If the county uses an existing landing page or other web-based location to publicly post
IPs for comment, please provide a link to the landing page
https://engage.sandiegocounty.gov/bhsa-integrated-plan
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Please select the process by which the draft plan was circulated to stakeholders
Public posting

Email outreach

Other

Attach email
30-Day Public Hearing Notice - BHSA IP 2026.pdf - see Appendix C

Please specify the other process the draft plan was circulated to stakeholders

The draft plan was posted online and promoted via a variety of existing communication channels, including
but not limited to, BHS distribution lists, Live Well San Diego newsletter blasts, County News Center articles,
social media, existing meeting (e.g. BHAB and Live Well San Diego Community Leadership Team meetings).
Additionally, follow-up discussions were coordinated in a variety of community-based meetings (e.g. NAMI
Peer Council) to solicit further dialogue and input.

Please describe stakeholder input in the table below. Please add each stakeholder group
into their own row in the table

Stakeholder group that provided feedback || Summarize the substantive revisions recommended

this stakeholder during the comment period
{see following pages " BHSA Integrated Plan Public Comment: Key Themes Raised & Recommendations"}

Please describe any substantive recommendations made by the local behavioral health
board that are not included in the final Integrated Plan or update. If no substantive revisions were
recommended by stakeholders during the comment period, please input N/A.

Substantive recommendations

{see following pages " Recommendations Received from the Behavioral Health Advisory Board (BHAB)"}

-See Appendix D for full public comment received
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BHSA Integrated Plan Public Comment:
Key Themes Raised & Recommendations

BHSA
Stakeholder Group

Recommendations Received During Public Comment Period

Eligible adults and older
adults (individuals with
lived experience)

Adults and older adults with lived experience said it is hard to get the right help during and after
a mental health crisis. They shared concerns about getting into Full Service Partnerships, finding
services after crises, and understanding their rights while in treatment. Many asked for more
peer support, especially in hospitals, clearer roles for peer specialists, and better support for
caregivers. They also want easier access to services, more housing and community programs,
smoother transitions after hospital care, and dedicated services and funding for older adults.

Families of eligible
children and youth,
eligible adults, and
eligible older adults
(families with lived
experience)

Families said they need clearer information, easier navigation tools, and stronger roles in
treatment decisions when their loved ones are struggling. Many asked for better caregiver
supports, including parenting programs, restored services for older adult caregivers, and ways to
help family members who cannot consent to treatment due to their mental state. They also want
smoother care transitions, more access to treatment, and help before crises occur. Some
families suggested new tools, like an app that lets children and caregivers check in on each
other’'s mental health, to support early intervention and communication.

Youths (individuals with
lived experience) or
youth mental health
organizations

Youth and youth serving groups said services need to be easier to access, more youth friendly,
and offered in safe spaces where young people feel welcome. They asked for more early
intervention, including support for children ages 0-5, school-based programs, and parenting
education that can prevent problems before they grow. Many stressed the need for youth led
decision-making, age specific data reporting, and culturally relevant services, especially for
LGBTQ+ youth and foster youth. They also shared concerns about low funding for children’s
services and emphasized the need for programs that keep youth out of the justice system and
reduce family separation.

Providers of mental
health services and
substance use disorder
treatment services

Providers said the behavioral health system is stretched thin and needs clearer rules, stable
funding, and stronger care transitions to better support clients. They raised concerns about FSP
funding changes, the lack of services for primary SUD populations, and the limited capacity to
treat people who need higher intensity care. Many highlighted serious workforce shortages,
administrative burdens, and the need for better training, especially around Medi-Cal transitions.
Providers also asked for programs that address social isolation, more housing and supports for
adults 65 and older, and better coordination across County systems to prevent clients from
cycling through crises.

Public safety partners,
including county juvenile
justice agencies

Public safety partners said the County needs stronger coordination between jail mental health
care, crisis response teams, and outpatient services so people do not keep cycling through the
justice system. They raised concerns about poor treatment quality in jails, the high number of
deaths in custody, and the lack of consistent tracking to understand whether interventions are
working. Many emphasized the need for better crisis response options that rely less on law
enforcement, along with stronger support for re-entry and services for people who have been
incarcerated. They also highlighted the importance of culturally responsive crisis care and
programs that prevent youth justice involvement, such as initiatives like End Girls Incarceration.

Local education agencies

Local education agencies said they need stronger school-based mental health supports and
earlier identification of students who may be struggling. They want more staff, better
partnerships, and services that are culturally responsive and accessible to all students, including
those with private insurance or without documentation. Many emphasized that students do not
always feel safe asking for help at school, and more prevention programs are needed, including
supports in early childhood education settings. Schools also asked for expanded behavioral
health programs beyond current TK—12 pilots to reduce stigma and help students get care
faster.

Higher education
partners

Higher education partners said the County should support stronger workforce pipelines,
including scholarships, training programs, and partnerships that address shortages in the
behavioral health field. They also emphasized the need for accurate, easy to understand public
documents and clearer explanations of funding and planning decisions. Many highlighted the
importance of prevention and wellness programs for transitional age youth, including better
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support for students with private insurance who often fall through the cracks. They urged the
County to maintain transparency and long-term consistency in its behavioral health efforts.

Early childhood
organizations

Early childhood organizations said the County is not meeting the needs of children ages 0-5,
who are often left out of data, services, and planning. They asked for more prevention programs,
parenting education, and early intervention supports that help families before problems grow.
Many also raised concerns about the lack of information and services for young children
experiencing homelessness or trauma. They emphasized that investing in early childhood
mental health specialists and family-based supports is essential to prevent larger challenges
later on.

Local public health
jurisdictions

Local public health agencies said the County needs stronger prevention efforts and better
coordination with housing, health, and other upstream factors that shape behavioral health. They
want clear, measurable goals that align BHSA planning with actual implementation and progress
tracking. Many also asked for better public communication, including county-wide messaging,
improved data systems, public dashboards, and clearer reporting on homelessness and unmet
need. They emphasized that transparency and strong partnerships with hospitals and
community systems are essential for improving outcomes.

County social services
and child welfare
agencies

County social services and child welfare agencies said the County needs stronger prevention
efforts, including parenting supports and financial help for families so children can stay safely at
home. They want clearer information about how unmet need is measured and more
transparency in planning, data use, and program changes. Many emphasized the importance of
close coordination between behavioral health and child welfare, especially when families face
poverty, trauma, or housing instability. They also asked that former foster youth be recognized
as a priority population needing focused support.

Labor representative
organizations

Labor representatives said the behavioral health workforce is struggling with staffing shortages,
burnout, and limited training opportunities. They want fair hiring practices, job stability, and
stronger professional development pathways, including nursing career supports and
scholarships. Many also recommended flexible and part-time employment options to help with
recruitment and retention. Overall, they emphasized that new funding models must support a
stable, well-trained workforce that can meet growing community needs.

Veterans

Veterans said the County should prioritize permanent supportive housing, including hotel and
motel conversions, to help veterans stay stable during recovery. They want mental health and
housing services that reflect the unique experiences and stresses veterans face after military
service. Many also asked the County to make veterans a priority category in housing programs
and to strengthen coordination with agencies that serve veterans. Overall, they emphasized that
safe, long-term housing is essential for better mental health outcomes.

Representatives from
veterans’ organizations

Representatives from veterans’ organizations said the County should make permanent
supportive housing for homeless veterans a top priority. They asked for dedicated housing
investments, better alignment of capital projects, and stronger coordination with state programs
like CalAIM. Many stressed that targeted funding is needed because veteran homelessness
continues to grow. They also highlighted the cost-effectiveness of SRO-style housing and urged
closer County and State collaboration to expand veteran housing options.

Health care
organizations, including
hospitals

Health care organizations said there are not enough psychiatric beds or staff to meet community
needs, and new staffing laws like AB 116 are creating added pressure. They stressed the need
for strong care transitions, especially for people who come to emergency rooms during a mental
health or substance use crisis, so they can be linked quickly to ongoing care at FQHCs or
CCBHCs. Hospitals also asked for better data sharing systems and clearer rules around privacy
and electronic medical records. They emphasized that maintaining inpatient capacity and adding
more long-term care options are essential to reduce repeated crises and improve patient
outcomes.

Health care service plans
(MCPs)

Health care service plans said they need better alignment between BHSA services and Medi-Cal
financing, especially as CalAIM changes how services are billed and delivered. They highlighted
the “insurance gap,” where families with private insurance still cannot access specialty programs
like intensive outpatient treatment. MCPs also asked for more technical assistance to help
community-based organizations with contracting, billing readiness, and PAVE registration.
Overall, they want clearer coordination across County and state systems to reduce coverage
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gaps and improve access to care.

Tribal and Indian Health
Program design

Tribal and Indian Health Program representatives said the County did not meaningfully engage
with all 18 federally recognized tribes and must build real partnership in planning and decision-
making. They asked for culturally responsive services, tribal specific prevention strategies, and
engagement pathways that reflect each tribe’s unique needs. Many also stressed that tribes face
serious funding limits and cannot meet community needs without stronger County collaboration.
Overall, they want a coordinated approach that respects tribal sovereignty and ensures tribes
are fully included in BHSA planning and implementation.

Five most populous cities

The five largest cities said they need stronger coordination with the County on crisis response,
housing siting, and diversion programs. They want clearer alignment between BHSA planning
and the responsibilities cities hold for homelessness services, emergency response, and local
implementation. Many stressed the need for shared data, better collaboration on housing
development, and consistent communication across agencies. Overall, the cities emphasized
that addressing homelessness and behavioral health requires joint planning, shared resources,
and cross agency cooperation.

Area agencies on aging

Area agencies on aging said the County does not provide enough mental health services
designed specifically for adults 60 and older. They raised concerns about the loss of caregiver
support programs and the lack of services that reduce social isolation, depression, and
loneliness. Many noted that older adults are often grouped with all adults over 21, which causes
their unique needs to be overlooked. They emphasized the need for geriatric focused programs,
stronger caregiver supports, and more outreach to isolated older adults.

Independent living
centers

Independent living centers said people with disabilities need better support to navigate the
behavioral health system and move smoothly between services. They emphasized that adults
with serious mental illness often lack stable residential options and face long waitlists or limited
access to adult residential facilities. Many also noted gaps in housing and services for people
with primary substance use disorders. Overall, they called for more accessible, inclusive housing
and programs that help people live safely and independently in their communities.

Continuums of care /
homeless provider
community

Homeless service providers said the County needs to prioritize housing interventions and better
include families experiencing homelessness in planning and services. They raised strong
concerns about inaccurate housing data and said the County may be overestimating available
units, especially for people leaving hospitals, jails, detox, or crisis care. Providers stressed the
need for more recovery housing, transitional rent programs, and on-site behavioral health
supports so people can stay stable after placement. They also emphasized that housing efforts
must be closely coordinated across behavioral health, cities, and homelessness systems to be
effective.

Regional centers

Regional centers said the County needs stronger coordination to support people with
developmental disabilities and neurocognitive disorders, especially those experiencing
homelessness. They highlighted major gaps in services for autistic adults, individuals with major
neurocognitive disorder, and youth with complex developmental and mental health needs. Many
also called for more wellness centers, caregiver supports, and early family focused services.
They emphasized that without better cross system collaboration, people with complex disabilities
will continue to fall through the cracks.

Emergency medical
services

Emergency medical services staff said they need better coordination with crisis response teams
like PERT and MCRT because they often respond to mental health related emergencies without
enough behavioral health trained support. They worry about unsafe crisis responses and say
families sometimes avoid calling 911 because they fear unpredictable outcomes. Many
emphasized the need for stronger follow-up after emergency mental health visits, especially for
older adults and people with serious iliness. They also noted that clubhouses and culturally
competent providers play an important role in helping people stay connected and recover safely
in the community.

Community-based
organizations serving
culturally and
linguistically diverse

Community based organizations said the County must invest more in culturally rooted programs,
multilingual outreach, and prevention services that meet the needs of diverse communities. They
asked for clearer goals and stronger accountability around workforce diversity, along with more
patient rights and advocacy supports. Many groups emphasized that trusted CBOs reach
families who face language, cultural, or immigration related barriers and are often missed by
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constituents

traditional systems. They also highlighted the need for trauma-informed services, navigation
support for newcomer and refugee communities, and stable funding for community led healing
programs.

Representatives from
youth from historically
marginalized
communities

Youth from historically marginalized communities said they need services that respect their
cultures and identities. They asked for safe, welcoming places to get help without stigma or fear.
Many wanted support to start earlier—not only during a crisis—and for youth to have a real voice
in decisions that affect them. They also pointed out gaps in school and community services,
especially for LGBTQ+, immigrant, refugee, and foster youth.

Organizations
specializing in
underserved racially and
ethnically diverse
communities

Organizations that work with underserved racially and ethnically diverse communities asked for
stronger community involvement in planning and decision-making. They stressed the need for
outreach through trusted messengers, more transparency about how community input is used,
and hiring more bilingual and culturally competent staff. Many comments focused on fairness
and equity in workforce practices, with a small number expressing concerns that diversity efforts
could feel unfair to some groups. Overall, they supported expanding community driven programs
that better reflect the needs and voices of diverse communities.

Representatives from
LGBTQ+ communities

Representatives from LGBTQ+ communities emphasized the need for safe, identity affirming
places to get behavioral health support. They stressed the importance of culturally competent
and trauma-informed care, along with early help—not just crisis services. Several comments

highlighted worries that queer and trans youth may be overlooked without explicit protections
and trained providers. Some also shared concerns about feeling unsafe or stigmatized when

accessing government run programs.

Victims of domestic
violence and sexual
abuse

Representatives for survivors of domestic violence and sexual abuse emphasized the need for
safe, confidential, and trauma-informed services. They highlighted how housing instability makes
recovery harder and asked for stronger housing supports within prevention and intervention
programs. Many comments stressed the importance of early help, especially for immigrant and
refugee families who may face extra barriers. They also called for better coordination between
behavioral health, crisis response, and shelter services so survivors can access support without
repeating their stories or risking further harm.

People with lived
experience of
homelessness

People with lived experience of homelessness highlighted the need for stable, safe housing
paired with behavioral health support. They stressed the importance of smooth transitions after
leaving hospitals, jails, or crisis programs so people are not discharged back onto the streets.
Many emphasized the need to include families experiencing homelessness, who often face
unique barriers and safety concerns. They also called for more sober living options and services
that understand the trauma of being unhoused.
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Recommendations Received from the Behavioral Health Advisory Board (BHAB)

May 7, 2026
BHAB Comment BHS Response
1. Connection between feedback and what is changing is e BHS will continue strengthening how stakeholder feedback
unclear is reflected in implementation planning, service
coordination efforts, and future BHSA updates. Feedback
received through the Community Planning Process helped
reinforce priorities related to access, crisis response,
housing, care coordination, and support for people with the
most complex behavioral health needs. Presentation of
information is limited to a statewide template.
2. IP does not yet show how the system will work e Increased investment in crisis services, housing, and

differently for the people who rely on it the most,
especially those who move between crisis services,
homelessness, and the justice system.

specific evidence-based practices for people with SMI and
justice-involvement (FACT)

Some of the initiatives/services that address these issues
are funded outside of BHSA

3. Stakeholders described weak follow-through as they
move between programs and systems, a lack of
accountability for whether services are actually helping,
and a disconnect between the problems identified in the
Plan and the solutions that are proposed.

BHS recognizes the importance of stronger transitions and
continuity of care across crisis services, hospitalization,
housing, justice-related systems, and ongoing treatment.
BHSA and BH-CONNECT initiatives support expanded use
of evidence-based practices, standardized levels of care,
step-down services, and community-based supports
intended to improve long-term stabilization and continuity
of care.

At our most complex levels of care funded by BHSA, FSP,
the state strengthens the step-down continuum by requiring
a standard LOC tool and specific step-down services.
Additionally, BHSA enhances our ability to provide patch
funding for ASPs, which are a critical step-down resource
between subacute care and the community.

4, There is also a lack of clarity around how major changes,
including Enhanced Care Management (ECM) and BHSA,
will work in practice.

BHS continues to work collaboratively with Managed Care
Plans (MCPs), providers, and system partners to strengthen
care coordination and implementation of ECM and BHSA-
related changes. Additional state guidance and operational
development are still occurring in several areas statewide.
Programs connect clients to their Health Plan for benefits
and care coordination, including ECM (health plan benefit).

5. Taken together, these concerns (3&4 above) point to a
larger issue: there is no clear way to understand whether
people are doing better over time. The Plan does not
explain how outcomes will be tracked across crisis
services, custody, housing, and ongoing care. This
makes it difficult to know whether the system is
improving or just continuing to operate as it does today

BHSA places increased emphasis on statewide outcomes,
accountability, and evidence-based practices. BHS
continues to expand data-sharing, reporting, and
coordination efforts intended to better understand service
outcomes and improve continuity of care over time.
Additional statewide reporting guidance is still being
developed by DHCS.

BHSA strengthens service effectiveness by implementing
high-fidelity EBPs which will be tracked and reported on at
the state level.

6. The Plan does a strong job identifying disparities across
age, race and ethnicity, and language. However, the
responses to those disparities are often general and not
clearly tied back to what was identified. There needs to
be a more direct connection between the disparities
described and the actions the County plans to take,

BHS remains committed to advancing culturally responsive
and linguistically appropriate services. County providers are
required to follow Cultural Competence and CLAS
standards, including language access requirements,
workforce development expectations, and ongoing
community engagement efforts intended to better inform
services for diverse populations.
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including specific approaches to language access and
culturally appropriate care.

DHCS also requires counties to implement Cultural
Competence Plans. San Diego County monitors
implementation of cultural responsiveness by ensuring
services are provided in threshold languages, ensuring staff
are reflective of the community we serve, ensuring provider
staff are trained in cultural competencies and ensuring that
outreach and engagement to diverse communities provide
input and feedback to the County on its services.

7. The IP also does not fully address behavioral health care While behavioral health services within custody settings
in custody or what happens when people leave jail and involve multiple systems and agencies, BHS will continue to
return to the community. This includes both the quality partner on transition and reentry coordination efforts.
of care provided while in custody and the lack of clear Initiatives such as CalAIM Justice-Involved (JI) services are
transitions back into community-based treatment. intended to strengthen connections between custody
Without stronger connections between these parts of settings and community-based behavioral health care
the system, people will continue to cycle through the following release. This Initiative will go live in adult jails later
same patterns the Plan is trying to change. this year and will provide 90 day in-reach services to

enhance transitions to the BHS community system of care.
CalAIM Jlinitiative has already gone live in juvenile facilities.

8. Care coordination is another area that needs more BHS recognizes ongoing concerns regarding care
clarity. The Plan relies heavily on models like ECM, but coordination and transitions between systems. BHS
feedback from providers and community members programs are expected to coordinate with ECM providers,
suggests that these services are inconsistent and often Managed Care Plans (MCPs), and other partners to support
not enough for people with serious mentalillness. Itis continuity of care, and implementation efforts in this area
not clear what level of support individuals can expect or continue to evolve statewide.
how coordination will work between County services New processes, such as TOC and MCCP, support
and managed care. transitions of care

9. Early intervention is mentioned but not clearly developed Under BHSA, Early Intervention includes services focused
as a strategy. Recent changes to contracts and on access, outreach, stabilization, diversion, and earlier
programs raise questions about whether the system has identification of behavioral health needs. BHS continues to
lost capacity in areas that were previously supported support crisis response, school-linked services, field-based
through grants. The Plan should more clearly describe outreach, and evidence-based practices intended to engage
how individuals who are not currently engaged in care individuals earlier and reduce escalation to more intensive
will be identified and supported earlier. This includes levels of care.
expanding field-based outreach and engagement, Includes CSUs/ESUs and MCRT/PERT, in addition to
particularly for individuals experiencing homelessness school-based MH services that support early identification
with serious mental illness or substance use disorders. and treatment of behavioral health conditions, as well as

Evidenced-based models of care like CSC-FEP.

Services such as IHOT and enhanced targeted outreach as
part of Assertive Field Based Initiation of Substance Use
Treatment (AFBI) also provide outreach.

10. The Plan should also consider how voluntary, field- A continued focus is on services that stabilize behavioral
based treatment can be used more consistently, and health crisis and divert from unnecessary levels of care.
where appropriate, how existing authorities can support Crisis services, such as MCRT, PERT and CSUs/ESUs are
earlier intervention before individuals cycle into crisis, examples. This is a core principle across all local Optimal
hospitalization, or the justice system. Care Pathway (OCP) models.

IHOT provides outreach and engagement services to
connect individuals to AOT and CARE for active community
engagement and stabilization in the community.

New Assertive Field Based Initiation of Substance Use
Treatment (AFBI) services will provide outreach and linkage
to SU/MAT services and the addition of Mobile NTP will also
provide field-based services.

11. IP includes summaries of stakeholder input, it does not Community feedback informed both development of the

clearly show how that input changed the Plan. There
should be a more direct connection between what was
heard from the community and what is being proposed,

Integrated Plan and ongoing implementation planning
efforts. BHS will continue using stakeholder engagement
processes, implementation collaboratives, advisory
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as well as a clear plan for continuing to gather and use
feedback during implementation.

structures, and future BHSA updates to gather feedback and
help inform system improvement efforts over time.

12. Please add following comments into pages 29, 43,164 The Integrated Plan reflects current operational, clinical,
and 176: The county will study the homeless population and statutory frameworks established through BHSA and
to determine the percentage experiencing an SMl or related state guidance. BHS continues to use service
SUD. The county will consider the use of outpatient field delivery, outreach, housing, and care coordination data to
teams to treat this population, voluntarily, in the field. better understand the needs of individuals experiencing

homelessness and behavioral health conditions.

13. Please add these comments into page 30: The county Conservatorship-related services and placement decisions
will pursue outpatient conservatorships when the level are governed through existing legal and clinical processes.
of care allows Individuals under conservatorship may receive services in

community-based settings when clinically appropriate and
consistent with court-ordered levels of care.

14. Please add these comments Into page 34: Utilize BHS data sharing initiatives are in line with state mandates.
electronic medical record sharing to facilitate voluntary
and involuntary administration of medication as soon as
possible in the hold sequences.

15. Please add these comments into page 34: The county Existing Mobile Crisis Response Team (MCRT) and
will support and encourage the crisis response teams of Psychiatric Emergency Response Team (PERT) models
the cities within the county. The county will grant already include authority and processes consistent with
authority to these crisis response teams to initiate 5150 applicable state law and crisis response responsibilities.
holds

16. Please add these comments Into page 37: Look for and BHS continues to support outreach, engagement, crisis
implement field-based programs to identify gravely stabilization, and voluntary treatment approaches intended
disabled or SUD people and pursue voluntary to connect individuals to appropriate behavioral health
administration of medication in the field, and possibly services in community settings. Any involuntary treatment
involuntary administration of medication in the field processes must follow existing legal, clinical, and due
within the guidance of the law and ethical medical process requirements.
practices. Our goal is to identify and treat the gravely BHS is adding a mobile NTP to provide MAT services in the
disabled homeless people before they are arrested thus community for those who agree to voluntary services.
reducing all upstream numbers of justice involved
individuals.

17. Please add these comments Into pages 101-130 as is Early Intervention strategies within BHSA focus on outreach,
appropriate under Early Intervention (El): Early engagement, stabilization, diversion, and earlier
intervention strategies will include efforts to identify identification of behavioral health needs. BHS continues to
gravely disabled people who are experiencing support field-based outreach and community-based service
homelessness, pursue voluntary field treatment, or models intended to reduce escalation to more intensive
involuntary treatment if necessary. This would reduce all levels of care whenever possible.
upstream numbers of justice involved, experiencing or at
risk of experiencing homelessness, non-competent to
stand trial people sent to a state mental hospital, and in
justice involved reentry numbers.

18. Please add these comments Into page 43: Broaden the Existing evaluation and intervention processes are governed
use of the term “Any Person” under WIC 5201 to allow by state law and established clinical and legal standards.
more and easier access to help through mandated The Integrated Plan reflects current statutory and
Evaluations of people suffering with a mental disorder. operational frameworks applicable to behavioral health

services.

19. Intensive Out-Patient Programs (IOP) - IOPs are an There will be a total of 35 Medi-Cal Intensive Outpatient

incredible resource for people living with SMI,
particularly after hospitalization while transitioning back
into the community. Some San Deigo county examples
include Sharp Mesa-Vista, Alvardo Parkway Institute,
and Sharp Grossmont. However, Medi-Cal does not

Program/Partial Hospitalization Program slots in North,
Central and East regions available this summer.

96



currently cover these programs (at least as it relates to
mental health, there may be SUD IOP programs Medi-
Cal covers). | heard from many community members the
value |IOP had for them and also heard about the
difficulty accessing these services. I've seen older adults
in my program benefit tremendously from these
programs when they've been able to access them
through Medicare, but there are not options for these
services for our members that are not yet eligible for
Medicare. | can also speak from personal experience for
the value of these programs in providing support and
reducing re-hospitalization having been a part of an IOP
program as a consumer

20.

Enhanced Care Management (ECM) - The county has
been increasingly been encouraging the use of ECMs.
While the concept of ECM is wonderful, in practice, it is
currently not meeting the needs of many people living
with SMI. ECMs, in my experience, largely are able to
schedule appointments and help setup transportation,
but they do not attend or go into appointments with their
clients. This leads to people living with SMI not ever
making it to appointments/feeling intimidated or unsure
of what to do inside of appointments/leaving
appointments without important information on next
steps. Most ECMs have been very difficult to reach with
any consistency, even during moments of urgency, both
for the client and for other professionals trying to
coordinate. And many ECMs do not have extensive
experience working with/knowledge around SMI. My
program has been repeatedly encouraged to use ECMs
for our members' physical health needs, but attempts to
do so have been largely ineffective

BHS recognizes ongoing stakeholder concerns related to
ECM implementation and care coordination experiences.
BHS will continue partnering with Managed Care Plans
(MCPs), providers, and system partners to support
coordination efforts and improve continuity of care for
individuals with complex behavioral health needs.

21.

Desire For More Support to be Successful in the
Community - Many people expressed feeling as though
they were left to fend for themselves after
hospitalization. Being told to schedule follow-up
appointments, but essentially feeling left alone. People
described the value of "having a hand to hold" as they
navigate returning to the community. This could be field
based FSPs, peer support, or an area where IOP would
be valuable. Peer involvement at each step of the
recovery process was requested. | believe this also
aligns with what ECM would look like if it were
functioning ideally.

This feedback highlights the importance of strong care
coordination, peer support, and continuity of care following
hospitalization and during transitions back into the
community. These themes continue to inform
implementation discussions across multiple service and
care coordination models.

22.

Lack of Board and Cares for Low-Income Individuals,
Lack of Support at ILFs - My program supports members
at many board and cares and ILFs. The lack of board and
cares for low-income people is a consistent issue to
providing safety when members leave the hospital. Many
board and cares cost upwards of $3,000 a month for a
shared room, something completely outside the means
of members of our program/people on Medi-Cal as a
whole (Medi-Cal's income limit is generally around
$1,900 per month). Most of the members of my program
live on Supplemental Security Insurance (SSI), which is
generally about $1,200 per month. A person on SSI

This is a significant barrier that BHS is aware of, and a key
component of our OCP modeling. This is why we’ve focused
onincreasing capacity for ASP patches- to supplement the
federal rate- and pursued and promoted both CCE and
BHBH grant funding to both sustain and build capacity for
board and cares that serve members with SMl and SSI.
Broader advocacy efforts are needed to advance rate parity
in this area.

Targeted investment in these areas is essential to advance
rate parity and ensure the long-term sustainability of the
interventions outlined in our BHSA Housing plan.
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cannot have more than $2,000 of total assets to receive
these benefits. Some board and cares have an "SSI rate"
where they will charge roughly $1,300 a month for a
shared room. SSI adjusts the total SSI received by such a
person to roughly $1,400 per month, leaving about $100
total per month for a person living in a board and care
after their rent in covered. Most board and cares do not
have this type of accommodation. This leads to our
members often being discharged unsafely to an ILF after
hospitalization due to lack of supportive housing options,
despite advocacy from my program that a member
needs a higher level of care. ILFs, as they are currently,
have very little (if any) support for people living with SMI,
and in many situations can be a trigger. The biggest issue
is only board and cares and levels of care higher than
that can assist people with medications

23. Lack of Engagement Activities at Board and Cares - Most CDSS governs licensed Board and Cares, so
board and cares have few, if any, activities for residents. activities/programs within the board and cares are not
Most people living in board and cares have limited ability something we can directly impact.
to leave the facility, and it's very damaging to one's Clubhouses are a great option for board and care residents
mental health essentially being in one place every day with behavioral health conditions and offer lots of
with the only activity available being watching TV. People structured activities during the day that residents could
request more games, arts and crafts, exercise programs, participate in.
and ways to have community outings

24. Lack of Support, Grocery Stores, Community Resources This feedback reflects broader social and environmental
Near Low-Income Housing - Many board and cares, ILFs, factors that can significantly impact behavioral health and
and SROs are located in areas where grocery stores, recovery. While many of these issues extend beyond the
parks, and other positive community resources are not direct authority of BHS, BHS continues to participate in
easily accessible. Particularly for the older adult cross-system partnerships and planning efforts intended to
population | work with, if the nearest bus stop is a mile improve community supports and overall well-being.
away, itis unreachable given limited mobility. In addition,
many people with SMI struggle to use the bus and are at
increased risk of victimization on public transportation.
This leads to many of our members to lean on nearby
liquor stores/smoke shops that deplete their already
limited funds, are risks for triggering unhealthy coping
skills like alcohol use, and usually result in less healthy
options for food/drinks. It also leads to lack of
community integration

25. Trauma Inflicted by the System - | heard from many BHS recognizes the importance of trauma-informed care
people in listening sessions, from members of my and ongoing efforts to reduce re-traumatization within
program, and have experienced personally trauma from behavioral health settings. State and federal regulations
the behavioral health system. This trauma largely relates establish requirements related to safety interventions, and
to forced treatment, restraints, and seclusion. When a BHS continues to support approaches focused on least
system that is meant to help people in crisis is restrictive care whenever possible.
responsible for trauma, it is extremely hard to rebuild
trust and engage in a positive way with the system. It
becomes an enormous barrier to recovery. | strongly
encourage forced treatment, restraints, and seclusion
being a truly last resort in situations that are immediate
safety risks. This is not currently the case

26. Lack of Clarity, Guidelines, Standardization - Many Several questions within this comment. All High Fidelity EBP

changes are coming or starting to take effect, and there's
a lack of information around how they are meant to
be/going to be implemented. For example, my program

requirements are state-defined (staffing, caseloads,
requirements) and can be found in the BH-CONNECT and
BHSA policy manuals.
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will be transitioning to a level 2 FSP in less than 3
months. My administrators are currently trying to design
a program without specifics even as basic on what our
staffing level will be and what positions we are able to
have at the program (will we have a housing coordinator,
intake specialist, etc). There is meant to be housing
assistance available now through Medi-Cal, butin
speaking with Medi-Cal representatives, we have largely
been told they are unfamiliar with this program or don't
know who to connect us to to obtain this support.
Changes to Medi-Cal and SNAP currently lack details on
what will qualify a person for an exemption to things like
work requirements and how this will be verified. This
uncertainty is difficult for staff, but it is extremely
challenging for our members living with SMI and has
frequently led to exacerbated symptoms when access
to housing and benefits are seemingly at risk

Any contract that is implementing an EBP will be provided
TA and guidance through the fidelity process by the COE,
and there are timeframes set forth by DHCS for the provider
to meet the fidelity standards.

(H&H) Sounds like seeking guidance on Transitional Rent
benefit. Managed Care Plans (MCPs) are the ultimate
authorizing entities, but they are still in the early stages of
building their provider networks and operational workflows
for these specific benefits.

27. Lack of Options for People Losing Medi-Cal/SNAP - It This feedback reflects broader policy and social service
appears there are few resources available for people issues that involve multiple systems and funding structures
living with SMI that may lose access to coverage through beyond the direct authority of BHS. BHS continues to
Medi-Cal. FQHCs, while extremely valuable, are not coordinate with community partners and other systems
currently setup to treat SMI. How will people living with where appropriate to support individuals with complex
SMI that are, for instance, victims of human trafficking behavioral health and social support needs.
set to lose access to benefits, receive the support they
need? Food banks are already having difficulty meeting
demand, how will low-income people that lose access
to SNAP consistently meet their basic needs?

28. Disparities in Access to Care for both older adults and Al BHS providers are required to follow CLAS standards,
youth, particularly for non-English language. The solution which ensures culturally and linguistically appropriate
described is to, “To address these gaps, SDCBHS is services.
expanding crisis and diversionary services that reduce
barriers to entry and improve linkage to ongoing care.”

(pg. 24). While adding additional entry points, the
outlined solutions do not address the need for services
in different languages.

29. Page 84- The plan notes collaboration with Healthy San Initial engagement and information-sharing occurred in
Diego. Which date of HSD was BHSA and the IP October 2026. Ongoing efforts related to BHSA
presented for engagement versus simply a report out implementation are anticipated moving forward given the
that it was happening? The direct collaboration between existing convening of key stakeholders and representation
the county BHP and MCPs should happen before of MCPs. Collaboration with MCPs, providers, and system
guidance from the state. partners will also continue through forthcoming BHS

collaboratives throughout implementation as additional
state guidance and operational requirements evolve.

30. Why are the state measures starting on page 44 all “not These were optional measures.
applicable?”

31. Page 88- care continuum section is “marked complete” “Marked complete” indicates the budget template was
but has no information. uploaded and completed. For responses to this section,

refer to the IP budget template.

32. Page 92- only 17% of county contracted providers have Managed Care Plan (MCP) investments and contracting

contracts with MCPs- this seems very low and could
contribute to breakdowns in transitions of care. How are

decisions are administered outside of direct BHS oversight.
BHS continues encouraging providers to diversify revenue
streams and strengthen coordination with MCPs to support
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the programs benefiting from ECM and CS investments
(pg. 189) if they aren’t contracted with MCPs?

continuity of care and implementation of CalAlM-related
services.

33. Early Intervention Programs- Why are many operating There are specific, state-identified EBP models that are
without using EBPs? Why were there no additional required as part of BHSA and/or BH-CONNECT (ACT, FACT,
opportunities identified for EI? CSC-FEP, HFW, Clubhouses, IPS, PCIT, MST, FFT), and

then evidence-based practices that providers may use
within their treatment programs with members and families.
BHS contractors operating Medi-Cal treatment programs
typically determine the specific EBPs they will use in
therapy- BHS does not prescribe the specific EBP this if
there is no superseding requirement.

34. Page 192- good call out for what the community has BHS appreciates the feedback regarding the importance of
been asking for. More of this and more specificity. “For clearly connecting stakeholder priorities to implementation
the last three years, stakeholders have consistently efforts. These focus areas helped inform ongoing planning,
identified the following areas as priorities for engagement, and system improvement discussions related
enhancement within San Diego County’s continuum of to BHSA implementation and future updates.
care: Accessibility; Care Coordination and Navigation;

Community Outreach and Education; Crisis Response
Services; Culturally Appropriate and Affirming Care;
Support for People Experiencing Homelessness;
Services for Youth and Transition Age Youth(TAY); and
Workforce Capacity and Diversity.”

35. Page 192 has a comment about the importance of ACEs, ACES as a screening tool and the ACES Prevention program
but there was a recently terminated contract for ACEs? for Fathers are two different things. ACES is a screening tool

that can be used in many different settings and the specific
contracts that are sunsetting are parenting programs.

36. In the community engagement summaries, there are Stakeholder feedback gathered through the Community
really rich feedback reports, but | don’t see that Planning Process informed development of the Integrated
feedback directly incorporated into the plan itself or Plan and will also inform ongoing implementation
informing future work as it’s currently outlined. Is there a coordination efforts. BHS will continue using community
way to include the voices of these stakeholdersin a engagement summaries, implementation collaboratives,
more meaningful way? advisory structures, and future BHSA updates to strengthen

transparency and support ongoing stakeholder involvement
over time.

37. Where is the UCSD CPP report? Reporting requirements and Community Planning Process
(CPP) expectations under BHSA differ significantly from
prior MHSA processes and reporting structures. During
previous MHSA cycles, contracted partners supported BHS
CPP-related activities and provided stakeholder input and
recommendations to the department. Under the current
BHSA process, feedback and recommendations gathered
through contractor-supported activities were synthesized
alongside input received through broader CPP activities
conducted by BHS and other contracted partners.

BHS incorporated Community Engagement Activity
Summaries into the Integrated Plan appendices to provide
details of activities conducted following approval by the
Behavioral Health Advisory Board (BHAB) in September
2025.

38. There is a great need in this county to track individuals BHS continues to build data infrastructure to advance
throughout the continuum of care, especially those information sharing and track members over time
individuals cycling in and out of county jails and juvenile
detention. There currently is no way to clearly know if
any interventions have been successful.

39. The poor quality of behavioral health services in the Behavioral health services within custody settings involve

County jails has been documented by the Grand Jury, the

multiple systems and agencies beyond the direct authority
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State legislature audit, the League of Women Voters,
and many other entities. Deaths have occurred in
custody as a result of the SDSO policies and procedures
and the county has paid out upwards of $100 million in
lawsuits in a 10 year period. The State must consider the
quality of services as the incarcerated person re-enters
the community as they likely will be more acute.

of BHS. BHS continues to participate in transition and

reentry coordination efforts intended to support continuity
of care as individuals return to community-based settings.
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All fields must be completed unless marked as optional. You don’t need to finish everything at
once-your progress will be saved automatically as you go. Use “Return to plan” to navigate between
sections and track overall progress.

The Behavioral Health Care Continuum is composed of two distinct frameworks for substance

use disorder and mental health services. These frameworks are used for counties to demonstrate planned
expenditures across key service categories in their service continuum. Questions on the Behavioral Health
Care Continuum are in the Integrated Plan Budget Template.

Mark section as complete
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All fields must be completed unless marked as optional. You don’t need to finish everything at
once-your progress will be saved automatically as you go. Use “Return to plan” to navigate between
sections and track overall progress. For related policy information, refer to 6.C.2 Securing

Medi-Cal Payment .

M : Q [

Cities submitting their Integrated Plan independently from their counties do not have to
complete this section or Question 1 under All BHSA Provider Locations.

For Specialty Mental Health Services (SMHS) or for integrated SMHS/Drug Medi-Cal

Organized Delivery System (DMC-ODS) contracts under Behavioral Health Administrative
Integration, please upload a copy of the county’s current Quality Improvement Plan (QIP) for State
Fiscal Year (SFY) 2026-2027

164 - Quality Improvement Work Plan FY 2025-27, new version 4-21-26.pdf - see Appendix E

Does the county operate a standalone DMC-ODS program (i.e., a DMC-ODS program that is
not under an integrated SMHS/DMC-ODS contract)?
Yes

For standalone DMC-ODS, please upload a copy of the county’s current QIP for SFY
2026-2027
164 - Quality Improvement Work Plan FY 2025-27, new version 4-21-26.pdf - see Appendix E
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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://policy-manual.mes.dhcs.ca.gov/behavioral-health-services-act-county-policy-manual/LIVE/6-bht-fiscal-policies#LIVE6.BHTFiscalPolicies-C.2SecuringMedi-CalPayment

As of the date this report is submitted, please provide the total number of contracted Behavioral

Health Services Act (BHSA) provider locations offering non-Housing services for SFY 2025-26. |.e.,
BHSA-funded locations that are (i) not owned or operated by the county, and (ii) offer BHSA services other
than Housing Interventions services. (A provider location should be counted if it offers both Housing
Interventions and mental health (MH) or substance use disorder services (SUD); provider location that
contracts with the county to provide both mental health and substance use disorder services should be

counted separately.)

Services Provided

Number of contracted BHSA provider locations

Mental Health (MH) services only 124

Substance Use Disorder (SUD) services 3
only

Both MH and SUD services 9

Among the county's contracted BHSA provider locations, please identify the number of locations
that also participate in the county's Medi-Cal Behavioral Health Delivery System (BHDS) (including SMHS

and Drug MC/DMC-ODS) for SFY 2025-26

Services Provided

Number of Contracted BHSA Provider Locations

SMHS only 114
DMC/DMC-ODS only 3
Both SMHS and DMC/DMC-0ODS systems 9
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A A

For related policy information, refer to_.B.2 Considerations of Other Local Program Planning
Processes.

Among the county’s BHSA funded SMHS provider locations (county-operated and

contracted) that offer services/Levels of Care that may be covered by Medi-Cal MCPs as
non-specialty mental health services (NSMHS), what percentage of BHSA funded SMHS providers
contract with at least one MCP in the county for the delivery of NSMHS?

17

Please describe the county’s plans to enhance rates of MCP contracting starting July 1,

2027, and over the subsequent two years among the BHSA provider locations that are providing
services that can/should be reimbursed by Medi-Cal MCPs

County BHSA Coordinator will leverage current MCP related resources and develop additional materials
needed to educate the BHS provider network regarding MCP contracting opportunities. Coordinator will
work collectively with provider contract monitors to discuss how contracting with MCPs can lead to
seamless services to shared Medi-Cal members, as providers can bill to either the BHP or MCP for SMHS
and NSMHS accordingly. With this knowledge, contract monitors