
COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 

This agreement (“Agreement”) is made and entered into effective as of the date of the last signature on the signature page by and 
between the County of San Diego, a political subdivision of the State of California (“County”) and University of California San 
Diego, located at 9500 Gilman Drive La Jolla, CA 92023 (“Contractor”), with reference to the following facts:

RECITALS 

A. Pursuant to Administrative Code section 401, the County’s Director of the Department of Purchasing and Contracting is
authorized to award a contract for BHS Community Engagement Services.

B. Contractor is specially trained and possesses certain skills, experience, education and competency to perform these services.

C. The Chief Administrative Officer made a determination that Contractor can perform the services more economically and
efficiently than the County, pursuant to Section 703.10 of the County Charter.

D. The Agreement shall consist of this document, Exhibit A Statement of Work, Exhibit A-1 Proposal, Exhibit B Insurance
Requirements and Exhibit C, Payment Schedule.  In the event that any provision of the Agreement or its Exhibits, A, A-1, B
or C, conflicts with any other term or condition, precedence shall be: First (1st) the Agreement;  Second (2nd) Exhibit B;
Third (3rd) Exhibit A; Fourth (4th) Exhibit C; and fifth (5th) Exhibit A-1.

NOW THEREFORE, for valuable consideration, the receipt and sufficiency of which is hereby acknowledged, the parties agree as 
follows: 

ARTICLE 1 
PERFORMANCE OF WORK 

1.1 Standard of Performance.  Contractor shall, in good and workmanlike manner and in accordance with the highest professional 
standards, at its own cost and expense, furnish all of the labor, technical, administrative, professional and all other personnel, 
all supplies and materials, equipment, printing, transportation, training, facilities, and all other means whatsoever, except as 
herein otherwise expressly specified to be furnished by County, necessary or proper to perform and complete the work and 
provide the services required of Contractor by this Agreement. 

1.2 Contractor’s Representative. The person identified on the signature page (“Contractor’s Representative”) shall ensure that 
Contractor’s duties under this Agreement shall be performed on behalf of the Contractor by qualified personnel; Contractor 
represents and warrants that (1) Contractor has fulfilled all applicable requirements of the laws of the State of California to 
perform the services under this Agreement and (2) Contractor’s Representative has full authority to act for Contractor 
hereunder.  Contractor and County recognize that the services to be provided by Contractor’s Representative pursuant to this 
Agreement are unique: accordingly, Contractor’s Representative shall not be changed during the Term of the Agreement 
without County’s written consent.  County reserves the right to terminate this Agreement pursuant to Clause 7.1 “Termination 
for Default”, if Contractor’s Representative should leave Contractor’s employ, or if, in County’s judgment, the work 
hereunder is not being performed by Contractor’s Representative. 

1.3 Contractor as Independent Contractor.  Contractor is, for all purposes of this Agreement, an independent contractor, and neither 
Contractor nor Contractor’s employees or subcontractors shall be deemed to be employees of the County.  Contractor shall 
perform its obligations under this Agreement according to the Contractor’s own means and methods of work, which shall be 
in the exclusive charge and under the control of the Contractor, and which shall not be subject to control or supervision by 
County except as to the results of the work.  County hereby delegates to Contractor any and all responsibility for the safety 
of Contractor’s employees, which shall include inspection of property to identify potential hazards. Neither Contractor nor 
Contractor’s employees or subcontractors shall be entitled to any benefits to which County employees are entitled, including 
without limitation, overtime, retirement benefits, workers’ compensation benefits and injury leave. 

1.4 Contractor’s Agents and Employees or Subcontractors.  Contractor shall obtain, at Contractor’s expense, all agents, 
employees, subcontractors, and consultants required for Contractor to perform its duties under this Agreement, and all such 
services shall be performed by Contractor’s Representative, or under Contractor’s Representatives’ supervision, by persons 
authorized by law to perform such services.  Retention by Contractor of any agent, employee, subcontractor, or consultant 
shall be at Contractor’s sole cost and expense, and County shall have no obligation to pay Contractor’s agents, employees 
subcontractors, or consultants; to support any such person’s or entity’s claim against the Contractor; or to defend Contractor 
against any such claim. 

In the event any subcontractor or consultant is utilized by Contractor for any portion of the project, Contractor retains the 
prime responsibility for carrying out all the terms of this Agreement, including the responsibility for performance and 
ensuring the availability and retention of records of subcontractors and consultants in accordance with this Agreement. 

1.4.1 RESERVED. 
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1.4.2 Mandated Clause:  Contractor shall notify all Related Subcontractors of Contractor's relationship to County. 
Contractor shall include in its Related Subcontracts and ensure compliance with the Standard Terms and Conditions 
required of Contractor in Articles 3, 7, 8, 9, 10, 11, 12, 13, 14 and 16 herein. 

1.4.3 Contractor shall provide Contracting Officer Representative with copies of all Related Subcontracts entered into by 
Contractor within thirty (30) days after the effective date of the Related Subcontract, or within thirty (30) days of 
the effective date of this Agreement if such Related Subcontract is already in existence at that time.   

1.4.4 County Approval:  Any Related Subcontract that is in excess of fifty thousand dollars ($50,000) or twenty five 
percent (25%) of the value of this Agreement, whichever is less; or a combination of Related Subcontracts to the 
same individual or firm for the Agreement period, the aggregate of which exceeds fifty thousand dollars ($50,000) 
or twenty five percent (25%) of the value of this Agreement, whichever is less; or any Related Subcontract for 
professional medical or mental health services, regardless of value, must have prior concurrence of the Contracting 
Officer’s Representative (“COR”).   

1.5 Offshore Prohibition. Except where Contractor obtains the County’s prior written approval, Contractor shall perform the work 
of this Agreement only from or at locations within the United States.  Any County approval for the performance of work 
outside of the United States shall be limited to the specific instance and scope of such written approval, including the types 
of work and locations involved.  Notwithstanding the foregoing, this Section shall not restrict the country or countries of 
origin of any assets purchased to provide the work hereunder; provided that when such assets are used to provide the work, 
such assets shall be used only from or at locations within the geographic boundaries of the United States. 

ARTICLE 2 
SCOPE OF WORK 

2.1 Statement of Work.  Contractor shall perform the work described in the “Statement of Work” attached as Exhibit “A” to this 
Agreement, and by this reference incorporated herein, except for any work therein designated to be performed by County. 

2.2 Right to Acquire Equipment and Services.  Nothing in this Agreement shall prohibit the County from acquiring the same type 
or equivalent equipment and/or service from other sources, when deemed by the County to be in its best interest. 

2.3 Responsibility for Equipment.  For cost reimbursement agreements, County shall not be responsible nor be held liable for any 
damage to persons or property consequent upon the use, misuse, or failure of any equipment used by Contractor or any of 
Contractor's employees, even though such equipment may be furnished, rented, or loaned to Contractor by County.  The 
acceptance or use of any such equipment by Contractor or Contractor's employees shall be construed to mean that Contractor 
accepts full responsibility for and agrees to exonerate, indemnify and hold harmless County from and against any and all 
claims for any damage whatsoever resulting from the use, misuse, or failure of such equipment, whether such damage be to 
the employee or property of Contractor, other Contractors, County, or other persons.  Equipment includes, but is not limited 
to material, computer hardware and software, tools, or other things. 

2.3.1 Contractor shall repair or replace, at Contractor’s expense, all County equipment or fixed assets that are damaged or 
lost as a result of Contractor negligence. 

2.4 Non-Expendable Property Acquisition.  County retains title to all non-expendable property provided to Contractor by County, 
or which Contractor may acquire with funds from this Agreement if payment is on a cost reimbursement basis, including 
property acquired by lease purchase Agreement.  Contractor may not expend funds under this Agreement for the acquisition 
of non-expendable property having a unit cost of $5,000 or more and a normal life expectancy of more than one year without 
the prior written approval of Contracting Officer Representative.  Contractor shall maintain an inventory of non-expendable 
equipment, including dates of purchase and disposition of the property.  Inventory records on non-expendable equipment 
shall be retained, and shall be made available to the County upon request, for at least three years following date of disposition. 
Non-expendable property that has value at the end of the Agreement (e.g. has not been depreciated so that its value is zero), 
and to which the County may retain title under this paragraph, shall be disposed of at the end of the Agreement as follows: 
At County's option, it may: 1) have Contractor deliver to another County contractor or have another County contractor pick 
up the non-expendable property; 2) allow the contractor to retain the non-expendable property provided that the contractor 
submits to the County a written statement in the format directed by the County of how the non-expendable property will be 
used for the public good; or 3) direct the Contractor to return to the County the non-expendable property. 

2 of 200



COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 

ARTICLE 3 
DISENTANGLEMENT 

3.1 General Obligations. 

At County’s discretion, if upon termination it is determined that certain services may need to be provided by Contractor 
during the transition period, the County agree to reimburse Contractor at i) the prevailing rates found in the agreement for 
services related to those defined in agreement or ii) at reasonable cost for services that are administrative in nature and are 
not found in the agreement. 

3.2 Disentanglement Process. 

The Disentanglement process shall begin on any of the following dates:  (i) the date County notifies Contractor that no funds 
or insufficient funds have been appropriated so that the Term shall be terminated pursuant to the Agreement, Article 7; (ii) the 
date designated by County not earlier than sixty (60) days prior to the end of any initial or extended term that County has not 
elected to extend pursuant to the Agreement’s, Signature Page, Agreement Term; or (iii) the date any Termination Notice is 
delivered, if County elects to terminate any or all of the Services pursuant to the Agreement, Article 7.  Subject to Exhibit A 
Contractor’s obligation to perform Disentangled Services, and County’s obligation to pay for Disentangled Services, shall 
expire:  (A) when funds appropriated for payment under this Agreement are exhausted, as provided in this Agreement, Article 
7; (B) at the end of the initial or extended term set forth in this Agreement’s, Signature Page, Agreement Term; or (C) on the 
Termination Date, pursuant to this Agreement, Article 7 (with the applicable date on which Contractor’s obligation to perform 
the Services expires being referred to herein as the “Expiration Date”).  Contractor and County shall discuss in good faith a 
plan for determining the nature and extent of Contractor’s Disentanglement obligations and for the transfer of the 
Disentangled Services in process provided, however, that Contractor’s obligation under this Agreement to provide all 
Disentangled Services shall not be lessened in any respect. 

3.3 Specific Obligations. 

The Disentanglement shall include the performance of the following specific obligations: 

3.3.1 No Interruption or Adverse Impact 

Contractor shall cooperate with County and all of the County’s other service providers to ensure a smooth transition 
at the time of Disentanglement, with no interruption of Disentangled Services or other work required under the 
Agreement, no adverse impact on the provision of Disentangled Services or other work required under the Agreement 
or County’s activities, no interruption of any services provided by third parties, and no adverse impact on the 
provision of services provided by third parties. 

3.3.2 Third-Party Authorizations. 

Without limiting the obligations of Contractor pursuant to any other clause in Exhibit A herein, Contractor shall, 
subject to the terms of any third-party agreements, procure at no charge to County any third-party authorizations 
necessary to grant County the use and benefit of any third-party agreements between Contractor and third-party 
contractors used to provide the Disentangled Services, pending their assignment to County.  Similarly, at County’s 
direction, Contractor shall obtain all legally necessary client consents or authorizations legally necessary to transfer 
client data to County or any new service provider. 

3.3.3 Reserved 

3.3.4 Return, Transfer and Removal of Assets. 

3.3.4.1 Contractor shall return to County all County assets in Contractor’s possession, pursuant to Paragraph 2.4 
of the Agreement. 

3.3.4.2 County shall be entitled to purchase at net book value those Contractor assets used for the provision of 
Disentangled Services to or for County, other than those assets expressly identified by the Parties as not 
being subject to this provision.  Contractor shall promptly remove from County’s premises, or the site of 
the work being performed by Contractor for County, any Contractor assets that County, or its designee, 
chooses not to purchase under this provision.    

3.3.5 Transfer of Leases, Licenses, and Agreements. 
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Contractor, at its expense, shall convey or assign to County or its designee such fully-paid leases, licenses, and other 
agreements used by Contractor, County, or any other Person in connection with the Disentangled Services, as County 
may select, when such leases, licenses, and other agreements have no other use by Contractor. Contractor’s obligation 
described herein, shall include Contractor’s performance of all obligations under such leases, licenses, and other 
agreements to be performed by it with respect to periods prior to the date of conveyance or assignment and Contractor 
shall reimburse County for any losses resulting from any claim that Contractor did not perform any such obligations. 

3.3.6 Delivery of Documentation. 

Contractor shall deliver to County or its designee, at County’s request, all documentation and data related to County, 
including, but not limited to, the County Data and client files, held by Contractor, and Contractor shall destroy all 
copies thereof not turned over to County, all at no charge to County.  Notwithstanding the foregoing, Contractor may 
retain one (1) copy of the documentation and data, excluding County Data, for archival purposes or warranty support, 
and Contractor may maintain records that it is legally required to maintain. 

3.4 Findings Confidential.  Any reports, information, data, etc., given to or prepared or assembled by Contractor under this 
Agreement that the County requests to be kept as confidential shall not be made available to any individual or organization 
by the Contractor without the prior written approval of the County.  

3.5 Publication, Reproduction or Use of Materials.  The County and Contractor agree to follow state and federal copyright 
laws. Contractor shall provide notice to County when Contractor seeks to publish any report, data or other materials that 
were prepared under this Agreement and provide for appropriate approval and/or protection of the release of any 
client/program data as specified in the Statement of Work. Such approvals will not be unreasonably withheld.                                                                       

                                                                                             ARTICLE 4 
COMPENSATION 

The Payment Schedule, and/or budget are in Exhibit C and the compensation is on the Signature page. County will pay Contractor 
the agreed upon price(s), pursuant to Exhibit C for the work specified in Exhibit A, Statement of Work.  The County is precluded 
from making payments prior to receipt of services (advance payments). Contractor shall provide and maintain an accounting and 
financial support system to monitor and control costs to assure the Agreements completion.  Invoices are subject to the requirements 
below. 

4.1 Fiscal for Fixed Pricing (Rev. 2/10/21) 
4.1.1 General Principles.  Contractor shall, comply with generally accepted accounting principles and good business 

practices, including all applicable cost principles published by the Federal Office of Management and Budget 
(OMB), including 2 CFR 200 - UNIFORM ADMINISTRATIVE REQUIREMENTS, COST PRINCIPLES, AND 
AUDIT REQUIREMENTS FOR FEDERAL AWARDS ”The Uniform Guidance”, which can be viewed at 
https://www.ecfr.gov/cgi-bin/text-idx?tpl=/ecfrbrowse/Title02/2cfr200_main_02.tpl . Contractor shall comply with 
all federal, State, and other funding source requirements. Contractor shall, at its own expense, furnish all cost items 
associated with this Agreement except as herein otherwise specified in the budget or elsewhere to be furnished by 
County.  

4.1.2 Invoices. Payment for the services performed under this Agreement shall be in accordance with Exhibit C, unless 
other payment methodologies are negotiated and agreed to by both Contractor and County.  Contractor shall submit 
approved invoices monthly to the Contracting Officer’s Representative (“COR”) for work performed in the monthly 
period, accordingly.  Contractor’s monthly invoices shall be completed and submitted in accordance with written 
COR instructions and in compliance with all Agreement terms. 

4.1.3 Payments. County agrees to pay Contractor in arrears only after receipt and approval by COR of properly submitted, 
detailed and itemized original invoice referencing the Agreement number and a detailed listing of each pay point 
target, accomplishment, unit price and/or percentages, and showing the appropriate calculation for each, a progress 
report documenting the status and accomplishments of Contractor during the billing period pursuant to Exhibit C. 
Payment shall be NET 30 days from receipt and approval of invoice unless otherwise stated. 

4.1.4 Full Compensation. Pending any adjustments by the COR, each invoice approved and paid shall constitute full and 
complete compensation to the Contractor for all work completed during the billing period pursuant to Exhibit A and 
Exhibit C. Contractor shall be entitled only to compensation, benefits, reimbursements or ancillary services specified 
in this Agreement. Payment shall be NET 30 days from receipt and approval of invoice unless otherwise stated. 

4.1.5 Prompt Payment for Vendors and Subcontractors 
4.1.5.1 Prompt payment for vendors and subcontractors.  
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4.1.5.1.1. Unless otherwise set forth in this paragraph, Contractor shall promptly pay its vendors and 
subcontractor(s) for satisfactory performance under its subcontract(s) to this Agreement.  Such 
prompt payment shall be no later than thirty (30) days after Contractor receives payment for such 
services from County and shall be paid out of such amounts as are paid to Contractor under this 
Agreement. 

4.1.5.1.2 Contractor shall include a payment clause conforming to the standards set forth in Paragraph 
4.1.5.2.3 of this Agreement in each of its subcontracts, and shall require each of its subcontractors 
to include such a clause in their subcontracts with each lower-tier subcontractor or supplier. 

4.1.5.2 If Contractor, after submitting a claim for payment to County but before making a payment to a vendor or 
subcontractor for the goods or performance covered by the claim, discovers that all or a portion of the 
payment otherwise due such vendor or subcontractor is subject to withholding from the vendor or 
subcontractor in accordance with the vendor or subcontract agreement, then the Contractor shall: 
4.1.5.2.1 Furnish to the vendor or subcontractor and the COR within three (3) business days of withholding 

funds from its vendor or subcontractor a notice stating the amount to be withheld, the specific 
causes for the withholding under the terms of the subcontract or vendor agreement; and the 
remedial actions to be taken by the vendor or subcontractor in order to receive payment of the 
amounts withheld. 

4.1.5.2.2 Contractor shall reduce the subcontractor’s progress payment by an amount not to exceed the 
amount specified in the notice of withholding furnished under paragraph 4.1.5.2.1 of this 
Agreement and Contractor may not claim from the County this amount until its subcontractor 
has cured the cause of Contractor withholding funds; 

4.1.5.2.3 Upon the vendor’s or subcontractor’s cure of the cause of withholding funds, Contractor shall 
pay the vendor or subcontractor as soon as practicable, and in no circumstances later than ten 
(10) days after the Contractor claims and receives such funds from County. 

4.1.5.3 Contractor shall not claim from County all of or that portion of a payment otherwise due to a vendor or 
subcontractor that Contractor is withholding from the vendor or subcontractor in accordance with the 
subcontract agreement where Contractor withholds the money before submitting a claim to County.  
Contractor shall provide its vendor or subcontractor and the COR with the notice set forth in Paragraph 
4.1.5.2.1 of this Agreement and shall follow Paragraph 4.1.5.2.3 of this Agreement when vendor or 
subcontractor cures the cause of Contractor withholding its vendors or subcontractor’s funds.   

4.1.5.4 Overpayments. If Contractor becomes aware of a duplicate contract financing or invoice payment or that 
County has otherwise overpaid on a contract financing or invoice payment, Contractor shall immediately 
notify the COR and request instructions for disposition of the overpayment. 

4.1.6 Conditions Prerequisite to Payments. County may elect not to make a particular payment if any of the following 
exists: 
4.1.6.1 Misrepresentation. Contractor, with or without knowledge, made any misrepresentation of substantial and 

material nature with respect to any information furnished to County. 
4.1.6.2 Unauthorized Actions by Contractor.  Contractor took any action pertaining to this Agreement, which 

required County approval, without having first received said County approval. 
4.1.6.3 Default.  Contractor was in default under any terms and conditions of this Agreement. 

4.1.7 Withholding of Payment. County may withhold payment until reports, data, audits, or other information required for 
Agreement administration or to meet County or State reporting or auditing requirements are received and approved 
by COR or designee. The County may also withhold payment if, in the County's determination, Contractor is in non-
compliance with this Agreement. 

4.1.8 Availability of Funding. The County’s obligation for payment of any Agreement beyond the current fiscal year is 
contingent upon the availability of funding from which payment can be made. No legal liability on the part of the 
County shall arise for payment beyond June 30 of the calendar year unless funds are designated by the County and 
are made available for such performance. 
County shall, in its sole discretion, have the right to terminate or suspend Agreement or reduce compensation and 
service levels proportionately upon thirty (30) days' written notice to Contractor in the event that Federal, State or 
County funding for this Agreement ceases or is reduced prior to the ordinary expiration of the term of this Agreement. 
In the event of reduction of funding for the Agreement, County and Contractor shall meet within ten (10) days of 
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written notice to renegotiate this Agreement based upon the modified level of funding.  In this case if no agreement 
is reached between County and Contractor within 10 days of the first meeting, either party shall have the right to 
terminate this Agreement within ten (10) days written notice of termination. 
In the event of termination of this Agreement in accordance with the terms of this Section, Contractor shall be entitled 
to retain all sums paid as of the effective date of such termination, subject to any payment offset to which County 
may be entitled, for damages or otherwise, under the terms of this Agreement. In the event of termination of this 
Agreement pursuant to this Section, in no event shall Contractor be entitled to any loss of profits on the portion of 
this Agreement so terminated, or to other compensation, benefits, reimbursements or ancillary services other than as 
herein expressly provided. 

4.1.9 Disallowance. In the event the Contractor receives payment for services under this Agreement which is later 
disallowed by the County, Contractor shall promptly refund the disallowed amount to County on request, or at its 
option, County may offset the amount disallowed from any payment due or to become due to Contractor under any 
Agreement with the County. 

4.1.10 Maximum Price. During the performance period of this Agreement, the maximum price for the same or similar items 
and/or services shall not exceed the lowest price at which Contractor then offers the items and/or services to its most 
favored customer. 

ARTICLE 5 
AGREEMENT ADMINISTRATION 

5.1 County’s Agreement Administrator.  The Director of Purchasing and Contracting is designated as the Contracting officer 
("Contracting Officer") and is the only County official authorized to make any Changes to this Agreement. The County has 
designated the individual identified on the signature page as the Contracting Officer's Representative ("COR") 

5.1.1 County's COR will chair Contractor progress meetings and will coordinate County's Agreement administrative 
functions.  The COR is designated to receive and approve Contractor invoices for payment, audit and inspect records, 
inspect Contractor services, and provide other technical guidance as required.  The COR is not authorized to change 
any terms and conditions of this Agreement.  Only the Contracting Officer, by issuing a properly executed amendment 
to this Agreement, may make changes to the scope of work or total price. 

5.1.2 Notwithstanding any provision of this Agreement to the contrary, County’s COR may make Administrative 
Adjustments (“AA”) to the Agreement, such as line item budget changes or adjustments to the service requirements 
that do not change the purpose or intent of the Statement of Work, the Terms and Conditions, the Agreement Term 
or the total Agreement price.  Each AA shall be in writing and signed by COR and Contractor.  All inquiries about 
such AA will be referred directly to the COR. 

5.2 Agreement Progress Meeting.  The COR and other County personnel, as appropriate, will meet periodically with the Contractor 
to review the Agreement performance.  At these meetings the COR will apprise the Contractor of how the County views the 
Contractor's performance and the Contractor will apprise the County of problems, if any, being experienced.  The Contractor shall 
also notify the Contracting Officer (in writing) of any work being performed, if any, that the Contractor considers being over and 
above the requirements of the Agreement.  Appropriate action shall be taken to resolve outstanding issues. The minutes of these 
meetings will be reduced to writing and signed by the COR and the Contractor.  Should the Contractor not concur with the minutes, 
the Contractor shall set out in writing any area of disagreement. Appropriate action will be taken to resolve any areas of 
disagreement. 

ARTICLE 6 
CHANGES 

6.1 Contracting Officer.  The Contracting Officer may at any time, by a written order, make changes ("Changes"), within the general 
scope of this Agreement, in the definition of services to be performed, and the time (i.e.) hours of the day, days of the week, etc. 
and place of performance thereof.  If any such Change causes an increase or decrease in the cost of, or the time required for, the 
performance of any part of the work under this Agreement, whether changed or not changed by such an order, an equitable 
adjustment shall be made in the Agreement price or delivery schedule, or both, and the Agreement shall be modified in writing 
accordingly.  Such changes may require Board of Supervisors approval. 

6.2 Claims.  Contractor must assert any claim for adjustment under this clause within thirty (30) days from the date of receipt by the 
Contractor of the notification of Change; provided, however, that the Contracting Officer, if he decides that the facts justify such 
action, may receive and act upon any such claim asserted at any time prior to final payment under this Agreement.  Where the 
cost of property made obsolete or excess as a result of a change is included in the Contractor's claim for adjustment, the Contracting 
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Officer shall have the right to prescribe the manner of disposition of such property. Failure to agree to any adjustment shall be a 
dispute concerning a question of fact within the meaning of the clause of this Agreement entitled “Disputes” (Article 15).  
However, nothing in this clause shall excuse the Contractor from proceeding with this Agreement as changed. 

ARTICLE 7 
SUSPENSION, DELAY AND TERMINATION 

7.1 Termination for Default.  Upon Contractor's breach of this Agreement, County shall have the right to terminate this Agreement, 
in whole or part.  Prior to termination for default, County will send Contractor written notice specifying the cause.  The notice 
will give Contractor ten (10) days from the date the notice is issued to cure the default or make progress satisfactory to County in 
curing the default, unless a different time is given in the notice.  If County determines that the default contributes to the curtailment 
of an essential service or poses an immediate threat to life, health or property, County may terminate this Agreement immediately 
upon issuing oral or written notice to the Contractor without any prior notice or opportunity to cure.  In the event of termination 
under this Article, all finished or unfinished documents, and other materials, prepared by Contractor under this Agreement shall 
become the sole and exclusive property of County.  

In the event of such termination, the County may purchase or obtain the supplies or services elsewhere, and Contractor shall 
be liable for the difference between the prices set forth in the terminated order and the actual cost thereof to the County.  The 
prevailing market price shall be considered the fair repurchase price.  Notwithstanding the above, Contractor shall not be 
relieved of liability to County for damages sustained by County by virtue of any breach of this Agreement by Contractor, and 
County may withhold any reimbursement to Contractor for the purpose of off-setting until such time as the exact amount of 
damages due County from Contractor is determined. 

If, after notice of termination of this Agreement under the provisions of this clause, it is determined for any reason that the 
Contractor was not in default under the provisions of this clause, the rights and obligations of the parties shall, if this 
Agreement contains a clause providing for termination for convenience of the County, be the same as if the notice of 
termination had been issued pursuant to such clause. 

7.2 Damages for Delay.  If Contractor refuses or fails to prosecute the work, or any separable part thereof, with such diligence 
as shall ensure its completion within the time specified in this Agreement, or any extension thereof, or fails to complete said 
work within such time, County will be entitled to the resulting damages caused by the delay.  Damages will be the cost to 
County incurred as a result of continuing the current level and type of service over that cost that would be incurred had the 
Agreement segments been completed by the time frame stipulated and any other damages suffered by County. 

7.3 County Exemption from Liability.  In the event there is a reduction of funds made available by County to Contractor under 
this or subsequent agreements, the County of San Diego and its Departments, officers and employees shall incur no liability 
to Contractor and shall be held harmless from any and all claims, demands, losses, damages, injuries, or liabilities arising 
directly or from such action. 

7.4 Full Cost Recovery of Investigation and Audit Costs.  Contractor shall reimburse County of San Diego for all direct and 
indirect expenditures incurred in conducting an audit/investigation when Contractor is found in violation (material breach) of 
the terms of the Agreement. 

At the sole discretion of the County, and subject to funding source restrictions and federal and State law, County may (1) 
withhold reimbursement for such costs from any amounts due to Contractor pursuant to the payment terms of the Agreement, 
(2) withhold reimbursement for such costs from any other amounts due to Contractor from County, and/or (3) require 
Contractor to remit a check for the total amount due (or a lesser amount specified by the County) to County within thirty (30) 
days of request by County. Alternatively, at the County’s sole discretion, County and Contractor may enter into a written 
repayment plan for the reimbursement of the audit/investigation costs. 

7.5 Termination for Convenience.  Either Party may, by written notice stating the extent and effective date terminate this 
Agreement for convenience in whole or in part, at any time.  Except as set forth in Section 4.1.8, any such termination will 
be with 60 days notice. The County shall pay the Contractor as full compensation for work performed in accordance with the 
terms of this Agreement until such termination: 

7.5.1 The unit or pro rata price for any delivered and accepted portion of the work. 

7.5.2 A reasonable amount, as costs of termination, not otherwise recoverable from other sources by the Contractor as 
approved by the County, with respect to the undelivered or unaccepted portion of the order, provided compensation 
hereunder shall in no event exceed the total price. 

7.5.3 In no event shall the County be liable for any loss of profits on the resulting order or portion thereof so terminated. 
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7.5.4 County’s termination of this Agreement for convenience shall not preclude County from taking any action in law or 
equity against Contractor for: 

7.5.4.1 Fraud, waste or abuse of Agreement funds, or  

7.5.4.2 Improperly submitted claims, or 

7.5.4.3 Any failure to perform the work in accordance with the Statement of Work, or 

7.5.4.4 Any breach of any term or condition of the Agreement, or 

7.5.4.5 Any actions under any warranty, express or implied, or 

7.5.4.6 Any claim of professional negligence, or  

7.5.4.7 Any other matter arising from or related to this Agreement, whether known, knowable or unknown before, 
during or after the date of termination. 

7.6 Suspension of Work. The Contracting Officer may order the Contractor, in writing, to suspend, delay, or interrupt all or any 
part of the work of this Agreement for the period of time that the Contracting Officer determines appropriate for the 
convenience of the Government. County reserves the right to prohibit, without prior notice, contractor or contractor's 
employees, directors, officers, agents, subcontractors, vendors, consultants or volunteers from 1) accessing County data 
systems and County owned software applications, including websites, domain names, platforms, physical files, 2) treating 
County’s patients, clients, or facility residents, or 3) providing any other services under this Agreement. 

7.7 Remedies Not Exclusive.  The rights and remedies of County provided in this article shall not be exclusive and are in addition 
to any other rights and remedies provided by law, equity, or under resulting order. 

ARTICLE 8 
COMPLIANCE WITH LAWS AND REGULATIONS 

8.1 Compliance with Laws and Regulations.  Contractor shall at all times perform its obligations hereunder in compliance with 
all applicable federal, State, County, and local laws, rules, and regulations, current and hereinafter enacted, including facility 
and professional licensing and/or certification laws and keep in effect any and all licenses, permits, notices and certificates 
as are required.  Contractor shall further comply with all laws applicable to wages and hours of employment, occupational 
safety, and to fire safety, health and sanitation. 

8.2 Contractor Permits and License.  Contractor certifies that it possesses and shall continue to maintain or shall cause to be 
obtained and maintained, at no cost to the County, all approvals, permissions, permits, licenses, and other forms of 
documentation required for it and its employees to comply with all existing foreign or domestic statutes, ordinances, and 
regulations, or other laws, that may be applicable to performance of services hereunder.  The County reserves the right to 
reasonably request and review all such applications, permits, and licenses prior to the commencement of any services 
hereunder. 

8.3 Equal Opportunity. Contractor shall comply with the provisions of Title VII of the Civil Rights Act of 1964 in that it will not 
discriminate against any individual with respect to his or her compensation, terms, conditions, or privileges of employment 
nor shall Contractor discriminate in any way that would deprive or intend to deprive any individual of employment 
opportunities or otherwise adversely affect his or her status as an employee because of such individual’s race, color, religion, 
sex, national origin, age, handicap, medical condition, sexual orientation or marital status. 

8.4 Affirmative Action. Each Contractor of services and supplies employing fifteen (15) or more full-time permanent employees, 
shall comply with the Affirmative Action Program for Vendors as set forth in Article IIIk (commencing at Section 84) of the 
San Diego County Administrative Code, which program is incorporated herein by reference.  A copy of this Affirmative 
Action Program will be furnished upon request by COR or from the County of San Diego Internet web-site (www.co.san-
diego.ca.us). 

8.5 Non-Discrimination.  Contractor shall ensure that services and facilities are provided without regard to ethnic group 
identification, race, color, nation origin, creed, religion, age, sex, physical or mental disability, political affiliation or marital 
status in accordance with applicable laws, including, but not limited to, Title VI of the Civil Rights Act of 1964 (42 U.S.C 
2000d), Section 162 (a) of the Federal-Aid Highway Act of 1973 (23 U.S.C 324), Section 504 of the Rehabilitation Act of 
1973, The Civil Rights Restoration Act of 1987 (P.L. 100-209), Executive Order 12898 (February 11, 1994), Executive Order 
13166 (August 16, 2000), Title VII of the Civil Rights Act of 1964 (42 U.S.C. 2000-e), the Age Discrimination Act of 1975 
(42 U.S.C. 6101), Article 9.5, Chapter 1, Part 1, Division 2, Title 2 (Section 11135, et seq) of the California Government 
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Code, Title 9, Division 4, Chapter 6 (Section 10800, et seq) of the CCR and California Dept of Social Services Manual of 
Policies and Procedures (CDSS MPP) Division 19. 

8.6 AIDS Discrimination.  Contractor shall not deny any person the full and equal enjoyment of, or impose less advantageous 
terms, or restrict the availability of, the use of any County facility or participation in any County funded or supported service 
or program on the grounds that such person has Human Immunodeficiency Virus (HIV) or Acquired Immune Deficiency 
Syndrome (AIDS) as those terms are defined in Title 3, Division 2, Chapter 8, Section 32.803, of the San Diego County Code 
of Regulatory Ordinances. 

8.7 American with Disabilities Act (ADA) 1990.  Contractor shall not discriminate against qualified people with disabilities in 
employment, public services, transportation, public accommodations and telecommunications services in compliance with 
the Americans with Disabilities Act (ADA) and California Administrative Code Title 24. 

8.8 Political Activities Prohibited.  None of the funds, provided directly or indirectly, under this Agreement shall be used for any 
political activities or to further the election or defeat of any candidate for public office.  Contractor shall not utilize or allow 
its name to be utilized in any endorsement of any candidate for elected office.  Neither this Agreement nor any funds provided 
hereunder shall be utilized in support of any partisan political activities, or activities for or against the election of a candidate 
for an elected office. 

8.9 Lobbying.  Contractor agrees to comply with the lobbying ordinances of the County and to assure that its officers and 
employees comply before any appearance before the County Board of Supervisors.  Except as required by this Agreement, 
none of the funds provided under this Agreement shall be used for publicity or propaganda purposes designed to support or 
defeat any legislation pending before State and federal Legislatures, the Board of Supervisors of the County, or before any 
other local governmental entity. This provision shall not preclude Contractor from seeking necessary permits, licenses and 
the like necessary for it to comply with the terms of this Agreement.  

8.10 Religious Activity Prohibited.  There shall be no religious worship, instructions or proselytization as part of or in connection 
with the performance of this Agreement. 

8.11 RESERVED  

8.12 Board of Supervisors’ Policies.  Contractor represents that it is familiar, and shall use its best efforts to comply, with the 
following policies of the Board of Supervisors, available on the County of San Diego website:  

8.12.1 Board Policy B-67, which encourages the County’s Contractors to offer products made with recycled materials, 
reusable products, and products designed to be recycled to the County in response to the County’s requirements; and  

8.12.2 Board Policies B-53 and B-39a, which encourage the participation of small and veteran owned businesses in County 
procurements; and 

8.12.3 Zero Tolerance for Fraudulent Conduct in County Services.  Contractor shall comply with County of San Diego 
Board of Supervisors Policy A-120 "Zero Tolerance for Fraudulent Conduct in County Services.”  There shall be 
"Zero Tolerance" for fraud committed by contractors in the administration of County programs and the provision of 
County services.  Upon proven instances of fraud committed by contractors in connection with their performance 
under the Agreement, said contractor shall be subject to corrective action up to and including termination of the 
Agreement; and 

8.12.4 Interlocking Directorate.  In recognition of Board Policy A-79, available on the County of San Diego Website, not-
for-profit Contractors shall not subcontract with related for-profit subcontractors for which an interlocking 
relationship exist unless specifically authorized in writing by the Board of Supervisors; and 

8.12.5 Drug and Alcohol-Free Workplace. The County of San Diego, in recognition of individual rights to work in a safe, 
healthful and productive work place, has adopted a requirement for a drug and alcohol free work place, County of 
San Diego Drug and Alcohol Use Policy C-25, available on the County of San Diego website.  This policy provides 
that all County-employed Contractors and Contractor employees shall assist in meeting this requirement. 

8.12.5.1 As a material condition of this Agreement, the Contractor agrees that the Contractor and the Contractor 
employees, while performing service for the County, on County property, or while using County 
equipment: 

8.12.5.1.1 Shall not be in any way impaired because of being under the influence of alcohol or a drug. 

8.12.5.1.2 Shall not possess an open container of alcohol or consume alcohol or possess or be under 
the influence of an illegal drug. 

 
9 of 200



COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 
 

 

 

8.12.5.1.3 Shall not sell, offer, or provide alcohol or an illegal drug to another person; provided, 
however, that the foregoing restriction shall not be applicable to a Contractor or Contractor 
employee who as part of the performance of normal job duties and responsibilities prescribes 
or administers medically prescribed drugs. 

8.12.5.2 Contractor shall inform all employees who are performing service for the County on County property or 
using County equipment of the County objective of a safe, healthful and productive work place and the 
prohibition of drug or alcohol use or impairment from same while performing such service for the County. 

8.12.5.3 The County may terminate for default or breach this Agreement, and any other agreement the Contractor 
has with the County, if the Contractor, or Contractor employees are determined by the Contracting Officer 
not to be in compliance with the conditions listed herein 

8.13 Cartwright Act.  Following receipt of final payment under the Agreement, Contractor assigns to the County all rights, title 
and interest in and to all causes of action it may have under Section 4 of the Clayton Act (15 U.S.C. Sec. 15) or under the 
Cartwright act (Chapter 2) (commencing with Section 16700) of Part 2 of Division 7 of the Business and Professions Code), 
arising from purchases of goods, materials, or services by the Contractor for sale to the County under this Agreement. 

8.14 Hazardous Materials.  Contractor shall comply with all Environmental Laws and all other laws, rules, regulations, and 
requirements regarding Hazardous Materials, health and safety, notices, and training.  Contractor agrees that it will not store 
any Hazardous Materials at any County facility for periods in excess of ninety (90) days or in violation of the applicable site 
storage limitations imposed by Environmental Law.  Contractor agrees to take, at its expense, all actions necessary to protect 
third parties, including, without limitation, employees and agents of the County, from any exposure to Hazardous Materials 
generated or utilized in its performance under this Agreement.  Contractor agrees to report to the appropriate governmental 
agencies all discharges, releases, and spills of Hazardous Materials that are required to be reported by any Environmental 
Law and to immediately notify the County of it.  Contractor shall not be liable to the County for the County’s failure to 
comply with, or violation of, any Environmental Law.  As used in this section, the term "Environmental Laws" means any 
and all federal, state or local laws or ordinances, rules, decrees, orders, regulations or court decisions (including the so-called 
"common law"), including, but not limited to, the Resource Conservation and Recovery Act, relating to hazardous substances, 
hazardous materials, hazardous waste, toxic substances, environmental conditions or other similar substances or conditions.  
As used in this section the term "Hazardous Materials" means any chemical, compound, material, substance or other matter 
that: (a) is a flammable, explosive, asbestos, radioactive nuclear medicine, vaccine, bacteria, virus, hazardous waste, toxic, 
overtly injurious or potentially injurious material, whether injurious or potentially injurious by itself or in combination with 
other materials; (b) is controlled, referred to, designated in or governed by any Environmental Laws; (c) gives rise to any 
reporting, notice or publication requirements under any Environmental Laws, or (d) is any other material or substance giving 
rise to any liability, responsibility or duty upon the County or Lessee with respect to any third person under any 
Environmental Laws. 

8.15 Clean Air Act and Federal Water Pollution Control Act. 

8.15.1 Contractor agrees to comply with all applicable standards, orders or regulations issued pursuant to the Clean Air Act, 
as amended, 42 U.S.C. §§ 7401 et seq. Contractor agrees to report each violation to the USDA and the appropriate 
EPA Regional Office. 

8.15.2 Contractor agrees to comply with all applicable standards, orders or regulations issued pursuant to the Federal Water 
Pollution Control Act as amended (33 U.S.C. §§ 1251 et seq.). Contractor agrees to report each violation to the USDA 
and the appropriate EPA Regional Office. 

8.16 Debarment, Exclusion, Suspension, and Ineligibility. 

8.16.1 As a sub-grantee of federal and State funds under this Agreement, Contractor will perform an independent monthly 
verification check of all of its employees, subcontractors, consultants and vendors against the current System for 
Award Management (SAM) maintained by the U.S. Government General Services Administration, the List of 
Excluded Individuals/Entities (LEIE) maintained by the U.S. Department of Health and Human Services Office of 
the Inspector General, and the Medi-Cal Suspended and Ineligible Providers List maintained by the California 
Department of Health Care Services to verify that its employees, subcontractors, consultants and vendors have not 
been excluded from participation in Medicare, Medicaid or any other federal or State of California programs. County 
shall identity all federal sub-awards and contracts by CFDA number, prior to Contractor providing services, to ensure 
Contractor meets all required reporting obligations for federal funds. 
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8.16.2 Contractor will retain all records pertaining to the verification checks for a period of ten (10) years and shall make 
this information available to County upon request. Contractor certifies that, to the best of its knowledge, it: 

8.16.2.1 Is not presently debarred, excluded, suspended, declared ineligible, voluntarily excluded, or proposed for 
debarment, exclusion, suspension or ineligibility by any federal, state, or local department or agency; and 

8.16.2.2 Has not within a 3-year period preceding this Agreement been convicted of, or had a civil or administrative 
judgment rendered against them for, the commission of fraud or a criminal offense or civil action in connection 
with obtaining, attempting to obtain, or performing a public (federal, State, or local) transaction; violation of 
federal or State anti-trust statutes or commission of embezzlement, theft, forgery, bribery, falsification or 
destruction of records, making false statements, receiving stolen property; physical, financial or sexual abuse or 
misconduct with a patient or client, or medical negligence or malpractice; 

8.16.2.3 Is not presently indicted or otherwise criminally, civilly or administratively charged by a government entity 
(federal, State, or local) with commission of any of the offenses enumerated in the paragraph above; and 

8.16.2.4 Has not within a 3-year period preceding this Agreement had one or more public transaction (federal, State, or 
local) terminated for cause or default. 

8.16.3  Contractor shall have an ongoing duty during the term of this Agreement to disclose to the County any occurrence 
that would prevent Contractor from making the certifications contained in this Section 8.16 on an ongoing basis. 
Such disclosure shall be made in writing to the COR and the County Office of Ethics and Compliance within five (5) 
business days of when Contractor discovers or reasonably believes there is a likelihood of such occurrence. 

8.16.4 Contractor invoices shall include the following language: 

I certify, under penalty of perjury under the laws of the State of California, that the deliverables and/or services 
invoiced were delivered and/or performed specifically for this Agreement in accordance with and compliance to all 
terms and conditions set forth herein. 

8.17 Display of Fraud Hotline Poster(s).  As a material term and condition of this Agreement, Contractor shall: 

8.17.1 Prominently display in common work areas within all business segments performing work under this Agreement 
County of San Diego Office of Ethics and Compliance Ethics Hotline posters; 

8.17.2 Posters may be downloaded from the County Office of Ethics and Compliance website at:   
http://www.sandiegocounty.gov/content/sdc/cao/oec.html. Additionally, if Contractor maintains a company website 
as a method of providing information to employees, the Contractor shall display an electronic version of the poster(s) 
at the website; 

8.17.3 If Contractor has implemented a business ethics and conduct awareness program, including a reporting mechanism, 
the Contractor need not display the County poster; 

8.17.4 In the event Contractor subcontracts any of the work performed under this Agreement, Contractor shall include this 
clause in the subcontract(s) and shall take appropriate steps to ensure compliance by the subcontractor(s). 

8.18 False Claims Act Training. Contractor shall, not less than annually, provide training on the Federal False Claims Act (31 
USC 3729, et seq.  or successor statutes) and State False Claims Act (California Government Code 12650, et seq. or successor 
statutes) to all employees, directors, officers, agents, subcontractors, consultants or volunteers providing services under this 
Agreement. Contractor shall maintain verification of this training.  Contractor shall retain verifications in accordance with 
the Agreement requirement for retention of records.  For the purposes of this section, “Subcontractor" shall include any 
entity, other than County, that furnishes to Contractor services or supplies relevant to this Agreement other than standard 
commercial supplies, office space, and printing services. 

8.19 Code of Ethics. As a material term and condition of this Agreement, Contractor shall develop and implement a Code of 
Ethics or similar document and maintain it during the term of this Agreement.  Additionally, Contractor shall train all 
employees and volunteers on the Code of Ethics, and all employees, volunteers, directors, officers, and agents shall certify 
that they have received training and have been provided an opportunity to ask questions of their employer regarding the Code 
of Ethics.  Contractor shall retain these certifications in accordance with the Agreement’s provision regarding retention of 
records.  Contractor shall pass this requirement down to its subcontractors in its entirety.  For purposes of this section, 
“Subcontractor" shall mean any entity, other than County, that furnishes to Contractor services or supplies relevant to this 
Agreement other than standard commercial supplies, office space, and printing services. 
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8.20 Compliance Program. Contractors with an agreement that exceeds more than $250,000 in value annually shall establish, and 
maintain for the duration of this Agreement, a compliance program that meets the standards of Federal Sentencing Guidelines 
section 8B2.1 and 42 CFR 438.608, regardless of funding source or services. 

8.21 Investigations. Unless prohibited by an investigating government authority, Contractor shall cooperate and participate fully 
in any investigation initiated by County relative to this Agreement.  Upon County’s request, Contractor shall promptly 
provide to County any and all documents, including any and all communications or information stored digitally, and make 
available for interviews any employee(s) of Contractor identified by County.  Contractor further agrees to immediately notify 
County if any employee, director, officer, agent, subcontractor, vendor, consultant or volunteer of Contractor comes under 
investigation by any federal, State or local government entity with law enforcement or oversight authority over the Agreement 
or its funding for conduct arising out of, or related to, performance under this Agreement. 

Contractor shall promptly make available to County all internal investigative results, findings, conclusions, recommendations 
and corrective action plans pertaining to the investigation in its possession as requested by the County, unless otherwise 
protected by applicable law or privilege. 

8.22 Reserved 

8.23 Reserved 

8.24 Reserved 

ARTICLE 9 
CONFLICTS OF INTEREST; CONTRACTOR'S CONDUCT 

9.1 Conflicts of Interest.  Contractor presently has no interest, including but not limited to other projects or independent agreements, 
and shall not acquire any such interest, direct or indirect, which would conflict in any manner or degree with the performance 
of services required to be performed under this Agreement.  The Contractor shall not employ any person having any such 
interest in the performance of this Agreement.  Contractor shall not hire County's employees to perform any portion of the 
work or services provided for herein including secretarial, clerical and similar incidental services except upon the written 
approval of County.  Without such written approval, performance of services under this Agreement by associates or 
employees of County shall not relieve Contractor from any responsibility under this Agreement. 

9.1.1 California Political Reform Act and Government Code Section 1090 Et Seq.  Contractor acknowledges that the 
California Political Reform Act (“Act”), Government Code section 81000 et seq., provides that Contractors hired by 
a public agency, such as County, may be deemed to be a “public official” subject to the Act if the Contractor advises 
the agency on decisions or actions to be taken by the agency.  The Act requires such public officials to disqualify 
themselves from participating in any way in such decisions if they have any one of several specified “conflicts of 
interest” relating to the decision.  To the extent the Act applies to Contractor, Contractor shall abide by the Act.  In 
addition, Contractor acknowledges and shall abide by the conflict of interest restrictions imposed on public officials 
by Government Code section 1090 et seq. 

9.2 Conduct of Contractor. 

9.2.1 Contractor shall inform the County of all Contractor's interests, if any, that are, or that Contractor believes to be, 
incompatible with any interests of the County. 

9.2.2 Contractor shall not, under circumstances that might reasonably be interpreted as an attempt to influence the recipient 
in the conduct of his duties, accept any gratuity or special favor from individuals or organizations with whom the 
Contractor is doing business or proposing to do business, in accomplishing the work under this Agreement. 

9.2.3 Contractor shall not use for personal gain or make other improper use of confidential information acquired in 
connection with this Agreement.  In this connection, the term "confidential information" includes, but is not limited 
to, unpublished information relating to technological and scientific development; medical, personnel, or security 
records of individuals; anticipated materials requirements or pricing actions; and knowledge of selections of 
Contractors or subcontractors in advance of official announcement. 

9.2.4 Contractor, its employees, directors, officers, agents, subcontractors, vendors, consultants, and volunteers shall not 
offer, directly or indirectly, any unlawful gift, gratuity, favor, entertainment, or other item(s) of monetary value to an 
employee or official of the County. 

9.2.5 Referrals.  Contractor further covenants that no referrals of clients through Contractor’s intake or referral process 
shall be made to the private practice of any person(s) employed by the Contractor. 
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9.3 Prohibited Agreements.  As required by Section 67 of the San Diego County Administrative Code, Contractor certifies that it 
is not in violation of the provisions of Section 67, and that Contractor is not, and will not subcontract with, any of the 
following: 

9.3.1. Persons employed by County or of public agencies for which the Board of Supervisors is the governing body; 

9.3.2. Profit-making firms or businesses in which employees described in sub-section 9.3.1, above, serve as officers, 
principals, partners, or major shareholders;  

9.3.3. Persons who, within the immediately preceding twelve (12) months came within the provisions of the above sub-
sections and who (1) were employed in positions of substantial responsibility in the area of service to be performed 
by the Agreement, or (2) participated in any way in developing the Agreement or its service specifications; and 

9.3.4. Profit-making firms or businesses, in which the former employees described in sub-section 9.3.3 above, serve as 
officers, principals, partners, or major shareholders. 

9.4 Limitation of Future Agreements or Grants.  It is agreed by the parties to the Agreement that Contractor shall be restricted in 
its future contracting with the County to the manner described below.  Except as specifically provided in this clause, 
Contractor shall be free to compete for business on an equal basis with other companies. 

9.4.1 If Contractor, under the terms of the Agreement, or through the performance of tasks pursuant to this Agreement, is 
required to develop specifications or statements of work and such specifications or statements of work are to be 
incorporated into a solicitation, Contractor shall be ineligible to perform the work described within that solicitation 
as a prime or subcontractor under an ensuing County agreement.  It is further agreed, however, that County will not, 
as additional work, unilaterally require Contractor to prepare such specifications or statements of work under this 
Agreement. 

9.4.2 Contractor may not apply for nor accept additional payments for the same services contained in the Statement of 
Work. 

ARTICLE 10 
INDEMNITY AND INSURANCE 

10.1 Indemnity. County agrees, during the term of this Agreement, to indemnify, defend and hold harmless Contractor against any 
claims or liability, loss or expenses (including reasonable attorney’s fees) for which County is responsible, which may arise as a 
result of County’s acts or omissions in the performance of its obligations under this Agreement. County’s obligation to defend is 
limited to the defense of Contractor concerning alleged acts and omissions of the County. Contractor shall be responsible to defend 
against any allegations with respect to Contractors acts and omissions. 

10.2 Contractor agrees, during the term of this Agreement, to defend, indemnify and hold harmless County, against any and all 
claims or liability, loss or expenses (including reasonable attorney’s fees) for which Contractor is responsible, which may 
arise as a result of Contractor’s acts or omissions in the performance of its obligations under this Agreement, or which may 
otherwise arise in connection with the use and maintenance of any property, facility or equipment by or under the control of 
Contractor or the performance of any activities by or under the direction or control of Contractor in the performance of this 
Agreement. County shall be responsible to defend itself against any allegations with respect to County’s acts and omissions.  

10.3 Insurance. Contractor is an entity of the State of California and self-funds high retention levels for its exposures under the 
California Tort Claims Act as well as its statutory obligations for Workers Compensation. Contractor’s insurance programs 
are described in its Business and Finance Bulletin BUS-81 which can be found at 
http://www.ucop.edu/ucophome/policies/bfb/bus81.pdf 

ARTICLE 11 
AUDIT AND INSPECTION OF RECORDS 

The County shall have the audit and inspection rights described in this section. 

11.1 Audit and Inspection.  Contractor agrees to maintain and/or make available within San Diego County accurate books and 
accounting records relative to all its activities under this Agreement.  Authorized federal, State or County representatives 
shall have the right to monitor, assess, or evaluate Contractor's performance pursuant to this Agreement, said monitoring, 
assessments, or evaluations to include but not limited to audits, inspection of premises, reports, and interviews of project staff 
and participants. Contractor assertions of confidentiality shall not be a bar to full access to the records.  

At any time during normal business hours and as often as County may deem necessary, Contractor shall make available to 
County, State or federal officials for examination all of its records with respect to all matters covered by this Agreement and 
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will permit County, State or federal officials to audit, examine and make excerpts or transcripts from such records, and to 
make audits of all invoices, materials, payrolls, records of personnel, information regarding clients receiving services, and 
other data relating to all matters covered by this Agreement.  If an audit is conducted, it will be done in accordance with 
generally accepted government auditing standards as described in “Government Auditing Standards,” published for the 
United States General Accountability Office or the institute of Internal Auditors International Standards for the Professional 
Practice of Internal Auditing. 

If any services performed hereunder are not in conformity with the specifications and requirements of this Agreement, County 
shall have the right to require the Contractor to perform the services in conformity with said specifications and requirements 
at no additional increase in total Agreement amount.   When the services to be performed are of such nature that the difference 
cannot be corrected, County shall have the right to (1) require Contractor immediately to take all necessary steps to ensure 
future performance of the services in conformity with requirements of the Agreement, and (2) reduce the Agreement price to 
reflect the reduced value of the services performed.   In the event Contractor fails to perform the services promptly or to take 
necessary steps to ensure future performance of the service in conformity with the specifications and requirements of the 
Agreement, County shall have the right to either (1) by agreement or to otherwise have the services performed in conformity 
with the Agreement specifications and charge to Contractor any cost occasioned to County that is directly related to the 
performance of such services, or (2) terminate this Agreement for default as provided in the Termination clause. 

11.2 External Audits. Contractors will provide the following to the COR: 

11.2.1 Contractor shall provide COR a copy of all notifications of audits or pending audits by federal or State representatives 
regarding contracted services identified in this Agreement no later than three (3) business days of Contractor 
receiving notice of the audit. 

11.2.2 Contractor shall provide COR with a copy of the draft and final State or federal audit reports within twenty four (24) 
hours of receiving them (Health and Human Services Agency (HHSA) Contractors shall also provide electronic 
copies to Agency Contract Support (ACS) at ACS.HHSA@sdcounty.ca.gov). 

11.2.3 Contractor shall provide COR a copy of the contractor’s response to the draft and final State or federal audit reports 
at the same time as response provided to the State or federal representatives.  

11.2.4 Unless prohibited by the government agency conducting the audit, Contractor shall provide COR a copy of all 
responses made by the federal or State audit representative to the contractors’ audit response no later than three (3) 
business days of receiving it. This will continue until the federal or State auditors have accepted and closed the 
audit. 

11.3 Cost or Pricing Data.  If the Contractor submitted cost or pricing data in connection with the pricing of this Agreement or 
any change or modification thereto, unless such pricing was based on adequate price competition, established catalog or 
market prices of commercial items sold in substantial quantities of the general public, or prices set by law or regulation, the 
Contracting Officer or his representatives who are employees of the County or its agent shall have the right to examine all 
books, records, documents and other data of the Contractor related to the negotiation pricing or performance of such 
Agreement, change or modification, for the purpose of evaluating the accuracy, completeness and currency of the cost or 
pricing data submitted. 

11.4 Availability.  The materials described above shall be made available at the office of the Contractor, at all reasonable times, 
for inspection, audit or reproduction, until the expiration of three (3) years from the date of final payment under this 
Agreement, or by section 11.4.1 and 11.4.2, below: 

11.4.1 If this Agreement is completely or partially terminated, the records relating to the work terminated shall be made 
available for a period of three (3) years from the date of any resulting final settlement.  

11.4.2 Record that relate to appeals under the “Disputes” clause of this Agreement, or litigation or the settlement of claims 
arising out of the performance of this Agreement, shall be made available until such appeals, litigation, or claims 
have been disposed of, or three years after Agreement completion, whichever is longer.  County shall keep the 
materials described above confidential unless otherwise required by law. 

11.5 Subcontract.  The Contractor shall insert a clause containing all the provisions of this Article 11 in all subcontracts hereunder 
except altered as necessary for proper identification of the contracting parties and the contracting officer. 
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ARTICLE 12 
INSPECTION OF SERVICE 

12.1 Subject to Inspection.  All performance (including services, materials, supplies and equipment furnished or utilized in the 
performance of this Agreement, and workmanship in the performance of services) shall be subject to inspection and test by 
the County at all times during the term of this Agreement.  Contractor shall cooperate with any inspector assigned by the 
County to permit the inspector to determine whether Contractor’s performance conforms to the requirements of this 
Agreement.  County shall perform such inspection in a manner as not to unduly interfere with Contractor’s performance.  

12.2 Specification and Requirements.  If any services performed by Contractor do not conform to the specifications and 
requirements of this Agreement, County may require Contractor to re-perform the services until they conform to said 
specifications and requirements, at no additional cost, and County may withhold payment for such services until Contractor 
correctly performs them.  When the services to be performed are of such a nature that Contractor’s cannot correct its 
performance, the County shall have the right to (1) require the Contractor to immediately take all necessary steps to ensure 
future performance of services conforms to the requirements of this Agreement, and (2) reduce the Agreement price to reflect 
the reduced value of the services received by County.  In the event Contractor fails to promptly re-perform the services or to 
take necessary steps to ensure that future performance of the service conforms to the specifications and requirements of this 
Agreement, the County shall have the right to either (1) without terminating this Agreement, have the services performed, 
by agreement or otherwise, in conformance with the specifications of this Agreement, and charge Contractor, and/or withhold 
from payments due to Contractor, any costs incurred by County that are directly related to the performance of such services, 
or (2) terminate this Agreement  for default. 

ARTICLE 13 
USE OF DOCUMENTS AND REPORTS 

13.1 Findings Confidential.  Any reports, information, data, etc., given to or prepared or assembled by Contractor under this 
Agreement that the County requests to be kept as confidential shall not be made available to any individual or organization 
by the Contractor without the prior written approval of the County. 

13.2 Ownership, Publication, Reproduction and Use of Material. Except for medical records which shall remain the property of 
Contractor, and further except for documentary requirements required by law to be submitted to a governmental entity other 
than County, all reports, studies, information, data, statistics, forms, designs, plans, procedures, systems, and any other 
material or properties produced under this Agreement shall be available for review by the County. Notwithstanding the 
foregoing and in accordance with applicable federal and State laws and regulations, County shall have unrestricted authority 
to publish, disclose, distribute and otherwise use, copyright as Works for Hire, or patent, in whole or in part, any such reports, 
studies, data, statistics, forms or other materials or properties produced under this Agreement. Any rights in patents will be 
identified in the Statement of Work and others that may arise under the performance of this contract will be mutually agreed 
to by the Contractor and the County at that time they are first identified. County recognizes that the contractor may have a 
right to publish material resulting from the Agreement. In that instance, the contractor shall furnish the County with a copy 
of any proposed publication thirty (30) days in advance of the proposed publication date. County may request delayed release 
of such proposed publication for a maximum of an additional sixty (60) days in order to protect Intellectual Property, or 
Confidential or Proprietary Data described therein. Such delay shall not be unnecessarily withheld.  

13.3 Confidentiality.  Contractor agrees to maintain the confidentiality of and take industry appropriate and legally required 
measures to prevent the unlawful disclosure of any information that is legally required to be kept confidential. Except as 
otherwise allowed by local, State or federal law or regulation and pursuant to this Section 13.3, Contractor agrees to only 
disclose confidential records where the holder of the privilege, whether the County, or a third party, provides written 
permission authorizing the disclosure. 

13.4 Public Records Act. The California Public Records Act (“CPRA”) requires both parties to disclose “public records” in its 
actual or constructive possession unless a statutory exemption applies. This generally includes contracts and related 
documents. If party receives a CPRA request for records relating to the Agreement, the receiving party may, at its sole 
discretion, either determine its response to the request without notifying the other party or notify the other party of the request. 
If the receiving party determines its response to the request without notifying the other party, the other party shall hold the 
receiving party harmless for such determination. If the receiving party notifies the other party of the request, the other party 
may request that the receiving party withhold or redact records responsive to the request by submitting to receiving party a 
written request within five (5) business days after receipt of the receiving party's notice. The other party's request must 
identify specific records to be withheld or redacted and applicable exemptions. Upon timely receipt of the other party’s 
request, the receiving party will review the request and at its sole discretion withhold and/or redact the records identified by 
the other party. The other party shall hold the receiving party harmless for the receiving party’s decision whether to withhold 
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and/or redact pursuant to the other party’s written request. The other party further agrees that its defense and indemnification 
obligations set forth in Section 10 of this Agreement extend to any Claim (as defined in Section 10) against the receiving 
Parties (as defined in Section 10) arising out of the receiving party’s withholding and/or redacting of records pursuant to the 
receiving party's request. Nothing in this section shall preclude the other party from bringing a “reverse CPRA action” to 
prevent disclosure of records. Nothing in this section shall prevent the receiving or its agents or any other governmental entity 
from accessing any records for the purpose of audits or program reviews if that access is legally permissible under the 
applicable local, State or federal laws or regulations. Similarly, the receiving party or its agent or designee may take 
possession of the record(s) where legally authorized to do so. 

13.5 Maintenance of Records.  Contractor shall maintain all records relating to its performance under this Agreement, including 
all records of costs charged to this Agreement, and shall make them available within San Diego County for a minimum of 
three (3) years from the ending date of this Agreement, or longer where required by funding source or while under dispute 
under the terms of this Agreement, unless County agrees in writing to an earlier disposition.  Contractor shall provide any 
requested records to County within two (2) business days of request. 

13.6 Custody of Records.  County, at its option, may take custody of Contractor's client records upon Agreement, termination, 
expiration, or at such other time as County may deem necessary.  County agrees that such custody will conform to applicable 
confidentiality provisions of State and federal law.  Said records shall be kept by County in an accessible location within San 
Diego County and shall be available to Contractor for examination and inspection. Notwithstanding the foregoing, Contractor 
may maintain custody of records where legally required. 

13.7 Audit Requirement. 

(a) Contractor shall annually engage a Licensed Certified Public Accountant licensed to perform audits and attests in the 
State of California to conduct an annual financial audit of the organization.  Contractors that expend $750,000 or more of 
federal grant funds per year shall also have an audit conducted in compliance with Government Auditing Standards, which 
includes Single Audit Act Amendments and the Compliance Supplement (2 CFR part 200 App. XI). Contractors that are 
commercial organizations (for-profit) are required to have a non-federal audit if, during its fiscal year, it expended a total of 
$750,000 or more under one or more HHS awards. 45 CFR part 74.26(d) incorporates the threshold and deadlines of the 
Compliance Supplement but provides for-profit organizations two options regarding the type of audit that will satisfy the 
audit requirements.  Contractor shall include a clause in any agreement entered into with an audit firm, or notify the audit 
firm in writing prior to the audit firm commencing its work for Contractor, that the audit firm shall, pursuant to 31 U.S.C. 
7503, and to the extent otherwise required by law, provide access by the federal government or other legally required entity 
to the independent auditor’s working papers that were part of the independent auditor’s audit of Contractor.  Contractor shall 
submit two (2) copies of the annual audit report, the audit performed in accordance with the Compliance Supplement, and 
the management letter to the County fifteen (15) days after receipt from the independent Certified Public Accountant but no 
later than nine (9) months after the Contractor’s fiscal year end. 

(b) Contractor shall immediately notify County upon learning that Contractor’s independent Certified Public Accountant may 
or will issue a disclaimer of opinion due to substantial doubt of Contractor’s ability to continue as a going concern. 

13.8 Reports.  Contractor shall submit reports required in Exhibit A and additional reports as may be requested by the COR and 
agreed to by the Contractor.  Format for the content of such reports may be developed by County.  The timely submission of 
these reports is a necessary and material term and condition of this Agreement and Contractor agrees that failure to meet 
specified deadlines will be sufficient cause to withhold payment.  Contractor shall submit to County within thirty (30) days 
of the termination of this Agreement a report detailing all work done pursuant to this Agreement by Contractor. 

13.9 Evaluation Studies.  Contractor shall participate as requested by the County in research and/or evaluative studies designed to 
show the effectiveness and/or efficiency of Contractor services or to provide information about Contractor's project. 

ARTICLE 14 
(RESERVED) 

ARTICLE 15 
DISPUTES 

Notwithstanding any provision of this Agreement to the contrary, the Contracting Officer shall decide any dispute concerning a 
question of fact arising out of this Agreement that is not otherwise disposed of by the parties within a reasonable period of time.  
The decision of the Contracting Officer shall be final and conclusive unless determined by a court of competent jurisdiction to have 
been fraudulent, capricious, arbitrary or so grossly erroneous as necessarily to imply bad faith.  Contractor shall proceed diligently 
with its performance hereunder pending resolution by the Contracting Officer of any such dispute.  Nothing herein shall be construed 
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as granting the Contracting Officer or any other administrative official, representative or board authority to decide questions of law, 
or issues regarding the medical necessity of treatment or to pre-empt any medical practitioners’ judgment regarding the medical 
necessity of treatment of patients in their care.  The foregoing does not change the County’s ability to refuse to pay for services 
rendered if County disputes the medical necessity of care. 

ARTICLE 16 
GENERAL PROVISIONS 

16.1 Assignment and Subcontracting.  Contractor shall not assign any interest in this Agreement, and shall not transfer any interest 
in the same (whether by assignment or novation), without the prior written consent of the County; County’s consent shall not 
be unreasonably withheld.  The Contractor shall make no agreement with any party for furnishing any of the work or services 
herein contained without the prior written consent of the COR, pursuant to Paragraph 1.4. 

16.2 Contingency.  This Agreement shall bind the County only following its approval by the Board of Supervisors or when signed 
by the Purchasing and Contracting Director. 

16.3 Entire Agreement.  This Agreement, together with all Exhibits attached hereto and other agreements expressly referred to 
herein, constitute the entire agreement between the parties with respect to the subject matter contained herein.  All prior or 
contemporaneous agreements, understandings, representations, warranties and statements, oral or written, including any 
proposals from Contractor and requests for proposals from County, are superseded. 

16.4 Sections and Exhibits.  All sections and exhibits referred to herein are attached hereto and incorporated by reference. 

16.5 Further Assurances.  Parties agree to perform such further acts and to execute and deliver such additional documents and 
instruments as may be reasonably required in order to carry out the provisions of this Agreement and the intentions of the 
parties. 

16.6 Governing Law.  This Agreement shall be governed, interpreted, construed and enforced in accordance with the laws of the 
State of California. 

16.7 Headings.  The Article captions, Clause and Section headings used in this Agreement are inserted for convenience of 
reference only and are not intended to define, limit or affect the construction or interpretation of any term or provision hereof. 

16.8 Modification Waiver.  Except as otherwise provided in Article 6, “Changes,” above, no modification, waiver, amendment or 
discharge of this Agreement shall be valid unless the same is in writing and signed by both parties. 

16.9 Neither Party Considered Drafter.  Despite the possibility that one party may have prepared the initial draft of this Agreement 
or played the greater role in the physical preparation of subsequent drafts, neither party shall be deemed the drafter of this 
Agreement and that, in construing this Agreement in case of any claim that any provision hereof may be ambiguous, no such 
provision shall be construed in favor of one party on the ground that such provision was drafted by the other. 

16.10 No Other Inducement.  The making, execution and delivery of this Agreement by the parties hereto has been induced by no 
representations, statements, warranties or agreements other than those expressed herein. 

16.11 Notices.  Notice to either party shall be in writing and personally delivered; sent by certified mail, postage prepaid, return 
receipt requested; or emailed to the County’s or Contractor’s designated representative (or such party’s authorized 
representative).  Any such notice shall be deemed received by the party (or such party’s authorized representative) on the 
earliest of the date of personal delivery, three (3) business days after deposit in the U.S. Mail, or upon sending of an email 
from which an acknowledgement of receipt has been received other than an out of office, unavailable, or undeliverable reply.  

16.12 Severability.  If any term, provision, covenant or condition of this Agreement is held to be invalid, void or otherwise 
unenforceable, to any extent, by any court of competent jurisdiction, the remainder of this Agreement shall not be affected 
thereby, and each term, provision, covenant or condition of this Agreement shall be valid and enforceable to the fullest extent 
permitted by law. 

16.13 Successors.  Subject to the limitations on assignment set forth in Clause 16.1 above, all terms of this Agreement shall be 
binding upon, inure to the benefit of, and be enforceable by the parties hereto and their respective heirs, legal representatives, 
successors, and assigns. 

16.14 Time.  Time is of the essence for each provision of this Agreement. 

16.15 Time Period Computation.  All periods of time referred to in this Agreement shall be calendar days, unless the period of time 
specifies business days. Calendar days shall include all days of the week, including holidays. Business days shall be Monday 
through Friday, excluding County observed holidays.  
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16.16 Waiver.  The waiver by one party of the performance of any term, provision, covenant or condition shall not invalidate this 
Agreement, nor shall it be considered as a waiver by such party of any other term, provision, covenant or condition.  Delay 
by any party in pursuing any remedy or in insisting upon full performance for any breach or failure of any term, provision, 
covenant or condition shall not prevent such party from later pursuing remedies or insisting upon full performance for the 
same or any similar breach or failure. 

16.17 Third Party Beneficiaries Excluded.  This Agreement is intended solely for the benefit of the County and its Contractor.  Any 
benefit to any third party is incidental and does not confer on any third party to this Agreement any rights whatsoever 
regarding the performance of this Agreement.  Any attempt to enforce provisions of this Agreement by third parties is 
specifically prohibited. 

16.18 Publicity Announcements and Materials.  All public announcements, including those issued on Contractor letterhead, and 
materials distributed to the community shall identify the County of San Diego as the funding source for contracted programs 
identified in this Agreement.  Copies of publicity materials related to contracted programs identified in this Agreement shall 
be filed with the COR.  County shall be advised at least twenty four (24) hours in advance of all locally generated press 
releases and media events regarding contracted services identified in this Agreement. Alcohol and Drug Prevention Services 
Contractors shall notify COR or designee at least five (5) business days in advance of all Contractor generated media releases 
and media events regarding contracted services identified in this Agreement. 

16.19 Critical Incidents.  Contractor shall have written plans or protocols and provide employee training for handling critical 
incidents involving: external or internal instances of violence or threat of violence directed toward staff or clients; loss, theft 
or unlawful accessing of confidential client, patient or facility resident Personal Information (PI), Personally Identifiable 
Information (PII) and/or Personal Health Information (PHI); fraud, waste and/or abuse of Agreement funds; unethical 
conduct; or violation of any portion of San Diego County Board of Supervisors Policy C-25 “Drug & Alcohol Use” while 
performing under this Agreement. Contractor shall report all such incidents to the COR within one business day of their 
occurrence.  However, if this Agreement includes Article 14, Contractor must adhere to the timelines and processes contained 
in Article 14. 

16.20 Responsiveness to Community Concerns.  Unless prohibited by applicable State or federal law, Contractor shall notify 
County within one business day of receipt of any material complaints including but not limited to complaints referring to 
issues of abuse or quality of care, submitted to Contractor orally or in writing, regarding the operation of Contractor’s program 
or facility under this Agreement.  Contractor shall take appropriate steps to acknowledge receipt of said complaint(s) from 
individuals or organizations.  Contractor shall take appropriate steps to utilize appropriate forums to address or resolve any 
such complaints received.  Nothing in this provision shall be interpreted to preclude Contractor from engaging in any legally 
authorized use of its facility, property or business as approved, permitted or licensed by the applicable authority. 

16.21 Criminal Background Check Requirements.  Contractor shall ensure that criminal background checks are required and 
completed prior to employment or placement of any employee, director, officer, agent, subcontractor, consultant or volunteer 
who will be providing any services, accessing County or client data, or receiving compensation under this Agreement.  
Background checks shall be in compliance with any licensing, certification, funding, or Agreement requirements, including 
the Statement of Work, which may be higher than the minimum standards described herein. Furthermore, for any individuals 
identified above who will be assigned to sensitive positions funded by this Agreement, background checks shall be in 
compliance with Board of Supervisors Policy C-28, available on the County of San Diego website. Sensitive positions are 
those that: (1) physically supervise minors or vulnerable adults; (2) have unsupervised physical contact with minors or 
vulnerable adults; and/or (3) have a fiduciary responsibility to any County client, or direct access to, or control over, bank 
accounts or accounts with financial institutions of any client.  If this Agreement includes Article 14, Contractor must also 
adhere to requirements contained in Article 14. 

Contractor shall have a documented process for reviewing the information and determine if criminal history demonstrates 
behavior that could create an increased risk of harm to clients or risk to services to be performed under Agreement.  Contractor 
shall document review of criminal background findings and consideration of criminal history in the selection of such persons 
listed above in this section.  

16.21.1 Contractor shall utilize a subsequent arrest notification service or perform a criminal background check annually 
during the term of this Agreement for any employee, director, officer, agent, subcontractor, consultant or volunteer 
who will be providing any services under this Agreement.  Contractor shall keep the documentation of their review 
and consideration of the individual’s criminal history on file in accordance with paragraph 13.4 “Maintenance of 
Records.” 

16.21.2 Definitions 
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A. Minor:  Individuals under the age of eighteen (18) years old. 

B. Vulnerable Adult:  (1) Individuals age eighteen (18) years or older, who require assistance with activities of 
daily living and who may be put at risk of abuse during service provision; (2) Individuals age eighteen (18) 
years or older who have a permanent or temporary limited physical and/or mental capacity that may put them 
at risk of abuse during service provision because it renders them: unable to make decisions for themselves, 
unable to physically defend themselves, or unaware of physical abuse or other harm that could be perpetrated 
against them.   Activities of daily living are defined as the basic tasks of everyday life, such as eating, bathing, 
dressing, toileting, and transferring.  

C. Volunteer:  A person who performs a service willingly and without pay. 

16.22 Health Insurance.  Contractors providing direct services to the public shall ask if the client and any minor(s) for whom they 
are responsible have health insurance coverage.  If the response is “no” for client or minor(s) the Contractor shall refer the 
client to Covered California at https://www.coveredca.com/ or to 1-800-300-1506.   

16.23 Survival. The following sections or articles of this Agreement shall survive the expiration or earlier termination of this 
Agreement: Sections 8.1, 8.13, 8.14, 8.15, 8.21, 10.1, 11.1, 11.2, and 11.4, and Articles 7 and 13. 

 
16.24 Counterparts. This Agreement may be executed in separate counterparts, none of which need contain the signatures of all 

Parties, each of which shall be deemed to be an original, and all of which taken together constitute one and the same 
instrument. Telecopied or scanned signatures will be deemed to have the same effect as an original. 
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AGREEMENT TERM.  The initial term of this Agreement shall begin May 1, 2022 and end on April 30, 2023. (“Initial Term”). 

OPTION TO EXTEND. The County shall have the option to extend the term of this Agreement for four (4) increments of one (1) 
year each for a total of four (4) years beyond the expiration of the Initial Term, not to exceed April 30, 2027, pursuant to Exhibit C 
Payment Schedule or other applicable pricing provisions of this Agreement.  Unless County notifies Contractor in writing not less 
than thirty (30) days prior to the expiration date that the County does not intend to extend the Agreement, the Agreement will be 
automatically extended for the next option period. 

Options to Extend for One to Six Additional Months at End of Agreement.  County shall also have the option to extend the term 
of this Agreement, in one or more increments, for a total of no less than one (1) and no more than six (6) calendar months 
(“Incremental Options”). The County may exercise each Incremental Option by providing written notice to Contractor no fewer 
than fifteen (15) calendar days prior to expiration of this Agreement. The rates in effect at the time an Incremental Option is 
exercised shall apply during the term of the Incremental Option.   

COMPENSATION:  Pursuant to Exhibit C or other applicable pricing provisions of this Agreement, County agrees to pay Contractor 
a maximum Agreement amount of Two Million Three Hundred Thousand Dollars ($2,300,000), in accordance with the method of 
payment stipulated in Article 4.   

COR.  The County has designated the following individual as the Contracting Officer’s Representative (“COR”) 

Kimberly C. Pettiford, MPH  Principal Administrative Analyst 
3255 Camino Del Rio South 

San Diego, CA 92108 
Phone: 619-584-5075, Email: Kimberly.Pettiford@sdcounty.ca.gov 

CONTRACTOR’S REPRESENTATIVE.  The Contractor has designated the following individual as the Contractor’s Representative. 
Jacqueline Gaw, Associate Director of Business Contracting 

9500 Gilman Drive, MC 0602 
La Jolla, CA 92093 

Phone: 858-534-4259, Email:  jgaw@health.ucsd.edu 

IN WITNESS WHEREOF, County and Contractor have executed this Agreement effective as of the date of the last signature below. 

UNIVERSITY OF CALIFORNIA SAN DIEGO COUNTY OF SAN DIEGO 

By: {{Sig_es_:signer1:signature:font(size=12    }}
Name: {{N_es_:signer1:fullname          }} 
Title: {{*Ttl1_es_:signer1:title              }} 
Email: {{Em_es_:signer1:email             }} 
Date: {{Dte_es_:signer1:date}} 

JOHN M. PELLEGRINO, Director  
Department of Purchasing and Contracting 

By:  {{Sig_es_:signer2:signature:font(size=12    }}
Name: {{N_es_:signer2:fullname          }} 
Title: {{*Ttl2_es_:signer2:title              }} 
Date: {{Dte_es_:signer2:date}} 

By electronically signing this document, all parties accept the use of electronic signatures. 
{{transstamp2_es_:transactionid}} 
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Gene Hasegawa (Apr 8, 2022 12:34 HST)
Gene Hasegawa

Gene Hasegawa
COO UCSD Health Sciences

ghasegawa@health.ucsd.edu
Apr 8, 2022

Melanie Caramat
Chief, Dept. Operations
Apr 8, 2022
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EXHIBIT A – STATEMENT OF WORK 

1. Scope of Work/Purpose
Behavioral Health Services engages stakeholders throughout the year to inform program planning and development of
the County of San Diego's Behavioral Health Services (BHS) continuum of care. This contract shall provide outreach
and promotion, facilitation and result in synthesis of directed community engagement and other activities that provide
behavioral health related input from the community in efforts to work towards behavioral health equity in the San Diego
County region.

Community engagement and input activities may include listening sessions (forums), focus groups, stakeholder
interviews, data workgroups, and/or other interactive engagement processes. It is expected that the contractor will
employ a variety of engagement processes that encourages and implements opportunities for in-depth discussion using
strategies such as focus groups and interviews. Contractor shall also ensure representative sampling in community
engagement input activities and processes. Stakeholders include, but are not limited to, individuals receiving services
for serious mental illness, serious emotional disturbance, and/or substance abuse disorders, family members, community 
residents including youth and families, community leaders, faith-based and other civic and health and human services
organizations, and those experiencing inequity in behavioral health services.

2. Background Information
In November 2004, California voters passed Proposition 63 known as the Mental Health Services Act (MHSA) which
became effective January 1, 2005.  The Act was designed to increase access to the unserved, and the underserved
individuals and families by reducing disparities in the service delivery system for mentally ill children, adults, and older
adults.  MHSA is comprised of five service components:  Community Services and Supports (CSS), Prevention and
Early Intervention (PEI), Workforce Education and Training (WET), Innovative (INN), and Capital
Facilities/Technological Needs (CF/TN) programs. The full act and components are available for review at:
https://govt.westlaw.com/calregs/Browse/Home/California/CaliforniaCodeofRegulations?guid=I689A72A0D45311D
EB97CF67CD0B99467&originationContext=documenttoc&transitionType=Default&contextData=(sc.Default)

MHSA requires counties to gather input from community stakeholders through a Community Program Planning (CPP)
process. The County of San Diego Health & Human Services Agency, Behavioral Health Services (BHS) maintains
regular contact with the public through interactive councils and advisory boards. On an annual basis, BHS hosts
Community engagement events to enhance its ability to meet the community’s needs and to meet the MHSA
requirement by gathering input on the array of services provided and identifying needs of underserved or unserved
populations. The Community engagement process assures alignment with the Live Well San Diego vision and MHSA
requirements.
Live Well San Diego Vision: Live Well San Diego, developed by the County of San Diego, is a comprehensive,
innovative regional vision that combines the efforts of partners inside and outside County government to help all
residents be healthy, safe, and thriving. All County partners and contractors, to the extent feasible, are expected to
advance this vision.
Community engagement supports the County’s Live Well San Diego vision of building better health, living safely, and
thriving by involving stakeholder feedback into the planning of necessary services for individuals with behavioral health
needs to lead healthy and productive lives. Information about Live Well San Diego can be found at LiveWellSD.org.

3. Goals and Objectives
3.1. Goals. The purpose and goal of this program is to assist BHS in a year-round community engagement and input

processes. The Contractor, in consultation with the County’s Contract Officer Representative (COR), shall design, 
conduct, and promote community engagement events/and or activities for the purposes of gathering input from 
underserved and unserved communities to inform the continuum of care and to advance behavioral health equity 
within the system. The contractor shall synthesize the results from all activities and/or events into outcome 
summaries and reports for internal and public dissemination.  
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Contractor shall continuously improve its approach and activities based on the best practices learned from each 
successive year’s community engagement activities and achieve the following goals during the full term of the 
contract. 

3.1.1. Build a community engagement process that is welcoming, inclusive, and aligned but not duplicative of 
other engagement activities in the community that are behavioral-health related.   

3.1.2. Ensure that community engagement activities, messaging, and materials are prepared to address and 
respond to social, cultural, racial, and health related inequities that exist in underserved and unserved 
communities with the long-range goal of addressing systemic inequities. 

3.1.3. Develop a continuous feedback cycle of input gathering, data collection, information sharing, and 
provision of actionable insights aligned with behavioral health systems and services.  
 

3.2. Outcome Objectives. Contractor shall achieve each area of the following outcome objectives:  
3.2.1. Enhance engagement and involvement of unserved and underserved communities as verified by the 

community groups representing diverse populations who have not previously participated in community 
stakeholder groups or listening sessions. Verification will be documented by a satisfaction questionnaire 
and other data collection mechanisms. 

3.2.2. Develop a formal structure to capture and leverage community resident and stakeholder behavioral health 
input regarding challenges and prevention strategies to be used to inform the BHS continuum care. The 
information collected will result in a blueprint that includes community and regional behavioral health 
needs, assets, and recommendations. 
 

3.3. Process Objectives. Contractor shall achieve each area of the following process objectives: 
3.3.1. Develop and implement a community engagement framework with BHS during the first year and adapt 

during subsequent years 
3.3.2. Produce annual Community Engagement Reports and other reports throughout the year as determined by 

BHS leadership. 
3.3.3. Collaborate with other BHS contractors including evaluation contractors to enhance stakeholder input and 

engagement including support for the Community Experience Project. 
3.3.4. Participate in organized communication with BHS leadership and other identified stakeholder groups.  
3.3.5. Develop and conduct a minimum of six (6) annual community listening sessions, twenty (20) focus 

groups, and twenty (20) interviews throughout the year (see Section 5. Definitions) as a means of 
convening stakeholders and the community to collect data. 

3.3.6. Develop and provide stakeholder training as needed and directed. Refer to 9 CCR § 3300 in 3.1.6 for 
details of state regulations on training.  

3.3.7. Design and administer Participant Satisfaction Surveys to all participants at the conclusion of each 
community engagement activity (interview, discussion group, listening session (forum), or any other 
community engagement activity conducted). Refer to Section 8. 

3.3.8. Provide monthly updates to BHS executive leadership on community engagement.  
3.3.9. Prepare for and conduct a minimum of six (6) Data Workshops for stakeholders, partner groups, and BHS 

staff.  
3.3.10. Design and conduct data gathering and analysis that demonstrates rigorous quantitative and qualitative 

analytical methodologies for preparation of reporting purposes. 
3.3.11. Provide structural support and facilitation for the Community Experience Committee (CEC) 
3.3.12. Provide facilitation of CEC stakeholder groups. 
3.3.13. Collaborate with SUD Regional Prevention Providers and Breaking Down Barriers Community Leads.  
3.3.14. Facilitate CEC data transfer.  
3.3.15. Liaise with community coalitions, groups, and the research community and support potential research 

development.  
3.3.16. Prepare an annual community engagement report for public release and comment that conveys 

comprehensive representation of community input and insight and results of rigorous quantitative and 
qualitative data analysis. (see Section 8.2).  
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4. Target Population and Geographical Area 
4.1. Contractor shall promote and advertise the community engagement events and surveys to encourage attendance and 

participation of key populations as defined by the COR. The geographic area will include all six HHSA regions of 
San Diego County.  
 
The target population shall reflect the diversity of the demographics of San Diego County, including but not limited 
to geographic location, age, gender, and race/ethnicity.  

4.2. Outreach to clients with serious mental illness and/or serious emotional disturbance, and their family members to 
ensure the opportunity to participate. Outreach will also include additional priority populations as directed by COR. 
For reference, see California regulation 9 CCR 3300(b)(4)-(5). Link provides background to the regulation and the 
MHSA community engagement requirements under General Requirements: CA Regulation 9 CCR 33--(b)(4)-(5) 

 
5. Definitions (The definitions listed in Section 5 were written using information available from the field of behavioral 

health and public health) 
5.1. Community engagement activities. A process undertaken with the goal of allowing a community of people (who 

live in proximity and/or share similar self-identification) to influence key decision-makers on a range of issues 
over time.  The purpose is for community engagement groups to have a place at the table before important 
decisions are made. 

5.2. Behavioral health equity. Defined as the right to access and receive quality health care for all populations 
regardless of the individual’s race, ethnicity, gender, socioeconomic status, sexual orientation, or geographical 
location. This includes access to and receipt of prevention, treatment, and recovery services for mental health and 
substance use disorders. (Substance Abuse and Mental Health Services Administration, (2020)  

5.3. Training. Information regarding the behavioral health system of care provided to stakeholders and the general 
public to promote understanding of current services, strategies, and outcomes.  

5.4. Data Workshops. Presentations intended to promote the ability to understand what data mean, including the ability 
to read graphs and charts as well as draw conclusions from data. Presentations would focus on existing 
epidemiological trends and highlight outcomes of community engagement.  

5.5. Listening Sessions (Forums). Defined as large public gatherings for the expressed purpose of soliciting input and 
feedback through facilitated group discussions. These listening sessions (forums) are intended to provide both 
qualitative and quantitative data on the topics under discussion and may be held in-person or through an electronic 
platform. 

5.6. Focus groups. Focus groups are defined as small groups of selected representative individuals who are gathered 
privately and asked about their perceptions, opinions, and ideas. The facilitator encourages open discussion as the 
discussion group is an interactive setting. Focus groups may take place during meetings of existing groups. Focus 
groups may be held in -person or through an electronic platform. 

5.7. Interviews. Interviews are defined as one-on-one discussions that are conducted in-person, generally in a public 
place or business. For instance, interviewers might approach students on a university campus and ask to interview 
them about their perspectives and opinions. Interviewees may also be key informants (selected subject-matter-
experts and leaders) who are recruited for one-on-one discussions. Interviews may be held in-person or through 
an electronic platform. 

5.8. Unserved and Underserved Communities. Unserved and Underserved Communities are defined as disadvantaged 
regarding health and human services because of inability to pay, inability to access care, or other disparities for 
reasons of race, religion, language group or social status.       These communities include vulnerable and special 
needs who have experienced health disparities. 
 

6. Program Requirements 
6.1. Contract Compliance. Contractor shall comply with all applicable provisions of the Behavioral Health Services 

(BHS) Organizational Provider Operations Handbook (OPOH).  The OPOH is located at the following link: 
https://www.optumsandiego.com 
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6.2. Communication and Coordination. Contractor shall maintain communication with the COR via electronic mail 
(e-mail); fax; telephone; and voice mail on all matters of importance to the implementation, integrity, and quality 
assurance of the program.  
6.2.1. Contractor shall participate in scheduled BHS provider meetings as directed by the COR.  
6.2.2. The COR shall review and approve all materials prior to publishing or releasing.  

6.3. Program Management. Contractor shall provide program management oversight, which includes business and 
administrative planning, engagement, directing, coordinating, and approval actions designed to accomplish 
overall program objectives. Contractor shall be responsible for the day-to-day operation of the program and shall 
be accessible to County by telephone and by email during business hours. 
6.3.1. Contractor shall provide the COR with an organizational chart identifying key personnel and reporting 

relationships within 72 hours of any changes to organizational structure. 
6.3.2. Contractor shall notify COR prior to personnel change in the Program Manager position. 

6.3.2.1. A written plan for program coverage and personnel transition shall be submitted to the County 
at least 72 hours prior to any change in Program Manager position. 

6.3.2.2. Resume of candidate for replacement shall be submitted to COR for County review and 
comment at least 72 hours prior to hire. 

6.4. Cultural Competence. Contractor shall comply with County Cultural Competence requirements as referenced in 
the Organizational Provider Operations Handbook (OPOH) and shall demonstrate integration of cultural 
competence standards described in the San Diego County Mental Health Services Cultural Competence Plan. 
OPOH available at: https://www.optumsandiego.com 

6.4.1. Contractor shall comply with the requirements of the MHSA Workforce Education and Training Plan 
pertaining to Cultural Competence. These requirements may contribute to meeting the minimum of 4-
hour mandatory training, annually, as described in the Organizational Provider Operations Handbook 
(OPOH). Contractor shall report the completion of the mandatory cultural competency training on the 
Quarterly Service Report (QSR).  

6.4.2. Contractor shall provide a Human Resource Plan that includes how Contractor shall recruit, hire, and 
retain bilingual and culturally diverse staff. 

6.5. Quality Improvement. Contractor shall comply with County Quality Improvement Program, as described in 
Organizational Provider Operations Handbook (OPOH). 

6.6. Serious Incidents. Contractor shall comply with Unusual Occurrences reporting requirements as described in the 
Organizational Provider Operations Handbook (OPOH). 

6.7. Disaster Response. Contractor shall comply with Disaster Response reporting requirements as described in the 
Organizational Provider Operations Handbook (OPOH). 

6.8. Trauma Informed. Contractor’s program and services shall be trauma-informed and accommodate the 
vulnerabilities of trauma survivors and allow services to be delivered in a way that will avoid inadvertently re-
traumatizing people and will facilitate consumer participation in services. 
 

7. Service Delivery Requirements  
7.1. General Requirements 

7.1.1. Contract deliverables include verifiable community engagement activities throughout the year, an action 
plan, an approved analysis of prior year’s community engagement activities listening sessions (forums), 
focus groups, interviews, Data Workshops, and a final annual report. 

7.1.2. Documentation of staff qualifications (knowledge of, expertise, and experience in outreach and 
engagement in the collection and analysis of behavioral health data) shall be on file at the program site. 
Contractor shall ensure reasonable and appropriate supervision of all staff including volunteers and 
interns, in accordance with guidelines included in the Organizational Provider Operations Handbook. 

7.1.3. During the initial year of the contract, the Contractor shall develop a 3-Year Community Engagement 
Plan.  

7.1.4. During subsequent years of the contract, the Contractor shall implement and adapt the 3-Year Community 
Engagement Plan.  
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7.1.5. Throughout the year when listening sessions (forums) are not taking place, the Contractor shall conduct 
outreach activities within existing stakeholder communities and underserved and unserved communities 
not currently engaged to inform the 3-Year Community Engagement Plan. 

7.1.6. Participate in stakeholder meetings throughout the year, including the Behavioral Health Advisory Board 
(BHAB), BHS Councils and Boards, grassroots community meetings, and other stakeholder gatherings. 
The purpose of participation is to get direction on community engagement efforts, establish partnerships 
for recruitment and invitations for community listening sessions (forums). The frequency of participation 
will be determined in consultation with the COR.   

7.1.7. Meet as directed with BHS Executive Leadership and BHAB to discuss progress and to further refine 
processes and delineation of population priorities.  

7.1.8. Meet with multiple stakeholder groups to build collaborative relationships.  
7.1.9. Identify and create relationships with new groups and individuals while enriching existing networks 

through outreach, including but not limited to the Behavioral Health Advisory Board, BHS Councils, 
Program Advisory Groups, and provider meetings.  

7.1.10. Contractor activities throughout the year will be tracked, in part, through monthly  
meetings between the Contractor and the COR.  
 

7.2. Specific Requirements for Listening Sessions (Forums) 
7.2.1. Contractor shall be responsible for coordinating dates and securing site locations and/or alternate virtual 

platforms (such as Zoom or WebEx) for listening sessions (forums) and other community engagement 
activities for the general public and for target populations.  

7.2.2. When conducted in-person, events shall be regional and shall be located to allow unobstructed public 
access. 

7.2.3. Contractor shall convene and facilitate and adequately staff each listening session (forum) or focus group. 
7.2.4. In consultation with the COR, Contractor shall determine the best methods and platforms of gathering 

information during the events, including innovative electronic methods. The method shall be easily 
adaptable to diverse types of participants/attendees and various attendance sizes and be effective in 
encouraging active participation by all attendees.   

7.2.5. In consultation with the COR, Contractor shall develop questions and a format to direct the information-
gathering conversation, including perspectives on behavioral health issues, current data dashboards, and 
methods for future community engagement. 

7.2.6. Contractor shall be responsible for securing the consent of guardians of minors who participate in listening 
sessions (forums), focus groups, and interviews. 

7.2.7. Contractor shall set the order of the program such as, introduction, training, speakers,  
 presentations, breakout groups or other components.   

7.2.8.  Contractor shall provide personnel to facilitate and capture input at the     
 community engagement activities. 

7.2.9. Contractor shall provide support materials as needed such as pencils, pads, easels,  
markers, tape, or other items to capture input from attendees. Electronic venues (e.g., webinars) should 
provide easy access and clear instructions for participation.  

7.2.10. Contractor shall develop handouts, informational packets, and any other materials  
   necessary to support the community engagement events in consultation with the COR.   

7.2.10.1. Contractor shall provide to each participant, the materials developed for  
   the community engagement activities.  

7.2.10.2. All materials developed for community engagement events shall be made  
   available to individuals with visual impairments (e.g. large font materials).  

7.2.10.3. Contractor shall either provide staff who are bilingual in the minimum  
threshold languages (Spanish, Vietnamese, Filipino, Farsi, and Arabic) or provide translation 
services to meet language needs of the participants.  

 
25 of 200



COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 
 

EXHIBIT A – STATEMENT OF WORK 
 

 

 

7.2.11. When conducted in-person, Contractor shall secure and coordinate catering services for the community 
engagement events (when applicable). Contractor shall oversee the delivery, setup, and take down of 
catering services for each event when these services are provided. 

7.2.12. Contractor shall secure and coordinate language translation services and/or equipment  
if requested by registered participants in the County of San Diego’s threshold languages as defined by 
the COR. 

7.2.13. Contractor shall work to achieve approximately 100 to 150 unduplicated individuals per listening session 
(forum), and 50 percent of participants among individuals with lived experience, family members of 
those with lived experience, and general resident community members.    

7.2.14. When conducted in-person, listening session (forums) site characteristics will include but not be limited 
to: 

7.2.14.1. Be free in cost whenever possible or economically feasible, and non- extravagant. 
7.2.14.2. Have American Disability Act (ADA) accessibility. 
7.2.14.3. Have accessibility to public transportation (e.g., bus stops and trolley lines). 
7.2.14.4. Have adequate, free parking capacity with good lighting. 
7.2.14.5. Have adequate bathroom facilities that are handicap accessible. 
7.2.14.6. Allow food service of refreshments (when applicable). 
7.2.14.7. Have tables and electricity to accommodate food service. 

7.3. Marketing and Promotion for Listening Sessions (Forums) 
7.3.1. Contractor shall create and employ professional quality, tailored marketing and promotion methods to 

maximize participation of diverse, unserved, underserved populations, stakeholders, organizations, and 
providers. 

7.3.2. To maximize access, the listening sessions (forums) shall be held at different times, both in the day and 
evening hour and/or on weekends. 

7.3.3. Contractor shall establish a registration website to track the number of participants attending each 
community engagement activity.  

7.3.3.1. The registration site shall support individuals who have visual impairments.  
7.3.3.2. The registration site shall accommodate all County of San Diego threshold  

  languages.  
7.3.3.3. The registration site shall gather information to include demographic and    

 characteristic information as defined by the COR.  
7.3.4. Contractor shall design, market, and promote activities in such a way to engage existing stakeholders and 

to attract community members not previously engaged with behavioral health, specifically the unserved 
and underserved populations in the county.   

7.3.5. Contractor shall use their existing network in underserved communities and expertise in the behavioral 
health field to enhance the objective of reaching a representative audience. 

7.3.6. Contractor shall provide evidence of outreach to targeted communities and populations and outcomes.  
7.3.7. Contractor shall develop professional quality promotional materials and promote community engagement 

events.  
7.3.8. The promotional materials shall include, but not be limited to, flyers, media buys (e.g. newspapers, radio, 

social media, and other appropriate sources) and signage.  
7.3.8.1. Contractor shall distribute flyers countywide, specifically promoting events in communities 

of the target populations. 
7.3.8.2. Flyers and other promotional materials should be translated into the County  

 of San Diego threshold languages as defined by the COR. 
7.4. Specific Requirements for Focus groups and Interviews. 

7.4.1. Smaller in-person focus groups venues shall be appropriate and have enough size and access for the 
population group targeted.  

7.4.2. Participation in focus groups or interviews may include teleconference or other electronic means for those 
individuals unable to attend in-person. 
 

 
26 of 200



COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 
 

EXHIBIT A – STATEMENT OF WORK 
 

 

 

8. Data Collection and Reporting 
8.1. Data Collection 

8.1.1. Contractor shall develop and/or identify the mechanism by which the community engagement activity 
data shall be collected and entered to a database. 

8.1.2. Contractor shall enter and analyze collected data.  
8.1.3. Satisfaction Survey: Contractor shall design and administer Participant Satisfaction Surveys to all 

participants at the conclusion of each community engagement activity (interview, discussion group, 
listening session (forum), or any other community engagement activity conducted).  

8.1.3.1. Each event shall include a Participant Satisfaction Survey and each participant shall receive a 
survey.  

8.1.3.2. The Participant Satisfaction Survey shall include, but not be limited to the following 
questions: convenience of location, event’s fit with participant’s schedule, usefulness of topics 
covered, how participant learned of event, and overall satisfaction with the event.  

8.1.3.3. The Consultant shall develop and/or identify the mechanism in which the data shall be 
collected and entered in a database. 

8.1.3.4. The Consultant shall provide a report containing demographic information gathered from the 
CE activities. The County shall provide details of the type of demographic information 
required in the report. 

8.1.3.5. The Consultant shall collect and enter the following information into a database to be sorted 
by the following fields: 

8.1.3.5.1. Date of listening session (forum) 
8.1.3.5.2. Time of listening session (forum) 

8.1.3.6. Health and Human Service region: 
8.1.3.6.1. Central 
8.1.3.6.2. South 
8.1.3.6.3. North lnland 
8.1.3.6.4. North Coastal 
8.1.3.6.5. East 
8.1.3.6.6. North Central 

8.1.3.7. Total number of individuals that attended each listening session (forum), and a 
cumulative total of all events that may be sorted by: 
8.1.3.7.1. Date 
8.1.3.7.2. Region 
8.1.3.7.3. Daytime or Evening 

8.1.3.8. Identify non-English languages spoken by participants: 
8.1.3.8.1. Spanish 
8.1.3.8.2. Arabic 
8.1.3.8.3. Tagalog 
8.1.3.8.4. Chaldean 
8.1.3.8.5. Farsi 
8.1.3.8.6. American Sign Language 
8.1.3.8.7. Other 

8.1.3.9. Age Group: 
8.1.3.9.1. Adult 
8.1.3.9.2. Older Adult (OA) 
8.1.3.9.3. Transitional Age Youth (TAY) 
8.1.3.9.4. Children/Youth 
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8.1.3.10. Gender 
8.1.3.10.1. Male 
8.1.3.10.2. Female 
8.1.3.10.3. Other 

8.1.3.11. Special Population: 
8.1.3.11.1. Immigrant 
8.1.3.11.2. Refugee  
8.1.3.11.3. Veterans/Military 
8.1.3.11.4. Homeless 
8.1.3.11.5. African 
8.1.3.11.6. Chaldean 
8.1.3.11.7. LGBTQI 
8.1.3.11.8. African American 
8.1.3.11.9. Native American/American Indian 
8.1.3.11.10. Latino 
8.1.3.11.11. Asian/Pacific Islander (API); or 

8.1.3.12. Any other fields requested by the County. 
8.2. Community Engagement Report 

8.2.1. The Community Engagement Report shall include, but not limited to information as defined by the COR 
and the following:  

8.2.1.1. A section on best practices. 
8.2.1.2. Identifying hard to reach and underserved populations 
8.2.1.3. Engaging hard to reach and underserved populations 
8.2.1.4. Description of rigorous quantitative and qualitative analytical methodologies 
8.2.1.5. A comprehensive representation of community input and insight and results of rigorous 

quantitative and qualitative data analysis 
8.2.1.6. Building relationships with hard to reach and underserved populations 
8.2.1.7. Challenges of reaching and engaging hard to reach and underserved  

  populations 
8.2.1.8. Additional lessons learned for engagement of BHS designated populations 

  and/or groups 
8.2.2. The Community Engagement Report shall align with verbal updates provided to BHS Executives and 

BHAB on a regular basis throughout the year.  
8.2.3. The Community Engagement Report contents and specifications shall be determined in consultation with 

the County. Between February 1 and May 1 of each year of the contract, Contractor shall work with BHS 
staff to finalize the outcome of the annual report. 
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Program Approach 
1. Agreement to SOW Requirements

1.1. If the Offeror has exceptions to any requirements, provide a marked up redline version of the SOW that provides 
applicable alternative language along with a supporting explanation to support any alternative standards/language being 
proposed. Failure to specifically reject a proposed requirement will be deemed an acceptance of such requirement.  
UC San Diego is committed to carrying out all aspects of community engagement, data collection and report as indicated 
in the Exhibit A statement of work (SOW) from RFP #11051. As detailed below, UC San Diego has the experience, technical 
capabilities, and capacity to carry out all the requirements stated in Exhibit A. UC San Diego has a history of successfully 
meeting federal, state, and local reporting and monitoring requirements including quarter, annual, and final reports. This 
includes translating final results into accessible and visually appealing documents and web-based graphics. Leveraging over 
20 years of experience working with behavioral health stakeholders in the County of San Diego, we will engage the 
stakeholders to initiate the Community Engagement Program through listening sessions, focus groups, and stakeholder 
interviews aimed at identifying key unserved, underserved, and hard-to-reach populations and review existing demographic 
and consumer data to inform the focus and strategy of the community engagement forums. In turn, the results of the 
community engagement activities will determine the development of a 3-year engagement plan and the specific community 
engagement activities and stakeholder involvement needed in subsequent years. This cyclical feedback process promotes 
sharing the voices and feedback from the unserved and underserved, prioritizing needs and feedback ideas, and enhancing 
community engagement and outreach strategies based on the prior years’ results.  

2. Strategic Approach for Accomplishing SOW Requirements
2. Describe in detail the Offeror’s strategic approach for accomplishing the goals and requirements as stated in SOW
Section 3 through 7.
2.1. In your response, include a description how the Offeror will meet the requirements of designing and implementing the
community engagement process, including the following project components: convening listening sessions (forums), focus
groups, and interviews, facilitation of listening sessions (forums) and focus groups, and marketing and promotion for
listening sessions (forums) and outreach activities.
2.2. If applicable, include the Offeror’s sub-contracting approach by completing APPENDIX A – SUBCONTRACTING
PLAN provided as a separate attachment on BuyNet. Provide additional supporting documentations that demonstrate
sub-contractor’s intent which may include Memorandum of Agreement and other types of contract or agreement.
SOW 3.1. Goals.
UC San Diego has formally partnered with Community Health Improvement Partners (CHIP) and the Global Action
Resource Center (Global ARC) (see sub-contract plans as described in Appendix A and letters of support in Appendix B),
to develop a comprehensive approach to community engagement for behavioral health equity and inclusion, aligned with
the vision of the County of San Diego Behavioral Health Services (SDBHS) RFP #11051. These partnerships represent
natural outgrowth of prior successful collaborative histories for similar projects (i.e., UC San Diego and CHIP have worked
together for over three years as part of the Suicide Prevention Council engaging in large group community listening sessions,
focus groups, and surveys; and UC San Diego investigators worked with Global ARC on a recent project regarding
community understandings of COVID-19-related risks and practices). This partnership creates a strong team with
complementary capacities that together will facilitate successful achievement of project objectives and the establishment of
a sustainable Community Engagement Process (see Figure 1).

The Community Engagement Process is rooted in approaches which promote community empowerment, ultimately 
coalescing in a strategic plan that will improve service delivery for underserved, unserved, and hard-to-reach populations. 
The Community Engagement Process will commence with parallel series of listening sessions, focus groups, and interviews 
with key unserved and underserved populations throughout San Diego County. UC San Diego-CHIP-Global ARC embraces 
the goals of community engagement – building trust, enlisting new resources and allies, creating better communication, and 
improving overall health outcomes – as fundamental to this endeavor. Our Community Engagement Process is a group-
based participatory, developmental process through which marginalized or oppressed individuals and groups gain greater 
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control over their lives and environment, acquire valuable resources and basic rights, and achieve important life goals and 
reduce social marginalization. In this context, empowerment is both a process and an outcome of community engagement. 
Figure 1. UC San Diego-CHIP-Global ARC Community Engagement Process 

 
Relying on principles of community organizing and participatory research and evaluation, UC San Diego-CHIP-Global 
ARC will employ an outreach approach consistent with Community-Based Participatory Research (CBPR) methods used 
to integrate key constituencies in the development and implementation of the comprehensive community engagement 
activities. As is reasoned in the current proposal, involving the community and collaborating with its members are 
cornerstones of efforts to improve public health. CBPR is the most recognized form of health-focused, community-engaged 
research, integrating community partners throughout the process, with the goal of promoting equity and reducing health 
disparities. CBPR approaches are committed to principles of co-learning and health equity actions, with goals to equalize 
power between the academic institution and community participants. As such, while the UC San Diego-CHIP-Global ARC 
team provides a strong foundation from which to start this initiative, to truly accomplish the overall project goals of 
identifying persons from a wide range of underserved and unserved communities throughout San Diego County and creating 
safe, accessible, and supportive opportunities for sharing their behavioral health needs, experiences, and recommendations, 
it will ultimately require the involvement of many different community members and representatives from large and small 
behavioral health and non-behavioral health services, advocacy, and faith-based organizations.  
 
The UC San Diego-CHIP-Global ARC partnership brings an extensive network of “first-order” community connections to 
the project (i.e., organizations whom at least one of the partners has worked with previously and could place a call to talk 
with a contact; see listing of “first-order” community connections in Appendix C). Utilizing the UC San Diego-CHIP-
Global ARC foundational partnership, we will first reach out to our existing networks (and supplemented by any additional 
organizations recommended by SDBHS COR) to identify a wide range of potential community partners. As discussed in 
more detail below, in addition to using these community connections to help with outreach about community engagement 
events (including listening sessions, focus groups, and interviews) to their members and clients during the initial contract 
year, we will work with the COR to create a Council of Community Partners who will meet with the UC San Diego-CHIP-
Global ARC team (4-6x annually) to deliberate outreach plans and identify feasible and appropriate strategies for reaching 
out to currently unrepresented groups, centering community voice, and utilizing CBPR principles as the cornerstones of our 
Community Engagement Process. 
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The Council of Community Partners represents a Community-Academic Partnership (CAP) that will operationalize the 
CBPR approach. The model for this project will closely follow the Community Academic Partnership for the Translational 
Use of Research Evidence (CAPTURE) model currently employed by UC San Diego for a strategic partnership with County 
of San Diego Child Welfare Services system (SDCWS). CAPTURE has successfully worked across SDCWS levels and 
incorporated community partners into a collaborative process, centered around identifying and prioritizing system needs 
while improving the reach of effective services to families served by SDCWS. Beyond CAPTURE, the UC San Diego team 
has an extensive network of expertise in CAP approaches, drawing from a nationally recognized group of scholars 
participating in the William T. Grant Foundation CAP community, specifically focused on improving use of research and 
outcomes in human sector service systems. Together, UC San Diego brings expertise in CAPs and CBPR approaches that 
will promote a structure that will ensure inclusivity, transparency, consistency in communication and sustainability, 
allowing for shifting partners over the course of the Community Engagement Process.  

The CAP focuses on three core components. First, principles of cultural exchange cultivate and maintain a productive 
partnership. Second, training and support for capacity building. Finally, CAP members work together using multiple 
approaches (e.g., listening sessions, focus groups, Nominal Group processes, Plan-Do-Study-Act [PDSA] cycles) to 
determine and prioritize the greatest needs of the system, identify targeted measures for both developing and testing effective 
solutions, and undertake evaluation and feedback processes. In keeping with cultural exchange theory and the CAPTURE 
approach, mutual respect and the sharing of information between system stakeholders, community members, and academic 
partners in a mutually beneficial manner are essential. These sharing processes prioritize co-learning and participation 
through ongoing communication and feedback loops, envisioned in this Community Engagement Process through processes 
such as ongoing community involvement in grassroots organizations by our Outreach Coordinators, the use of PDSA cycles, 
and iterative assessments of community engagement activities, to name a few. Throughout, the CAP will pivot as needed 
to prioritize equity with the system, community, and academic partners – continually addressing how to operate at an optimal 
capacity to ensure equal input among partners and facilitate collective decision making and task completion. 

The UC San Diego-CHIP-Global ARC collaborative will follow the Clinical and Translational Science Awards (CTSA) 
Consortium Principles for Community Engagement (2011) created in alignment with the vision of the SDBHS RFP and the 
promotion of increased community engagement from federal programs over the last 25 years. The principles recognize and 
appreciate that all who are involved in engaging a community must be responsive to the needs of that community, as defined 
by the community itself. Additionally, the collaborative approach fully aligns with the Live Well San Diego vision. The 
Council of Community Partners will engage in a collaborative planning process through a VMOSA (Vision, Mission, 
Objectives, Strategies, and Action Plans) process. This approach facilitates community partner involvement and 
development of practical steps for measuring progress and enacting change. This process will promote community 
ownership of the vision and mission, aligning the individual group members. Implementing this process will assist the CAP 
with coalescing around the SOW requirements, while also informing the SDBHS of the community-identified needs, 
perceptions, and long-term goals, which are essential elements of a successful strategic plan for the SDBHS system in 
meeting the needs of the underserved and unserved. 

An essential component of this work is the direct acknowledgement of structural racism and historic inequity experienced 
by underserved and unserved populations. We are building a community engagement approach that intentionally de-centers 
the voice of the researcher and highlights the voice of those who have been historically silenced, with the intent of creating 
an unduplicated community engagement process that is welcoming, inclusive, and aligned with other behavioral health-
related engagement activities. The Community Engagement Process itself is an opportunity to build power for underserved 
and unserved communities. The UC San Diego-CHIP-Global ARC team will incorporate a racial and ethnic equity 
perspective through several imperative steps. First, to develop capacity in and for racially marginalized communities, 
listening sessions and focus groups/interviews will focus on understanding and responding to priorities as determined by 
the community members. Communities are considered partners in the Community Engagement Process and will be 
acknowledged for their contribution. Community stakeholders will participate in the development of communications, 
materials, and reports and will review summaries and key findings to ensure accuracy in reflecting the communities’ voice 
prior to dissemination. Community participation at this level helps to ensure languages, images, and content are culturally 
relevant, engaging, and inclusive. In addition, acknowledging that the meaning given to data is influenced by who analyzes 
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it, community stakeholders will participate in member-checks – providing evaluation findings to the relevant constituent(s) 
to ensure accurate data analysis has occurred. The result will produce more useful information for SDBHS, minimize 
tokenism and the replication of institutional oppressions, and contribute to environments that share power and foster racial 
equity.  

On the continuum of community engagement (see Figure 2), more traditional approaches fall to the left side of the spectrum. 
This proposal is predicated on full community involvement at all phases of the project, which is the only method for 
addressing inherent equity issues and structural racism. The basis of the proposed Community Engagement Process is that 
UC San Diego will partner authentically, promoting community empowerment and equity, with community organizations 
co-leading the process, being integral in the development and interpretation of evaluation findings, and implementation and 
sustainability planning. 

Figure 2. Continuum of Community Engagement 

SOW 3.2. Outcome Objectives. 
The UC San Diego-CHIP-Global ARC team, in collaboration with County COR and SDBHS representatives, members of 
the Council of Community Partners, and other community stakeholder will develop an outreach and engagement plan that 
identifies priority population groups to initially contact. These outreach efforts will be facilitated through our extensive 
network of first- and second-order community connections and participation in a variety of community meetings occurring 
throughout San Diego County.  Please reference Section 7.1 on page 8 for specific information on efforts to reach 
underserved and unserved populations. 

As formal feedback engagement activities occur (i.e., listening sessions, focus groups, and interviews), surveys will be 
provided to participants to identify key characteristics of their unique backgrounds and experiences. Periodic review of the 
resulting participant characteristic data will help direct subsequent efforts to ensure diverse representation at the community 
feedback events and identify any populations that need additional purposeful outreach efforts. Please reference section 3.3 
on page 5 for a narrative on the satisfaction survey, as well as section 8.1 on page 12 for more information on the 
administration and analysis of the satisfaction survey.  

The UC San Diego-CHIP-Global ARC partnership in collaboration with the Council of Community Partners is the 
foundational structure which will capture and leverage community resident and stakeholder behavioral health input 
regarding challenges and prevention strategies to be used to inform the SDBHS continuum of care. The information 
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collected as part of the Community Engagement Process – via listening sessions, focus groups, and interviews, as well as 
active participation in community events via grassroots, faith-based, and other nonprofit organizations – will result in a 
blueprint for change that includes community and regional behavioral health needs, assets, and recommendations. 

SOW 3.3. Process Objectives. 
UC San Diego-CHIP-Global ARC will partner with SDBHS to develop and implement the community engagement 
framework. Initially the framework will be guided by the specific engagement components required as part of this proposal 
such as listening sessions (forums), focus groups, interviews, satisfaction surveys, and outreach activities. The UC San 
Diego-CHIP-Global ARC team will also synthesize feedback and communication of the Council of Community Partners, 
conveying community needs and working with SDBHS on adapting community engagement strategy to ensure extensive 
and thorough outreach to underserved and unserved populations.  UC San Diego will produce annual community 
engagement reports to be shared both with SDBHS and the community partners, maintaining bi-directional and community-
empowered processes. UC San Diego will produce ad hoc reports as determined by SDBHS as central to the success of this 
project. 

As noted in SOW Section 3.1, UC San Diego has established a formative partnership for this proposal, predicated on creating 
an expansive collaboration with other SDBHS contractors, and their extensive community connections (Appendix C), 
throughout the Community Engagement Process (see Figure 1). UC San Diego-CHIP-Global ARC works collaboratively 
with many diverse interest and stakeholder groups including consumers, community, and healthcare organizations and has 
good relations with a variety of San Diego public service organizations including the justice and child welfare systems, 
among others.  UC San Diego is actively involved with the Suicide Prevention Council, the Older Adult Council, the Mental 
Health Board, the Cultural Competence Resource Team, the Reports Improvement Committee, and other organizations in 
addition to meeting regularly with the SDCBHS Quality Improvement Unit.  

A tracking system will be maintained to document stakeholder involvement. This process document will provide an 
overview summary of stakeholder engagement and can be used to determine where additional efforts need to be made to 
reach the target populations. In addition, the UC San Diego-CHIP-Global ARC team looks forward to supporting the 
Community Experience Project to identify and address unmet behavioral health needs, and the systemic and regional 
inequities that lead to these unmet needs. UC San Diego is committed to the Community Experience Project’s continuous 
feedback process by which issues can be identified, being further informed by community engagement, and mediated by 
actionable plans. As part of this project, the UC San Diego-CHIP-Global ARC team will provide structural support and 
facilitation for the Community Experience Committee (CEC), as needed. This includes facilitation of CEC stakeholder 
groups and data transfer. As deemed appropriate by the COR, the UC San Diego-CHIP-Global ARC team will also 
collaborate with substance use disorder regional prevention providers and the Breaking Down Barriers Community Leads 
and liaise with community coalitions, groups, and, where appropriate, incorporate expertise from the broader UC San Diego 
research community. 

UC San Diego-CHIP-Global ARC will develop and conduct annual community listening sessions (at least 6), focus groups 
(at least 20), and interviews (at least 20) annually (see Implementation Plan Timeline, Table 1), convening stakeholders and 
the community for the purpose of gathering input from underserved and unserved communities to inform the continuum of 
care and to advance behavioral health equity within the system.  To address the public health concern of COVID-19, UC 
San Diego anticipates that all community engagement activities will be held in accordance with state and local public health 
guidelines. UC San Diego has the capability and experience necessary to host and facilitate virtual sessions (i.e., via Zoom 
or by phone). All virtual engagement activities will be conducted using a HIPAA compliant version of Zoom to ensure 
maintenance of confidentiality. In addition to the public health considerations regarding COVID, the ability to conduct 
virtual sessions affords opportunities for those who are underserved and unserved and/or otherwise facing barriers (e.g., 
transportation limitations, mental health barriers to large crowds, childcare, physical disabilities, compromised immune 
systems, etc.) to participate in the community engagement activities.  UC San Diego will provide tools to support virtual 
connections (e.g., Wi-Fi-enabled tablets) for those who do not already have such access.  
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The UC San Diego team will conduct rigorous quantitative and qualitative data analysis where appropriate. The satisfaction 
questionnaire will be used to quantitatively track and document the diversity of participants in each community engagement 
activity. Questionnaires will include demographic items including but not limited to race/ethnicity, age, gender identity, 
sexual orientation, languages spoken at home, and any “key population” categories to which participants may belong. UC 
San Diego will collect information on how participants learned of the feedback engagement activities, if activities were 
useful and logistically convenient, and any qualitative feedback on how engagement activities could be improved. Through 
these questionnaires, as well as through outreach activities conducted throughout the year, the UC San Diego-CHIP-Global 
ARC team, in collaboration with the Council of Community Partners and County COR, will make data-informed decisions 
regarding outreach and engagement efforts, as needed. UC San Diego has extensive experience with developing, 
implementing, and analyzing questionnaires from Mental Health Services Act (MHSA) programs. Please reference section 
8.1.3 on page 12 for more information on the administration and analysis of the satisfaction survey.  

From the qualitative data coding, UC San Diego team will generate a list of 20-30 ideas for expanding behavioral health 
services. These ideas will then be shared with the Council of Community Partners who engage in a ranking and prioritizing 
process currently used in the CAPTURE study. Members rate the individual ideas on several key dimensions such as: 
perceived importance to overall County of San Diego health; perceived importance to specific population health; 
feasibility/affordability, etc. This rating information, along with demographic info of these raters so differences by 
subgroups in perceived importance can be examined, will then be summarized and provided to SDBHS as additional data 
points to help facilitate selection of ideas for either new services or modifications of existing services. This method of data 
collection and analysis has been successfully employed in multiple UC San Diego projects.  

The qualitative data collected from community engagement activities will also be thematically analyzed by UC San Diego 
team members through an iterative process, and qualitative results will be reviewed with community stakeholders in member 
checking sessions. Paying close attention to participant language and context and being aware of the language used by 
community engagement session facilitators during Year 1, the UC San Diego-CHIP-Global ARC team will engage in 
formative analysis in the further development of future community engagement activities. The UC San Diego-CHIP-Global 
ARC team is committed to engaging with community stakeholders to investigate and challenge the data with a wide variety 
of identities, positionalities, and assumptions. Please reference section 8.1 on page 12 for more details on data collection.  

UC San Diego-CHIP-Global ARC will develop and provide stakeholder training as needed and as directed to support the 
sustainment of a Community Program Planning Process. The training will be provided to County of San Diego staff, 
stakeholders, clients, and, when appropriate, clients’ families who are participating in the Community Program Planning 
Process, as indicated in state regulations (9 CCR § 3300 in 3.1.6). Additionally, the UC San Diego team will prepare and 
conduct six annual data workshops for SDBHS stakeholders, partner groups, and SDBHS staff. These workshops will assist 
in increasing community capacity for understanding the meaning of data. Workshops will focus, for example, on how to 
appropriately read and interpret graphs and charts, as well as how to draw conclusions from multiple sources of data. 
Presentations will center on the outcomes of community engagement sessions and situate outcomes in larger data trends.   

The UC San Diego team will provide monthly updates to SDBHS executive leadership on community engagement. This 
will include both qualitative and quantitative data on participants, outreach efforts, and marketing strategies. Project results 
will also be shared with the Council of Community Partners to ensure that the results gleaned represent the insights of the 
community. UC San Diego will synthesize the results into an annual community engagement report which conveys the 
extensive work conducted by the Council of Community Partners and data collection efforts, representing community input 
and insights and the bi-directional flow of information. 

SOW 4. Target Population and Geographical Area  
The target population of the Community Engagement Program includes San Diego County as a whole, with a priority in 
reaching unserved and underserved communities. Per RFP #11051, unserved and underserved communities are defined as 
communities that experience disadvantages regarding health and human services because of inability to pay, inability to 
access care, or other disparities for reasons of race, religion, language group or social status. Included in these 
communities are individuals who are vulnerable and have special needs due to the experience of systemic inequalities. 
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Currently, over 1.4 million people live in San Diego County. By July 2021, more than one-quarter (26.9%, n=896,926) of 
San Diego County residents were enrolled in Medi-Cal. The six HHSA regions are highly diverse regarding demographic 
characteristics like race/ethnicity, education, single-parent households, unemployment, and income.  

Outreach efforts must reach underserved and unserved communities, including communities that are historically unreached, 
such as Native Americans, families of Middle Eastern descent, refugees, and LGBTQ populations, among many others. To 
help establish trust with potential participants who may not be inherently comfortable engaging in available feedback 
opportunities, we will rely upon our first-order community connections and likely second-order connections (i.e., the 
network of indirect community connections via all the additional relationships that the organizations listed in Appendix C 
have with other community members and other organizations) to find existing organizations or individual community 
members who already have established trust and respect that can encourage participants and help vouch for the supportive 
process we seek to develop.  

Known key target populations include: 1) Latinx (i.e., Hispanic/Latino), who comprise more than a third of San Diego 
County residents; 2) American Indian/Alaskan Native, while making up a small percentage of San Diego residents, with 
0.4% of San Diego County population identifying as such, national studies have shown that young adult males who identify 
as American Indian/Alaskan Native are more than twice as likely to die by suicide as any other gender, racial, and ethnic 
subgroups, making access to SDBHS critical for American Indian/Alaskan Native San Diego County residents; 3) Asian 
American and Pacific Islander, who constitute more than 12% of San Diego County population. A utilization study in San 
Diego County found that Asian/Pacific Islander individuals are underrepresented in mental health services, have more 
severe symptoms at initial intake, have longer lengths of stay, and higher percentages of day treatment usage than other 
racial and ethnic groups; 4) Black/African American, who comprise nearly 5% of the population in San Diego County yet 
experience the highest rates of poor health outcomes compared to any other racial or ethnic group in the County; 5) 
Veterans/Military account for 8.6% of San Diego County residents, who face multiple housing, income, and mental health 
disparities; 6) Transitional Age Youth (TAY), aged 17 to 25, are of particular concern for public service agencies, as they 
are individuals transitioning from youth-based or pediatric services into adult service agencies. TAY with mental health 
concerns are less likely to finish high school and be employed. Additionally, nearly 20% of TAY in San Diego County are 
living below 100% federal poverty level, which represents the largest percentage of any age group below the federal poverty 
line in San Diego; 7) Criminal Justice System Involved Individuals, who are more likely to engage in heavy or binge 
drinking, and experience depression when compared to individuals who had no criminal justice involvement; 8) Immigrant 
and Refugee populations, as more than 23% of San Diego County’s population is comprised of foreign-born individuals, 
naturalized U.S. citizens, immigrants, temporary migrants such as foreign students, humanitarian migrants such as refugees 
and asylees, and unauthorized migrants; 9) Individuals with Serious Mental Illness; 10) Individuals Experiencing 
Homelessness; Despite the small percentage of residents experiencing homelessness in San Diego County, 15.5% of adults 
accessing County Mental Health Services, and 30.9% accessing substance use disorder services, reported experiencing 
homelessness; and 11) Lesbian, Gay, Bisexual, Transgender, Questioning (LGBTQ) who represent 12.3% of adult SDBHS 
clients in 2019-2020.  Members of the LBGTQ community often report unsatisfactory experiences with behavioral health 
providers due to prejudice, bias, or inability to comprehend the needs of LBGTQ clients. However, research also shows that 
LGBTQ individuals often experience higher rates of mental health needs due to depression, anxiety, and substance use.  

SOW 6. Program Requirements  
SOW 6.1 & 6.2. Contract Compliance and Communication.  
The UCSD team will follow all applicable provisions of the SDBHS OPOH and maintain communication with COR 
through meetings and other forms of ad hoc communication (e.g., phone and email).  The UCSD will obtain approval 
from the COR prior to publishing or releasing any project materials.   

SOW 6.3. Program Management. 
The UC San Diego team assumes program management responsibilities to ensure all deliverables are satisfactorily achieved, 
and all administrative reporting requirements are completed.  The UC San Diego team has extensive experience managing 
multi-faceted evaluation and research studies that involve community partners to meet data collection, analysis, and 
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reporting obligations. The COR will be notified of any staffing or organizational changes and at least 72 hours of prior 
notice will be provided to inform COR of changes to the Program Manager position and plans for maintaining services until 
a suitable replacement is identified (with input from COR). 

SOW 6.4. Cultural Competence. 
UC San Diego demonstrates their commitment to cultural sensitivity and competency through their hiring, contracting, and 
professional development practices, including annual cultural competency training. The UC San Diego-CHIP-Global ARC 
team staff are culturally diverse and include individuals who are bilingual in English, Spanish, German, Chinese, and 
Tagalog. Team members include individuals who identify along the LGBTQ spectrum and represent a variety of ethnic and 
racial identities, including Hispanic, Black/African American, American Indian/Alaskan Native, European, and 
Asian/Pacific Islander. Additionally, UC San Diego-CHIP-Global ARC team members include staff with lived experience 
accessing behavioral health services, both as individuals and as family members. As standard practice, all evaluation and 
research tools are translated into Spanish and the threshold languages (Spanish, Vietnamese, Tagalog, Farsi, and Arabic). 
Bilingual staff are experienced in conducting interviews or focus groups, as well as small group listening sessions in Spanish 
and a variety of threshold languages. Survey tools will also be translated and made available in all threshold languages.  

This commitment to be culturally responsive is evident in the proposed approach to the evaluation, by using tools and a 
framework that require cultural sensitivity and awareness throughout. Using an osmotic approach, every component of the 
proposed evaluation framework is influenced by the diversity of the staff, the partners, community members, and views 
diversity as an asset in developing measures and solutions derived and informed by the target population. This is 
accomplished by the following actions: 
• Applying the Results Based Accountability (RBA) discipline to evaluation design. Specifically, by clearly articulating

the results that the community believes will demonstrate how adults, children and families will be better off, and then
aligning indicators and services with results will ground the evaluation in values and culture of the target populations.

• Employing staff that reflect a range of cultural backgrounds and languages.
• Ensuring all data collection tools and dissemination are translated into (minimally) threshold languages of the target

communities and use language accessible to different audiences (e.g., students, decision makers, providers, parents etc.).
• Employing staff who received implicit bias, LGBTQ diversity, and measuring racial and cultural sensitivity trainings.
• Submitting to the COR a Human Resource Plan that includes how bilingual and culturally diverse staff will be recruited,

hired, and retained.
• Ensuring that all UC San Diego staff complete a minimum of four hours of cultural competency training that will get

documented on the QSR.

SOW 6.5. Quality Improvement.  
UC San Diego will adhere to all program documentation and reporting requirements and follow any Quality Improvement 
Program recommendations provided by the COR.   

SOW 7. Service Delivery Requirements. 
SOW 7.1. General Requirements  
In accordance with SOW section 7.1.2 of RFP #11051, documentation of staff qualifications shall remain on file at UC San 
Diego. UC San Diego-CHIP-Global ARC will ensure reasonable and appropriate supervision of all staff including 
community volunteers and interns in accordance with guidelines provided. As discussed in Section 4 “Implementation 
Timeline Plan”, the UC San Diego-CHIP-Global ARC team will attend to each of the community engagement deliverables 
specified in the SOW to meet the overall project objectives of increasing participation by and communication with persons 
and communities who are not well represented by current feedback mechanisms. Similar to the process used to prepare over 
40 program specific Annual Reports for MHSA-funded Innovation programs completed by UC San Diego since FY 2015-
16 (select examples provided in Appendix D), after conducting a range of qualitative and quantitative data collection 
activities, we will compile preliminary findings and then obtain feedback through extensive discussions with County COR 
and SDBHS representatives, the Council of Community Partners, and, where feasible and appropriate, persons/groups who 
directly provided us the original information. Incorporating such feedback loops into the development process for the annual 
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report will ensure that the findings communicated in the final annual report to SDBHS decision-makers truly reflect the 
experiences and ideas of those who participated in the community engagement activities.    

As in Section 6 “Organizational Chart and Key Personnel”, the UC San Diego-CHIP-Global ARC team is comprised of 
persons with extensive experience directly relevant to the tasks and objectives needing to be accomplished through this 
current initiative. Community engagement intended to enact positive change is central to each of our work histories, which 
include differing but complementary skill sets. Collectively the team has experience managing many different projects (as 
described throughout the proposal) and will ensure appropriate supervision of staff and volunteers in completing community 
engagement tasks and project objectives.  

The UC San Diego-CHIP-Global ARC team supports the proposed structure of this community engagement project such 
that a 3-year Community Engagement Plan will be developed during the initial year and implemented in subsequent contract 
years. The Community Engagement Plan will be adapted as indicated and through data-driven decisions, with approval 
from SDBHS leadership and the County COR. This approach allows for the fact that an extensive amount of initial 
communication and interaction with persons from many different communities will be required to better identify 1) who 
truly needs to be outreached and 2) the strategies most likely to be appropriate in conducting such outreach. The ultimate 
goal of the UC San Diego-CHIP-Global ARC team is that by the conclusion of this project, ongoing sustainable mechanisms 
will exist for bi-directional feedback between SDBHS system and the persons from various communities who can benefit 
from relevant and effective SDBHS services that will last long beyond the 3-year Community Engagement Plan.   

The UC San Diego-CHIP-Global ARC team recognize that substantial community interaction and engagement will be 
required throughout each year of the initiative that will far exceed what would be minimally needed to organize and host 
the listening sessions. We agree that such an approach is essential for developing the relationships and understanding needed 
to hold successful listening sessions as well as for identifying key stakeholder groups for whom interviews and focus groups 
may be more feasible and/or appropriate mechanisms for obtaining critical feedback about behavioral health needs, 
experiences and ideas. As described below in Section 6 “Organizational Chart and Key Personnel”, we have structured our 
team such that we have a team member whose primary responsibilities will be to focus on generating, facilitating, and 
maintaining community connections. This will be accomplished through attending many different community meetings and 
events, managing the at least quarterly Council of Community Partners meetings, as well as documenting and supporting 
the community outreach activities that may be more appropriate for other members of our UC San Diego-CHIP-Global 
ARC team to conduct. We recognize that while current SDBHS outreach efforts are extensive, there remain a substantial 
number of communities who remain underserved or unserved and are often not “at the table” where discussions and policy 
decisions are currently occurring. The UC San Diego-CHIP-Global ARC team envisions team members who attend 
meetings where discussions are happening within communities, where work is already being done to meet community needs. 
The UC San Diego-CHIP-Global ARC team can then work to make connections between community efforts and SDBHS 
resources to facilitate meaningful and culturally relevant program planning.   

In addition to extensive grassroots outreach, the UC San Diego-CHIP-Global ARC team is prepared to participate in 
stakeholder meetings including SDBHS Executive Leadership, the Behavioral Health Advisory Board (BHAB), SDBHS 
Councils and Boards, and other stakeholder gatherings. All of the community connection efforts will be documented to 
allow for a systematic review of which strategies appear to be most successful at promoting linkages to distinct population 
groups as well as for tracking efforts to report to the COR.    

SOW 7.2. Specific Requirements for Listening Sessions (Forums). 
UC San Diego-CHIP-Global ARC will be responsible for coordinating dates and securing locations, including virtual 
platforms, for at least six listening sessions. These events will be regional and open to any members of the public, with 
special recruitment efforts to ensure at least half of the 100-150 participants being individuals with lived experience, family 
members of those with lived experience, and general community members. In preparation for the listening sessions, the UC 
San Diego-CHIP-Global ARC team will consult with the County COR and the Council of Community Partners to develop 
appropriate, culturally responsive formats for information-gathering at listening sessions. Additionally, the UC San Diego-
CHIP-Global ARC team will seek guidance and develop questions designed to garner feedback on behavioral health issues, 
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current data dashboards, and suggestions on future community engagement activities and methods. The UC San Diego-
CHIP-Global ARC team has experience facilitating and conducting large listening sessions for the purpose of collecting 
community feedback and is prepared to appropriately staff each listening session in order to facilitate the meetings as well 
as record community input. Additionally, the UC San Diego-CHIP-Global ARC team understands the importance of 
providing information in linguistically appropriate ways and will have staff who are bilingual in the threshold languages 
(Spanish, Vietnamese, Tagalog, Farsi, and Arabic) or will provide translation services to meet the language needs of 
participants. While the listening sessions will be open to the public, UC San Diego-CHIP-Global ARC recommends 
participants use an RSVP system to indicate if additional translation services may be needed (e.g. American Sign Language). 

The UC San Diego-CHIP-Global ARC team will allocate an appropriate level of staff for the listening sessions to facilitate 
the sessions, secure the consent of guardians of minors who participate, and make introductions for the listening sessions, 
training, speakers, presentations, breakout groups, or other components. Support materials, such as pencils, notepads, easels, 
markers, tape, and other items will be provided by UC San Diego-CHIP-Global ARC for those listening sessions occurring 
in person. Virtual listening sessions will have clear instructions, with available staff to help participants address any 
technical issues they may encounter. In consultation with the County COR, and with guidance from the Council of 
Community Partners, UC San Diego-CHIP-Global ARC will determine the best methods and platforms for gathering 
information during events, including real-time electronic polling, the use of online survey platforms, and interactive data 
collection such as word cloud generation. All activities will be adaptable for individuals based on their comfort with 
technology, as well as any physical, mental, or learning disabilities that may require accommodation. All handouts, 
informational packets, and any other materials necessary to support the listening sessions will be developed and distributed 
by UC San Diego-CHIP-Global ARC to all participants. Should in-person sessions requiring printed materials occur, large 
font materials will be provided for those with visual impairment.  

When conducted in-person, listening sessions will be free of cost to attend and will be held in locations with ADA 
accessibility and easy access to public transportation. Venues will have adequate, free parking with appropriate lighting and 
will have bathroom facilities appropriate for the crowd size and with handicap accessibility. Listening sessions conducted 
in-person will have refreshments and catering, as appropriate for the time and location of community engagement activities. 
The UC San Diego-CHIP-Global ARC team will be responsible for the coordination, delivery, setup, and take down of 
catering services. In-person venues secured by the UC San Diego-CHIP-Global ARC team will be able to host 100 to 150 
unduplicated individuals and will have facilities necessary to serve and consume refreshments. 

Using feedback from the 2021 Community Engagement, Zoom links and passwords for virtual sessions will be sent out 
well in advance of the listening session. Virtual sessions will utilize polls, white boards, and other feedback mechanisms. 
Participants will have access to the chat log, and breakout rooms will be utilized in ways that participants can contribute to 
the conversation. UC San Diego-CHIP-Global ARC will have staff available to help assist with any technical or logistical 
needs during Zoom sessions. Recognizing the strain continued virtual engagement has on the community, virtual listening 
sessions will run for approximately 90 minutes, with the understanding they may last up to 2 hours if constructive 
conversations are occurring. The UC San Diego-CHIP-Global ARC team has extensive experience conducting meetings 
and feedback sessions via Zoom, and is prepared to include ice-breaker activities, monitor breakout rooms, and utilize the 
unique benefits available on virtual platforms.  

SOW 7.3. Marketing and Promotion for Listening Sessions (Forums) 
A considerable strength of the UC San Diego-CHIP-Global ARC team is the extensive community network reached by the 
collaboration. The UC San Diego-CHIP-Global ARC team will make concerted effort to hear from youth, parents, and 
educators, as well as faith-based providers. Based on additional feedback in the 2021 Community Engagement Report, UC 
San Diego-CHIP-Global ARC will consult local school calendars when scheduling sessions, and will plan events at different 
time points, particularly in the late afternoon and early evening, to accommodate participants’ schedules. For each event, a 
registration website will be established to track the number of participants and their demographic information. Promotional 
materials will include a link to a website where interested individuals can register for activities. The website will be designed 
to meet ADA website accessibility standards and accommodate San Diego County’ threshold languages. 
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The listening sessions will be promoted through a variety of communication and media channels to maximize participation 
of diverse, unserved, underserved populations, stakeholders, organizations, and providers. The marketing strategy will be 
developed in collaboration with the Council of Community Partners. Using multiple platforms is likely to broaden the reach 
for hard-to-reach populations and for subpopulations and increase sample representativeness. The marketing campaign will 
include methods such as creating a flyer that could be distributed via email, email blasts and posted at public places like 
libraries, faith-based organizations, and other nonprofit agencies. All flyers will be distributed county-wide and will be 
translated minimally into the threshold languages, with additional translations considered as needed. In addition, marketing 
methods will include information distribution through public calendars as well as personal outreach. Research has shown 
that social media is an advantageous approach to recruit hard-to-reach populations and subpopulations. The utilization of 
social media platforms like Instagram and Facebook will be considered. An Instagram account for the Community 
Engagement Process could be created so information for recruitment could be distributed by partners with Instagram 
accounts through reposting, story sharing, and hashtags. The Instagram account could be linked with a Facebook profile, 
also set up for Community Engagement Process so all posts could be shared on Facebook simultaneously. All decisions will 
be based on previous successes on how to best reach the populations (e.g., previous data has shown that newspaper has not 
been effective for participant recruitment according to the 2021 Community Engagement Report).  

SOW 7.4. Specific Requirements for Focus groups and Interviews. 
When it is not feasible or appropriate to host a large-scale listening session event for a particular individual or group to 
provide feedback regarding their behavioral health needs, experiences, and ideas, the UC San Diego-CHIP-Global ARC 
team will organize an interview or focus group in-person or via teleconference hosted on Zoom. Interviews will be held 
individually, with a translator available if required. In-person focus groups and interviews will be conducted in locations 
and venues which are accessible to the participants, with the same consideration made for listening sessions. Specific 
attention will be paid to American Indian/Alaskan Native communities as well as Deaf/Hard of Hearing communities, as 
indicated in the feedback provided in the 2021 Community Engagement Report. Please reference section 7.2 for more 
information on special considerations. 

3. Data Collection and Reporting
Provide the Offeror’s approach to successful practices in data collection through listening sessions (forums), discussion 
groups, interviews, and other community engagement activities to determine the best methods to engage identified 
communities, and the approach for preparing the reports detailing the results of such public inputs. Include examples that 
demonstrate successful outcomes.  
The UC San Diego-CHIP-Global ARC team members have extensive experience collecting data through listening 
sessions/forums, discussion groups, interviews, and other community engagement activities and reporting findings to 
relevant stakeholders (discussed more below). We anticipate using these experiences, plus consultation with the County 
COR and input from the Council of Community Partners, to ensure a sampling plan that generates feedback from 
participants who represent diverse backgrounds and perspectives related to behavioral health needs, experiences, and 
perceptions.  UC San Diego team members will have primary responsibilities for qualitative and quantitative data collection 
activities at community engagement events, with CHIP and Global ARC team members providing support where 
appropriate.  Core tenets that guide UC San Diego data collection approaches are that participant time is limited and 
valuable. This ensures attentiveness to participant burden and the development of survey tools and interview guides that are 
considered feasible and appropriate and providing incentives when substantial time is requested of participants.  Across 
many different research and evaluation studies, UC San Diego team members have experience collecting and analyzing data 
and reporting back key findings to stakeholders. The team is also well-versed in mixed-methods analytic approaches that 
integrate qualitative and quantitative data to ensure the most thorough interpretation of results.  

3.1 In your response, describe the Offeror’s ability to implement sampling methodology to survey representative samples.  
The UC San Diego-CHIP-Global ARC team brings expertise in multiple sampling and outreach strategies to ensure 
representative and comprehensive reach. We anticipate that to meet the overall goals of this community engagement 
endeavor we will need to rely on an iterative process of purposive sampling based on focused outreach to specific groups 
of persons for whom feedback is desired.   To facilitate this objective, similar to practices used in other UC San Diego 
studies, we anticipate building a sampling registry by distributing a brief “Interest to Share Insight” form (available both 
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online and as hard copy in multiple languages) through our community connections in which we seek to identify persons 
who would like to be contacted to give their feedback about behavioral health needs, experiences, and recommendations. 
We will also ask them a few questions regarding what types of communities they feel they reflect (e.g., personal 
characteristics such as age group and racial, ethnic, and immigrant backgrounds as well as their perspective on behavioral 
health services as a consumer, family member, provider, concerned community member, etc.).  This registry, along with 
our other outreach events, will help us organize data collection activities that purposefully sample people of desired and 
previously underrepresented backgrounds and perspectives. 

As discussed above, we anticipate collaboratively developing a plan of focused outreach to populations identified through 
discussions with the UC San Diego-CHIP-Global ARC team, County COR, Council of Community Partners members, 
community members we engage with through attendance at numerous community meetings, and other relevant stakeholders 
identified through our first and second-order contacts. These will also be supplemented as needed by using our planned 
community engagement activities to assist with identifying other potential groups – employing a snowball sampling 
approach for whom we should conduct outreach for inclusion in future feedback opportunities. Through these efforts we 
will develop a comprehensive sampling strategy for both 1) those whom we want to seek input from, and 2) how best to 
connect with these groups/persons who will represent a broad range of perspectives that are currently not well documented 
through existing communication mechanisms between SDBHS and the San Diego community. The following sections 
describe how the UC San Diego team anticipates accomplishing the SOW items related to data collection, analysis, and 
reporting.  

SOW 8. Data Collection and Reporting  
SOW 8.1. Data Collection and Analysis. 
The primary sources of data include listening sessions, focus groups, and interviews, which will be supplemented with input 
gathered through attendance at a wide range of community meetings. For mixed-method triangulation purposes, we will 
integrate and summarize the analyses from our various quantitative and qualitative data sources and conduct side-by-side 
comparison of findings to create a complete picture of community needs, priorities, challenge areas, and best approaches 
for community engagement for underserved, unserved, and hard-to-reach populations for SDBHS. 

Listening Sessions. The current COVID-19 context suggests that listening sessions will likely occur virtually for Year 1. 
UC San Diego would utilize Zoom to record sessions and the online survey tool Qualtrics to collect data directly from 
attendees. Attendees will complete the demographics and satisfaction survey online at the end of the community engagement 
forum to maximize responses. This format is currently used in trainings we do virtually with SDBHS MHSA programs and 
with direct survey data collection with clients in SDCWS programs. These data can be exported into Excel or SPSS for data 
cleaning and analysis. When public health guidelines allow for in-person community engagement forums, Qualtrics would 
still be used for those attending virtually and would be offered for those attending in person, who could complete the survey 
link on a provided tablet or a personal electronic device. A paper format will also be available for attending in person with 
data entered into SPSS for cleaning and analysis. 

Focus Groups & Interviews. Each of these sources will be captured through recording equipment or through virtual software 
(e.g., Zoom) and stored on a secure server that is only accessible by project staff. Recordings will then be transcribed in 
preparation for analysis. Additionally, each of the qualitative approaches will employ a note taker to capture important notes 
and nonverbal communications.  

Much of the qualitative data analysis will be implemented using a team-based, rapid-cycle analytic approach to turnaround 
key findings in a timely fashion. Such pragmatic approaches are gaining favor in evidence-based practice implementation 
and sustainment approaches that members of the UC San Diego team use in their research and evaluation work. Rapid 
assessment processes (RAP) make it possible to tap into data quickly and efficiently from multiple sources, without 
precluding opportunities for more intensive and in-depth analysis subsequently. RAP are guided by key project objectives 
and preset topical domains, connected to a clear plan to prepare and analyze data and linked to priority “products” (e.g., the 
Community Engagement Plan, annual reports). For qualitative data derived from interviews and focus groups, the purpose 
of RAP is to produce transcribed, summarized units of information that can be managed and analyzed quickly and 
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efficiently, while also honoring the qualitative approach which gives voice to participants. The UC San Diego team has 
successfully employed RAP approaches in multiple projects, including in a pilot implementation of a parent-engagement 
intervention in SDCWS, aimed to improve parent participation in home-based parenting services. Throughout the analytic 
process, the UC San Diego-CHIP-Global ARC members participating in the analysis will member-check their own 
assumptions and biases that could potentially influence analysis both individually and collectively. Together these 
qualitative data will be imported into Dedoose for analysis. Dedoose has the capacity to export data to Excel or SPSS for 
further analysis or to combine with other data, such as demographics and satisfaction. Dedoose also enhances mixed 
methods approaches by quantifying qualitative data and providing export mechanisms for further analysis in statistical 
software. 

Following completion of preliminary qualitative analyses, the Council of Community Partners will participate in 
interpretation to coalesce around key findings and recommendations for the Community Engagement Report.  The 
community’s perspective, captured by the Council and based on lived experiences, will complement the UC San Diego-
CHIP-Global ARC team’s knowledge and highlight contextual factors that may affect interpretation in order to advance 
actionable and relevant findings shared with SDBHS.  

Satisfaction Surveys. The UC San Diego-CHIP-Global ARC team will work collaboratively with the County COR, Council 
of Community Partners members, and other community stakeholders to design and administer a Participant Satisfaction 
Survey (PSS) to all participants at the conclusion of each community engagement activity (interview, focus group, listening 
session, or any other subsequently agreed upon community engagement activity conducted). The PSS will include questions 
that 1) assess multiple aspects of participant satisfaction (e.g., clarity of any information presented, opportunity to share 
own perspective, sense of openness/creation of a supportive environment for sharing, etc. plus questions denoted in SOW 
section 8.1.3.2), 2) any learning/growth that occurred as a result of participating in the event, 3) recommendations for 
improving the event content, process, or reach/recruitment, and 4) participant characteristics (e.g., age, race/ethnicity, 
language spoken, etc.).  Administrative information such as type of event, focal population, time of day, day of week, length 
of event, and location will also be recorded to create a searchable database of engagement activities that can identify the 
most successful strategies for engaging with populations of interest. 

Satisfaction surveys will be collected via the online Qualtrics platform for any data collection activities which occur virtually 
(i.e., via Zoom). For in-person engagement activities, participants will be provided the option of completing the survey via 
the Qualtrics platform (via a provided, data-enabled tablet or other electronic device) or via a paper form. All data will be 
migrated to Excel and/or SPSS for reporting and analysis. A detailed satisfaction and feedback summary report will be 
provided to SDBHS.  

3.2 In your response, include the Offeror’s work samples of designing, administering and reporting the results of 
participant satisfaction surveys  
The UC San Diego-CHIP-Global ARC team has extensive experience developing and implementing survey tools designed 
to be completed either in-person or online by consumers of services, family members of consumers, service providers, or 
program administrators. These surveys often include questions related to service outcomes, satisfaction with services, and/or 
questions about service processes/operations to better inform service administration and delivery aspects.  Following are 
select examples of designing, administering, and reporting the results of participant satisfaction surveys:  

MHSIP. The Mental Health Statistics Improvement Program (MHSIP) is an adult consumer survey administered 
nationwide to clients receiving services from publicly funded mental health programs. The survey is typically administered 
twice a year with all eligible programs for a duration of 5-days. The survey is available in 12 threshold languages (English, 
Arabic, Armenian, Chinese, Farsi, Hmong, Khmer, Korean, Russian, Spanish, Tagalog, and Vietnamese). The survey is 
typically administered as a paper form, but in response to the COVID-19 pandemic, the survey was made available online 
to protect the health and safety of all employees and clients.  UC San Diego is responsible for conducting the survey within 
the County of San Diego. UC San Diego trains County mental health programs regarding survey administration and 
coordinates all online and paper survey materials, assembly, distribution, collection, and data processing.  In spring of 2021, 
a hybrid survey administration was offered, giving programs the option to administer the paper and/or online surveys. To 
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make this possible, we developed and updated an online survey for dissemination as well as managed distribution and 
collection of all paper surveys. Online and paper data were merged, and summary reports prepared for SDBHS. 

TED-C PFS/Parenting Surveys. As part of the SDCWS, Training, Evaluation, & Data Collaboration (TED-C) evaluation, 
parents who participate in the Community Services for Families (CSF) program complete an in-vivo, consumer satisfaction 
survey collected by the UC San Diego team. Each year since 2017, over 500 surveys across the entire six-region service 
system are collected and data are analyzed and compiled for an annual report provided both to SDCWS and the participating 
agencies. Additionally, UC San Diego facilitates and collects the program outcome data (i.e., the Protective Factors Survey) 
required by the CA State Department of Child Abuse and Prevention for nearly 1000 participants in the CSF program.  

CAPTURE SDCWS Workforce Surveys. The CAPTURE research study conducts an annual, web-based survey which 
includes the entire SDCWS workforce, from frontline providers to executive leadership. With an over 70% response rate, 
and including about 700 providers, the survey addresses multiple domains (e.g., organizational climate, burnout, job 
satisfaction). Results are summarized and analyzed across the entire system, as well as by region, role, and individual 
characteristics such as race/ethnicity and consolidated into a report for the SDCWS leadership team and the Child and 
Family Strengthening Advisory Board. 

Training Satisfaction Surveys. UC San Diego provides ongoing and annual trainings to program directors, managers, and 
frontline staff to learn how to use simple, yet impactful, program improvement strategies such as SMART goals to monitor 
and improve programs at the program level. At the end of each training, feedback from participants is gathered through a 
training satisfaction survey.  In addition to rating their satisfaction with the training on a Likert scale from ‘strongly disagree’ 
to ‘strongly agree’, participants can provide open-ended feedback to comment on what they liked most about the workshop, 
ways the workshop could be improved, and any future topics they would like to be trained on. Survey results are summarized 
in a short report and shared with SDBHS staff. 

Access to Quality Healthcare for East African Families.  Twenty-two women, refugees from eight different East African 
Countries, developed and conducted a survey of 220 other East African women refugees on their access to healthcare. This 
study, facilitated by Global ARC, highlighted the poor quality of interpretation services being offered to this community. 

SOW 8.2. Community Engagement Report 
UC San Diego will generate a Community Engagement Report which addresses the core components of identifying and 
engaging underserved, unserved, and hard-to-reach populations and best practices for SDBHS programming and community 
equity. The report will detail all methodological approaches and demonstrate comprehensive representation of community 
input, insight, collaboration, and empowerment. The UC San Diego-CHIP-Global ARC team has created a structure for 
building relationships with hard-to-reach and underserved populations, the process of which will be detailed in the annual 
community engagement report. In partnership with the Council of Community Partners, key community organizations and 
the SDBHS COR, we will successfully identify the challenges of reaching and engaging historically underserved, unserved, 
and hard-to-reach populations and thematically identify lessons learned for engagement of these groups for SDBHS. As 
required, the Community Engagement Report will align with any verbal updates communicated to SDBHS leadership and 
with specifications determined in consultation with the County and final report will be submitted each year of the project 
(see Implementation Timeline).  Additionally, we anticipate sharing preliminary results with appropriate SDBHS and 
community stakeholders throughout the year to help guide interpretation of findings as well as inform subsequent 
engagement activities and/or data analyses conducted by our team.   

We anticipate following the model we have successfully established for the preparation of over 40 MHSA-funded 
Innovation program specific Annual Reports as these reports also focus on providing a comprehensive summary of both 
qualitative and quantitative findings to identify key “lessons learned” and recommendations for improving operations and 
outcomes. For these reports we share preliminary qualitative and quantitative results with relevant service providers and 
SDBHS representatives to allow for discussions about interpretation and application of findings, identification of additional 
areas of inquiry that should be examined and tailoring of messaging to ensure that key findings are accessible and 
understandable. All feedback is then incorporated into the production of the final report. Likewise, for the Community 
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Engagement Report, preliminary results will be reviewed and member-checked with various community stakeholders to 
ensure accuracy of data analysis and summary. These community stakeholders include, but are not limited to, the CEC, 
Council of Community Partners, grassroots organizations with whom outreach activities have occurred, and individuals 
with lived experience. These stakeholders will also review report drafts, to ensure language, images, and messaging are 
culturally inclusive and relevant.  

In addition to general reports, we are also able to disseminate outcomes in other ways such as dashboards, infographics, 
presentations, etc. Below is a list of sample work products that are included in Appendix D: 

o California American Indian Tobacco Initiative Evaluation Data Analysis Plan: Overview of how the data are
collected, organized, and analyzed for the state-wide evaluation (Appendix D.1).

o CAPTURE Research Brief: Example of research brief prepared by UC San Diego for Child Welfare as part of
the CAPTURE partnership (Appendix D.2).

o CHIP Resident Leadership Academy Year in Review Presentation: Presentation that highlights key outcomes,
trainings, community events and other program accomplishments (Appendix D.3).

o Community Services and Tracking Executive Summary: Section of report that is included with full program
evaluations but can also be a standalone document. An example of an executive summary from the CSS Tracking,
Monitoring, and Evaluation System Project, which was sent to prospective project partners to explain the purpose
and plan for the project, is included (Appendix D.4).

o Mental Health Statistics Improvement Program Survey Report: Report that provides information on
participants satisfaction with services (Appendix D.5).

o Meeting of the Minds Presentation Understanding Stigma Presentation: Presentation to community
stakeholders and consumers at the Meeting of the Minds Conference 2020 (Appendix D.6).

o Innovations Program Specific Annual Reports: Example annual report for Innovations programs INN-21 Just
Be U that provides findings regarding participant outcomes and service delivery learnings for a program
providing comprehensive outreach, engagement, and residential care services to homeless transitional age youth
with SMI (Appendix D.7).

o Suicide Prevention Council Partner Survey Infographic: Visual summary that captures the key findings of the
SPC Partner Survey Report (Appendix D.8).

o Suicide Prevention Council Dashboards: Visual data reports that provide at-a-glance views of key outcomes of
the Suicide Prevention Council Integrating and Coordinating Activities and Means Reduction strategies
(Appendix D.9).

o TED-C COVID-19 Brief: Report for SDCWS and CFS partners reflecting providers’ perspectives on telehealth
during COVID-19 (Appendix D.10).

4. Implementation Plan Timeline
4. Provide an implementation plan timeline noting specific dates, deliverables, contingency plans, and identified
responsible staff assigned to task for the initial contract term.
This community engagement project involves listening sessions, focus groups, interviews, stakeholder trainings, data
workshops, and the development of reports including a three-year community engagement plan and annual reports. Our
Initial Contract Year timeline is presented in Table 1.
Table 1. Implementation Plan Timeline: Initial Contract Year

Implementation Task Nov 
21 

Dec 
21 

Jan 
22 

Feb 
22 

Mar 
22 

Apr 
22 

May 
22 

Jun 
22 

Jul 
22 

Aug 
22 

Sept 
22 

Oct 
22 

1. Develop annual implementation framework* X X X 

2. Develop and implement formal structure to
capture input (apps, surveys, etc.)* X X X 

3. Internal team meetings and meetings with
County representatives X X X X X X X X X X X X 

Page 20 of 189

Page 20 of 189

 
45 of 200



4. Quarterly meetings with Council of
Community Partners X X X X 

5. Participation in outreach and collaborative
activities throughout the year* X X X X X X X X X X X X 

6. Conduct outreach for listening sessions,
focus groups, interviews, stakeholder trainings,
and data workshops

X X X X X X X X 

7. Focus group/interview planning (logistics,
protocol, evaluation plan) X X X 

8. Facilitate and conduct focus
groups/interviews* X X X X X X X X 

9. Analyze focus groups/interviews and write
up findings X X X X X X X 

10. Community listening sessions, planning
(logistics, protocol, evaluation plan) X X X 

11. Facilitate and conduct community listening
sessions* X X X X 

12. Analyze community listening sessions and
write up findings X X X X X X 

13. Stakeholder training and data workshop
planning (logistics, protocol, evaluation plan) X X X 

14. Facilitate and conduct stakeholder training
and data workshop* X X X 

15. Analyze stakeholder training and data
workshop and write up findings X X 

16. Synthesis of data across community
engagement activities X X 

17. Member checks with community
participants X X 

18. Develop 3-year community engagement
plan X X X 

19. Final annual report* X X X 
* Denotes a deliverable specified in Exhibit C.

The Project Director, Dr. Danielle Fettes, will have responsibility for and oversight of the completion of all project tasks. 
Drs. Sarkin and Sommerfeld (Co-Investigators) will primarily assist with project planning, review of findings, and 
development of reporting documents (Tasks: #1-4, 7, 10, 13, 16, 18, 19). Amanda Farr, Outreach Coordinator, will have 
primary responsibility for supporting project planning, report development, and engaging in community outreach tasks 
(Tasks: #1-7, 10, 13, 16-19). Primary responsibilities for the Project Manager, Lena Hoffman, is to ensure that all 
deliverables are met at expected times and to support project planning and general operations (Tasks: #1-4, 7, 10, 13, 16, 
18, 19).  Evaluation Associates (Frances Reyes, Gina Misch, and Nick Panagon) will have primary responsibility for 
carrying out community data collection, analysis, and report preparation activities (Tasks: 7-16, 18-19). CHIP personnel, 
include Yeni Linqui Palomino, Vice President, and Brett Hall, Program Coordinator. Yeni Linqui Palomino will contribute 
to project planning and oversight of community outreach and engagement activities (Tasks: #1-4, 7, 10, 13, 18, 19) and 
Brett Hall will manage logistics and community relations to successfully conduct Listening Sessions, focus 
groups/interviews, and the stakeholder training/data workshops (Tasks: 3-8, 10-11, 13-14, 17-19). Paul Watson and Bill 
Oswald from Global ARC will primarily contribute to project planning and identification of community engagement and 
outreach opportunities (Tasks: #1-4, 18, 19).   
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An advantage to having many of the responsibilities for day-to-day operations handled by a team of UC San Diego personnel 
is that since Drs. Fettes, Sarkin, and Sommerfeld are embedded within UC San Diego departments that have many other 
staff engaged in similar community engagement data collection and analysis projects, any disruptions to the anticipated 
staffing plan discussed above can be addressed quickly by temporarily or permanently reassigning other personnel to fill 
staffing gaps. Many project tasks will occur throughout the year, but for the deliverables with specific target dates we 
anticipate having an approved implementation framework (Task #1) by 1/31/22, an approved and implemented mechanism 
to collect data (Task #2) by 2/28/22 and approved 3-year community engagement plan and final annual report (Tasks #18-
19) by 10/31/22.

5. Organizational Capability, Experience, and Qualifications
5.Describe in detail the Offeror’s experience and in-depth knowledge performing community engagement activities and
partnering and building capacity with local organizations.
The UC San Diego-CHIP-Global ARC team has extensive experience working with community members and community
organizations to support positive change by promoting dialogue, providing education, facilitating consensus-based
strategic planning, developing tools and systems to collect and analyze feedback, and sharing information with relevant
stakeholders. In the sections below we highlight select examples of such work in the community from each of our team
members.

5.1 In your response, include examples of how the Offeror has developed innovative engagement strategies for ongoing 
collection of input, such as digital applications and surveys.  
Integral to the SDCWS, TED-C evaluation conducted by UC San Diego is the in-vivo, web-based data collection of families 
throughout the County of San Diego who receive in-home and related parenting services. UC San Diego (CASRC and 
HSRC) created infrastructure for real-time audit and feedback regarding evidence-based practice fidelity, which allows for 
efficient low-cost randomized trials of service innovation (one completed) and supports the use of data for understanding 
process and outcomes of services for youth and families. Data collection occurs live, at the end of each service delivery 
session, using data-enabled devices and the web-based platform. This maximizes the ability for parents to share information 
regarding domains such as services satisfaction, concrete and social support, and program fidelity, while also ensuring 
privacy and confidentiality. 

The mission of Global ARC is to develop and support community engagement by building the capacity of grassroots groups 
to bring their voice into the public dialogue. Through the Community Capacity Building Institute, Global ARC has worked 
with dozens of organizations, groups, and networks within San Diego County. Global ARC has utilized a consensus building 
process to engage with community groups ranging in size from eight participants to over 200 that has resulted in shared 
ownership of the identified strategies to promote change.   Due to the pandemic, the process has been successfully modified 
to allow for virtual completion through structured video conferencing. Global ARC has used this process to: 1) provide 
trainings, 2) gather a community’s knowledge of an issue via surveys and feedback discussions, 3) document community 
concerns, 4) develop and implement a community change project/program, 5) engage in long term strategic planning, and 
6) conduct evaluation and assessment community initiatives.

As part of this work, Global ARC is presently partnering with UC San Diego on a project to better understand hesitancy to 
COVID testing, participation in vaccine clinical trials, and vaccine uptake among immigrant and ethnic minority 
communities. To ensure collection of diverse perspectives, the advisory groups comprise local healthcare providers, 
community members, Promotores (i.e., community health para-professionals) with have extensive networks within their 
community, and community leaders representing ten different linguistic/cultural groups (e.g., Bantu, Afghanistan, African 
American, Karen/Burmese, Latinx, Somali, South Sudanese, Democratic Republic of the Congo, Syria). Each participant is 
connected to an Ethnically Based Community Organization that serves as the hub for that community. In addition, this 
advisory board also includes representatives from the office of a local City Councilor.  The engagement and collection of 
feedback has transpired primarily through virtual/digital methods.  
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CHIP also has extensive experience providing outreach and engagement to individuals, organizations, and through their 
Resident Leadership Academies. CHIP uses a variety of tools and is committed to both ensuring robust participation, 
empowering and supporting communities to maintain the focused energy and commitment required for successful 
completion of community projects addressing health disparities and inequities, and increasing health, safety, and quality of 
life. Select examples of common outreach and engagement activities with data collection components includes the 
following: 
• Connect community leaders, subject matter experts, and technical assistance organizations with the Resident Leadership

Academy network and local community groups, to advance and inform their evolving work to address inequities in
available green space (parks, joint use agreements), active transportation, land use arenas, and more.

• Conduct special meetings with a variety of populations to identify opportunities to build local capacity through
replicating Resident Leadership Academies in other communities.

• Nurture relationships with community leaders and CBO partners in all HHSA regions through strategic partnership
discussions, social media outreach, and networking opportunities to maintain existing relationships, establish new
partnerships, and identify priority areas needing community action.

CHIP uses a variety of ways to connect with community members and acquire information to guide engagement strategies 
including the following:  

In-Person Data Collection Remote/Digital Data Collection 
Idea sticky boards Zoom polls 
Polleverywhere Google Jamboards 
Ranking sheets  Zoom chat features 
Paper surveys Zoom meetings 
In-person focus groups/ 
interviews/meetings  

Online survey tools (e.g., 
SurveyMonkey) 
Phone calls/surveys 

5.2 In your response, include examples of how the Offeror has provided community trainings for stakeholders to gain 
awareness of behavioral health systems and how to offer input.  
The UCSD-CHIP-Global ARC team has experience educating stakeholders about behavioral health services. As part of the 
partnership with the Mental Health Services Oversight and Accountability Commission (MHSOAC), UC San Diego worked 
to develop a system that would empower clients, family members, and the general public with the data to better understand 
the performance of behavioral health providers. UC San Diego formed several working groups to engage stakeholders, 
including people with lived experience, and gather their perspectives regarding what is needed into a data feedback system. 
An evaluation advisory group, comprised of clinicians, providers, county staff, contracts, state staff, and people with lived 
experience, met regularly and was central to the development of the system. In addition, UC San Diego conducted two large 
regional meetings, each with over 100 attendees, to present and gather feedback on the data collection system in both 
Southern and Northern California.  

CHIP staff leading the Resident Leadership Academy provide in-person and virtual community workshops and trainings on 
a range of subjects related to increasing health and behavioral health awareness and knowledge about accessing services 
including: “Using Social Media Strategies to Move Health Equity Work Forward”, “Community Resilience”, “Suicide 
Prevention in the Times of COVID-19”, “Understanding Homelessness & How to Address it”, “Moving Beyond the Buzz 
Words: The Role of Upstream Prevention in Community Health, Wellbeing, and Resiliency”, and “Changing Systems for 
Greater Responsiveness, Unity and Inclusion”.  The trainings provided opportunities for feedback during the trainings as 
well as through online post event evaluations for each of the trainings/workshops.  

Global ARC staff were contracted by the California Institute for Mental Health to serve on the consultant team within the 
Capacity Building for Ethnic & Culturally Focused Community Based Organizations Project. The team convened regional 
meetings throughout California that brought together community-based organizations and county mental health department 
representatives to jointly participate in a multi-day training designed to increase the capacity of small, community-based 
organizations so they could meet contract requirements for providing publicly funded mental health services to underserved 
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communities. Global ARC frequently provides trainings for low-income communities and communities of color including 
immigrants and refugees that focus on helping a community understand how the “system” works and how they can 
effectively engage it.  Some examples of the Global ARC’s support for community efforts include:  
• Refugee Parent Support Network: Served as the backbone organization in a collective impact project focused on

engaging newly arrived African families and connecting them to support networks.  This project worked with three
linguistic communities (Kizagua, Somali, Swahili) using Popular Educators from within those communities.  The
Global ARC trained the Popular Educators in the various systems people need to engage with as well as strategies for
engaging people.

• Access to Healthcare: Facilitated a group consisting of people speaking Somali, Kizagua, Swahili, Tigrigna and
Amharic to define their language needs to the healthcare system.

• Escuelas Salund Mental y Recursos Academicos (ESMERA): Supported a local group of Latinx mothers in
developing a proposal to San Diego Unified School District to conduct culturally appropriate mental health training for
Spanish-speaking parents within the schools.

5.3 In your response, include specific examples of projects that the Offeror has completed that involved reaching, 
engaging, or working with underserved and unserved behavioral health populations including serious mental health 
clients and family members of serious mental health clients, as well as providers of behavioral health services or similar 
health and human service related populations.  
UC San Diego works collaboratively with many diverse stakeholder groups including consumers, community members, 
and healthcare organizations and has excellent relations with a variety of San Diego public service organizations.  UC San 
Diego is actively involved with the SDBHS, Suicide Prevention Council, the Older Adult Council, the Mental Health Board, 
the Cultural Competence Resource Team, the Reports Improvement Committee, and other organizations in addition to 
meeting regularly with the SDBHS Quality Improvement Unit.  Since 2007, UC San Diego has been providing data analysis 
and performance monitoring services in support of the SDBHS Quality Improvement Unit. This large project also involves 
tracking, evaluating, and reporting on Mental Health Services Act programs and services. During the course of this contract, 
the team has developed reporting formats for annual, semi-annual, and quarterly reports; has identified new client outcomes 
measures and trained providers in the use of these measures; and has implemented a secure, web-based management 
information system to collect, store, and analyze outcomes.  Select examples of UC San Diego evaluation and engagement 
activities are highlighted in the following sections. 

It’s Up to Us. One notable project evaluated by UC San Diego is the It’s Up to Us media campaign, which aims to raise 
awareness of mental health concerns and increase suicide prevention through media and education targeting underserved 
and unserved populations in San Diego County. UC San Diego, in collaboration with Strata Research Inc., helped developed 
a community survey to note the impact of media campaign materials, collected, and analyzed data.  

Co-Occurring Substance Use. UC San Diego also works cooperatively with SDBHS Substance Use Services 
administration to ensure integration of data collected for individuals with co-occurring substance abuse problems and serious 
emotional and mental disturbances. Additionally, consumer satisfaction data is collected and reported twice a year. As part 
of this contract UC San Diego prepares a Special Populations report to share specific population data of unserved and 
underserved groups such as homeless, LGBTQ, justice involved clients, and military. During FY 2020-21, UC San Diego 
has developed the Community Experience Project. This project included creating a process to identify and address unmet 
behavioral health needs, and the systemic and regional inequities that lead to these unmet needs. The final product will 
promote a continuous feedback process by which issues can be identified, further informed by community engagement, and 
mediated by actionable plans. 

MHSA Innovations. UC San Diego is responsible for evaluating all MHSA “Innovations” funded programs that are testing 
out new strategies to engage with and provide treatment to unserved or underserved populations. For this evaluation, UC 
San Diego identifies subject matter experts for each program (15 distinct programs to-date), then collaboratively designs a 
feasible outcomes and process evaluation with service provider and SDBHS representatives, develops data collection tools 
and strategies, conducts data analyses, and then develops annual reports that identify key accomplishments and learnings 
from program operations. These reports form the basis for implementing service delivery strategy refinements, which are 
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then assessed in subsequent periods in order to continually monitor and improve program effectiveness.  Throughout these 
evaluations the UC San Diego team engages with and encourages feedback from clients, family members, frontline provider 
staff, program administrators, and SDBHS representatives.  

California American Indian Tobacco Initiative Evaluation. UC San Diego has refined engagement strategies for 
American Indian communities in Southern California as part of a State evaluation of an American Indian Tobacco Initiative. 
Particularly, this has included meeting with program and Tribal leaders of local American Indian communities, participating 
in American Indian regional conferences and events, and building relationship with local American Indian researchers. Such 
connections with local Tribes provide opportunity to encourage more participation from this underserved community. 
Likewise, two of the Indian Health Centers in the San Diego region participate in the PEI programs and thus, UC San Diego 
has established partnership with these Centers to help further engagement strategies. 

ClubHOMS. As part of UC San Diego’s work to develop data collection and reporting systems, UC San Diego has had the 
opportunity to work directly with stakeholders including individuals with lived experience, program staff, and program 
directors. In 2018, UC San Diego conducted four focus groups with clubhouse members and staff to collect information on 
desired mental health outcomes. UC San Diego continues to engage clubhouse stakeholders through regularly attending 
Clubhouse Directors’ Meetings and collecting feedback on desired ClubHOMS improvements. 

Evaluation of the San Diego County Suicide Prevention Action Plan. UC San Diego has been contracted to develop the 
evaluation plan for the San Diego County Suicide Prevention Action Plan (SPAP). The SPAP Update 2018 was created by 
the San Diego County Suicide Prevention Council (SPC), a collaborative of mental and behavioral health stakeholders with 
a collective vision of zero suicides in San Diego County. The aim of the evaluation is to assess the effectiveness of SPC’s 
efforts in implementing strategy specific actions. The development of the evaluation plan and its implementation has 
occurred in stages. Between 2018 and 2020, in collaboration with a strategic planning consultant, strategic planning and 
evaluation meetings will be held with a wide range of behavioral health stakeholders to identify priority activities. 
Measurable indicators to evaluate the success of the implementation of these activities will be identified.  

Since 2017, UC San Diego has been partnering with CHIP to develop and implement a plan to evaluate the activities of the 
San Diego County Suicide Prevention Council (SPC).  The engagement of SPC partners and community stakeholders played 
a key role in the evaluation planning process. UC San Diego participated in nine strategic planning implementation meetings 
hosted by CHIP in 2018 and 2019.  Our role was to identify the desired outcomes for each of the strategies, discussing 
indicators that would show that these strategies had been successfully implemented, and identifying potential data sources 
or measures for evaluating the strategies’ impact on reducing suicide in San Diego County. In order to gather this 
information, UC San Diego developed breakout group activities that involved smaller groups of stakeholders reviewing and 
discussing potential data collection measures and outcomes. The results of these activities provided UC San Diego with a 
deeper understanding of SPC partners’ work and develop a plan that maximized the usefulness of evaluation findings. 

5.4 In your response, include examples and past projects that exemplify the Offeror’s work and experience and end results 
of building capacity with partner organizations and/or individuals to advance their involvement in community 
engagement activities. 
SDBHS programs. An important aspect of UC San Diego’s evaluation activities with the numerous SDBHS programs is 
to work with the programs to build capacity. One way this is achieved is through providing ongoing training to program 
directors, managers, and front line staff. Annually, UC San Diego provides program improvement training for program staff 
across many SDBHS programs to learn how to use simple, yet impactful, program improvement strategies such as SMART 
goals to monitor and improve programs at the program level.  Equipping programs with the skills to review the results of 
their program and make goals to achieve further success provides an essential capacity tool for future development.  Another 
way UC San Diego supports capacity building for SDBHS programs is in providing data to the program directly so they 
can enhance services to work with specific priority populations by looking at the data to encourage involvement from groups 
that are currently underrepresented in services. 

Suicide Prevention Council. Since 2017, UC San Diego and CHIP have been partnering to develop and implement a plan 
to evaluate the activities of the San Diego County Suicide Prevention Council (SPC). Our approach to developing the SPC 
evaluation plan is highly collaborative and involves gathering input from all major stakeholders to identify evaluation 
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methods that would yield meaningful and useful information for programs. UC San Diego works closely with SPC’s 
strategic planning consultant, CHIP, and SPC partners to ensure that evaluation activities are integrated into the work of 
SPC partners.  UC San Diego helps SPC partners gain an understanding of how their work impacts the community. This 
gives them information they can use to adjust their suicide prevention efforts and improve their services based on the needs 
of the people that they serve.  Additionally, by working with SPC partners to develop and refine evaluation methods (e.g., 
through providing a review of partners’ current data collection systems, reviewing and offering suggestions for event 
evaluation form improvements), UC San Diego helps them to build their own evaluation capacity to gather information 
about their program outcomes. 

The Global ARC supports the development of communities bringing their voices into the public dialogue. The following 
represent key capacity development initiatives facilitated by Global ARC:   
• Latinos y Latinas en Accion:  Global ARC supported this group as it formed one of the first Ethnically Based

Community Organization (ECBO) in City Heights by providing training on how the political, educational and social
service systems work, how they can become engaged in ensuring the Latinx voice is considered in policy and program
development.

• United Women of East Africa:  Global ARC worked with this organization since its inception, providing training and
technical support to the group to help it transform from a group of concerned mothers to an important, independent,
women-led ECBO serving the African refugee community.  In addition, Global ARC worked with a group of older
youth to design and implement summer program for members of their community, which has now grown into year-
round afterschool program.

• Somali Bantu Community Organization:  Global ARC supported this group with training, strategic planning, and
capacity development for a youth group which 1) brought 700 youth from throughout the county to address the school-
to-prison pipeline, 2) facilitated the campaign to bring halal food to San Diego Unified, and 3) conducted a survey of
300 City Heights Youth on how they see their community.

5.5 In your response, include examples of projects that demonstrate how the Offeror has planned and convened the 
multiple events in different community engagement activities, including digital formats.  
Collectively the UC San Diego-CHIP-Global ARC team has a wide range of experiences planning and convening events to 
bring together persons to engage in a specific activity or accomplish a shared goal in both in-person as well as digital 
formats.  UC San Diego has experience organizing large local and statewide initiatives that generate information from many 
stakeholders that is then used to inform the development of system improvements. For example, Mental Health Services 
Oversight and Accountability Commission (MHSOAC) contracted with UC San Diego to complete a project focused on 
improving the MHSOAC’s capacity to provide ongoing technical assistance to county behavioral health departments that 
implemented a new tracking, monitoring, and evaluation system. Key activities for the project included the development of 
materials that would allow counties to assess the feasibility of adopting the comprehensive data system and materials to 
support technical assistance and training. UC San Diego, completed a draft Toolkit for Evaluation, Assessment, and 
Measurement (hereafter referred to as the Toolkit) that was then presented to stakeholders in two regional meetings.  The 
meetings were held in-person with the option to attend via webinar. The meetings were attended by 205 individuals in 49 
counties throughout California. Among the meeting attendees were clinical directors, program administrators, frontline staff 
(e.g., case managers, clinicians), community liaisons, peer advocates, quality improvement and evaluation staff, information 
systems staff, consultants, and administrative staff. Attendee feedback was gathered at multiple time points throughout the 
meetings. Scheduled discussion sessions occurred in between presentations. The meeting also included breakout sessions 
to gather focused input on specific components of the Toolkit. Each group was led by a facilitator who took notes and 
assisted in focusing discussions on specific questions. At the conclusion of the breakout session, groups identified and 
reported on key messages. Meeting attendees were encouraged to submit any questions or provide additional feedback on 
the Toolkit following the meeting by contacting the UC San Diego staff. In addition, an online MHSOAC Regional Meetings 
Feedback Survey was administered for several weeks following the meetings to gather additional input on the Toolkit and 
satisfaction with the administration of the Regional meetings.  

Upon experiencing COVID-19 in FY 2020-21, CHIP staff seamlessly transitioned all programming and activities to virtual 
platforms (e.g. Zoom), and have had sessions routinely recorded for review and distribution to others. Every event offers 
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simultaneous Spanish interpretation and CHIP has its own mobile language interpretation equipment, headsets, and sound 
system to handle larger community events with multiple language needs. As part of their work for the Suicide Prevention 
Council, during 2020 CHIP conducted 10 digital focus groups with 100 individuals via zoom from a range of priority 
populations who are often not well represented in other data collection activities.  These groups included: 1) refugees, 2) 
transitional age youth, 3) survivors of suicide loss, 4) LGBTQ, 5) American Indian/Alaskan Native individuals, 6) 
seniors/older adults, 7) formerly incarcerated/justice involved, 8) Black/African Americans, 9) military/veterans, 10) 
individuals with lived experience of suicide ideation.  

Global ARC has led the strategic planning initiatives for more than ten years with Mid-City Community Action Network 
(Mid-City CAN) to identify specific action items related to youth issues, law enforcement concerns, food justice, and 
transportation needs.  The Global ARC structures and facilitates the Annual Community Dialogue on Education for the 
Parent/Student/Resident Organization (PSRO) in City Heights.  The last Annual Community Dialogue before the pandemic 
had nearly 400 parents and students engaged.  Global ARC facilitated the development of the strategic plan for a San Diego 
Green New Deal involving over 140 participants for the Climate Action Campaign. Global ARC developed 
recommendations for the San Diego Unified School District after hosting an event with over 300 parents speaking fourteen 
different languages. 

These types of experiences and capabilities of the UC San Diego-CHIP-Global ARC team will support the community 
engagement outreach, information gathering, and strategic planning needed as part of this currently proposed initiative.  

6. Organizational Chart and Key Personnel
6.1 Organizational Structure and Personnel 
6. Provide the Offeror’s organizational chart and a list of key personnel who will be involved in performing the requested
services and include their main role and responsibility for the program. Include a resume or a summary that demonstrates
their experience and qualifications as it relates to the responsibilities.
UC San Diego-CHIP-Global ARC Team
UC San Diego. The University of California San Diego (UC San Diego) is a student-centered, research focused, service-
oriented public institution that provides opportunity for all.  It is the mission of UC San Diego to transform California and
the diverse global society by educating, generating, and disseminating knowledge and creative works, and by engaging in
public service. Recognized as one of the top 15 research universities worldwide, a culture of collaboration sparks discoveries
that advance society and drive economic impact. The UC San Diego campus was established in 1960 and is now one of the
nation’s leading research universities, with a faculty that includes seven Nobel laureates and eight recipients of the National
Medal of Science and consistently ranked in the top 10 in the nation among research universities for sponsored research.
UC San Diego Health is ranked the sixth best hospital in California (U.S. News and World Report 2020-21 Best Hospitals).
UC San Diego Health Sciences has more than 1,500 physicians and scientists on the faculty and more than 2,500 students,
postdocs, residents, and fellows who work in research laboratories and the patient-care setting.

CHIP. Established in 1995, Community Health Improvement Partners (CHIP) has been a leader in innovative, collaborative 
solutions to address critical community health issues in the San Diego region. The mission of CHIP is to advance long-term 
solutions to priority health needs through collaboration and community engagement. CHIP brings together diverse partners 
to assess community health needs, educate, and advocate to create policy, systems and environmental change which reduce 
health disparities. CHIP provides backbone support to plan, coordinate, and support collaborative initiatives to solve our 
most complex health problems. CHIP signature programs and initiatives include the Suicide Prevention Council, Resident 
Leadership Academy, Lemon Grove HEAL Zone, Independent Living Association Recovery Residence Association, and 
Farm to Institution Center. 

Global ARC. The Global Action Research Center (ARC) is helping communities use science and technology to address 
their concerns. The Global ARC creates demonstration models that display how science and technology, contributed by 
universities, can be brought to bear to address neighborhood challenges identified and defined by residents experiencing 
those challenges. These models become living laboratories for building healthy communities. In order to build these models, 
all residents must have an active voice in the decision making that impacts their lives. Therefore the Global ARC assists 
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various segments of the community, whose voices are not included in decision making processes, to become organized and 
actively engaged. The Global ARC’s work focuses on four areas: Green Infrastructure, Refugees, Neighborhoods and 
Youth. The intent in each of these areas is to assist the residents in developing Knowledge/Action Networks that allow them 
to critically analyze their situation, research their issue(s) and work in collaboration with others to develop creative and 
innovative approaches to community issues. Global ARC uses a variety of approaches in order to accomplish this work, 
including: participatory action research, participatory narrative development, participatory community assessment, program 
evaluation/appreciative inquiry, popular education, developing learning organizations, demonstration projects, and the 
linkage of communities to university-based resources.  

Figure 3 demonstrates the organizational structure of the personnel who will be responsible for achieving the program 
objectives.   

Figure 3. UC San Diego-CHIP-Global ARC Team 

Brief Description of Key Personnel Experiences and Qualifications (Resumes in Appendix E) 
Danielle L. Fettes, PhD, Assistant Professor. Dr. Fettes is an Assistant Professor in the Department of Psychiatry at the 
University of California, San Diego and a Research Investigator with the Child & Adolescent Services Research Center 
(CASRC) and will serve as the Project Director for the proposed project. Currently PI of multiple research studies, including 
Co-PI of the CAPTURE study, Dr. Fettes’ work is founded in engaging in bi-directional research – addressing the questions 
that are meaningful to system partners and harnessing community-academic collaborations to increase uptake in research 
evidence use, with downstream outcomes of improving social service response, addressing pressing issues such as 
economic, racial, and ethnic disproportionality in system involvement, and improving lives of youths and families. Dr. 
Fettes has expertise in quantitative, qualitative, and mixed-method approaches. She has successfully collaborated with 
SDCWS and Rady Children’s Hospital, San Diego on multiple projects. Dr. Fettes leads an innovative evaluation approach 
of CWS programs – in vivo, widescale data collection from SDCWS families, using a web-based platform on data enabled 
devices at the end of each service delivery session, with direct implications for understanding the effectiveness of programs 
for their intended outcomes. (Appendix E.1)  
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Andrew Sarkin, PhD, Director of Evaluation Research. Dr. Sarkin is a clinical psychologist and expert in the 
measurement and assessment of health and behavioral outcomes with over 20 years of experience in program evaluation. 
He is currently the Health Services Research Center (HSRC) Director of Evaluation Research and has served as a project 
manager for a SDBHS contract to provide data analysis and performance monitoring and evaluation since 2002. He also 
manages the evaluation of the San Diego Mental Health Services Act (MHSA) Prevention and Early Intervention and 
Innovations evaluation efforts manages the processes of stakeholder and advisory group engagement, oversees data analysis 
and reporting efforts, and is active in designing and delivering program staff training. In addition, he teaches program 
evaluation classes at San Diego State University and UCSD and has over 35 peer-reviewed publications. Dr. Sarkin provides 
expertise in evaluating policy and systems change, evaluating community engagement, collaboration, and partnerships, and 
evaluating study design. He also has experience in key informant interview data collection, conducting evaluation of health 
programs that target priority populations, longitudinal qualitative data analysis, and data dissemination. He is also the 
director of the internship program at HSRC. (Appendix E.3) 

David Sommerfeld, MSW, PhD, Assistant Professor. Dr. Sommerfeld has worked in collaboration with the SDBHS San 
Diego County Behavioral Health Services and its community partners for over 10 years to evaluate and inform child, adult, 
and older adult clinical programming.  As part of this work he has developed and supervised more than 15 different topic 
specific evaluation teams (i.e., subject matter experts, informatics specialists, data analysts, program managers, research 
associates, etc.) to collaboratively design integrated outcome and process evaluations alongside BHS and community agency 
partners and then conduct the studies, analyze the quantitative and qualitative data, prepare reports with stakeholder input, 
and disseminate findings to a wide range of audiences in order to improve program effectiveness and inform BHS decision-
making. In addition, Dr. Sommerfeld has over 30 peer-reviewed publications, with many focused on behavioral health 
system and service delivery changes and the processes for successfully implementing evidence-based practices into 
community care settings. (Appendix E.2) 

Yeni Linqui Palomino, Vice President. Yeni L. Palomino is the Vice President of Community Health and Engagement at 
Community Health Improvement Partners (CHIP). Palomino has extensive work experience addressing environmental 
justice and public health issues in underrepresented and underserved populations in San Diego that dates back to 2004. Ms. 
Palomino has previously worked as a Coordinator of bilingual programs, lead hazard control and healthy homes programs, 
community organizer related to land-use environmental injustice concerns in National City. Upon assuming her role with 
CHIP in 2010, Palomino embarked on the development of a sustainable grassroots leadership program on public health 
issues that led to the creation of the CHIP flagship program called The Resident Leadership Academy (RLA), a leadership 
curriculum-based public health and advocacy program that gives residents of underserved communities the tools and skills 
necessary to become lifelong health advocates for their community. In addition, Palomino also has nine years of experience 
working in community needs assessments, mental health and suicide prevention efforts as the lead facilitator for the San 
Diego County Suicide Prevention Council (SPC) and a master trainer in suicide prevention, helping to train, raise awareness 
and educate on suicide prevention so we can work together to eradicate suicides in San Diego County. Palomino received 
her Bachelor's Degree in Latin American and Latino Studies and Politics from University of California, Santa Cruz. 

Paul Watson, MSHS, President/CEO. Paul Watson is the President and CEO of the Global Action Research Center 
located in San Diego. He has over 40 years’ experience in human service administration, training/consultation, community 
organizing and community engagement. He is an international expert in Community Youth Development, and has provided 
lectures, training and implemented participatory action research projects throughout the United States, as well as in the 
Netherlands, South Africa, Central Asia (Kyrgyzstan and Kazakhstan), Brazil, and Jamaica. He also served as a Lecturer 
and Adjunct Faculty at UC San Diego, Springfield College, The New School for Architecture and Design, and San Diego 
City College. He has produced numerous articles and publications. 

Bill Oswald, PhD, Associate Executive Director for Research and Evaluation. Bill received his Ph.D. from the 
University of Rhode Island in 1988 where he studied Community Psychology. While his work has varied over the years, it 
has remained focused on fighting the structural causes of poverty by working side-by-side with people in poverty to support 
them in bringing their voice into the public dialogue. This work has ranged from direct, grassroots community organizing 
to running a regional training center for Community Organizers to serving as Dean/faculty at Springfield College, School 
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of Human Services that focused on providing access to postsecondary education to communities that have historically been 
denied that access. Bill’s more recent work includes conducting Participatory Action/Civically Engaged Research and 
providing support to immigrant/refugee communities and their organizations. Bill’s responsibilities at the Global ARC 
include overseeing and managing projects related to Community Youth Development, Environmental Justice, and Research 
and Evaluation. 

Lena Hofmann, MA, Program Evaluation Specialist. Lena Hofmann, MA, is a Program Evaluation Specialist at UC San 
Diego’s HSRC. She is the project manager for the evaluation of the San Diego County Suicide Prevention Action Plan and 
the data de-identification project. She is also involved in the evaluation of La Maestra Family Clinic’s SAMHSA-funded 
projects in which she manages the evaluation of the Medication-Assisted Treatment – Prescription Drug and Opioid 
Addiction Program and contributes to the evaluation of the Screening, Brief Intervention, and Referral to Treatment 
(SBIRT) and of the Certified Community Behavioral Health Clinic (CCBHC). Lena earned her Master's degree in Clinical 
Social Work from the Catholic University of Applied Sciences Aachen in Germany. Prior to the position at UC San Diego, 
Lena has worked as a Research Associate at the German Institute on Addiction and Prevention Research. (Appendix E.4) 

Amanda Farr, MPH, Research Coordinator. Amanda Farr, MPH is a Research Coordinator at UC San Diego’s CASRC. 
She provides support to multiple, ongoing research and evaluation studies including CAPTURE, TED-C, two ongoing 
evaluations of the Mi Escuelita Therapeutic Pre-School Program through SBCS, and multiple MHSA-funded County of 
San Diego BHS Innovations Project evaluations. Amanda has experience in community-based research approaches and has 
coordinated quantitative, qualitative, and mixed-methods aspects of research and evaluation efforts. Prior to joining UC San 
Diego, Amanda served as a foster parent trainer and support group leader for County of San Diego Foster Parents, with 
particular focus on families fostering drug-exposed, medically-fragile, and HIV+ children. She earned her Master’s in Public 
Health, with a concentration in Health Promotion and Behavioral Science, from San Diego State University. (Appendix E.5) 

Brett Hall, MSW, Program Coordinator. Brett Hall is the Program Coordinator for CHIP and the Suicide Prevention 
Council. Before joining CHIP in 2020, Brett worked in various non-profit spaces and gained experience throughout the 
education sector in areas such as social emotional development, preschool play therapy, elementary school extended 
learning, middle and high school suicide prevention, and school social work administration. Brett is a former City Year 
AmeriCorps Member and Peace Corps Youth Development Volunteer. She is a co-founder of the community organizing 
group, Social Workers for Equity and Leadership, and is a graduate of the Mid City CAN RLA. Brett is trained in Restorative 
Practices and previously conducted a research study on challenges to school-based restorative practices policy 
implementation. Brett received both her Bachelor’s Degree in Psychology with a minor in Sociology, and Master’s Degree 
in Social Work with a focus on Administration and Community Development from San Diego State University. 

Regina Misch, MPA, MA, Evaluation Research Associate. Ms. Misch has been utilizing data analysis tools to improve 
the outcomes of health organizations, social service agencies, and businesses for over 20 years. Her many years of project 
management and quantitative and qualitative data analytics have given her expertise in the fields of program evaluation, 
social and policy research, mental health, criminal justice, and public health.  Ms. Misch is UC San Diego’s project manager 
for the evaluation of San Diego County's PEI programs and the California American Indian Tobacco Initiative Evaluation. 
Ms. Misch provides expertise in evaluating community engagement, collaboration and partnerships, evaluating study 
design, key informant interview data collection, conducting evaluation of health programs that target priority populations, 
qualitative data analysis, GIS, statistical analysis, and reporting. (Appendix E.6) 

Frances Reyes Yee, MA, Program Evaluation Associate. Ms. Reyes Yee earned her Master’s degree in Psychology with 
a co-concentration in Applied Developmental Psychology and Evaluation from Claremont Graduate University. As a 
Program Evaluation Associate at UC San Diego, she has managed three projects implemented in collaboration MHSOAC, 
which entailed engaging stakeholders throughout the state to gather feedback on data collection and evaluation systems. 
Ms. Reyes is also project manager for the evaluation of La Maestra Family Clinic’s SAMHSA-funded programs and the 
SDBHS ClubHOMS project. Prior to her position at HSRC, Ms. Reyes worked as an Internal Program Evaluator at the 
nonprofit organization, Volunteers of America Greater Los Angeles (VOALA), where she conducted research and 
evaluation activities for a variety of programs including those serving veterans, children, transition age youth, and 
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individuals with substance use disorders. Ms. Reyes’s community engagement experience includes her work on VOALA’s 
Healthy School Meals Advocacy Project, where she provided guidance to high school students conducting research on the 
needs of the Boyle Heights neighborhood of Los Angeles. (Appendix E.7) 

Nick Panagon, MPH, Evaluation Research Associate. Mr. Panagon provides expertise on the organization of large 
consumer surveys, develops automated clinician reports within the Mental Health Outcomes Management System 
(mHOMS), and supports research through varying reporting deliverables. He has coordinated the delivery and processing 
of bi-annual consumer satisfaction surveys for behavioral health clinics in San Diego and is also responsible for the 
development and production of demographic reports used by behavioral health organizations to tailor delivery of services 
on a real time basis. For California’s Office of Statewide Health Planning and Development OSHPD-2 Project, he was 
responsible for the extraction of financial spending data by counties contracted through the MHSA to implement programs 
to enhance Workforce Education and Training in mental and behavioral health. (Appendix E.8) 

7. References
7. Provide three (3) business references for relevant programs and/or services within the last 5 years.

7.1 National Alliance on Mental Illness (NAMI) (1 of 3) 

7.1.1 Contact Person 
Summary 

7.2.1 Relationship and 7.3.1 Summary 

Sue Skube 
Chief Operating Officer 
sueskube@namisd.org 
(858) 634-6580

UC San Diego has collaborated on multiple occasions with NAMI as a program evaluator 
since 2015. UC San Diego has assisted with designing and implementing evaluation studies 
for three separate NAMI programs in the past six years. The following outline lists the 
specific project objectives, funding sources, and timelines: 

• Next Steps (2015 to present)
o Objective/Results: Next Steps is a recovery-oriented peer and family support program

located in San Diego County. This integrated care program, supported by County of
San Diego MHSA Prevention and Early Intervention (PEI) funds, addresses the
physical health, mental health, and substance use needs of participants along with
their needs for food, shelter, transportation, and other social services that affect
quality of life. Staff provide individuals and family members within the San Diego
County Psychiatric Hospital Emergency Unit or designated community clinics with
onsite support and resource information that promotes successful recovery and
reintegration into the community. The UC San Diego evaluation team conducts a
process and outcome evaluation of the Next Steps program which assesses
implementation factors and participants’ progression in recovery, satisfaction, and
successful program completion.

• Faith-Based Community Behavioral Health Education (2016 to 2019)
o Objective/Results: This initiative was an MHSA funded Innovations program

designed to increase knowledge of behavioral health needs and the availability of
relevant services and supports among faith communities. This was accomplished by
making connections with faith communities and then having behavioral health
professionals and trained para-professional faith leaders co-lead workshops on a range
of behavioral health topics (e.g., identification of suicide risks, stigma reduction,
awareness of depression, and anxiety, etc.). The UC San Diego evaluation team
worked with NAMI to develop a process and outcome-oriented evaluation that helped
to identify effective strategies for engaging with faith communities, document the
reach into community, and develop a post workshop survey to assess key areas of
learning and satisfaction with presentation materials.

• PeerLINKS (2016 to present)
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o Objective/Results: This initiative started as an MHSA funded Innovations program
and is now an ongoing program designed to increase the depth and breadth of services
for persons diagnosed with Serious Mental Illness (SMI) who use acute crisis-oriented
mental health services, but are not effectively connected with community resources
and/or lack active support networks.  Services are provided by peer specialists, who
have had prior experiences with SMI and crisis service utilization. The PeerLINKS
peer specialist engages with individuals coming out of crisis care settings to establish
a relationship with them and help them identify and access needed services and
community supports. In collaboration with NAMI, the UC San Diego evaluation team
developed and conducted an evaluation of PeerLINKS services and is able to
document high levels of participant satisfaction, improvements in participant well-
being and symptom management, and reductions in acute and crisis care services.

7.1 SBCS (formerly South Bay Community Services) (2 of 3) 

7.1.2 Contact Person 
Summary 

7.2.2 Relationship and 7.3.2 Summary 

Valerie Brew, MA 
Department Director 
vbrew@csbcs.org 
(619) 840-4960

Starting in 2008, UC San Diego, with Dr. Fettes as Principal Investigator, has successfully 
collaborated with SBCS on multiple grant-funded and program evaluation contracts.  

The contracts include: 
• Mi Escuelita (SBCS, Blue Shield of California, and US DHHS Administration for

Children & Families funded from 2012-2014 and 2020 to present)
o Objective/Results: Program evaluation activities include (a) the development and

implementation of an annual evaluation plan to measure child progress towards
successful outcomes and inform program improvement efforts; (b) conduct a
longitudinal data analysis in the CVESD to determine long-term success of the Mi
Escuelita program; and (c) evaluate the addition of mindfulness practices to the
program. UC San Diego has completed multiple reports and presentations for the Mi
Escuelita Preschool Program evaluation. (Current annual budget of $175,000)

• Community Services for Families Training, Evaluation, and Data Collaboration (SD
DHHS Child Welfare Services division, funded from 2017 to present)
o Objective/Results: Evaluation activities include monthly, quarterly, and annual

reporting of process and outcomes measures for program improvement. Ongoing
feedback reports for agencies and CWS determine fidelity to and satisfaction with
services. (Current annual budget of $182,000)

• SafeCare San Diego (US Centers for Disease Control and National Institute of Mental
Health funded 2008-2016)
o Objective/Results: UC San Diego was funded for the implementation and evaluation

of the cascading diffusion model to localize expertise for the evidence-based SafeCare
parenting program in San Diego. The study resulted in the sustainment of SafeCare as
the in-home parenting program for all families with open child welfare cases in San
Diego County. Multiple reports, presentations, and academic publications resulted
from this study.

7.1 San Diego County Behavioral Health Services (3 of 3) 

7.1.3 Contact Person 
Summary  

7.2.3 Relationship and 7.3.3 Summary 

Elizabeth Miles, Ed.D, 
MPH, MSW 
Principal Admin. 
Analyst 

UC San Diego has partnered with SDBHS since 2007 by providing data analysis and 
performance monitoring services in support of the SDBHS Performance Improvement Unit 
and Mental Health Services Act Program evaluation. The following outline lists the specific 
project objectives, funding sources and timelines: 
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Elizabeth.Miles@sdcou
nty.ca.gov 

(619) 584-5015

• Data analysis and Performance Monitoring for San Diego County Child, Youth, and
Family (CYF) and Adult and Older Adult Behavioral Health Services (AOABHS; 2007 to
present)
o Objectives/Results: Evaluation of MHSA funded programs including Community

Services and Supports (CSS), Prevention and Early Intervention (PEI). This includes
the development, maintenance, and reporting using mHOMS. Deliverables include
quarterly databooks, dashboards, data extracts, annual reports, and ad hoc reports.

• ClubHOMS (2019 to present)
o Objective/Results: UC San Diego collaborated with SDBHS in the development of

ClubHOMS, a system for data collection and reporting for San Diego County
Clubhouses. This project improved the County’s ability to track the usage and
effectiveness of the County’s clubhouse programs.

• State AOA MHSIP and CYF YSS Survey (2007 to present)
o Objective/Results: Oversees all aspects of the AOA MHSIP and YSS survey from

contacting all AOA and CYF SDBHS programs, printing and mailing survey forms,
and collecting, entering and cleaning survey data. Twice a year over 200 programs are
surveyed resulting in over 2,000 returned surveys. UC San Diego has been
coordinating this survey twice yearly survey for San Diego County since 2007.

• Evaluation of County of San Diego Drug Medi-Cal Organized Delivery System (2018 to
present)
o Objective/Results: UC San Diego is contracted for the evaluation of the County of

San Diego DMC-ODS. The primary role of UC San Diego is evaluation, quality
improvement, and reporting. Part of this work is to administer an annual client
satisfaction survey, the Treatment Perceptions Survey (TPS), to clients of all DMC-
ODS providers, analyze the data collected, and produce reports circulated at the
County and State level.

• San Diego Innovations Evaluation (2015 to present)
o Objective/Results: UC San Diego assembles evaluation teams for each Innovation

program (15 programs to date) that are tailored to the unique populations and service
approaches of each Innovation program, collaboratively designs feasible evaluation
plans with service provider and SDBHS input, develops data collection strategies and
tools, conducts relevant outcome and process analyses with quantitative and
qualitative data, and prepares annual reports.

In no instance was there ever a delay in the budgets or where contract objectives were not met. 
In fact, the successful partnership with SDBHS since 2007 contributed to other grant awards 
and recognition including projects with MHSOAC. 

Organizational Stability, Financial Management, and Risk 

8. Financial Information
a. Documentation of Fiscal Solvency

The University of California, one of the largest and most acclaimed institutions of higher learning in the world, is dedicated 
to excellence in teaching, research, health care and public service. The University has annual resources of nearly $40 billion 
and encompasses ten campuses, five medical centers, four law schools and a statewide Division of Agriculture and Natural 
Resources. The University is also involved in the operation and management of three national laboratories for the U.S. 
Department of Energy (DOE). 

b. Financial Statements
The financial statements of the University of California for the last three years can be found here: 
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https://finreports.universityofcalifornia.edu/index.php?file=17-18/pdf/fullreport-1718.pdf 
https://finreports.universityofcalifornia.edu/index.php?file=18-19/pdf/fullreport-1819.pdf 
https://finreports.universityofcalifornia.edu/index.php?file=19-20/pdf/fullreport-1920.pdf 

c. Independent Audit Reports
The independent audit reports of the University of California for the last three years can be found here: 
https://finreports.universityofcalifornia.edu/index.php?file=a133/2018report.pdf 
https://finreports.universityofcalifornia.edu/index.php?file=a133/2019report.pdf 
https://finreports.universityofcalifornia.edu/index.php?file=a133/2020report.pdf 

d. Documentation of Reserves
UCSD has sufficient reserves to maintain program for at least sixty days. 

9. Litigation Information
There has not been any litigation in the past 5 years related to UC San Diego’s performance. 

Cost 

10. Complete Exhibit C-Payment Schedule
Please see Exhibit C in Cost/Price Exhibit.

Acceptance of Terms and Conditions and Insurance 
UC San Diego has reviewed the Terms and Conditions.  The redlines changes on the document (see Appendix F) were 
provided by the UC San Diego contracting office to align with standard terms negotiated between UCSD counsel and 
county counsel for all their agreements. Such alternative language has not inhibited the completion of work for prior 
contractual agreements with UC San Diego. Accordingly, the revisions to Section 10 indicate the proposed insurance 
terms for UC policy.  These changes are consistent with prior County contracts and the determination that UC San Diego 
is sufficiently self-insured. Therefore, Exhibit B is not applicable. 

List of Appendices 
Appendix A. Subcontractor Plan 
Appendix B. Letters of Support 

• Appendix B.1 Letter of Support CHIP
• Appendix B.2 Letter of Support Global ARC

Appendix C. Community Connections Table 
Appendix D. Work Samples 

• Appendix D.1. California American Indian Tobacco Initiative Data Analysis Plan
• Appendix D.2. CAPTURE Research Brief
• Appendix D.3.CHIP Resident Leadership Academy Year in Review Presentation
• Appendix D.4.Community Services and Tracking Executive Summary
• Appendix D.5.Mental Health Statistics Improvement Program Survey Report
• Appendix D.6.Meeting of the Minds Presentation: Understanding Stigma
• Appendix D.7.Innovations Program Specific Annual Reports
• Appendix D.8.Suicid Prevention Council Partner Survey Infographic
• Appendix D.9.Suicide Prevention Council Dashboards
• Appendix D.10.TED-C COVID-19 Brief

Appendix E. Resumes 
• Appendix E.1 Danielle Fettes Resume
• Appendix E.2 David Sommerfeld Resume
• Appendix E.3 Andrew Sarkin Resume
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Subcontractor Name Capabilities of Subcontractor Specific Goals, Objectives, or areas of the SOW for which Subcontracting will apply. Target Populations

Fully identify the 
consultant(s)/ 
subcontractor(s), if 
known at the time of 
proposal submission. List Key Capabilities of Subcontractor.

Describe, in accordance with the appropriate experience requirements specified above, the experience 
of each consultant/subcontractor. Describe the specific program requirements to be met. List the Target Populations intended to be served.

Community Health 
Improvement Partners 
(CHIP)

• Support for listening sessions, focus groups, 
interviews, and community outreach.
• Community connection for outreach 
purposes
• Bring together diverse partners to assess 
community health needs
• Survey production, distribution, collection,
analysis, and dissemination
• Create policy, systems and environmental 
change which reduce health disparities

CHIP will participate in developing plans for community outreach and engagement activities, facilitate 
connections to community members, and organize Listening Sessions, focus groups/interviews, and 
trainings. 

The following experiences provide examples of capabiilties to achieve anticipated project roles:   

• CHIP conducted a range of community engagement activities in 2016-2017 that included focus groups, 
interviews, and surveys as part of their role in updating the County of San Diego Suicide Prevention 
Action Plan. During that process 22 focus groups were held throughout the six HHSA regions, surveys 
were sent out countywide and reached a total of 673 individuals with 54% of those participating having 
had lived experience with suicide either personal or they had someone in their life that had been 
impacted by mental health challenges and suicide. 
• As part of their work for the Suicide Prevention Council, during 2020 CHIP conducted 10 digital focus 
groups with 100 individuals via zoom from a range of priority populations who are often not well 
represented in other data collection activities. 
• Upon experiencing COVID-19 in FY 2020-21, CHIP staff seamlessly transitioned all programming 
and activities to virtual platforms (e.g. Zoom), and have had sessions routinely recorded for review and
distribution to others. Every event offers simultaneous Spanish interpretation and CHIP has its own 
mobile language interpretation equipment, headsets, and sound system to handle larger community 
events with multiple language needs.

• Refugees
• Transitional age youth 
• Survivors of suicide loss
• LGBTQ
• American Indian/Alaskan Native individuals
• Seniors/older adults
• Formerly incarcerated/justice involved
• Black/African American
• Military/veteran 
• Individuals with lived experience of suicide 
ideation

Global Action Reseach 
Center (Global ARC)

• Creating Authentic Demand
• Participatory action research
• Participatory narrative development
• Participatory community assessment
• Program evaluation/appreciative inquiry
• Popular education
• Developing learning organizations
• Demonstration project
• Linkage of communities to university-based
resources

Global ARC will participate in developing plans for community outreach and engagement activities and 
facilitate connections to community members for participation in Listening Sessions, focus 
groups/interviews, and trainings. 

The following experiences provide examples of capabiilties to achieve anticipated project roles:  

• Global ARC has led the strategic planning initiatives for more than ten years with Mid-City 
Community Action Network (Mid-City CAN). In particular, they have worked with different groups of
residents to focus on youth issues, law enforcement issues, food justice, and transportation.
• The Global ARC structures and facilitates the Annual Community Dialogue on Education for the 
Parent/Student/Resident Organization (PSRO) in City Heights.  • The last Annual Community Dialogue 
before the pandemic had nearly 400 parents and students engaged.
• Global ARC facilitated the development of the strategic plan for a San Diego Green New Deal 
involving over 140 participants for the Climate Action Campaign.
• Global ARC developed recommendations for the San Diego Unified School District after hosting an 
event with over 300 parents speaking fourteen different languages.

• Immigrant
• Refugees
• Youth
• Neighborhood Associations

COUNTY OF SAN DIEGO- REQUEST FOR PROPOSALS (RFP) 11051
FOR BHS COMMUNITY ENGAGEMENT 

APPENDIX A- SUBCONTRACTING PLAN 

Subcontractors Proposed

APPENDIX A. SUBCONTRACTOR PLAN

Page 37 of 189

 
62 of 200



August 26, 2021 
Danielle L. Fettes, Ph.D. 
University of California San Diego, Department of Psychiatry 
Child and Adolescent Services Research Center  
9500 Gilman Drive 0812 
La Jolla, CA 92093 

Dear Dr. Fettes, 

I am enthusiastically submitting this letter of support for the “Community-Empowered Engagement to Inform 
Equitable Behavioral Health Services” proposal response to the County of San Diego’s Behavioral Health 
Services request. As the Vice President of Community Health & Engagement for Community Health 
Improvement Partners (CHIP), a non-profit organization established in San Diego County over 25 years focusing 
on innovative, collaborative solutions to address critical community health issues, I am eager to partner with 
UCSD on this project, in which UCSD commits to equitable elevation of community voice to inform BHS 
offerings.  

The UCSD response to the BHS request for Community Engagement Services centers on community 
partnerships to identify, connect with, and learn from residents throughout San Diego County is perfectly situated 
in CHIP’s mission to advance long-term solutions to health needs through collaboration and community 
engagement. CHIP works to bring together diverse partners to assess community health needs, educate, and 
advocate for reduce health disparities. CHIP’s efforts in San Diego provide backbone support to plan, coordinate, 
and support collaborative initiatives, a role we would gladly accept as community partners in this proposal. Over a 
decade ago, CHIP formed and developed a Suicide Prevention Action Plan for San Diego County and with 
continued support from the County of San Diego, CHIP as the facilitator of the Suicide Prevention Council has 
provided oversight, guidance, and collective support to implement the recommendations of the Suicide Prevention 
Action Plan and its update. CHIP utilizes core values such as a public health approach to prevention, collaborative 
and non-competitive partnerships, and cultural and linguistic sensitivity to run and coordinate the SPC and its 
programs. Through the SPC, CHIP enhances collaborations within the community, conducts needs assessments to 
identify gaps in current service offerings, and disseminates vital information on suicide prevention.  

In addition to the SPC, CHIP has initiatives focusing on resident empowerment, health literacy, 
independent living housing, recovery residence, agricultural development for healthy communities, and 
improving mental health services and reduction of stigma, to name a few. CHIP looks forward to using the skills 
and learnings we have gained over the last decade as partners in this proposal. I understand the importance and 
necessity of this work, and enthusiastically look forward to partnering with you in this effort. I am confident the 
proposal submitted by UCSD will elevate the voice of the community.  
Sincerely, 

Yeni L. Palomino 
Vice President, Community Health and Engagement 
Community Health Improvement Partners 
Office: 858-609-7969 Cell: 323-5740-974 

APPENDIX B.1 LETTER OF SUPPORT CHIP
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APPENDIX B.2 LETTER OF SUPPORT GLOBAL ARC
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APPENDIX C. COMMUNITY CONNECTIONS TABLE

Note: Organizations listed alphabetically within relevant sections 

County-wide Central Region 
2-1-1 San Diego Connections to Community Clubhouse 
ACLU of San Diego and Imperial Counties Bayview Baptist Church 
African Coalition Workforce Business for Good 
American Foundation for Suicide Prevention City Council Districts 1,4,9 
Aurora Behavioral Health City Height Community Development Corp 
Bilateral Safety Corridor (Human Trafficking) Comite Organizador de Latinos de City Hieghts(informal) 
CAHM San Diego DCS Clubhouse 

California Black Health Network Escuelas Salund Mental y Recursos Academicos 
ESMERA (Informal) 

California Endowment Exodus Recovery 
Center for Child and Youth Psychiatry (CCYP) - New 
Alternatives Family Health Centers 

Chadwick Center of San Diego Jewish Family Services 
Champions for Health Karen Organization 
Child Welfare Services Kupanda 
City Heights Youth Council La Maestra Community Health Centers 
City Heights Youth for Change Latinos y Latinas en Accion 
Community Health Improvement Partners Neighborhood House Association 
Community Housing Works Niles Sisters Development Corporation 
Community Research Foundation North Park Apostolic Church 
Consumer Center for Health, Education, and Advocacy 
(CCHEA) Oasis Clubhouse 

Courage to Call Pathfinders 
CREST Hoarding Reduction - UCSD Peace and Unity in the Community 
Fieldstone Foundation San Diego Refugee Communities Coalition 
GLSEN San Diego San Diego Zoo 
Health Center Partners of Southern California SANKOFA (City College) 
Independent Living Association San Diego (CHIP) SAY San Diego 
Indian Health Council SDSU - Student Mental Health 
Institute of Public Strategies Second Chance 
Joan Kroc Institute for Peace and Justice Somali Family Services 
License to Freedom Somali-Bantu Community Organization 
Mental Health American of San Diego County South Sudanese Community Center 
Mental Health Systems Inc Southern Caregiver Resource Center 
Multicultural Health Foundation Stepping Higher 
NAACP San Diego The Meeting Place Clubhouse 
NAMI San Diego TheSOULcial Workers 
Narcotics Anonymous Think Dignity 
National University Union of Pan Asian Communities 
Optum Health United Women of East Africa 
Pathways Urban Collaborative Project 
Phoenix House Urban Street Angels 
Psych Armor North Central Region 
Racial Justice Coalition of San Diego Casa de Amparo 
Rady Children's Hospital Bayside Community Center 
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Recovery International BELOVED San Diego 
Recovery Residence Association San Diego (CHIP) Deaf Community Services 
Rescue Agency Family Health Centers 
RI Recovery International Fred Finch Youth Center 
San Diego American Indian Health Center Hidden Treasures Foundation Tiffany’s Place 
San Diego City College (SDCC) - Student Mental Health New Haven Short Term Residential Treatment Program 
San Diego County Foster Parent Association North Central Mental Health Center 
San Diego County of Education Pathways 
San Diego County Sheriff San Diego Center for Children 
San Diego LGBT Center -Behavioral Health Dept SAY San Diego 
San Diego Unified School District Stepping Higher 
San Diego Youth Services Union of Pan Asian Communities 
San Diego's Sheriff's Department Vista Community Clinic 
SD Veterans Coalition North Inland Region 
SMART Casa de Amparo 
Southern Indian Health Council Escondido COMPACT 
Starview Exodus Recovery 
Survivors of Suicide Loss (SOSL) Indian Health Council 
Survivors of Torture Interfaith Community Services 
Telecare MiraCosta College 
Telecare Corporation North County Lifeline 
UMTR2ME Palomar Health 
USD- Student Mental Health North Coastal Region 
VA San Diego Deaf Community Services 
Vista Hill Exodus Recovery 
Voices for Children Family Health Centers 
YMCA Tides KidStart Caregivers 
Youth Family Support Services Milestone House 
Youth Will New Leaf Recovery North 

South Region North County Lifeline 
Adelante Palomar Health 
Casa Familiar East Region 
Deaf Community Services East County Mental Health Clinic 
ECS Para Las Familias El Cajon Collaborative 
Family Health Centers Exodus Recovery 
Harmonium Family Youth Family Health Centers 
KidStart Caregivers Home Start, Inc. 
Mundo Gardens International Rescue Committee 
Olivewood Gardens & Learning Center La Maestra Community Health Centers 
Pillars of the Community Newcomers Support & Development (NSD) 
San Diego/Tijuana Border Initiative Pathways 
San Ysidro Health Center San Diego Youth Services 
SBCS San Ysidro Health Center 
South Coast Childrens Society VH South Coast Childrens Society VH 
Southeast Mental Health Clinic Southern Indian Health Council 
Sweetwater Outpatient Clinic Union of Pan Asian Communities 
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 BACKGROUND 

PROJECT OVERVIEW 

This evaluation focuses on the implementation of the California Department of Public 

Health/California Tobacco Control Program’s (CDPH/CTCP) American Indian Initiative (AII) over a 

five-year period. While the types of interventions chosen by each of the grantees will vary, the 

design of the evaluation will remain consistent since its purpose is not to evaluate the outcomes 

of each intervention or each grantee, but on the implementation process and how it collectively 

affects the three main goals of the American Indian Initiative. These three goals include:  

1. Building the capacity and skills for tribal communities and American Indian Serving Community 

Organizations to implement tobacco use prevention and reduction interventions and provide 

health education services.  

2. Mobilizing and engaging the community residents and tribal government organizations to 

support policy and system changes on the prevention and reduction of tobacco use.  

3. Improving the implementation, support, and evaluation of Tribal Project policy and system 

change campaigns on the prevention and reduction of tobacco use.  

EVALUATION AIMS 

EVALUATION AIMS  

It is the desire of the CDPH/CTCP to address  the following aims through this evaluation: 1) To 

evaluate if  there is a difference in implementation success between directly funding the tribal 

communities and indirectly funding the American Indian Serving Community Organizations 

(AISCOs) and 2) To identify aggregate change in tobacco control capacity, readiness, training, 

policy, partnerships, and other approaches leading to systems change among directly and 

indirectly funded Tribes between baseline and follow-up. The primary focus of this evaluation is 

the testing of the following research questions.  

KEY EVALUATION QUESTIONS  

Additional key evaluation questions explored through this project include:  

1. What was the level of utilization of the Tribal Community Coordinating Center (TCCC) 

resources and services by funded Tribes and AISCOS? What were the strengths of the 

TCCC and what were areas that required improvement and better access for the funded 

Tribes and AISCOS?  
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2. In what ways and to what extent have the tribal communities and AISCOS developed 

capacity building, skills, and sustainability measures for continued implementation of 

tobacco use prevention and reduction interventions? Have there been changes in this 

area since implementation?  

3. In what ways have the tribal communities and AISCOS been engaged in supporting policy 

and system changes in the prevention and reduction of tobacco use, and what has been 

the impact of their engagement? How has there been improvement in implementation, 

support and evaluation of the system change campaigns over time?  

4. What have been some of the impacts of local commercial tobacco use prevention and 

reduction intervention projects and activities in tribal communities and what has been the 

greatest impact in tobacco control policies, access, and use?  

5. To what extent and in what ways has there been collaboration between organizations and 

Tribes on tobacco control efforts, and how has this changed for the projects over time?  

 

METHODS 

MIXED METHODS APPROACH OVERVIEW 

The evaluation will utilize a mixed methods approach with emphasis on qualitative methods. The 

evaluation design is considered longitudinal qualitative research (LQR). The LQR approach is an 

emerging method for health services research. LQR has been gaining recognition because it 

allows the use of qualitative methods across several years in order to provide an in-depth 

understanding of health care experiences, why changes in health care occur, and key mechanisms 

for change. The specific LQR method used in this evaluation is known as the recurrent cross-

sectional approach (Calman, Bruton, & Molassiotis, 2013). Recurrent cross-sectional LQR explores 

themes and changes over time at the level of the entire study group rather than at an individual 

study level. The value of using this approach for the evaluation is that it allows for comparison 

across two or more points in time, each cohort can include the same or different participants, 

and data analysis may occur at each time point rather than waiting until the data are collected 

across all five years, which is required for other LQR approaches (Grossoehme & Lipstein, 2016). 

Using this approach also allows each time period to be analyzed as a unit. After analysis is 

completed of each time period, the second level of analysis focuses on differences and 

similarities between time points and this is where between group differences and subgroup 

analysis can be added. 

The measures selected for the evaluation include both qualitative (e.g. key informant interviews 

and focus groups) and quantitative (e.g. key informant online surveys) and include both types of 

analysis. However, the emphasis for the evaluation is on qualitative data, thus the method is 

qualitative-dominate mixed methods. Using a mixed methods approach requires that the data 

collection and analyses methods are linked. The fundamental principle of a mixed analysis 
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approach requires the use of quantitative and qualitative analysis techniques either conducted 

concurrently or sequentially for which the interpretation of the analysis is made in a parallel, 

integrated, or iterative manner (Onwuegbuzie, Slate, Leech, & Collins, 2007) (Onwuegbuzie & 

Combs, 2011). For this evaluation the first phase of analysis includes concurrent analysis of the 

key informant survey and interview data. The results and interpretation of these analyses will 

inform the questions included in the focus groups in the second phase of analysis.  

DIFFERENCES BETWEEN FUNDED GROUPS  

The evaluation examines the differences and merits between the 13 Tribal Projects and the 5 

AISCOs. Primary analysis will focus on the differences between these two groups in regards to the 

aims and key evaluation questions. The sample size for the AISCO key informant surveys are 

estimated based on known number of tribes the AISCO could work with, as described in the draft 

scope of works (SOW) that have been provided to date. The final count will be based on the 

actual number of tribes the AISCOs are serving, which should be known when the AISCO SOWs 

are finalized in the summer of 2020, but is estimated to be a total of 220 participants. 

Recognizing that the SOW for this evaluation does not provide the time nor resources to 

interview all tribes the AISCOs are serving through this initiative, the UC San Diego California 

American Indian Tobacco Initiative Evaluation (CAITIE) team will purposively sample two tribes 

from each AISCO. Therefore, the sample size for key informant interviews is estimated to be 69, 

and will be interviewed at three time periods during the evaluation. Table 1 shows the estimated 

sample sizes for these two groups based on the data sources in the first phase; these include the 

survey and interview. Details for the sample sizes are included in the sampling plan (Appendix A). 

Table 1: Key Informant Estimated Survey and Interview Sample Sizes 

 SURVEY PARTICIPANTS INTERVIEW PARTICIPANTS 

13 Tribal Projects 104 39 

5 AISCOs 116 30 

TOTAL 220 69 

Based on the estimated sample sizes noted in Table 1, the CAITIE team will achieve the goal of 

conducting 150 to 300 key informant interviews, as per the executed contract. Table 2 provides 

the estimated number of key informant surveys and interviews completed by the end of this 

project. 

  

Page 47 of 189

 
72 of 200



Table 2: Key Informant Estimated Survey and Interview Completed Over Three Time Points 

 SURVEY COUNT INTERVIEW COUNT 

13 Tribal Projects 312 117 

5 AISCOs 348 90 

TOTAL 660 207 

 

At this time we are planning to conduct 9 to 15 focus groups in different geographic areas of 

Northern and Southern California. The focus groups will represent the diversity of projects among 

the Tribal Projects and AISCOs so that differences between these two groups can be analyzed. 

More details regarding the focus group sampling are included in the CAITIE Recruitment and 

Sampling Plan. 

Missing Data 

Both the surveys and interviews are administered at three points in time (baseline, follow up one, 

and follow up two). Since comparison across time is important for analysis, we will exclude 

participants from analysis that do not have data for baseline and at least one follow-up time 

point. 

DATA ANALYSIS 

Specific analysis for this evaluation will include analyzing the quantitative and qualitative data 

separately, and also through a mixed methods approach. Since there are two phases of the data 

collection process, there will also be two phases of data analysis with the first phases including 

the survey and interview findings, which will inform the focus group questions. Likewise, as a 

longitudinal qualitative research design, we will analyze the data at each point in time and final 

analysis will include comparisons between time points to report similarities and differences 

between Tribal Projects and AISCOS, and any other relevant subgroup comparisons. 

QUANTITATIVE ANALYSIS 

The evaluation includes a key informant survey that will be given to all key informants. The 

survey data will be analyzed using descriptive statistics and between-group and within-group 

differences. The survey contains nominal, ordinal and interval data. Quantitative data analysis for 

hypothesis testing and key evaluation questions will be conducted with statistical tests for 

between group and within group differences. 
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Descriptive Statistics 

Demographic data of participants will be shared through descriptive statistics, including 

frequencies and cross tabulations. Examples of demographic characteristics in the survey include 

age, education level, gender identity, California American Indian identity, and tobacco use 

history.  

Inferential Statistics 

As noted, the survey includes nominal, ordinal, and interval measures. The Chi-square test will be 

used to look at differences between the Tribal Projects and AISCOs when using nominal or ordinal 

data. For example, survey items that rank from “poor” to “excellent” would be analyzed using 2x2 

cross tabulations with a Chi-square test where responses are grouped as “excellent/good” will be 

recoded as “1” and “fair/poor” recoded as “0”. 

Depending on the distribution of the survey data, either parametric or nonparametric tests will 

be used to analyze between group and within group differences. If the data follow a normal 

distribution then parametric tests will be used, whereas nonparametric tests are better applied 

with data that are not normally distributed and have unequal sample sizes (Sullivan, 2020). The 

following tests might be most appropriate to assess for between group and within group 

differences:  

• Interval Data (e.g. perception of current tobacco usage estimates using a percentage): 

Independent t-test, dependent t-test, repeated measures ANOVA, and two-way repeated 

measures ANOVA 

• Ordinal Data (e.g. Likert agreement scale): Mann Whitney-U test, Wilcoxon Signed-Ranks 

test, Friedman test, and Friedman two-way ANOVA test  

The following tables (Table 3 and 4) provide an overview of the potential statistical tests. 

Table 3: Statistical Tests for Between Group Differences 

 Interval Data Ordinal Data Purpose 

Between Group  Independent T-
Test 

Mann Whitney-
U Test 

To compare scores for Tribal 
Projects and AISCOs on a survey 
item and determine whether there 
are differences between the two 
groups. 

Two-way 
Repeated 
Measures 

ANOVA 

Friedman Two-
Way ANOVA 

Test 

To compare scores for Tribal 
Projects and AISCOs on a survey 
item and determine whether there 
are differences between the two 
groups at multiple time points. 
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Table 4: Statistical Tests for Within Group Differences  
 

 Interval Data Ordinal Data Purpose 

Within Group 
Data 

Dependent T-
Test (paired-

samples T-Test) 

 
 
 

Wilcoxon  
Signed-Ranks  

Test 

To analyze scores for one group on 
a survey item and determine 
whether there have been 
significant changes in scores for 
that group at two time points (e.g., 
baseline to follow-up). 

Repeated 
Measures 

ANOVA 

 Friedman Test To analyze scores for one group on 
a survey item and determine if 
there have been significant 
changes (e.g. baseline to follow-
up) 

A detailed description of the analysis plan is included in Appendix B. This also provides 

information on time that mixed methods analysis may be appropriate for survey and interview 

data. 

QUALITATIVE ANALYSIS 

Two qualitative content analysis approaches will be used for the evaluation. Qualitative content 

analysis is defined as “a research method for the subjective interpretation of the content of text 

data through the systematic classification process of coding and identifying themes or patterns” 

(Hsieh & Shannon, 2005).  The direct content analysis approach will be applied to the interviews 

with the focus on analyzing the interviews as a whole based on the three goals of the American 

Indian Initiative. This approach is best used when analysis is deductive and literature and theory 

already exists on the subject. Since the evaluation hypotheses are based on the three goals of the 

American Indian Initiative that include the concepts of capacity building, community 

engagement, and implementation and evaluation of policy and systems change, it was 

determined that the directed approach would ensure a focused analysis of the interviews. 

However, there are questions in the interview that would benefit from a conventional content 

analysis that employs an inductive approach, allowing themes to emerge directly from the text 

(Hsieh & Shannon, 2005). The data analysis matrix included in Appendix B provides detailed 

information of the qualitative analysis approach that will be used to answer the key evaluation 

questions.  

The conventional content analysis will serve as the approach to analyze the focus group data as 

well. Since the questions for the focus group will be determined in part after review of initial 

survey and interview data, specifics about focus group questions will be included in a later 

version of the data analysis plan. However, given the method to collect focus group data will 
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include the Ripple Effects Mapping approach, using an indicative content analysis approach such 

as conventional content analysis is preferred. 

The mixed methods approach employed for this evaluation encourages quantitative analysis of 

qualitative data. While the first phase of qualitative analysis is focused on content analysis to 

obtain themes, categories, and subcategories, these themes can be converted into an inter-

respondent matrix displaying the themes as variables and identifying them by using “0” (not 

present) and “1” (present) if the participant noted that theme in the interview (Onwuegbuzie & 

Combs, 2011). This inter-respondent matrix can be used to calculate frequencies and provide 

theme ranking, as well as export to SPSS to conduct crosstabulations of comparison groups (Tribal 

Projects v. AISCOs) and subgroups. Subgroups may include objective categories, evaluation 

engagement, or single v. multiple projects. Through SPSS, the appropriate inferential statistics 

can be used to determine statistical significance of within and between groups (e.g. chi square, 

Wilcoxon rank sum). 

Lastly, after the data are converted to an inter-respondent matrix, factor analysis can be 

conducted for each of the main categories to determine the subcategory themes that explain 

variability and show those potential factors of differences. An example of a factor table is 

included in the next section of reporting and dissemination. We will follow the factor analysis 

steps as outlined in Data Analysis in Mixed Research: A Primer, which has been used in various 

qualitative studies (Onwuegbuzie & Combs, 2011). 

Software 

The software to be used for qualitative analysis and coding is Dedoose (Dedoose version 8.0.35, 

2018). Dedoose is a secure web-based application that allows for the organization and analysis of 

text, audio, and video data. It includes the capacity to analyze qualitative data using mixed 

methods approaches, as well as export the data into spreadsheets or statistical software for 

further analysis. Dedoose is particularly useful for collaborative team analysis approaches. 

SPSS will be used for quantitative analysis and mixed methods where appropriate. Data will be 

cleaned and analyzed in SPSS using syntax in order to standardize processes. The SPSS analysis 

code book will be made available to CTCP at the end of the project period. 

REPORTING AND DISSEMINATION 

INTERPRETATION OF FINDINGS 

This evaluation has a wealth of information and employs a mixed methods approach in analysis, 

as well as data collection. The approach of using different methods to gain a complete picture of 

an issue is referred to as triangulation. It is best utilized during the interpretation of findings by 

reviewing the results of each data collection method separately to determine where there is 
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convergence, complementary information, and contradiction (O'Cathain, Murphy, & Nicholl, 

2010). While we will review the results of the survey, interview and focus group separately, there 

are also times we will interpret data based on how methods interlink. For instance, there are 

questions in the survey and interview that address the same key evaluation questions. In such 

instances these data will be analyzed in SPSS together, which enhances reliability. Also, the 

results of both the survey and interview will inform the questions for the focus group. 

The data analysis matrix included in Appendix A provides an in-depth review of how each data 

collection method and specific questions address the hypotheses and key evaluation questions. It 

also notes those opportunities for survey and interview data to be analyzed concurrently. 

Subgroups 

Beyond examining the differences of the Tribal Projects and AISCOs at the three time points, 

other subgroup analysis may be completed. A few examples include: 

➢ Objective group comparison (e.g. voluntary smoke-free homes, Tobacco 21, tobacco litter, 

youth coalitions) 

➢ Single and multiple projects comparisons 

➢ Tobacco control policy saturation levels to explore differences between projects with a 

history of existing programs and efforts to new projects with limited history 

➢ Evaluation engagement levels 

Subgroup analysis will help in providing additional context to differences that may emerge from 

the data for the Tribal Projects and AISCOs. Additionally, such context is essential for future 

decision-making at the local and State level. This type of analysis can help inform what factors 

may also play a role in project success beyond direct versus indirect funding. 

Confounding Factors 

Likewise, the CAITIE evaluation team will consider confounding factors throughout the analysis. 

Through CAITIE Evaluation Advisory Committee (EAC) feedback, discussions with CDPH/CTCP, and 

other stakeholders, we have already identified the following confounding factors that could 

impact differences between Tribal Projects and AISCOs, including: 

➢ Complexity of tribes impacted by more than one American Indian Initiative project 

➢ Existing tobacco control projects and initiatives for a tribe or affiliated Indian health 

organization 

➢ Political context of a tribe and changes over time with council representation 

➢ Historical context of the tribe and region 

➢ Existing resources or lack of resources for tribes 

➢ Public health concerns regarding Covid-19 
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To the degree possible, the team will gather information about these confounding factors to be 

considered regarding the current impact of the American Indian Initiative. Such information may 

be gathered anecdotally through interviews and focus groups, as well as through EAC and 

stakeholder discussions. 

PLANNED TABLES AND GRAPHS 

It is the goal of the CAITIE evaluation team to develop written reports that are engaging and 

provide visualizations that help explore the data and tell the story of the American Indian 

Initiative. This section provides some examples of tables and graphs that will be used to share 

descriptive and comparison data. The percentages shown in the examples in this section are not 

data from the evaluation, but rather the data are hypothetical to provide a useful visual. 

Descriptive Data Visual Examples 

Both the survey and interview include descriptive data that will be displayed using tables to 

determine if any key differences occur between the Tribal Project and AISCO project groups. 

Figure 1 and 2 provide examples of proposed tables. 

Figure 1: Participant Table Example 

Participant Role Tribal Projects AISCO Projects 

Tribal Leader 33% 33% 

Tribal Member 33% 33% 

Staff Member 33% 33% 

 

Figure 2: Demographics Table Example 
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Comparative Data Visual Examples 

The results of the evaluation will be shared using comparative graphs and figures that show the 

difference between the Tribal Projects and AISCOs and the differences over the three time 

periods (baseline, follow up one, and follow up two). Figure 3 depicts an example of how the 

difference between projects will be displayed using ordinal or interval data through a stacked bar 

chart. 

Figure 3: Stacked Bar Chart for Survey Data Depicting Differences Between Groups 

 

When depicting change over time a clustered bar chart helps show the differences between the 

two groups and over time.  

Figure 4: Clustered Bar Chart for Depicting Differences Across Time Periods 
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Qualitative Data Visual Examples 

There are many ways to present the results of qualitative data in visually engagement methods. 

Below are examples we may use to easily show frequency of themes beyond using a simple 

categorization matrix that shows the frequency of themes used by respondents. Figure 5 is a 

histomap that is an example of displaying change over time and quantifying the number of 

responses into “levels”. Figure 6 is a more dynamic presentation of the common categorization 

matrix, called a heat map. A heat map easily displays the most common themes and uses colors 

to display frequency levels.  

Figure 5: Histomap Displaying Level of Youth Involvement 

 

Figure 6: Heat Map Display Differences in Common Themes 

Community Engagement Theme by Project Type 

Community Engagement 
Common Themes Tribal Projects AISCOs Projects 

Community Collaboration     

Engage Skills     

Shared Power     

Sharing Information     

Tailored Project to Community     

 

Other engaging charts and visualizations will be used throughout the reports and infographics to 

share findings of the qualitative data utilizing the Qualitative Chart Chooser from Evergreendata 

(Evergreen, 2020). 
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DISSEMINATION OF FINDINGS 

Recognizing the past history of unethical research involving American Indians conducted by 

governmental entities (Schanche Hodge, 2012), it is important to communicate to the American 

Indian communities about how their participation in the evaluation would support addressing 

tobacco control in Indian Country and to allow them the space and time to reflect on that. In 

accordance with the requirements of the evaluation scope of work, the CAITIE team will follow 

the dissemination strategies shown in Table 5. These strategies include opportunities to share the 

findings with the American Indian community, which is an important step in rebuilding trust, 

validating their experiences, and sharing positive impact and lessons learned. 

Table 5: Strategies for Dissemination of Findings 

 

Dissemination 

Medium 
Purpose Target Audience Timetable 

Monthly Check-in To provide monthly updates on the evaluation’s 
progress, completed data collection, interim findings, 
and challenges. 

CDPH/CTCP Monthly 

Progress Reports To report the evaluation’s progress and 
accomplishments, which will include a description of the 
steps remaining for uncompleted evaluation activities, 
status of tracking measures for each activity, challenges 
faced during the reporting period and how challenges 
were addressed, recommendations for improvement, 
and plans for the next 6 months.   

CDPH/CTCP 6 months 
and 
annually  

CAITIE Briefs Based on the recommendations from the Evaluation 
Advisory Committee, brief infographic reports will share 
major evaluation findings to American Indian Initiative 
grantees. 
  

American Indian 
Tribes, American 
Indian Serving 
Community 
Organizations, 
TCCC 

As needed 

Presentations To present evaluation methods and findings from the 
American Indian Initiative evaluation in CDPH/CTCP 
meetings, trainings or conferences, as directed by the 
CDPH/CTCP.  

Meeting and 
Conference 
Attendees  

As needed 

Case Study Report To examine tobacco-related issues and/or successful 
policies that American Indian Initiative grantees adopted 
in 1-3 case studies.  

CDPH/CTCP End of 
project  

Peer Reviewed 
Publication 

To publish 1-2 journal articles on the evaluation’s 
methods/findings. 

Viewers of 
Journal Article 

End of 
project 

Final Evaluation 
Report 

To submit a cumulative report that summarizes methods 
and findings of the American Indian Initiative evaluation. 

CDPH/CTCP, 
stakeholders 

6/27/2024 
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CAITIE SAMPLING PLAN 

Tribal Project Grantees 
Tribal 

Project 
Survey KI 

Tribal 
Project 

Interview KI 
AISCO Project Grantees 

AISCO 
Survey KI 

AISCO 
Interview 

KI 

Pala Band of Mission Indians (wave 1) 
Objectives: voluntary smoke-free housing, youth coalition, 
smoke-free worksites (non-gaming) with smoking definition 

8 3 

California Indian Museum and Cultural Center 
Objectives: voluntary smoke-free housing 

(22 possible tribes) 

  

6 

Tuolumne Band of Me-Wuk Indians (wave 1) 
Objectives: voluntary smoke-free housing youth coalition, 
smoke-free health care campus, cessation referral system 

8 3 46 

Picayune Rancheria of the Chukchansi Indians (wave 1) 
Objectives: voluntary smoke-free housing, tobacco product 
definition, youth coalition, tobacco litter. 

8 3   

La Jolla Band of Luiseño Indians (wave 2) 
Objectives: tobacco tax, tobacco litter, smoke-free outdoor 
recreational areas,  youth coalition 

8 3 

Native Star Foundation 
Objectives: tobacco litter, tobacco product 

definition, youth engagement in tobacco control, 
tobacco cessation services, cessation assessment 

and referral systems 
(10 possible tribes/tribal orgs) 

  

6 

San Pasqual Band of Mission Indians (wave 2) 
Objectives: voluntary smoke-free housing, tobacco litter, 
youth coalition. 8 3 22 

Rincon Band of Luiseño Indians (wave 2) 
Objectives: voluntary smoke-free housing, smoke-free 
outdoor, smoke-free entry ways, youth coalition 

8 3   

 
 

(continued on next page) 
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Tribal Project Grantees 
Tribal 

Project 
Survey KI 

Tribal 
Project 

Interview KI 
AISCO Project Grantees 

AISCO 
Survey KI 

AISCO 
Interview 

KI 

Enterprise Rancheria of Maidu Indians of California (wave 2) 
Objectives: tobacco tax, voluntary smoke-free housing, 
smoke-free worksites (non-gaming), youth coalition 

8 3 

United Indian Health Services 
Objectives: smokeless tobacco policy, tobacco 21 
policy, cessation assessment and referral systems, 

tobacco product definition 
(10 possible tribes) 

  

6 
Hopland Band of Pomo Indians (wave 2) 
Objectives: tobacco tax, voluntary smoke-free housing, youth 
coalition 

8 3 22 

Mooretown Rancheria of Maidu Indians (wave 2) 
Objectives: voluntary smoke-free housing, tobacco litter, 
youth coalition 

8 3   

Yurok Tribe of the Yurok Reservation (wave  2) 
Objectives: Smoke-free gaming focused on ESD, tobacco 
litter, smoke-free outdoor non-recreational areas, youth 
coalition 

8 3 

Education Training and Research Associates 
Objectives: smoke-free gaming policy created and 
smoke-free gaming policy implemented , smoke-
free worksites (non-gaming), smoke-free multi-

unit housing, smoke-free outdoor recreation  
(possible 3 tribes with casinos) 

12 6 

Coyote Valley Band of Pomo Indians (wave 3) 
Objectives: voluntary smoke-free housing, youth coalition, 
tobacco tax 

8 3 
 Lake County Tribal Health Consortium 

Objectives: health care system tobacco user 
identification and treatment systems, cessation 

assessment and referral systems, smoke-free 
outdoor recreational areas, smoking definition 

(6 possible tribes) 

  

6 
Redwood Valley Little River Band of Pomo Indians (wave 3) 
Objectives:  voluntary smoke-free housing, youth coalition, 
smoke-free outdoor recreational areas, tobacco litter 

8 3 14 

Sherwood Valley Band of Pomo Indians (wave 3) 
Objectives: smoke-free outdoor recreational areas, tobacco 
litter, voluntary smoke-free housing, youth coalition 

8 3   

TOTAL KEY INFORMANTS FOR PROJECTS  (Tribal) 104 39 TOTAL KEY INFORMANTS FOR PROJECTS (AISCOs) 116 30 

TOTAL KI FOR 3 POINTS IN TIME (Tribal) 312 117 TOTAL KI FOR 3 POINTS IN TIME (AISCOs) 348 90 

 
SAMPLE 

SIZE 
3 POINTS 
IN TIME 

TOTAL KEY INFORMANTS FOR SURVEY 220 660 

TOTAL KEY INFORMANTS FOR INTERVIEW 69 207 
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QUESTIONS SURVEY INTERVIEW FOCUS GROUP 

How do Tribal Projects and AISCOs understand and describe the problem of tobacco use? 

 A1 and A2*  Data 
Question 3, 11, 23** 

Analysis 
Crosstabulations, inferential 
statistics related to 
difference and over time. 

Data 
Goal 1 community 
readiness categories 

Analysis 
DCA, descriptive, 
inferential related to 
difference 

 

TBD/CCA 

How do Tribal Projects and AISCOs build capacity and skills to address tobacco control? 

 A1 and A2, 
KE2*  

Data 
Question 25 and 29 

Analysis 
CCA, crosstabulations 

Data 
 Goal 1 remaining 
categories (building 
capacity and skills) 

Analysis 
DCA, descriptive, 
inferential related to 
difference 

 
TBD/CCA 

How do Tribal Projects and AISCOs engage the tribes and other stakeholders in developing policy and system change? 

A1 and A2, 
KE 3* 

Data 
Question 7, 19, 20, 23** 

Analysis 
Crosstabulations, inferential 
statistics related to 
difference and over time. 

Data 
 Goal 2 categories 
(community engagement) 

Analysis 
 DCA, descriptive, 
inferential related to 
difference 

 
TBD/CCA 

Interview questions 5, 6,9 CCA NA 

How do Tribal Projects and AISCOs use the resources to implement policy and system change? 

A1 and A2* Data  
Question 21, 24, 25** 

Analysis 
Crosstabulations, inferential 
statistics related to 
difference and over time. 

Data 
Goal 1 resource categories 

Analysis 
DCA, descriptive, 
inferential related to 
difference 

TBD/CCA 

KE 5* Question 27 Crosstabulations, inferential 
statistics related to 
difference and over time. 

Goal 3 partnership 
categories 

DCA, descriptive, 
inferential related to 
difference 

NA 

Interview question 14 CCA 

KE 1*  Question 28** Crosstabulations, inferential 
statistics related to 
difference and over time. 

Interview question 7 CCA NA 
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QUESTIONS SURVEY INTERVIEW FOCUS GROUP 
 

How do the Tribal Projects and AISCOs ensure the tobacco programs address the needs of the tribal community and are culturally relevant? 

A1 and A2 Data  
None 

Analysis 
NA 

Data 
Goal 3 culturally relevant 
themes 

Analysis 
DCA 

TBD/CCA 

Interview question 3 CCA 
 

 

How are the tribes impacted by the program, policy, and systems changes that were implemented by the Tribal Projects and AISCOs?  
What individual, community, and system changes occurred? 

A1 and A2* Data  
Question 26 

Analysis 
Crosstabulations, inferential 
statistics related to difference and 
over time. 

Data 
Goal 3 system change 
categories 

Analysis 
DCA, descriptive, 
inferential related to 
difference, factor 
analysis 

TBD/CCA 

KE 4* Question 4, 5, 6, 
8, 9, 10, 12, 13, 
14, 15, 16, 17, 18 
** 

Crosstabulations, factor analysis, 
inferential statistics related to 
difference and over time. 

Interview questions 10, 11, 
12, 13 

CCA 
 

 

How do Tribal Projects and AISCOs plan for sustainability and the future? 

A1 and A2* Data 
Question 22, 
24** 

Analysis 
Crosstabulations, inferential 
statistics related to difference and 
over time. 

Data 
Goal 3 sustainability 
categories 

Analysis 
DCA, descriptive, 
inferential related to 
difference 

TBD/CCA 

*Denotes quantitative and qualitative analysis. 
**Survey and interview data are linked and will be compared to ensure reliability and data threads. 
Acronyms: directed content analysis (DCA), conventional content analysis (CCA) 
Evaluation Aims 
A1) Is there a difference in implementation success based on the three goals of the initiative between the tribal communities and American Indian Serving Community Organizations 
(AISCOs)? 
A2) Is there an aggregate difference in implementation success based on the three goals of the initiative between baseline and follow-up among tribal communities and AISCOs? 
Key Evaluation Questions 
KE1) What was the level of utilization of the Tobacco Control Coordinating Center resources and services? What were the strengths of the center and what were areas that required 
improvement and better access for the tribes and the organizations funded by the AII. 
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KE2) In what ways and to what extent have the tribal communities and AISCOS developed capacity building, skills, and sustainability measures for continued implementation of 
tobacco use prevention and reduction interventions? Have there been changes in this area since implementation?  
KE3)  In what ways have the tribal communities and American Indian Serving Community Organizations been engaged in supporting policy and system changes in the prevention and 
reduction of tobacco use, and what has been the impact of their engagement? How has there been improvement in implementation, support and evaluation of the system change 
campaigns? 
KE4) What have been some of the impacts of local commercial tobacco use prevention and reduction intervention projects and activities in tribal communities and what has been 
the greatest impact in tobacco control policies, access, and use? 
KE5) To what extent and in what ways has there been collaboration between organizations and Tribes on tobacco control efforts, and how has this changed for the projects over 
time?
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STAFFING ARRANGEMENT 
STRATEGIES

A U G U S T 2 0 1 8 | P O L I C Y B R I E F

Introduction
Excessive workload burden can make it

difficult for child welfare workers to serve families

effectively (1). Administrative requirements and case

complexity have increased in recent years, leading to

even higher workloads (1). Additionally, high

turnover rates in child welfare service settings often 

result in increased demands placed upon the 

remained workforce who are already struggling with

their current workload (1).  Decreasing workload

burden can be difficult but can greatly reduce staff 

burnout, improve a social worker’s ability to engage

families and deliver quality services, and ultimately

increase positive outcomes for children and families

(1,2). 

Child welfare organizations across the nation

have struggled to determine the best way to reduce

workload burden for providers. The approaches that

have proven most successful center on the 

reallocation of work, reorganization of current staff, 

and the addition of supplemental staff.

Work Reallocation

Teaming is a collaborative approach to casework in

which responsibilities for case outcomes, as well as

workloads, are shared. This can facilitate a new 

organizational culture, where cohesiveness and support 

are emphasized. Teaming can be implemented solely on

select, complex cases (3) or can be used as the primary 

structure of case management (4).

A three-year longitudinal study in a state welfare 

system found that workers in a teaming group reported

more cohesive functioning, a greater sense of self-efficacy 

and ability to have an impact on the families they work

with than the non-teaming group. They also found that

cohesive teams reported a sense of psychological safety, 

reduced stress and isolation, and faster learning among 

new caseworkers. Teaming also allowed for staff to take

sick leave or vacation without worrying about their 

caseload, addressing one of the major concerns voiced

during CAPTURE focus groups conducted during Spring

2018 (3). San Diego CWS social workers also expressed 

concern over the need for new provider mentoring, citing

the lack of time seasoned caseworkers could dedicate to

it. One study examining the teaming model in nursing 

found that new graduate nurses reported the greatest

increases in job satisfaction relative to all study 

participants due to the increased support and role clarity 

that the teaming model provided (4). These findings

suggest that if a teaming model was implemented in the 

child welfare system, it may provide new social workers 

with a more supported experience, potentially leading to a 

lower rate of turnover among new providers. 

In the CAPTURE Workforce Workgroup 

meeting, it was suggested that CWS utilize current 

staff members’ strengths to help new staff 

members. This is one of the core elements of

teaming, one of the most empirically supported 

approaches to reducing caseload burden. 

Produced by UC San Diego Researchers for the San Diego 
Child Welfare System as part of the CAPTURE Project

APPENDIX D.2 CAPTURE RESEARCH BRIEF
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Administrative Aids and 
Job Task Reallocation

One of the major concerns voiced among social 

workers was the quantity of paperwork and the amount 

of time dedicated to completing it. Although paperwork 

is an inherent part of any government organization, 

research shows that there are ways to ease the paperwork 

burden. The simplest solution to reducing paperwork 

burden is hiring administrative aids or office assistants. 

The earlier mentioned study conducted on the Alaskan 

CWS estimated that 13.2 - 14.6 additional hours per month 

would be available to case carrying staff if administrative  

tasks (e.g. filing, photocopying, scheduling court hearings) 

were reassigned to support staff.

Another strategy to address paperwork burden is 

the reallocation of work duties. The Kentucky Cabinet for 

Health and Family Services tested a new client processing 

method that involved dividing workers into two groups, 

interviewers (staff who interact face-to-face with clients) 

and processors (staff that process paperwork), instead of 

having all workers perform both duties (5). This change in 

role allocation resulted in faster client processing time. 

The reallocation of duties not only improved system 

efficiency but also allowed workers to focus on a single 

task without the worry of additional task build up. A 

similar approach of dividing CWS social workers into 

client-facing positions and processing positions could be 

implemented in the child welfare system to help reduce 

stress relating to paperwork.

Supplemental Workers
Another suggestion made at the CAPTURE 

Workforce Workgroup meeting was having well-trained 

workers available to step in when someone is out on 

leave or when there is turnover, to prevent an increase 

to the already demanding workloads of other social 

workers. This addition of full-time, trained staff is a 

strategy that has previously been successful in the San 

Diego CWS. CWS has utilized both “duty workers” and 

retired CWS social workers hired back part-time to 

assist with caseloads and paperwork. Retirees provide a 

rich talent pool from which to draw, as they are already 

trained and do not require extensive acclimation. 

Similarly, to address caseload burden, the Delaware 

Division of Family Services (DFS) hired full-time, trained 

staff called “overhires (1).”  The purpose of overhires is to 

be available to step into a vacant position, 

to prevent the negative impact of turnover on caseloads. 

Delaware DFS also added casual seasonal workers to their 

staff, part-time temporary workers who manage overflow of 

caseloads or take the place of employees on extended leave. 

Positive results were reported with the service system feeling 

more equipped to fill vacancies quickly, manage extra work, 

and stabilize caseloads (1). Overhiring also proved a cost-

effective strategy to address workload. The rate of turnover in 

Delaware DFS resulted in underspending in the personnel 

budget and allowed for them to put two people into one 

budget position (6). This suggests that hiring duty workers 

could provide a solution to several of the most pressing issues 

facing the San Diego CWS social workers  

 

Workload Study
Oftentimes a workload study is performed prior to 

implementing change in any of these areas, in order to 

tailor the approach to organization-specific variables such 

as available resources and staff needs. In the CAPTURE 

Workforce Workgroup meeting, conducting an updated 

San Diego County CWS specific workload study was 

suggested as an approach to better understand the time 

constraints of service workers as well as determine the time 

allocated to each job duty to facilitate improvement and 

potential priority and time reallocation. Workload studies 

can provide in-depth analyses for tailored interventions and 

goal-setting. For example, a workload study conducted for 

the Alaska Office of Children’s Services found that 

caseworkers spent 9.3% of their time on activities that 

could be handled by administrative staff. This information 

supported the addition of supplemental administrative 

staff to free up providers’ schedules to focus on casework 

(7). However, workload studies require ample time and 

resources. For example, when the Children, Youth and 

Families workers in Pittsburgh decided to establish a 

caseload standard for child welfare workers, they first had 

to conduct focus groups, case analyses, and job shadowing 

to gather sufficient information on which to base 

recommendations. Their workload study resulted in a 

suggested caseload maximum that was half what some 

providers were assigned at the time of the study (8). In this 

way, workload studies can illuminate areas of inefficiency 

as well as areas in need of support. Although a full 

workload study may be beyond the current capabilities of 

San Diego CWS, a smaller data collection effort to 

determine areas of inefficiency and conflicts between 

predetermined work priorities and time could prove 

beneficial.

References: 1. Gateway CWI. Caseload and workload management. Washington, DC2016.
2. Bowling NA, Alarcon GM, Bragg CB, Hartman MJ. A meta-analytic examination of the potential correlates and consequences of workload. Work & Stress. 2015;29(2):95-11
3. Services NYSOoCaF. Teaming in Child Welfare: A Guidebook. 2015.
4. Fairbrother G, Jones A, Rivas K. Changing model of nursing care from individual patient allocation to team nursing in the acute inpatient environment. Contemp Nurse. 2010;35(2):202-220.
5. Harpring R, Evans GW, Barber R, Deck SM. Improving efficiency in social services with discrete event simulation. Computers & Industrial Engineering. 2014;70:159-167.
6. Delaware Youth and Family Center. Children's Bureau Child and Family Services reviews promising approaches. Delaware Department of Services to Children Youth and Their 
Families;2002.
7. Hornby Zeller Associates I. Statewide workload study. 2006; http://dhss.alaska.gov/ocs/Documents/Publications/pdf/StatewideWorkloadStudy1.pdf
8. Yamatani H, Engel R, Spjeldnes S. Child Welfare Worker Caseload: What's Just Right? Social Work. 2009;54(4):361-368. Page 67 of 189
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RLA CHIP 

YEAR IN 

REVIEW
2019-2020

1

APPENDIX D.3 CHIP RESIDENT LEADERSHIP ACADEMY YEAR IN REVIEW PRESENTATION
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Your
Logo
HereRLA CHIP Activities

2 RLA Networking Events

5/29/20 RLA Networking 
Event (17 participants)

6/26/20 RLA Celebration 
2020 (39 participants)

Annual RLA Facilitator Training

22 New RLA Trainers
86% had increased in 

knowledge & skills
Hosted February-March 

2020

Quarterly RLA Council Meeting

192 Participants 137 Unduplicated
Live Well Advance RLAC 

Mtg (~100)

2
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RLA Supplemental Trainings 

2019-2020

#13 Speak Well 
Spokesperson Training 

11/15/19 (39A)

#14 Community Organizer 
12/6/19 (20A)

#15 The Art of Inclusive 
Communication: Law 
Enforcement/Resident 

Workshop 01/14/20 (42A)

#16 Moving Beyond the 
Buzz Words: The Role of 
Upstream Prevention in 

Community Health, 
Wellbeing, and Resiliency 

03/13/20 (32A)

#17 Changing Systems for 
Greater Responsiveness, 

Unity and Inclusion 
04/02/20 (45A)

#18 Land Use & 
Community Planning 

05/15/20 (28A)

#19 Trauma Informed 
Care: Understanding the 
Fabric of Communities 
One Thread at a Time 

05/22/20 (70A)

#20 Changing Systems 
Failing Men and Boys of 

Color 06/05/20 (43A)

#21 Implicit and Explicity
Bias in the time of CV-19 

06/30/20 (58A)
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RLA 
Supplemental

Trainings 
2019-2020 
Highlights
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RLA Project Stipend 

Awards 2020
Bayside Community 
Center 'Art Day in the 

Park'

Community Housing 
Works Lakeside 

'Lakeside Schools 
Safety & Walkability 

Improvement 
Project'

City Heights CDC 
'Build Environment 
Team Bike Repair 

Stand'

Mountain View 
Recreation Center 

'STEAM Teen Center & 
Beautification Project'

Institute for Public 
Strategies 'East 
County Youth 

Coalition'

Urban Collaborative 
Project 'Creative Arts 

Youth Resident 
Leadership Academy

5
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RLA Project Stipend 

Awards 2020

NEW RLAs

Urban Collaborative 
Project (Southeast San 

Diego)
*

Institute for Public 
Strategies (East County)

*
Mountain 

View Recreation Center
(Southeast San Diego)

NEW CIPs

Bayside Community 
Center (Central San 

Diego)
*

Community Housing 
Works Lakeside (East 

County)
*

City Heights 
CDC (Central 

San Diego)

STIPEND 
AMOUNTS

$2,000
*

Per Community
*

6 Communities Total 
Countywide

6
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LiveWell Advance 

2019

RLA Council 

Meeting
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RLA Supplemental 

Training 

Spokesperson 

Speakwell Training
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RLA Supplemental 

Training Moving Beyond 

the Buzz Words: The Role 

of Upstream Prevention 

in Community Health, 

Wellbeing, and Resiliency
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RLA Facilitator 

Training 2020
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RLA GOES 
VIRTUAL!!
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RLA Survey 2020

Highlights

12
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Participation Overview

20% of those invited responded to the survey

THANK YOU!!

13
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62% of the respondents 
were RLA Facilitators and 
42% were RLA graduates Page 81 of 189
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The 
majority of 
participants
have
graduated 
from an 
RLA in the 
last 3 years
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62.5% attend RLA 
Council regularly Page 83 of 189
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65% don't utilize 
CHIP T.A. services Page 84 of 189
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85% believe their networks 
have improved due to RLAC 
participation Page 85 of 189
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69% are civically 
engaged Page 86 of 189
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Majority of participants have joined 
or been appointed to decision-
making entities. Page 87 of 189
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How Social Media
Can Support the 
Work

•53%

Mental 
Health/Suicide 
Prevention

•57%

Community 
Resilience

•64.29%
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Questions/Comments

Yeni L. Palomino

Vice President

Community Health Improvement Parnters

858-609-7969

ypalomino@sdchip.org

23www.sdchip.org07/22/2020

This program is funded by the County of San Diego Health and Human Services Agency.
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EXECUTIVE SUMMARY 
CSS Tracking, Monitoring, and Evaluation System Project 

All California Counties share with the State an interest in developing a meaningful, systematic approach to 
CSS outcomes research and reporting.  The California Mental Health Services Oversight and Accountability 
Commission (MHSOAC)  is interested in collaborating with Counties and stakeholders to develop the best 
possible system to help us all collectively strengthen our ability to provide a system of care that meets the 
needs of all Californians.  The purpose of this project is to explore current County resources, needs, and 
interests in order to come to a consensus regarding a potential statewide outcomes system. A guiding 
principle throughout the project will be that this effort should benefit all Counties—so the first step will need 
to be a county level assessment.  It is hoped that all Counties will wish to participate to assure that their needs 
are met. 

The Community Services and Supports (CSS) Tracking, Monitoring, and Evaluation System Project is being 
initiated by the MHSOAC to assess the CSS component of the Mental Health Services Act (MHSA) and consider 
how all aspects of this system, including client outcomes, can best be tracked, monitored, and evaluated. The 
project will involve the development, piloting, and preliminary use of a data collection and reporting system that 
will track, monitor, and evaluate the full CSS component. This data collection and reporting system will be 
designed to enable providers, counties, and the State to understand the clinical and functional status of clients 
within individual CSS programs/services, and determine whether clients are enrolled in appropriate services. In 
essence, this system should provide client-level outcomes and data that speak to the appropriateness of a 
client’s current level of care and characteristics of that care.  

CSS is the largest component of the MHSA and includes client and family driven services that focus on wellness 
and integrated service experiences for clients and families, as well as providing services for traditionally un-
served and underserved populations. The CSS component includes Full Service Partnerships (FSP), which are 
designed to provide comprehensive services to the highest-need clients in the system (e.g., those with severe 
mental illness/emotional disturbance who have co-occurring histories of homelessness, incarceration, and/or 
institutionalization) as well as services for those who may not qualify for FSP services.  

To date, a larger focus has been placed on evaluating outcomes and services for clients served through FSP 
programs than for clients receiving less comprehensive services from other CSS programs. This project 
represents MHSOAC’s goal to expand the evaluation focus to include clients who receive less comprehensive 
services than FSP clients. Throughout the project, consideration of currently used methods to track, monitor, 
and evaluate both FSP and non-FSP clients will be necessary due to the continuum of care that is offered to all 
clients served through the CSS component. 

As part of this project, lessons learned via the development and piloting of a new system for the full CSS 
component and initial evaluation of services for non-FSP clients will be used to generate policy implications and 
recommendations for next steps that would facilitate further development and full implementation of a 
statewide system to track, monitor, and evaluate the full CSS component. The project will also inform policy 
recommendations regarding current CSS-related statutes and regulations that may hinder the ability to properly 
place and serve clients within service settings that are appropriate for their needs and current level of care. 

This evaluation represents another step toward continuous assessment of the MHSA and the broader public 
community-based mental health system that is focused on accountability and quality improvement and guided 
by MHSA values and principles. The ultimate goal of this project is to increase our ability to understand and 
improve upon the quality of services offered via the CSS component and the system that supports these 
services.  

The overarching questions to be addressed during the course of this project include the following: 

 What statewide methods should be employed to ensure that providers, counties, and the State can track,
monitor, and evaluate the status of adults who are receiving CSS services in order to determine the
efficacy and appropriateness of those services?

APPENDIX D.4 COMMUNITY SERVICES AND TRACKING EXECUTIVE SUMMARY
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 What policies, practices, systems, and infrastructure should be created and/or modified in order to better
track, monitor, and evaluate adults who are receiving CSS services?

 How effective are services for adults who receive less comprehensive services than what is provided via
Full Service Partnerships? (i.e., how effective are services for non-FSP clients?)

 What policies, practices, systems, and infrastructure should be created and/or modified in order to better
serve adults within the CSS component? (i.e., what new and/or revised methods may further our
understanding of CSS client clinical/functional status, current client level of care/service, the most
appropriate level of care/service, as well as our ability to provide the most appropriate level of care?)

In order to address the above listed questions, the evaluation team will work collaboratively with an Evaluation 
Advisory Group comprising clinicians, providers, county staff, contractors, state staff, persons with lived 
experience, and end users of the tracking, monitoring, and evaluation system to: 

 Determine what should be measured for adult behavioral health outcomes, how and when it will be
measured and by whom, while at the same time maximizing the clinical usefulness of outcomes tracking
to enhance people’s recovery, and also integrating data that is already collected to minimize burden on
staff and clients.

 Develop and implement an adult behavioral health outcomes tracking and monitoring system that
meets the needs of various stakeholders by providing meaningful data to evaluate the impact of mental
health services.

 Create policy and practice recommendations for future directions in evaluating mental health services by
performing a preliminary evaluation of some MHSA mental health services using the new data collection
system.

Through this project, the MHSOAC expects to complete the initial development and piloting of a system, as well 
as a preliminary evaluation of adult clients being served via CSS in less comprehensive services than FSPs. In 
addition, an assessment of the policies, regulations, and guidelines that pertain to the CSS component will be 
carried out in order to better understand potential limitations of current policies and practices that may hinder 
the provision of effective and appropriate services for CSS clients. 

Stakeholder feedback gathered on the initial development, piloting, and evaluation of the system will be used to 
build a foundation for a future statewide system. A successful statewide system would enable providers, 
counties, and the State to continuously track, monitor, and evaluate CSS component performance for clients in 
FSP and non-FSP programs. A successful system may also enable clients, family members, and the general public 
to better understand the performance of individual providers, as well as the performance of the overarching 
statewide public community-based mental health system. This tracking, monitoring, and evaluation system can 
then be used to improve both the quality of services offered to adult clients, and the system through which the 
services are offered. Paramount to this effort is the creation of data-driven recommendations for improving the 
capacity of the CSS component to promote positive outcomes in clients, including proper movement of clients 
through the systems of care and the receipt of appropriate treatment/services. 

This project will result in five reports (the project’s deliverables), listed below. The expertise and assistance of 
the Evaluation Advisory Group will be an essential part of the development of all five of these reports:   

1. Report of Proposed Tracking, Monitoring, and Evaluation System.

2. Report of Proposed Implementation Plan to Pilot the system in a sample of providers/counties.

3. Report of Proposed Research Design and Analytic Plan to evaluate the efficacy of non-FSP CSS
services.

4. Report of Pilot Evaluation Results.

5. Report of Policy and Practice Recommendations for how to Improve upon current CSS services,
evaluations, and systems.

Page 92 of 189

 
117 of 200



Consumer 
Satisfaction Survey 

Results 
Survey Period:  June 22-26, 2020 

County of San Diego’s Adult and Older Adult Behavioral Health Services (AOABHS): 
Adult Mental Health Services 

APPENDIX D.5 MENTAL HEALTH STATISTICS IMPROVEMENT PROGRAM SURVEY REPORT
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Total Number of 
Surveys Received: 
 1,976 
 
• 937 completed 

• 1,039 incomplete* 

  

*To calculate response 
rates, surveys were 
counted as incomplete 
if the survey had 
insufficient data to 
compute the “General 
Satisfaction” domain 
score of the MHSIP, 
meaning that all three 
of the first three items 
of the questionnaire 
were missing. 

  

NOTE:  All surveys 
(complete and 
incomplete) were 
included in the 
aggregate analyses. 

  

  

  

  

  

Consumer Satisfaction Survey 
Results  
 

Survey Period:  June 22-26, 2020 

Key Findings 
  

 Consumer Satisfaction 
• 90% of consumers were generally satisfied with services received (as 

indicated by either having agreed or strongly agreed with the General 
Satisfaction domain).  

Consumer Satisfaction: Trends Across Time 
• Perception of Access, Perception of Quality and Appropriateness, 

Perception of Participation in Treatment Planning, and Perception of 
Outcome Services scores increased across all domains in the Spring 2020 
survey period as compared to the Spring 2019 survey period.   

Satisfaction by Level of Care 
• Consumers who received Crisis Residential (CR) reported higher mean 

scores in the following two domains than consumers receiving Outpatient 
(OP), Assertive Community Treatment (ACT), Case Management (CM) and 
Other services: 
 Perception of Outcome Services  
 Perception of Functioning  

 

• Across all levels of care, consumers reported higher percentages of 
satisfaction in the following domains: 
 General Satisfaction  
 Perception of Access 
 Perception of Quality and Appropriateness  
 Perception of Participation in Treatment Planning 

Satisfaction by Race/Ethnicity 
• Hispanic, African American, and Native American consumers had higher 

mean scores than any other racial/ethnic group across all domains.  
 

• White and Asian/Pacific Islander consumers reported the highest proportion 
of dissatisfaction among all racial/ethnic groups in Perception of Social 
Connectedness.   
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Satisfaction by Age  
• All age ranges have equally as high mean scores for four out of the seven domains: General Satisfaction, 

Perception of Access, Perception of Quality and Appropriateness, and Perception of Participation in Treatment 
Planning.  

• Consumers ages 18-25 years and 60+ years reported the highest proportion of dissatisfaction in the domain: 
Perception of Social Connectedness.  

Length of Services 
• 57% of consumers who participated in the survey had been receiving mental health services with AOABHS for 

more than one year.  

Arrests 
• Among the 43% of consumers who received services for one year or less, 65% reported reduced encounters 

with police since they began receiving mental health services.  

• Among the 57% of consumers who received services for more than one year, 53% reported reduced 
encounters with police since they began receiving mental health services.  

Consumer Demographics  
• Over half (53%) of the consumers who participated in the Spring 2020 survey were male.  

• Each racial/ethnic group was represented in the Spring 2020 survey period, with White, Hispanic, and African 
American persons representing 83% of the total population surveyed (45%, 27%, and 11%, respectively).  

Language Availability  
• 98% of consumers reported that services were provided in the language they prefer.  

Reason for Involvement with Program  
• The majority (66%) of persons who received mental health services reported that someone else 

recommended that they go.  

Response Rates 
• 47% of consumers who received services during the survey period completed a survey (NOTE: this calculation 

excludes incomplete surveys).  
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Consumer Satisfaction (Domains: All Programs) 
1 = Strongly Disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 5 = Strongly Agree (N=1,976*) 

DOMAIN below 3.5 over 3.5 Mean 
General Satisfaction (Items: 1-3) 10.0% 90.0% 4.3 
Perception of Access (Items: 4-9) 9.5% 90.5% 4.2 
Perception of Quality and Appropriateness (Items: 10, 12-16, 18-20) 6.7% 93.3% 4.3 
Perception of Participation in Treatment Planning (Items: 11, 17) 6.9% 93.1% 4.3 
Perception of Outcome Services (Items: 21-28) 24.6% 75.4% 3.9 
Perception of Functioning (Items: 29-32) 22.9% 77.1% 3.9 
Perception of Social Connectedness (Items: 33-36) 26.8% 73.2% 3.8 

 

Consumer Satisfaction: Trends Across Time 

 
*The total number of responses for domain scores may be less than the reported number of completed surveys, as a completed survey was defined as any 
survey having sufficient data to calculate the first (General Satisfaction) domain. While some respondents may have completed this requirement, sufficient 
data to calculate the other domain scores may not have been available for all respondents.  

 

71.7%

73.3%

72.1%

90.7%

89.2%

87.4%

87.2%

74.2%

76.7%

74.5%

91.7%

90.3%

89.4%

90.4%

72.4%

76.5%

73.6%

90.3%

89.8%

88.8%

89.8%

73.2%

77.1%

75.4%

93.1%

93.3%

90.5%

90.0%

Perception of Social Connectedness

Perception of Functioning

Perception of Outcome Services

Perception of Participation in Treatment Planning

Perception of Quality and Appropriateness

Perception of Access

General Satisfaction

Agree and Strongly Agree (%)
Spring 2020 Spring 2019 Spring 2018 Spring 2017

Page 96 of 189

 
121 of 200



Consumer Satisfaction (Item Responses:  All Programs) 
1 = Strongly Disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 5 = Strongly Agree (N=1,976*) 

Questions based on services received in last 6 months 
Disagree/Strongly 

Disagree (%) 
Agree/Strongly 

Agree (%) 

1. I like the services that I received here. 2.6 92.4 

2. If I had other choices, I would still get services from this agency. 5.1 86.8 

3. I would recommend this agency to a friend or family member. 4.0 89.0 

4. The location of services was convenient (parking, public transportation, distance, etc.). 5.1 84.9 

5. Staff were willing to see me as often as I felt it was necessary. 5.3 89.3 

6. Staff returned my calls within 24 hours. 7.0 83.2 

7. Services were available at times that were good for me. 2.7 91.8 

8. I was able to get all the services I thought I needed. 4.7 87.2 

9. I was able to see a psychiatrist when I wanted to. 5.1 85.3 

10. Staff here believe that I can grow, change, and recover. 1.9 92.0 

11. I felt comfortable asking questions about my treatment and medication. 2.0 93.1 

12. I felt free to complain. 4.4 88.0 

13. I was given information about my rights. 2.1 93.5 

14. Staff encouraged me to take responsibility for how I live my life. 2.3 91.8 

15. Staff told me what side effects to watch out for. 7.9 82.6 
16. Staff respected my wishes about who is, and who is not to be given information about my

treatment. 2.9 92.7 

17. I, not staff, decided my treatment goals. 4.7 83.1 

18. Staff were sensitive to my cultural background (race, religion, language, etc.). 2.2 91.3 

19. Staff helped me obtain the information I needed so that I could take charge of managing my illness. 2.3 91.5 

20. I was encouraged to use consumer-run programs (support groups, drop-in centers, crisis phone line,
etc.).

4.4 88.5 

As a direct result of the services I received: Disagree/Strongly 
Disagree (%) 

Agree/Strongly 
Agree (%) 

21. I deal more effectively with daily problems. 4.3 82.2 

22. I am better able to control my life. 4.5 78.9 

23. I am better able to deal with crisis. 5.5 77.8 

24. I am getting along better with my family. 8.5 73.1 

25. I do better in social situations. 7.9 69.3 

26. I do better in school and/or work. 10.7 61.8 

27. My housing situation has improved. 14.4 63.9 

28. My symptoms are not bothering me as much. 12.6 65.9 

29. I do things that are more meaningful to me. 8.6 70.9 

30. I am better able to take care of my needs. 5.7 79.0 

31. I am better able to handle things when they go wrong. 7.1 73.7 

32. I am better able to do things that I want to do. 8.4 73.0 

33. I am happy with the friendships I have. 9.0 71.8 

34. I have people with whom I can do enjoyable things. 12.7 69.1 

35. I feel I belong in my community. 12.5 64.6 

36. In a crisis, I would have the support I need from family or friends. 9.6 74.8 
 

*The total number of responses for domain scores may be less than the reported number of completed surveys, as a completed survey was defined as any
survey having sufficient data to calculate the first (General Satisfaction) domain. While some respondents may have completed this requirement, sufficient
data to calculate the other domain scores may not have been available for all respondents.

NOTE:  The three highest percentages of “% Agree/Strongly Agree” are highlighted green. The three highest percentages of “% Disagree/Strongly Disagree” 
are highlighted red.   
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Satisfaction by Level of Care 
1 = Strongly Disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 5 = Strongly Agree (N=1,976*) 

DOMAIN 
Means 

OP ACT CM CR Other 
(N=790) (N=854) (N=206) (N=121) (N=5) 

General Satisfaction 4.6 4.2 4.4 4.6 4.3 
Perception of Access 4.5 4.1 4.2 4.5 4.4 
Perception of Quality and Appropriateness 4.5 4.2 4.3 4.5 4.5 
Perception of Participation in Treatment Planning 4.5 4.1 4.3 4.5 4.1 
Perception of Outcome Services 3.9 3.8 3.8 4.0 3.9 
Perception of Functioning 3.9 3.9 3.9 4.1 4.0 
Perception of Social Connectedness 3.9 3.8 3.7 3.9 4.4 

      

DOMAIN 
over 3.5 (%) 

OP ACT CM CR Other 
General Satisfaction 96.2 84.9 93.1 95.1 100.0 
Perception of Access 96.2 87.0 89.2 93.8 100.0 
Perception of Quality and Appropriateness 97.0 90.9 93.0 96.3 100.0 
Perception of Participation in Treatment Planning 96.9 90.5 96.0 92.6 100.0 
Perception of Outcome Services 75.4 75.3 75.3 75.0 100.0 
Perception of Functioning 74.8 77.1 80.2 81.0 60.0 
Perception of Social Connectedness 75.7 74.0 67.0 66.7 100.0 

      

DOMAIN below 3.5 (%) 
OP ACT CM CR Other 

General Satisfaction 3.8 15.1 6.9 4.9 0.0 
Perception of Access 3.8 13.0 10.8 6.2 0.0 
Perception of Quality and Appropriateness 3.0 9.1 7.0 3.7 0.0 
Perception of Participation in Treatment Planning 3.1 9.5 4.0 7.4 0.0 
Perception of Outcome Services 24.6 24.7 24.7 25.0 0.0 
Perception of Functioning 25.2 22.9 19.8 19.0 40.0 
Perception of Social Connectedness 24.3 26.0 33.0 33.3 0.0 

 

Legend 
OP Outpatient 
ACT Assertive Community Treatment 
CM Case Management 
CR Crisis Residential 

Other Includes: Residential and Prevention 
 
*The total number of responses for domain scores may be less than the reported number of completed surveys, as a completed survey was defined as any 
survey having sufficient data to calculate the first (General Satisfaction) domain. While some respondents may have completed this requirement, sufficient 
data to calculate the other domain scores may not have been available for all respondents.  
 
NOTE:  The total number of responses for domain scores may be less than the reported number of completed surveys, as a completed survey was defined as 
any survey having sufficient data to calculate the first (General Satisfaction) domain. While some respondents may have completed this requirement, 
sufficient data to calculate the other domain scores may not have been available for all respondents.  

The three highest percentages of “% Agree/Strongly Agree” are highlighted green.  The six highest percentages of “% Disagree/Strongly Disagree” are 
highlighted red.    
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Satisfaction by Race/Ethnicity  

1 = Strongly Disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 5 = Strongly Agree (N=1,818*) 

DOMAIN 

Means 

White Hispanic African 
American 

Asian/ 
Pacific Is. 

Native 
American 

(N=880) (N=542) (N=218) (N=168) (N=10) 
General Satisfaction 4.3 4.4 4.4 4.3 4.7 
Perception of Access 4.2 4.3 4.3 4.1 4.3 
Perception of Quality and Appropriateness 4.2 4.3 4.3 4.2 4.6 
Perception of Participation in Treatment Planning 3.9 3.9 3.9 3.8 4.2 
Perception of Outcome Services 3.9 3.9 3.9 3.8 4.0 
Perception of Functioning 3.7 3.9 4.0 3.9 4.1 
Perception of Social Connectedness 4.3 4.3 4.3 4.2 4.6 

      

DOMAIN 
over 3.5 (%) 

White Hispanic African 
American 

Asian/ 
Pacific Is. 

Native 
American 

General Satisfaction 88.6 90.0 92.7 90.0 100.0 
Perception of Access 88.1 91.6 96.4 90.0 80.0 
Perception of Quality and Appropriateness 92.6 94.0 96.4 90.0 100.0 
Perception of Participation in Treatment Planning 93.5 93.2 91.8 90.0 100.0 
Perception of Outcome Services 75.3 75.4 78.2 73.3 100.0 
Perception of Functioning 78.8 77.2 78.2 74.6 80.0 
Perception of Social Connectedness 70.1 75.1 81.8 73.7 80.0 

      

DOMAIN 
below 3.5 (%) 

White Hispanic African 
American 

Asian/ 
Pacific Is. 

Native 
American 

General Satisfaction 11.4 10.0 7.3 10.0 0.0 
Perception of Access 11.9 8.4 3.6 10.0 20.0 
Perception of Quality and Appropriateness 7.4 6.0 3.6 10.0 0.0 
Perception of Participation in Treatment Planning 6.5 6.8 8.2 10.0 0.0 
Perception of Outcome Services 24.7 24.6 21.8 26.7 0.0 
Perception of Functioning 21.2 22.8 21.8 25.4 20.0 
Perception of Social Connectedness 29.9 24.9 18.2 26.3 20.0 

 

*The total number of responses for domain scores may be less than the reported number of completed surveys, as a completed survey was defined as any 
survey having sufficient data to calculate the first (General Satisfaction) domain. While some respondents may have completed this requirement, sufficient 
data to calculate the other domain scores may not have been available for all respondents.  

NOTE:  Other (N = 109) and Unknown (N = 49) racial/ethnic categories are not displayed above. 

The total number of responses for domain scores may be less than the reported number of completed surveys, as a completed survey was defined as any 
survey having sufficient data to calculate the first (General Satisfaction) domain.  While some respondents may have completed this requirement, sufficient 
data to calculate the other domain scores may not have been available for all respondents.  

The four highest percentages of “% Agree/Strongly Agree” are highlighted green. The three highest percentages of “% Disagree/Strongly Disagree” are 
highlighted red. 
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Satisfaction by Age 
1 = Strongly Disagree; 2 = Disagree; 3 = Neutral; 4 = Agree; 5 = Strongly Agree (N=1,976*) 

DOMAIN 
Means 

<18-25 26-59 60+ 
(N=281) (N=1,322) (N=373) 

General Satisfaction 4.5 4.3 4.3 
Perception of Access 4.4 4.2 4.2 
Perception of Quality and Appropriateness 4.4 4.3 4.3 
Perception of Participation in Treatment Planning 4.4 4.2 4.3 
Perception of Outcome Services 3.9 3.9 3.9 
Perception of Functioning 4.0 3.9 3.9 
Perception of Social Connectedness 3.9 3.8 3.7 

    

DOMAIN 
% over 3.5 

<18-25 26-59 60+ 
General Satisfaction 93.0 88.5 93.4 
Perception of Access 90.8 91.0 88.2 
Perception of Quality and Appropriateness 94.4 92.8 94.7 
Perception of Participation in Treatment Planning 93.6 92.6 94.6 
Perception of Outcome Services 73.0 75.7 76.4 
Perception of Functioning 75.6 77.4 76.9 
Perception of Social Connectedness 73.0 74.8 66.9 

    

DOMAIN 
% below 3.5 

<18-25 26-59 60+ 
General Satisfaction 7.0 11.5 6.6 
Perception of Access 9.2 9.0 11.8 
Perception of Quality and Appropriateness 5.6 7.2 5.3 
Perception of Participation in Treatment Planning 6.4 7.4 5.4 
Perception of Outcome Services 27.0 24.3 23.6 
Perception of Functioning 24.4 22.6 23.1 
Perception of Social Connectedness 27.0 25.2 33.1 

 

*The total number of responses for domain scores may be less than the reported number of completed surveys, as a completed survey was defined as any 
survey having sufficient data to calculate the first (General Satisfaction) domain. While some respondents may have completed this requirement, sufficient 
data to calculate the other domain scores may not have been available for all respondents.  

NOTE:  The total number of responses for domain scores may be less than the reported number of completed surveys, as a completed survey was defined as 
any survey having sufficient data to calculate the first (General Satisfaction) domain.  While some respondents may have completed this requirement, 
sufficient data to calculate the other domain scores may not have been available for all respondents.  

The three highest percentages of “% Agree/Strongly Agree” are highlighted green.  The three highest percentages of “% Disagree/Strongly Disagree” are 
highlighted red.   
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 Length of Services 
How long have you received services here? % N 

This is my first visit here  6% 57 

I have had more than one visit but I have received services for less than one month  5% 44 

1 - 2 months  8% 72 

3 - 5 months  9% 81 

6 months to 1 year  14% 128 

More than 1 year  57% 514 
 

Arrests: Services One Year or Less 
Were you arrested since you began to receive mental health services?  % N 

Yes  9% 33 

No  91% 344 

Were you arrested during the 12 months prior to that?  % N 

Yes  25% 95 

No  75% 282 

Since you began to receive mental health services, have your encounters with the police . . .? % N 

Been reduced  65% 93 

Stayed the same  24% 34 

Increased  11% 15 
 

Arrests: Services More than One Year 
Were you arrested since you began to receive mental health services?  % N 

Yes  4% 22 

No  96% 490 

Were you arrested during the 12 months prior to that?  % N 

Yes  10% 53 

No  90% 459 

Since you began to receive mental health services, have your encounters with the police ...? % N 

Been reduced  53% 48 

Stayed the same  42% 38 

Increased  4% 4 
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Consumer Demographics 
AOABHS Spring 2020 Survey Takers  All AOABHS Consumers in FY 2019-20 

Gender % N  Gender % N 
Female 44% 866  Female 43% 17,816 

Male 53% 1,045  Male 56% 23,602 
Transgender 1% 17  Transgender < 1% 83 

Another Gender Identity, 
Genderqueer, 

Questioning/Unsure 
1% 16 

 Another Gender Identity < 1% 95 

Genderqueer < 1% 26 

Decline to State 2% 32  Questioning/Unsure < 1% 108 

     

AOABHS Spring 2020 Survey Takers  All AOABHS Consumers in FY 2019-20 
Race/Ethnicity % N  Race/Ethnicity % N 

White 45% 880  White 42% 17,445 
Hispanic 27% 542  Hispanic 28% 11,872 

African American 11% 218  African American 13% 5,351 
Asian/Pacific Islander 9% 168  Asian/Pacific Islander 6% 2,312 

Native American 1% 10  Native American 1% 305 
Other 6% 109  Other 5% 1,898 

Unknown 2% 49  Unknown 6% 2,606 

Data above includes all returned surveys from clients with valid 
Race/Ethnicity or Gender data in CCBH (N=1,976).  
 
NOTE: Values of <5 were merged with another category to protect 
confidentiality of the individuals summarized in the data.  

Data Source:  CCBH download (7/2020)          
 
NOTE: These data are preliminary and subject to change in the 
publication of the AOABHS Databook for FY 2019-20. 

 

 

Language Availability 
Were the services you received provided in the language you prefer?  % N 

Yes  98% 880 
No  2% 14 

 

Reason for Involvement with Program 
What was the primary reason you became involved with this program?  % N 

I decided to come in on my own  26% 232 
Someone else recommended that I come in  66% 593 

I came in against my will  8% 68 
  

Page 102 of 189

 
127 of 200



Response Rates 
SPRING 2020 SURVEY 

Total Number of Visits Reported Across Programs (during survey period) 8,453 
Total Number of Clients Who Received Services Across Programs (during survey period) 4,560 
Total Number of Surveys Received 1,976 
Number of Incomplete Surveys Received 1,039 
Number of Completed Surveys Received 937 
Proportion of Returned Surveys Completed 47% 
Proportion of Returned Surveys Incomplete* 53% 
BY VISIT Response Rate Including Incompletes 23% 
BY VISIT Response Rate NOT Including Incompletes 11% 
BY CLIENT Response Rate Including Incompletes 43% 
BY CLIENT Response Rate NOT Including Incompletes 21% 

*To calculate response rates, surveys were counted as incomplete if the survey had insufficient data to compute the “General 
Satisfaction” domain score of the MHSIP which meant that all three of the first three items of the questionnaire were missing. 

Due to COVID-19 related impacts and restrictions, response rates are provided for quality improvement and informational 
purposes.  

NOTE:  All surveys (complete and incomplete) were included in the aggregate analyses. 
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1

Virtual Meeting of the Minds Conference, October 19, 2020
Lena Hofmann, MA, Andrew Sarkin, PhD, Julianna Wolochuk,  

Amanda Moran, MPH, Richard Heller, MA

APPENDIX D.6 MEETING OF THE MINDS PRESENTATION: UNDERSTANDING STIGMA
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OVERVIEW

1. Impact of stigma on people 
with mental health issues

2. Understanding stigma from the 
perspective of mental health 
clients and other San Diego 
County residents

3. Actionable recommendations 
to reduce mental health stigma

4. Mental health stigma during 
COVID-19 pandemic from a 
client perspective

2
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1. IMPACT OF
STIGMA ON
PEOPLE WITH
MENTAL
HEALTH ISSUES

Page 106 of 189131 of 200



STIGMA CAN CAUSE PEOPLE TO DELAY 
SEEKING TREATMENT, OR NOT GET THE 
TREATMENT THEY MOST NEED OR DESIRE.4
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STIGMA CAN CREATE SOCIAL AND 
OCCUPATIONAL DISCRIMINATION.

5
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STIGMA CAN CAUSE PEOPLE TO HAVE 
NEGATIVE FEELINGS ABOUT THEMSELVES.

6
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2. UNDERSTANDING 
STIGMA FROM THE 
PERSPECTIVE OF 
MENTAL HEALTH 
CLIENTS AND  
OTHER SAN 
DIEGO COUNTY 
RESIDENTS
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MENTAL 
HEALTH 
STATISTICS 
IMPROVEMENT 
PROGRAM 
CONSUMER 
SURVEY FALL 
2018

8
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MENTAL 
HEALTH 
STATISTICS 
IMPROVEMENT 
PROGRAM 
CONSUMER 
SURVEY FALL 
2018

Methodology 
• The survey was conducted using adult and older 

adult consumers of San Diego Behavioral Health 
Services 

• 1,979 clients were surveyed

9

51%
48%

1%
Respondents by Gender (n=1,815)

Female Male Other Gender Identity

12%

72%

16%

Respondents by Age Group 
(n=1,816)

<18-25 26-59 60+

Page 112 of 189

 
137 of 200



10

Key Results

41%  of respondents believe their lives 
have been negatively affected by their 
mental health

44%  of individuals with mental illness chose 
to socialize less frequently 

33%  of individuals affected by mental health 
issues also reported feeling like an 
embarrassment for their loved ones

39%  have internalized the belief that they 
are not taken as seriously

36%  of consumers responded that they 
believe other people doubt their 
ability to be successful in life
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MENTAL 
HEALTH 
STATISTICS 
IMPROVEMENT 
PROGRAM 
CONSUMER 
SURVEY FALL 
2018

Differences Between Groups

11

2.23

2.32

2.22

Outpatient

Crisis Residential

Case Management

Mental Health Stigma by Location of Care

1.88

2.24

2.20

2.21

Anxiety

Bipolar Disorders

Depressive Disorders

Schizophrenia and Psychological
Disorders

Mental Health Stigma by Diagnosis
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SUICIDE 
PREVENTION & 
STIGMA 
REDUCTION 
MEDIA 
CAMPAIGN 
COMMUNITY 
SURVEY 2018 
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SUICIDE 
PREVENTION & 
STIGMA 
REDUCTION 
MEDIA 
CAMPAIGN 
COMMUNITY 
SURVEY 2018 

Methodology

 Web-based survey with 611 San Diego 
County residents

 Respondents:

 Between 18-75+ years of age

 53% female and 46% male 

 61% White, 24% Hispanic/Latino, 8% Asian, 3% 
Black/African American

 Questions were about:

1. General and Campaign Ad Awareness 

2. Mental Health Attitudes and Knowledge 
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SUICIDE 
PREVENTION & 
STIGMA 
REDUCTION 
MEDIA 
CAMPAIGN 
COMMUNITY 
SURVEY 2018 

Mental Health Attitudes and Knowledge 
– Key Results 

thought that the person’s opportunities 
would be limited if people knew about 
their mental health problems

would not be willing to have the person 
marry into their family

thought that people with mental health      
problems are more likely to be 
dangerous 

thought that the person from the story 
is not as productive as others

expressed concerns about working 
closely with the person from the story 

14

50%

72%

32%

43%
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SUICIDE 
PREVENTION & 
STIGMA 
REDUCTION 
MEDIA 
CAMPAIGN 
COMMUNITY 
SURVEY 2018 

Differences Between Groups

• Occupational:
o Younger respondents were more likely to 

think that the person should be hired like 
other people than older respondents (18-
34, 81% vs. 35+, 69%)

• Social:
o Hispanic respondents were more likely to 

think that they would lose friends than 
White/Non-Hispanic (64% vs. 46%)

o Men were more likely than women to 
think they would lose friends if people 
knew about their mental health problems 
(60% vs. 43%)

• Help-Seeking:
o Women were more likely than men to 

agree to seeking help if they thought they 
were having mental health problems (93% 
vs. 87%)

o Younger respondents were less likely to 
agree that they would seek help than 
older respondents (18-24, 78% vs. 25+, 
92%)
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3. ACTIONABLE 
RECOMMENDATIONS 
TO REDUCE MENTAL 
HEALTH STIGMA
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RECOMMENDATIONS
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RECOMMENDATIONS
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RECOMMENDATIONS
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4. MENTAL HEALTH 
STIGMA DURING 
COVID-19 
PANDEMIC FROM 
A CLIENT 
PERSPECTIVE
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A CLIENT 
PERSPECTIVE 
ON THE 
COVID-19 
CRISIS

21
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FINAL 
THOUGHTS 

ON BUSTING 
STIGMA

1. Understand stigma from
different perspectives

2. Educate others to reduce
discrimination and stigma

3. Everyone can help to make a
difference in reducing stigma

4. Use and share resources such
as the Access and Crisis Line
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ACCESS & CRISIS LINE
(888) 724-740 I 7/24

LIVE CHAT
Available Mon-Fri 4pm – 10pm 
www.optumhealthsandiego.com
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CONTACT INFORMATION:

Lena Hofmann, MA

Program Evaluation Specialist

Email: lhofmann@health.ucsd.edu

Andrew Sarkin, PhD 

Director of Evaluation

Email: asarkin@health.ucsd.edu

UC San Diego Health Services Research Center 

Phone: 858 622 1771 

Website: https://hsrc.ucsd.edu/

24

Page 127 of 189

 
152 of 200

mailto:lhofmann@health.ucsd.edu
mailto:asarkin@health.ucsd.edu


COUNTY OF SAN DIEGO HEALTH AND HUMAN SERVICES AGENCY 
BEHAVIORAL HEALTH SERVICES    (v.12.28.2020) 

Annual Report 
Year 2 (7/01/2019-6/30/2020) 

JUST BE U 
INNOVATIONS-21 

APPENDIX D.7 INNOVATIONS PROGRAM SPECIFIC ANNUAL REPORTS 
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Executive Summary 

Program Overview 

The Just Be U (JBU) program was designed to improve the mental health and quality of life outcomes of 

Transitional Age Youth (TAY; age 18‐25; referred to as “youth” throughout this report) with Serious Mental 

Illness  (SMI) who  are homeless or otherwise  at  risk of homelessness  and  repeatedly utilize  acute or 

emergency mental health services, but are otherwise unconnected to services. JBU provides short‐term 

housing  for  youth  in a  supportive environment  that provides whole‐health  services  targeting healthy 

eating, exercise, sleep, and a range of holistic interventions. Throughout these interactions with youth, 

JBU  identifies  and  facilitates  connections  to  individualized  treatment, housing,  and other  community 

resources. Primary innovative features of JBU include the emphasis on youth‐centric whole‐health/holistic 

services and  the utilization of  technology as an  important  tool  for  communicating with and engaging 

youth. 

 

As a residential program serving a population at high risk for exposure to disease (i.e., homeless youth), 

JBU staff maintained in‐person operations throughout the COVID‐19 pandemic by implementing  CDC and 

San  Diego  County  public  health  guidelines.  While  JBU’s  residential  component  continued  without 

interruption, JBU suspended all in‐person holistic services except those that could be socially distanced or 

completed via remote technologies and also stopped all community‐based educational and enrichment 

events.  

Primary Findings for Fiscal Year (FY) 2019‐20 

1. During FY 2019‐20, JBU staff were able to successfully locate and contact 49.2% (n=123) of the 250 

potentially eligible youth and enrolled 100% (n=42) of the youth determined to still be eligible for JBU 

services (i.e., not housed). 
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2 
 

2. Youth with completed baseline and follow‐up assessments demonstrated improvements across many 

domains including: improved symptom management, greater recovery orientation, increased sense 

of well‐being, and reductions in impairment due to substance use. 

3. After  participating  in  JBU,  youth  typically  increased  their  utilization  of  BHS  outpatient  and  ACT 

program services and decreased their use of BHS crisis and acute care services (i.e., crisis stabilization, 

urgent outpatient visits, and PERT interactions).  

4. While 33.3% (n=13) of the 39 discharged  were able to achieve desired goals and successfully discharge 

from JBU (often directly to other behavioral health programs with a residential component), more 

than half (56.4%; n=22) were discharged from JBU prior to achieving objectives due to issues related 

to substance use disorders (SUD) that disrupted participation in services.  

Additional Program Highlights 

1. Enrolled youth were between the ages of 18‐25 and racially diverse.  

2. 100% of JBU enrollees had an SMI diagnosis (approximately 50% had a diagnosis of schizophrenia or 

bipolar disorder), and many had a history of co‐occurring substance abuse. 

3. JBU staff and external partners provided over 1,000 different group and individual holistic wellness 

services  (e.g., meditation,  biofeedback,  yoga),  or  educational/enrichment  activities  (e.g.,  cooking 

classes, nature‐based activities). 

4. Participation in JBU holistic services was associated with improved sense of belonging, greater self‐

esteem and increased hopefulness for the future.  

5. A total of 124  linkages to services were made across mental health, housing, and substance abuse 

domains, with multiple linkages per youth made to provide individualized treatment plans. 

Conclusion 

In addition  to  the emphasis on  increasing awareness and practices of wellness among  JBU youth,  the 

program  was  successful  at  creating  linkages  to  other  BHS  treatment  programs,  with  75%  of  youth 

participating in outpatient care while enrolled in JBU and approximately 25% of youth transitioning to ACT 

programs after completing the residential phase of JBU. The program also continued to evolve to address 

emerging issues to better meet ongoing needs of the youth they were serving, specifically that of mental 

health  stabilization.    Substance  abuse  was  identified  as  a  significant  issue  that  disrupted  youth 

engagement in JBU services and inhibited the achievement of program objectives.  A more explicit focus 

on  providing  the  education,  supports,  and  treatment  linkages  needed  to  help  address  co‐occurring 

substance use disorder (SUD) will be a priority for JBU during FY 2020‐21. 

Primary Recommendations for FY 2020‐21 

1. Focus program activities on  improving youth  comfort with and  interest  in participating  in mental 

health treatment.  

2. Proactively address factors that  inhibit engagement  in program services through holistic and other 

supportive services. 

3. Develop additional strategies to improve JBU effectiveness among youth who have co‐occurring SUD. 
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4. Re‐locate program to a neighborhood with fewer negative environmental opportunities for engaging 

in undesired behaviors (e.g., less access to drugs).    

 

Program Description 

Using County of San Diego Behavioral Health Services  (BHS) Electronic Health Record  (EHR) data, BHS 

personnel identify youth (age 18‐25) who appear eligible for JBU services (i.e., multiple acute/crisis related 

BHS service contacts, SMI diagnosis, and unconnected to behavioral health services). Once JBU receives 

these names from BHS, intensive outreach efforts are made by JBU staff to locate and contact each youth 

using available  information provided by BHS, street searches, and coordination with other County and 

support agencies. 

Once eligible youth have been contacted, given an explanation about the program’s offerings, and agreed 

to enroll in the program, JBU provides short‐term housing (i.e., up to 120 days), that incorporates support 

services, smart device‐based apps and biometric technology, integrative medicine, and holistic health care 

in  one  central,  urban  location. With  dormitory‐style  housing  on  one  floor,  JBU  youth  can  access  a 

centralized kitchen, cooking and nutritional classes, and holistic health care services and classes all within 

the  same  building  in  downtown  San  Diego.  During  their  time  in  the  program  youth  will  receive 

recuperative,  integrative,  and holistic wellness  services  such  as  acupuncture,  yoga, massage  therapy, 

Reiki,  chiropractic  care,  and  meditation,  as  well  as  mindfulness  education,  biofeedback  therapy, 

nutritional counseling,  individual case management, peer support, group outings, and various  in‐house 

community‐building trainings and events. 

The  overarching  goal  of  JBU  is  to  engage  and  stabilize  youth  by  offering  short‐term  housing while 

providing holistic youth‐centric recuperative services. Throughout their residence at JBU, youth are linked 

with ongoing  treatment, housing, and supportive services,  thereby  improving  their mental health and 

quality of life in the community. Ideally, JBU programming breaks the cycle of homelessness early in the 

process, avoiding youth hardening in identity as homeless and mentally ill. This has the additional benefit 

of  minimizing  the  tendency  of  this  population  to  repeatedly  utilize  inappropriate  and  financially 

burdensome levels of emergency and mental health services. 

The program’s emphasis on community building, destigmatization of mental  illness and homelessness, 

and active engagement in self‐care through psychoeducation, self‐regulation training, and engagement 

with holistic and integrative therapies both attracts and retains this historically difficult‐to‐reach cohort 

of the homeless population. 

It  is particularly salient  that  the program aims  to  intervene early  in  the cycle of homelessness, before 

youth self‐identify as homeless and/or helpless, and before the personal and societal costs escalate and 

become more  intractable. Further, the program’s emphasis on destigmatization, community, and well‐

being  provides  a model  of  care  and  continuity  that  is  characteristic of  a well‐functioning  family,  the 

historical foundation for ensuring safety, growth, and wellness in a well‐functioning human society. 
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Service Changes Due to COVID‐19  

The COVID pandemic first affected the San Diego area in a substantial manner during March 2020.  San 
Diego County issued a public health order effective 3/13/2020 to limit the size of public gatherings to less 
than 250 persons and to restrict access to hospitals and long‐term care facilities serving seniors.  This was 
followed by a statewide public health order on 3/19/2020 that required all non‐essential workers to stay 
at home.  During this time period, San Diego County BHS programs had to quickly adapt to the new service 
delivery environment to protect both client and staff safety while continuing to provide mental health 
services.  For many programs,  these  changes  included  a  switch  to or  greater utilization  of  telehealth 
services.   
 
As a residential program serving a population at high risk for exposure to disease (i.e., homeless youth), 

JBU  staff maintained  in‐person  operations  throughout  the  pandemic.    JBU  staff  worked  to  ensure 

compliance with  all CDC  and  San Diego County public  health  guidelines,  such  as  holding  staff  safety 

procedure  trainings,  providing  quarantine  and  isolation  plans,  increasing  security  and  protocols  for 

building entry, posting COVID‐19 safety education materials, staff and youth mask requirements, rigorous 

sanitation  procedures,  and  compliance  with  the  “stay‐at‐home”  order  to  prevent  opportunities  for 

exposure.  While the basic residential component continued without interruption, JBU suspended all in‐

person  holistic  services  except  those  which  could  be  socially  distanced  or  completed  via  remote 

technologies  (i.e., yoga,  fitness, mindfulness, and biofeedback). Public outings  to promote education, 

enrichment, and/or growth with peers were also halted through the end of FY 2019‐20.   Sessions with 

behavioral health providers (e.g., from Areta Crowell Center) continued, but were moved to telehealth 

platforms.  JBU staff facilitated sessions by setting up a computer for private video sessions with therapists 

and other external service providers.  

Where relevant, findings and recommendations in this report underscore issues potentially related to the 

unique challenges that COVID‐19 poses within the local community and healthcare environment. 

Program Outreach and Enrollment 

After  JBU was notified of youth who appeared  to meet  the  specific  JBU eligibility  criteria  set by BHS 

personnel, substantial efforts were made by the JBU team to locate eligible youth who might benefit from 

the program. Where made possible by the availability of sufficient contact information or leads, outreach 

efforts were directly made to each youth.  In all cases of eligibility, 100% of youth were sought out for 

contact. In the event of there being  insufficient contact  information, the JBU team attempted to reach 

youth through other means, such as by direct street canvasing, utilizing the BHS EHR system to alert other 

programs that the youth was potentially eligible for JBU services, contacting other key service providers 

connected to the youth (e.g., parole officers, jails, psychiatric hospitals, inpatient rehabilitation centers), 

and reaching out to other programs in San Diego County. 
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Figure 1. Status of Potential JBU Youth According to Outreach Efforts during FY 2019‐20 (N=250) 

 

Of the 250 youth determined by BHS to be potentially eligible during FY 2019‐20, 49.2% (n=123) were 

unable to be reached by JBU due to an unknown location or inability to contact via information provided. 

Outreach  efforts made by  JBU  staff highlight  the  difficulty  in  contacting  this population, who  are by 

definition unconnected  to County  services. Thirty‐nine youth  (15.6%) were  found upon  contact  to be 

unavailable due to ongoing involvement with the criminal justice system. Of the remaining 88 youth, 41 

(16.4%) were ineligible due to having established housing and five (2.0%) had moved out of state. Forty‐

two (16.8%) youth enrolled in the JBU program.  

The distribution of JBU outreach and enrollment efforts highlight both challenges of locating potentially 

eligible youth (i.e., approximately 50% were not found) as well as the high level of interest in the services 

offered by JBU –  fully 100% of the youth who were located and found to still be eligible enrolled into the 

JBU program. This suggests that that types of services offered by JBU and the manner in which JBU staff 

conduct their outreach communication has high levels of intrinsic appeal to youth.  Of note, the 42 youth 

newly enrolled in JBU during FY 2019‐20 represent a 90.1% increase in enrollment from the 22 enrolled 

during the prior “start‐up” year. 

Participant Characteristics 

A brief overview of JBU participant characteristics is presented here with a more complete listing in the 

report appendix.  JBU program eligibility criteria required that participants were youth between the ages 

of 18 and 25.  Of the 42 youth who enrolled in JBU during FY 2019‐20, the majority (n=30; 71.4%) identified 

as male. Almost all JBU youth, 92.9% (n=39), spoke English as their primary language, and 88.1% (n=37) 

identified as heterosexual or straight. None of the JBU youth indicated they had served in the military.  

As  shown  in Figure 2,  JBU youth were  racially and ethnically diverse with no  single population group 

representing more than 50% of the population.  Note: Numbers may exceed 100%, as youth may select 

more than one racial identity.  
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Figure 2. Race/Ethnicity of Youth Who Enrolled in JBU during FY 2019‐20 (N=42) 

 
Note: Total may exceed 100% since more than one race/ethnicity could be selected. 

 

One of the eligibility requirements for JBU participation is the diagnosis of a serious mental illness (SMI). 

As  shown  in  Figure  3,  of  the  JBU  youth  enrolled  during  FY  2019‐20,  over  60% were  diagnosed with 

Schizophrenia  and Other  Psychotic Disorders, or Bipolar Disorders.  In  addition  (as discussed  in other 

report sections below), there was a high prevalence of co‐occurring substance abuse issues among JBU 

participants.  

Figure 3. Primary Mental Health Diagnosis of Youth Who Enrolled in JBU during FY 2019‐20 (N=42) 

 

In  response  to  the  nearly  70%  of  youth with Depressive Disorders  or  Schizophrenia/Other  Psychotic 

Disorders,  JBU staff made substantial attempts  to  support  the mental health needs of  JBU youth and 

connect youth to appropriate community partners. More information on services linked to by JBU staff is 

available in this report.  
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Utilization of Program Services 

Engagement in JBU Activities 

In addition to the ongoing support and encouragement of the youth through daily personal interactions 

with JBU staff and peer supports during FY 2019‐20, JBU offered 441 group and 594 individual structured 

activities that covered a range of holistic services and general  living/educational events. Group outings 

had an average participation of four youth per session. Cooking classes and grocery shopping were also 

well attended group activities. Many of these activities were impacted by San Diego County Public Health 

orders in response to the COVID‐19 pandemic. Social distancing mandates were in place, and outings to 

grocery  stores and other public  spaces were cancelled due  to “stay‐at‐home” orders.   These changes 

substantially reduced the number of activities that that would otherwise have been provided during FY 

2019‐20.  Despite  the  limitations  due  to  the  pandemic,  JBU  programming  demonstrated  extensive 

opportunities to connect with, enrich, and promote well‐being among youth.  As discussed in more detail 

in Key Evaluation Findings—Additional Outcome Measures, in addition to promoting relationship and skill‐

building, participation in these activities also achieved changes in personal well‐being including greater 

self‐esteem and a more hopeful outlook for the future.   

Figure 4a. JBU Sponsored Group Activities (N=441) 

 

Figure 4b. Youth Attendance in JBU Sponsored Individual Activities (N=594) 
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Retention 

JBU enrolled a total of 42 individuals in services during FY 2019‐20. Of these youth, 33 (78.6%) disengaged 

from services at least once during their time at JBU.  Primary reasons for disengagement included declining 

need for services, SUD‐related challenges that disrupted participation, or a exhibiting a need for more 

intensive inpatient/residential SUD or mental health treatment. In an attempt to maintain relationships 

and connections with youth and re‐integrate them into services, JBU developed a flexible return‐to‐JBU 

policy tailored to the unique circumstances of the individual youth.   This personalized approach allowed 

for 10 youth (30.3% of those who to disengaged) to return to the JBU program after they satisfied the 

conditions of  their  return. Most of  the youth who disengaged and  then  returned  to  JBU had a gap  in 

services of 7 days or less, but for some the gap was longer than 30 days. For a select few youth, disruption 

of  services occurred multiple  times.  Individual  follow‐up discussions were offered  to each youth who 

disengaged  to  identify  specific  re‐entry  criteria  and encourage  each  youth  to  address  any behavioral 

challenges related to the disengagement issue(s).  

Of the 42 youth enrolled during FY 2019‐20, a total of 39 had been discharged as of 6/30/2020.  As shown 

in Figure 5, of  those who were discharged, 33.3%  (n=13) of  the youth were discharged  from  the  JBU 

program after successfully completing  their goals and/or  transitioning on  to other  treatment services. 

However, the majority were discharged prior to achieving desired objectives, with SUD‐related issues as 

the primary factor for discharge (56.4%).   

Figure 5. Primary Reasons for Discharge from JBU during FY 2019‐20 (N=39) 

 
*Other includes: declined services, SMI impairment, damaging facilities, etc. 

This discharge data highlights that while JBU was able to accomplish positive goals with many of the youth 

who entered the program, comorbid SUD‐related challenges presented a formidable obstacle.  The SUD‐

related  challenges  disrupted  the  potential  of  widespread  engagement  of  these  youth  in  the  core 

objectives of promoting wellness and connecting youth to appropriate treatment.  More explicit attention 

to addressing co‐occurring SUD‐related challenges of youth will be a priority during FY 2020‐21.   
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Key Evaluation Findings – BHS Outcome Measures  

The following sections highlight outcomes for youth gleaned via assessment tools completed upon intake 

into the JBU program and at  least during one follow‐up time point (i.e., assessments are administered 

monthly during the residential phase of JBU).  In situations where a youth may have multiple completed 

follow‐up assessments, the most recently completed assessment (prior to end of FY on 6/30/2020) was 

used  in  the  analysis.  The  requirement  to have  at  least  two data points  allows  for  examinations  into 

changes that might occur while enrolled in JBU, however, this also reduces the sample size included in the 

analyses. Two primary reasons exist for not having completed follow‐ups. First, for measures based on 

youth self‐report, not all youth choose to complete the voluntary self‐assessment tools at the follow‐up 

time point(s).   Second, youth may leave the program prior to a follow‐up assessment, which precludes 

obtaining youth self‐report measures. Further, in some cases there may also be insufficient information 

for staff to complete the staff‐reported measures. These data collection challenges are not unique to JBU 

as evidenced by the Mental Health Outcomes Management System (mHOMS) Annual Outcomes Report 

for FY 2018‐19 (the most recent version available for comparison), which  indicates that  less than one‐

third of clients in BHS programs throughout San Diego County have completed the standard client self‐

reported and staff‐reported outcome measures. The primary implication of this circumstance is that the 

findings presented below may not generalize to the subset of JBU participants for whom follow‐up data 

is  unavailable.  Investigations  into  the  generalizability  of  the  findings  to  all  JBU  participants  will  be 

examined in future reports as the cumulative number of JBU participants increases and allows for more 

definitive conclusions. 

Illness Management and Recovery Scale (IMR) 

To measure staff perception of client recovery, the  Illness Management and Recovery (IMR) scale was 

completed by JBU staff. The IMR has 15 items, each addressing a different aspect of illness management 

and recovery. Each item can function as a domain of improvement. Additionally, there are three subscales 

known  as  Recovery,  Management,  and  Substance  Abuse.  IMR  scores  range  from  1  to  5,  with  5 

representing the highest level of recovery.  
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Figure 6. IMR Results for JBU Youth with Follow‐up during FY 2019‐20 (N=23) 

 
*Indicates statistically significant change with a p‐value less than or equal to 0.05; **Indicates statistically significant 
change with a p‐value less than or equal to 0.01 

 
The overall IMR and subscale scores indicated relatively high levels of impairment across many dimensions 

with average  intake  IMR values  typically 2 or  less out of a 5‐point scale. However, all  items  indicated 

improvements at follow‐up (i.e., average scores across the items and scales ranging from 2.0 to 3.4 out of 

a 5‐point scale).  

As reported in the mHOMS Annual Outcomes Report for FY 2018‐19 (the most recent version available 

for comparison), the average overall IMR score for other BHS programs was 2.8 at intake and 3.3 at follow‐

up. These values indicate higher levels of impairment for participants entering JBU than reflected in the 

systemwide BHS average (i.e., 1.9 compared to 2.8 at intake). While the Management Subscale for other 

BHS programs mirrored JBU values of 1.9 at baseline and 2.7 at follow‐up,  the  Recovery Subscale among 

other BHS programs reported a higher average intake score (2.4) and lower average follow‐up score (3.0) 

than  found  for  JBU participants.   This suggests  that  JBU was able  to obtain substantial  improvements 

among participants who were generally less recovery‐oriented at intake. The greatest area of difference 

between JBU and other BHS program participants at intake was found within the IMR Substance Abuse 

(1.6 and 4.7, respectively).  This demonstrates the high prevalence of and substantial levels of impairment 

due  to  substance  abuse  among  JBU  participants,  which  is  consistent  with  ongoing  staff  reports. 

Improvements were evident at follow‐up (2.3) but remained well below system‐wide average of 4.8. The 

overall pattern of JBU IMR results indicated that positive changes were typically achieved – across multiple 

illness management and recovery domains – while receiving JBU services. 
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Recovery Markers Questionnaire (RMQ) 

The RMQ is a 26‐item questionnaire that assesses elements relevant to mental health recovery from the 

client’s perspective. It was developed to provide the mental health field with a multifaceted measure of 

personal recovery. The results listed below have been rescaled to the following: 1 = Strongly Disagree; 2 

= Disagree; 3 = Neutral; 4 = Agree; and 5 = Strongly Agree, with higher values corresponding to higher 

levels of well‐being. The RMQ asks youth to answer questions from the perspective of what is “true for 

you now.”   

Figure 7. RMQ Results for JBU Youth with Follow‐up during FY 2019‐20 (N=18) 

 
^Indicates a statistically significant change at a p‐value less than or equal to 0.10 

 

As  shown  in Figure 7, overall RMQ mean  scores  improved  from baseline  to  follow‐up  (3.5  to 4.0). As 

reported in the mHOMS Annual Outcomes Report for FY 2018‐19, the average RMQ at intake for other 

BHS treatment programs (e.g., outpatient, ACT, case management, and youth residential programs) was 

3.4. It appears that JBU participants self‐report similar assessments of their recovery status and outlook 

on  life as do clients  in other BHS programs upon entry  into JBU. However, the average follow‐up RMQ 

score for JBU participants (i.e., 4.0)  increased to a  level higher than the average follow‐up RMQ scores 

reported by other BHS programs (i.e., 3.7). 
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Figure 8. IMR and RMQ Results for JBU Youth with Follow‐up during FY 2019‐20 

 

Figure 8 highlights a similar trend line in recovery reporting from both youth and staff reported measures, 

an indication of the reliability and validity of the data.  

Milestones of Recovery Scale (MORS) 

The Milestones of Recovery Scale (MORS) captures the stage of mental health recovery, as assessed by 

staff, using a single‐item recovery indicator. Participants were placed into one of eight stages of recovery 

based on their level of risk, level of engagement within the mental health system, and the quality of their 

social  support  network.  Raters  are  instructed  to  select  the  level  describing  the  typical milestone  of 

recovery that an individual displayed over the previous month, with higher MORS ratings indicate greater 

recovery. 

Table 1. MORS Results for JBU Youth with Follow‐up during FY 2019‐20 (N=24) 

 

The  results  indicate  substantial  changes  in  recovery  status  at  follow‐up.    At  intake,  no  youth were 

considered as coping or  in recovery, whereas  fully 50% were doing so at  follow‐up, and an additional 

37.5% were at least engaged in efforts to improve their mental health.   
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BASEL INE  MEAN FOLLOW ‐UP  MEAN

IMR (n=23) RMQ (n=18)

    Baseline  Last Follow‐Up 

Value  MORS Category  N  %  N  % 

1  Extreme risk  2  8.3%  0  0.0% 

2  High risk, not engaged  5  20.8%  0  0.0% 

3  High risk, engaged  2  8.3%  1  4.2% 

4  Not coping, not engaged  12  50.0%  2  8.3% 

5  Not coping, engaged  3  12.5%  9  37.5% 

6  Coping/rehabilitating  0  0.0%  10  41.7% 

7  Early recovery  0  0.0%  1  4.2% 

8  Advanced recovery  0  0.0%  1  4.2% 
  Unique N  24  ∕  24  ∕ 
  Mean MORS  3.4  5.5** 

**Indicates statistically significant results at a p‐value less than or equal to 0.01 
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As reported in the mHOMS Annual Outcomes Report for FY 2018‐19 (the most recent version available 

for comparison), the average MORS score for other adult BHS programs was 4.4 at intake and 4.9 at follow‐

up. The findings from JBU indicate that youth typically entered the program with a lower‐than‐average 

MORS score (i.e., more impaired/less engaged in treatment), but had a higher‐than‐average MORS score 

at  follow‐up  (i.e.,  less  impaired/more engaged  in  treatment). The  lower‐than‐average MORS  score at 

intake was consistent with the JBU focal population (i.e., youth with serious mental illness who were not 

currently in or seeking treatment), with the substantial positive change in MORS score suggesting a high 

capability of the JBU team to support and connect with youth and get them linked to appropriate levels 

of treatment.  

Key Evaluation Findings – Additional Outcome Measures  

CHAMPSSS 

The CHAMPSSS is completed by the youth and assesses youth perceptions and experiences that indicate 

recovery, symptom reduction, and increased self‐esteem. Scores range from 1 to 5 and items were coded 

as follows: Global Health, Resilience, Memory, and Functionality subscales were coded so a higher score 

indicated a more desirable outcome  (1=least desirable and 5=most desirable). The Depression, Anger, 

Anxiety, Suicidality, Substance Use, and Substance Use Frequency subscales were coded so a lower score 

indicated a more desirable outcome (1=most desirable and 5=least desirable). Scales were coded in this 

manner to facilitate a more intuitive interpretation of the results.  

Figure 9. CHAMPSSS Results for JBU Youth with Follow‐up during FY 2019‐20 (N=18) 

 
^Indicates a statistically significant change at a p‐value less than or equal to 0.10 
 

The  CHAMPSSS  findings  demonstrated  improvement  in  many  different  aspects  of  well‐being  from 

baseline, with statistically significant differences identified among the domains of Global Health, Anger, 
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and  Substance  Use  subscales  of  the  CHAMPSSS.  Changes  were  not  seen  across  the  Resilience  nor 

Suicidality subscales. 

Global Functioning 

Following a semi‐structured interview, the provider rated the Role and Social Functioning of JBU youth on 

a 10‐point scale (1 = Extreme Dysfunction; 5 = Serious Impairment; 10 = Superior Functioning).  

Figure 10. Global Functioning Results for JBU Youth with Follow‐up during FY 2019‐20 

*Indicates a statistically significant change at a p‐value less than or equal to 0.05

For  both  scales,  baseline  mean  values  were  typically  in  the  3‐5  range  (indicative  of  substantial 

impairment). Follow‐up mean values increased to over 7.5, which is indicative of mild impairment/good 

functioning. Improvement in the Social Scale was statistically significant for JBU youth.  

Pre/Post Holistic Practice Assessment  

In addition to the goal of promoting engagement, the holistic activities supported by JBU programming 

are designed to achieve changes  in skill‐building, address social skills, and  increase personal well‐being 

including greater self‐esteem and a more hopeful outlook for the future. While some of these outcomes 

are measured in the longer‐term, JBU and the evaluation team identified mood and positive thinking as 

one component which could be measured immediately.    

To help identify whether participation in the holistic activities was directly associated with at least short‐

term improvements in mood and positive thinking, youth answered the six questions listed in Figure 11 

on multiple  occasions  –  typically  before  and  after  participating  in  a  JBU‐provided  holistic  practices 

including: yoga (n=31), reiki (n=15), massage (n= 34), chiropractic care (n=24), biofeedback (n=32), and 

acupuncture (n=12).  

Occasionally, they were asked the questions without having a corresponding activity occurring in between 

question administrations, to generate “control/no activity” data for comparison purposes.   The results 

listed below have been rescaled to the following: 1 = Strongly Disagree; 2 = Disagree; 3 = Neutral; 4 = 

Agree; and 5 = Strongly Agree. Higher values correspond to higher  levels of well‐being and/or positive 

perceptions. 
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Figure 11. Pre‐Post Holistic Practice Assessment for JBU Youth with Follow‐up during FY 2019‐20 

 
^Indicates a statistically significant change at a p‐value less than or equal to 0.10; *Indicates a statistically significant 

change at a p‐value less than or equal to 0.05; **Indicates a statistically significant change at a p‐value less than or 

equal to 0.01 

 

Overall, there was a pattern of more favorable ratings after participating in a holistic practice with pre‐

tests averages of 3.6 or 3.7 on a 5‐point scale and post‐test averages ranging from 4.3 to 4.5, for a typical 

change of nearly a full point increase (~0.8) in well‐being after participation.  

By  contrast,  changes were  either not  evident or minor when no  activity occurred  between question 

administrations (i.e., typically change of approximately 0.2).  Additionally, the data suggest the potential 

for an anticipatory priming effect in that “pre” values were higher when participation in holistic activities 

was expected than during the no activity controls.  These findings suggest that there are positive changes 

in youth attitudes about themselves and their future due to participating in the range of holistic services 

provided through JBU. 

Linkages to Services 

The  following  tables  indicate  the  linkages  to  external  community  services made  across  several  key 

domains: mental  health,  substance  abuse,  and  housing.  These  linkages were  facilitated  by  JBU  staff 

according to the individual and unique needs of each youth. In total, 124 linkages were made, with 73 of 

the linkages (58.9%) connecting youth to mental health services. Of substance abuse linkages (n=19), 13 

(68.4%) were to residential or outpatient substance abuse services.  

These linkages are consistent with other evaluation data points indicating substance abuse as a substantial 

issue facing JBU youth. Totals may exceed 100% due to multiple linkages. Figure 12 reflects linkages across 

different domains.  
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Figure 12. Linkages to External Services during FY 2019‐20 (N=124) 

In stakeholder meetings throughout FY 2019‐20, increased access to residential SUD and mental health 

treatment programs were most cited as factors that would benefit the program.  

BHS Utilization Patterns 

San Diego County BHS Services 90 Days Before, During, and 90 Days after JBU  

BHS utilization patterns before, during, and after leaving the residential portion of JBU can help identify 

the  extent  to which  participation  in  JBU  is  associated with  a  changing mix of  service utilization  (i.e., 

increased  engagement  in  treatment  and  reduced  interaction  with  crisis/acute  care).  The  following 

analyses were accomplished by reviewing  the electronic health record  that documents county‐funded 

BHS services provided throughout San Diego County to identify other mental health services received by 

JBU participants.  Given the variable length of time that a youth might be in the residential portion of the 

JBU program, a standardized metric was created  to enable equivalent comparisons  for the  three time 

periods of interest. The standardized metric for the “during JBU” period reflects the average amount of 

service  JBU youth would be expected  to  receive during a 90 day stay with  JBU. This metric  facilitates 

comparisons  to  the 90‐day period  immediately preceding  JBU enrollment and  the 90‐day period after 

leaving the residential phase of the JBU program.  

The standardized “during JBU” metric was computed by summing the total number of BHS services (by 

service type) that occurred while the youths were enrolled in JBU and dividing that by the total number 

of days that all youth were enrolled in JBU. The resulting values represents the average number of each  

specific BHS service that a JBU youth received per day, which  is then multiplied by 90 to generate the 

estimate of BHS services that JBU youth would receive during a typical 90 days in JBU.  For the 90 days 
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prior to JBU, all BHS services (by service type) were summed and then divided by the total number of JBU 

clients to generate an estimate of the average number of BHS services received by JBU clients prior to 

enrolling in JBU. A similar calculation was made for the 90‐day period after youth left the residential phase 

of the JBU program. The analyses include JBU participants who enrolled in both FY 2018‐19 and FY 2019‐

20 as long as they had been discharged at least 90 days before the end of FY 2019‐20 to ensure full and 

equivalent 90‐day “post‐JBU” observation periods for all persons.    

As shown in Table 2, the 53 JBU youth included in these analyses had either no or very limited involvement 

with BHS outpatient services in the 90 days prior to entering JBU (average of 0.4 outpatient sessions across 

all youth). However, that changed substantially during their time  in JBU as many more youth  linked to 

outpatient care and the 90‐day average number of outpatient sessions increased to 9.6.  After leaving the 

residential phase of JBU, outpatient visits remained more prevalent than pre‐JBU but decreased to an 

average of 2.1 sessions per youth. This apparent reduction in outpatient services 90 days post‐JBU is likely 

partially explained by the linkages to ACT programs that JBU was able to accomplish for many youth while 

in the JBU program.  Fully 26.4% (i.e., 14 out of 53), of JBU youth had ACT visits post JBU, with the average 

number of sessions increasing to 4.3 from 2.0 during JBU and none pre‐JBU. 

Table 2. BHS Service Utilizations Patterns Before, During, and After JBU Participation1 (N=53) 

1 Note: the percent of youth and number of visits/episodes columns are not directly comparable across all three time 

periods since the average length of time during JBU was less than 90 days (i.e., mean = 75 days).  Only the average 

column is directly comparable across all three time periods. 

The patterns evident  among  acute/crisis‐oriented  type BHS  services were more nuanced, but overall 

suggested a trend towards a reduction  in need for such services.  Interestingly, the average number of 

urgent outpatient visits was similar before and during JBU (0.7 and 0.6, respectively), but was substantially 

lower post‐JBU (0.2).  This is consistent with JBU staff facilitating access to needed urgent outpatient care 

among youth during JBU as part of treating their illness and avoiding more serious situations that might 
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episodes 

Average 
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Outpatient  11.3%  21  0.4  75.5%  422  9.6  49.1%  109  2.1 

ACT  0.0%  0  0.0  24.5%  86  2.0  26.4%  229  4.3 

Urgent 
Outpatient 

39.6%  36  0.7  41.5%  25  0.6  22.6%  13  0.2 

PERT  28.3%  19  0.4  13.2%  9  0.2  13.2%  11  0.2 

Crisis 
Stabilization 

26.4%  21  0.4  0.0%  0  0.0  9.4%  5  0.1 

Inpatient  30.2%  27  0.5  18.9%  15  0.3  20.8%  21  0.4 

Crisis 
Residential 

20.8%  14  0.3  13.2%  7  0.2  11.3%  9  0.2 
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require  a  crisis  stabilization  visit  (none  occurred  during  JBU)  or  an  inpatient  hospitalization  (fewer 

occurred during JBU than pre‐JBU).  For all crisis/acute care services, the number of youths accessing these 

services  post‐JBU was  less  than  the  number  pre‐JBU. While  caution  is warranted when  interpreting 

findings with relatively small sample sizes, reductions in the total number of youth and/or average service 

counts between pre‐JBU and post‐JBU were 40% or more for urgent outpatient, PERT, crisis stabilization 

and crisis residential.  Overall, these findings provide evidence of increased connections to outpatient and 

ACT treatment services and a corresponding decrease in crisis and acute care service utilization resulting 

from JBU participation. 

Youth Perspectives on JBU Services 

A total of 28 youth completed feedback surveys at one of the follow‐up time periods during FY 2019‐20.  

As  shown  in  Figure  13,  approximately  80‐90%  of  youth  agreed/strongly  agreed  that  as  a  result  of 

participating in JBU they knew where to get help when needed (89.3%), were more comfortable seeking 

help (82.2%), and were better able to handle things (85.7%).  Over 90% (92.8%) indicated that they were 

satisfied with the services they received from JBU with 57.1% indicating strong agreement. Overall, these 

finding  suggest  that  among  youth  who  completed  a  follow‐up  assessment,  there  was  widespread 

acknowledgement of achieving  key  JBU program outcomes of  increasing youth knowledge of how  to 

access services, reduced stigma associated with accessing services, and an increased sense of being better 

able to manage themselves. 

Figure 13. JBU Services Feedback Questions for FY 2019‐20 (N=28) 

Program Implementation Findings 

Findings reported in this section were derived from two primary data sources: 1) stakeholder meetings 
and  2)  the  Annual  JBU  Staff  Survey.  The  stakeholder meetings were  held  throughout  the  year with 
representatives  from BHS,  JBU, and  the UCSD evaluation  team. Primary objectives  for  these meetings 
were  to  review program operations, evaluation approaches, and outcome data. The Annual  JBU Staff 
Survey was conducted at the end of FY 2019‐20.  JBU program staff were asked to participate in a brief 

53.6%

42.9%

46.4%

35.7%

35.7%

39.3%

39.3%

57.1%

0 20 40 60 80 100

As a result of this program, I know where to get help
for myself when I need it.

As a result of this program, I am more comfortable
seeking help for myself.

As a result of this program, I am better able to
handle things.

Overall, I am satisfied with the services I received
here.

% Agree % Strongly Agree
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online survey about their experiences with, perceptions about, and recommendations for the program.  
There were 10 respondents from the 10 JBU staff invited to participate in the survey (a 100% response 
rate).  For the open‐ended survey questions, at least two evaluators reviewed and coded the individual 
survey  responses,  and  any  discrepancies  found were  discussed  to  arrive  at  a  consensus  on  the  key 
response themes. 

Outreach and Recruitment of Potential JBU Participants 

Reaching underserved youth was a primary goal of the JBU program, as identified by staff in the Annual 

Survey. Staff also  indicated that  locating youth  identified for JBU participation proved difficult, but the 

program  shifted outreach efforts  to address  that particular  challenge.  In  collaboration with BHS,  JBU 

developed an outreach plan to include youth who may have dropped off the county provided list of names 

but were still in need of housing services.  

Environmental Influences 

Based on feedback from JBU staff, the location of JBU in San Diego’s downtown presented a substantial 

barrier  to  stabilization  for  JBU  youth.  Access  to  illicit  drugs  near  JBU  proved  a  challenge  for  youth 

attempting  to  remain  sober.  JBU  staff  indicated  moving  to  a  location  where  fewer  environmental 

challenges existed that could potentially benefit youth.  

Engagement and Retention of JBU Participants 

Ultimately, JBU staff felt the program was designed to provide social and logistical support to youth to 

properly function in the “outside” world. One way in which the staff felt they were able to provide this 

support was through the personal relationships staff made with  JBU youth. Overwhelmingly, JBU staff 

reflected  on  the  important  skill  among  their  staff  colleagues  of  engaging  and  retaining  JBU  youth. 

Additionally, staff reported that their connections to community partners helped JBU provide the services 

necessary for JBU youth to remain engaged in services.  

In collaboration with BHS partners, the JBU in‐residence service period was extended from the original 

90‐day period  to a 120‐day period  to accommodate  timeframes  for key  linkage  implementation  (e.g., 

housing, SUD training, SMI stabilization). 

SUD and Participation in Mental Health Treatment 

In response to program observations from FY 2018‐19, JBU brought in SAY San Diego lecturers to speak 

to  JBU  youth  during  mandatory  sessions  regarding  SUD.  Additionally,  JBU  sought  funding  through 

Proposition 64 to provide a SUD training program, as well as training  in the Restorative Talking Circles 

(RTC)  format.  JBU  plans  to  integrate  the  RTC  format  into  future  sessions with  JBU  youth,  providing 

opportunities  for youth to develop marketable skills, as well as address  issues with SUD.      In order  to 

proactively address co‐occurring mental health and SUD‐related  issues, all youth were encouraged  to 

connect with community partner therapists and psychiatrists to establish individualized treatment plans. 

Pill organizers, reminder contracts, and appointment compliance efforts were utilized with a majority of 

youth. JBU staff also suggested youth may want to consider discussing long‐acting inhibitors (LAIs) with 

mental health professionals as a potential mechanism  to  support medication adherence where youth 
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reported  unfilled  prescriptions,  inconvenience,  or  forgetfulness  was  a  consistent  reason  for  non‐

adherence. 

Other Program Services 

JBU has also combined Occupational Therapy (OT) sessions with SUD programming to best serve the needs 

of youth.  Integration of OT interns, overseen by Dr. Bianca Doherty, resulted in group‐facilitated and one‐

on‐one sessions, focusing on skills such as socialization, emotional intelligence, and job‐seeking/readiness 

skills.  

JBU partnered with clinicians from The Jane Westin Center, who were on‐site at least bi‐weekly to provide 

youth  psychiatric  evaluations  and  prescriptions  for medications  as  needed.  This  on‐site  service  also 

scheduled youth for intake appointments at Areta Crowell Center if needed.  

Nature outings and experiences were also included in JBU programing during FY 2019‐20, including day 

hikes and overnight  stay  in Alpine mountain campgrounds. A garden project was  initiated with youth 

input,  for  construction  in  courtyard  of USA’s main  building.  The  concept  of  nature  as  a  paradigm  is 

reinforced  in  nutrition  classes,  cooking  events,  and  kitchen  work  opportunities,  and  during  weekly 

biofeedback/mind‐body skills training. Youth were taken on a camping trip to Harrison Serenity Ranch at 

Palomar Mountain, an event which will continue on a semi‐annual basis.  

Additionally,  JBU has partnered with a new app designer  to better  serve  the needs of youth and  the 

evaluation team. The holistic service of Reiki was discontinued.  

Experiences with Telehealth Services 

JBU staff who engaged with youth via telehealth reported approximately 15% of youth were consistently 

unable to utilize telehealth with video services. Approximately 20% of telehealth sessions experienced 

tech‐based  difficulties  (i.e.,  dropped/poor  connections,  difficulties with  devices,  etc.).  Staff  providing 

services via telehealth reported JBU youth were willing to attend and schedule sessions via telehealth.   

Individual  providers  reported  different  levels  of  youth  responses  to  telehealth:  some  observed  that 

certain youth struggled to engage and remain focused during the session, while others observed excellent 

engagement characterized by an increased sense of confidentiality during sessions and youth willingness 

to  share  personal  information  that  was  both  unexpected  and  consistent.  Utilization  of  telehealth 

technology may be modality‐ and/or provider‐specific, such that some services and some providers are 

better able to leverage this form of service provision. Overall, staff indicated that utilization of telehealth 

services should continue to be a high priority for the program even after in‐person services become safe 

and available again.  

Additionally, the increased reliance upon telehealth services brought about by the COVID‐19 pandemic 

has resulted in a wider range of community organizations and individual service providers now offering 

telehealth services.  This expanded set of available telehealth services created opportunities for JBU youth 

to access services that would previously have been more difficult or impossible to obtain in‐person.  
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Impact of COVID‐19 on Program Staff 

Overall, staff members indicated there were aspects of their lives, both related to work and unrelated to 

work,  which  changed  due  to  the  COVID‐19  pandemic.  JBU  staff  overwhelmingly  indicated  they 

experienced an  increase  in stress or anxiety due to COVID‐19 and the response to the pandemic. Staff 

members reported coping with this increase in stress by using yoga, meditation, mindfulness, and healthy 

sleep practices. Of note, these are many of the services JBU staff provide to youth as part of the holistic 

service delivery.  Staff also reported other changes in their roles and work‐related tasks due to COVID‐19.  

Program Changes from Initial Design 

After reviewing outcome data and collecting experiences of JBU youth, JBU stakeholders recognized those 

finding success in the program were typically engaged in services for a longer period of time. In discussions 

with BHS, it was decided to extend the in‐residence phase of the JBU program from 90 days to 120 days.  

Also, to  increase the number of youth enrolled  in JBU,  it was determined that  in addition to the  list of 

potentially eligible youth provided to JBU by BHS, youth identified through JBU outreach efforts and/or 

referrals from other community partners could also be admitted into JBU as long as they exhibited similar 

characteristics and histories as youth on  the BHS  list  (i.e., SMI diagnosis, homeless, utilization of BHS 

crisis/acute services, and not engaged  in  treatment). This change will be  fully  implemented during FY 

2020‐21.  

Program Recommendations 

During  FY  2019‐20,  the  issues  of  mental  health  stabilization  and  addressing  SUD  continued  to  be 

highlighted as priorities for program staff. Holistic/integrative services were considered to be insufficient 

alone to address severe mental  illness, especially when exacerbated by non‐adherence to prescription 

medications and  co‐occurring SUD. As  such,  JBU  staff  recommend addressing  the  following during FY 

2020‐21:  

1. Focus  program  activities  on  improving  youth  awareness  of  their  own mental  health  needs  and

increasing openness to engaging in mental health treatment.

2. Proactively address factors that  inhibit engagement  in program services through holistic and other

supportive services.

3. Develop additional strategies to improve JBU effectiveness among youth who have co‐occurring SUD.

4. Re‐locate program to a neighborhood with fewer negative environmental opportunities for engaging

in undesired behaviors (e.g., less access to drugs).

Conclusion 

During FY 2019‐20,  the second year of program operations,  JBU was able  to conduct outreach  to and 

successfully enroll 42 youth who met all eligibility requirements (a 90.1% increase in enrollment from the 

prior year).  Coupled with having an SMI, many of the youth also had substance use and abuse issues. JBU 

staff provided daily encouragement and support throughout the residential phase of the program as well 

as offering 441 group and 594 individual sessions for various holistic services and educational/enrichment 

activities. In addition to the emphasis on increasing awareness and practices of wellness among JBU youth, 

Page 149 of 189

 
174 of 200



22 

the program was successful at creating  linkages to other BHS  treatment programs, with 75% of youth 

participating in outpatient care while enrolled in JBU and approximately 25% of youth transitioning to ACT 

programs after completing the residential phase of JBU. While access to external holistic providers was 

more  limited  as  a  direct  response  to  the  COVID‐19  pandemic,  the  JBU  staff  continued  to  provide 

residential care services and facilitated telehealth connections to outpatient treatment providers.   

For youth with baseline and follow‐up outcome assessment data, both the staff self‐report and the youth 

self‐report  measures  indicated  positive  changes  related  to  numerous  domains,  such  as:  improved 

symptom management, greater recovery orientation,  increased sense of well‐being, and reductions  in 

impairment due  to  substance use. Staff  feedback  indicated  that  for youth who were not  successfully 

engaged  in  JBU  services,  substance  abuse  was  a  primary  factor  that  impeded  their  efforts.  These 

experiences prompted the JBU program to create additional community connections and develop internal 

resources to better address substance abuse issues among youth enrolled in the JBU program. Overall, 

the findings from FY 2019‐20 indicated that the JBU program was able to achieve key program objectives 

of outreaching to and engaging with their target youth population, creating linkages to appropriate mental 

health and substance use treatment, and improving the general well‐being of the youth who participated 

in JBU services. The program also continued to evolve to address emerging issues to better meet ongoing 

needs of the youth they are serving, specifically that of mental health stabilization. Substance abuse was 

identified as a significant issue that often disrupted youth engagement in JBU services and inhibited the 

achievement of program objectives.  As such, a more explicit focus on providing the education, supports, 

and treatment linkages needed to help address co‐occurring SUD will be a priority for JBU during FY 2020‐

21.

For more information about this Innovation program and/or the report please contact:
 David Sommerfeld, Ph.D. (dsommerfeld@health.ucsd.edu)

Page 150 of 189

 
175 of 200



23 

Appendix 

Characteristics of Participants who Enrolled during FY 2019‐20 

Characteristic  Total Participants (N=42) 

Gender  N  % 

Male  30  71.4% 

Female  10  23.8% 

Another Gender Identity/Missing  2  4.8% 

Total  42  100% 

Age Group  N  % 

18‐21  20  47.6% 

22‐25  21  50.0% 

Missing  1  2.4% 

Total  42  100% 

Primary Language  N  % 

English  39  92.9% 

Other/Missing  3  7.1% 

Total  42  100% 

Race/Ethnicity  N  % 

African American   11  26.2% 

Latino  17  40.5% 

Caucasian/white  21  50.0% 

Multi‐racial  12  28.6% 

Other/Missing  6  14.4% 

Total1  ‐  ‐ 

Mental Health Diagnosis2  N  % 

Depressive Disorders  13  31.0% 

Bipolar Disorders  5  11.9% 

Anxiety/PTSD/Acute Stress Reaction  5  11.9% 

Schizophrenia and Other Psychotic 
Disorders 

16  38.1% 

Other/Missing  3  7.1% 

Total  42  100% 
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Characteristic  Total Participants (N=42) 

Sexual Orientation  N  % 

Heterosexual or straight  37  88.1% 

Another orientation/Missing  5  11.9% 

Total  42  100% 

Military Status  N  % 

Never served in the military  40  95.2% 

Missing  2  4.8% 

Total  42  100% 

Disability  N  % 

Yes, Has a disability  5  11.9% 

No, Does not have a disability  35  83.3% 

Declined/Preferred not to answer  2  4.8% 

Total  42  100% 

Type of Disability  N  % 

Learning Disability/Other  5  11.9% 

Total3  ‐  ‐ 

1 Total may exceed 100% since youth could select more than one response. 
2 Mental health diagnosis information is obtain form BHS Cerner data system. 
3 Since participants could select more than one specific non‐mental health 
related disability, the percentages may total more than the percent who 
indicated having any disability. 

Page 152 of 189

 
177 of 200



Who participates in the SPC? What activities do SPC
partners participate in the
most?

80% Mental Health Awareness
Month

Note: Nine strategy abbreviations from SPAP Update 2018 http://www.sdchip.org/wp-content/uploads/2018/ 06/6-5-18-
FINAL_BIGSPCSPAPUpdate2018FINAL_rev1.pdf. Percentages may not add up to 100% due to rounding. 

PARTNER SURVEY REPORT 2019 - SUMMARY
S a n  D i e g o  C o u n t y  S u i c i d e  P r e v e n t i o n  C o u n c i l  ( S P C )

The SPC Partner Survey was implemented in 2019 to gather feedback on the collaborative efforts of the SPC, in particular, 
the implementation of the Suicide Prevention Action Plan Update 2018 (SPAP Update 2018) across partner organizations. 
A total of 59 valid unique responses from representatives of partner organizations were received. The response rate was 41%.
Results are focused on the most frequent responses.

Has the SPC made sufficient
progress in implementing the
SPAP Update 2018?

SPC partners recognize the progress
that has been made

Have SPC partners taken steps in implementing SPAP Update
2018 actions?

felt that at least medium or better
progress has been made96%

Note: N=50. Progress was rated on a scale from 0 (no
progress) to 8 (excellent progress), with 4 to 8 equaling at
least medium or better progress and 7 to 8 equaling excellent
or close to excellent progress.

Mental health organization

Community-based organization

Healthcare provider

K-12 schools, social services, and
County of San Diego

59%

47%

21%

19%

63% Suicide Prevention Week

53% SPC Faith Breakfast

51% SPC Annual Stakeholders
Meeting

51% Mental Health Awareness
Walks

Have SPC partners... 

2-1-1 San Diego

82% specifically promoted/
distributed information about
the access function

Are SPC partners aware of available resources?

98% Aware of Resource

67% Used/Distributed in 2018

Access and Crisis Line

98% Aware of Resource

73% Used/Distributed in 2018

Question, Persuade, and Refer
Flyer

98% Aware of Resource

53% Used/Distributed in 2018

Note: N=58. Respondents were able to select multiple
responses.

Note: N=51. Respondents were able to select multiple
responses.

Note: Total N for the above questions ranged from N=48-52. Respondents were able to select multiple responses.

...implemented innovative
programs/approaches to address
social isolation?

...promoted/distributed
information about the access
function of the Access and Crisis
Line?

46% have implemented
innovative programs/
approaches to address social
isolation

Note: Total N for the above questions ranged from 
N=44-52.

felt that excellent or close to
excellent progress has been
made

50%

Of these:

APPENDIX D.8 SUICIDE PREVENTION COUNCIL PARTNER 
SURVEY INFOGRAPHIC
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DRAFT (1) Integrating and Coordinating Activities  
 Integrate and coordinate suicide prevention programs and policies across a broad range of organizations and programs,

and in multiple sectors and settings at state, tribal, and local levels.

At a Glance

Numbers of SPC members
increased in 2020.

SPC is recognized in the San
Diego community.

Website hits to the It’s Up to Us
Campaign have slightly decreased
(from 2017-2019). Data for 2020
will be included in the annual SPC
report card.

SPC supported communities and
worked in partnership with the
San Diego County Office of
Education.

The San Diego County SPC
resource guide for schools 2020
was published.

The percentage of students who
had seriously considered suicide
or who had chronic sad or
hopelessness feelings increased.
Data for 2020 will be included in
the annual SPC report card.

2020

1,499

2019

1,013

SPC Members

2020

486

2019

125

Increase in SPC Members

211 ACL SPC It's Up to Us

53%
43% 35%

22%

Suicide Prevention & Stigma Reduction Community
Survey  - Awareness of SPC in the San Diego

Community in 2020

7 9 11

2015-17 2017-19 2015-17 2017-19 2015-17 2017-19

13% 14% 15% 14% 15%

California Healthy Kids Survey (CHKS) in
2015-17 & 2017-19

% of students by grade level who seriously considered
suicide in past 12 months

7 9 11

2015-17 2017-19 2015-17 2017-19 2015-17 2017-19

23%
29%

26%
32% 30%

34%

California Healthy Kids Survey (CHKS) in
2015-17 & 2017-19

% of students by grade level who had chronic sad or
hopelessness feelings in past 12 months

2017 2018 2020

22%
36%

12%

48%
36%

61%

Suicide Prevention & Stigma Reduction
Community Survey

% parents/guardians who recognize the warning signs
of suicide (agree or strongly agree)

2017 2018 2019

247,000265,454265,771

Stigma Reduction and Suicide Prevention
Website hits - It's Up to Us campaign

Providing Support to School Districts and Communities
For further information, please see page 2 of the dashboard.

SPC School Resource Guide:  The resource guide was published in 2020.
I

African American Community/Black Community: In the spring of 2017, SPC was
approached by two organizations requesting resources and guidance to help
reduce the number of suicides in the populations they serve.
I

American Indian Community: SPC staff was approached by Southern Indian Health
Council (SIHC) to provide information on SPC and resources available to the Native
American community in San Diego.

APPENDIX D.9 SUICIDE PREVENTION COUNCIL DASHBOARDS
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In response to the COVID-19
pandemic, the CSF program

quickly pivoted to remote
service delivery, reaching over

2,500 parents since April,
2020. Both clients and

providers express confidence
in the telehealth platform for

CSF services. 

The Training, Evaluation, and Data

Collaboration (TED-C ) team conducted two

surveys to understand the experience of

Community Services for Families (CSF)

clients and providers during the switch to

telehealth during the COVID-19 pandemic. 

The client survey was conducted in English

and Spanish in Fall of 2020 with 431 clients

that received CSF services through a

telehealth platform. This included both

clients that had received in-person services

prior to the pandemic and were currently

receiving telehealth services, as well as

clients that had only received services

through telehealth. Both groups of clients 

 responded similarly, and their responses are

aggregated in this report. 

The provider survey was conducted in

Spring of 2021, with 56 CSF providers from

San Diego county responding. 

Training, Evaluation, and
Data Collaboration

COMMUNITY SERVICES FOR FAMILIES:
TELEHEALTH EXPERIENCES 

APPENDIX D.10 TED-C COVID-19 BRIEF
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TELEHEALTH EXPERIENCES

"In person is good but enjoyed the flexibility of doing services over phone. 

I felt more honest and confident over the phone versus in person." -- Client

"The flexibility in doing sessions through telehealth is helpful for clients especially when doing the

sessions in home or in the evening times. Also, clients would feel more safe and comfortable in doing the

sessions via zoom or telephone rather than in home visit." -- Family Support Partner

CSF clients and providers were asked to rate their experience with telehealth services

during COVID-19, on a scale of 1 to 5, with 5 being “Excellent” and 1 being “Poor.”  Mean

scores were high for both indicating a good to excellent experience with telehealth.

Communication
The quality of communication between me and my CSF service provider(s)

1 - Poor Excellent - 5

Client

Provider

Participation
Client participation during services/sessions

Client

Provider

1 - Poor Excellent - 5

Private Discussions
My ability to have private discussions with my CSF service provider(s)

Client

Provider

1 - Poor Excellent - 5

Page 156 of 189

 
181 of 200



ABILITY TO ATTEND SESSIONS

No, I only want in person services

Yes, all of the time Yes, most of the time

Yes, sometimes

The overwhelming majority of clients report that telehealth facilitates the ability to

attend services, and that it should continue to be an option, even once safe to be in-

person. The results are particularly pronounced for male clients.

Male Female "My male clients might not be

as successful in services in

person as I have had success

with my male clients via

telehealth due to their work

schedule. A lot of my male

clients have been successful

this past year because they

have been able to access their

zoom meeting even while they

are still out of the

home/working. They take a

break from work and do their

services via telehealth." 

 

-- Family Support Partner

Female

Male

1 - Poor Excellent - 5

Clients would prefer to have a telehealth option
for at least some of the time.88%

When in-person services become safe and available, do you think you will
be interested in continuing to use telehealth video services?

 "I like the fact that it's easier to schedule and attend classes through video" -- Client
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Providers are

confident in their

ability to provide

services via

telehealth

94%

I think my agency has done a good job supporting the shift to increased telehealth
services

Providers feel

supported by

their agencies in

the shift to

telehealth

 96%

Providers are

interested in

continuing to use

telehealth video

services

 96%

Yes, all of the time Yes, most of the time

Yes, sometimes No

I am confident in my ability to provide services via telehealth sessions

"My answer is between

occasionally and most of the

time. I think best practice would

be to give a parent the choice

and determine that together

based on their needs and

schedule. The convenience of

Zoom is real for many families,

since many feel overwhelmed

with numerous services on their

case plans. Less time traveling

to families homes could result in

more engagement." 

-- Family Support Clinician

When in-person services become safe and available,
would you be interested incontinuing to use telehealth
video services?

PROVIDER PERSPECTIVES
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TELEHEALTH TECHNOLOGY

Clients have

consistent access

to telehealth

technology

72%

Providers

experience tech-

based difficulties

more than 25% of

the time 

1 in 10

Approximately what percentage of telehealth with video sessions experienced
techbased difficulties (i.e., dropped calls, poor connections, difficulty with devices, etc.)?

I frequently have issues/challenges that interfere with receiving telehealth
services. (i.e., problems with your phone or computer, no internet/poor internet
connection, not having access to a device for video services, etc.).

"It was not difficult via Zoom never had problems with the programs" --Client

"Zoom Sessions for ALL Modules have worked best for me. I can build rapport, I can pull up forms and
training materials and share on my screen. And I feel that client's children also respect and interrupt less

via zoom, instead of in person." -- Family Support Partner
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Danielle L. Fettes, PhD 
dfettes@health.ucsd.edu | (619) 994-3085 

PROFESSIONAL EXPERIENCE 
2018-present Assistant Adjunct Professor, Department of Psychiatry, UC San Diego, CA. 
2015-2018 Assistant Project Scientist, Department of Psychiatry, UC San Diego, CA. 

EDUCATION 
1995 Bachelor of Arts, Sociology, Emory University 
2002 Master of Arts, Sociology, Indiana University 
2009 PhD, Sociology, Indiana University 
2009-2014 Postdoctoral Scholar, Implementation Science, University of California, San Diego 

SELECT EVALUATION CONTRACTS AND RESEARCH STUDIES 

William T. Grant Foundation. Community-Academic Partnership for the Translational Use of Research Evidence 
(CAPTURE) in Program, Policy, & Practice; Role: Principal Investigator; Time Period: 3/18-9/22. 
Responsible for ensuring all components for this mixed-methods study are implemented and completed. I serve as 
a direct liaison to the County of San Diego Health & Human Services Agency, Child Welfare Services. I lead all 
community-partnered activities for this study, including a steering committee comprised of system leaders across 
CWS, behavioral health, and partnering organizations. 

San Diego County Department of Health & Human Services, Child Welfare Division. Community Services for 
Families: Training, Evaluation, & Data Collaboration (TED-C); Role: Principal Investigator; Time Period: 4/17-
12/21. Responsible for designing the evaluation strategy, survey development, data collection, and completing all 
annual reporting requirements. With over 1000 participants annually, the evaluation examines the pathways by 
which families move through the array of recommended, community-based services, and how those services may 
mitigate future system referrals. Prepare reports for County of San Diego, CWS, partner organizations, and the 
State of California. 

National Institute of Mental Health. Interagency Teams to Scale-Up Evidence-Based Practice; Role: Investigator; 
Time Period: 4/11-3/17. A community-academic partnership between county government, a local community 
funding initiative, and provider agencies representing all six San Diego County regions and including over 1000 
community members. Responsibilities included collaborating with the County of San Diego, CWS division and 
partner organizations, survey design, overseeing all web-based data collection with providers and participating 
families, and preparing associated materials for dissemination and reporting. 

Administration on Children, Youth, & Families, U.S. Department of Health and Human Services. Mindfulness-
Based Services for Families and Children Affected by Domestic Violence; Role: Principal Investigator; Time 
Period: 10/21-9/23. Responsible for leading a rigorous evaluation, focused on program implementation, system 
reach of a mindfulness-based domestic violence training, and program success. 

Blue Shield of California. Improving Early Childhood Development Through a Therapeutic Preschool in Chula 
Vista for Children Exposed to Family Violence; Role: Principal Investigator; Time Period: 4/20-3/22.  
Responsible for designing and implementation the evaluation strategy, including survey design, data collection, 
study recruitment. Complex data analysis including a longitudinal examination of children’s elementary school 
outcomes, examined via a propensity score matching design.  

Rady Children’s Hospital San Diego. Outcomes Lead for Developmental Services; Role: Principal Investigator; 
Time Period: 4/18-6/25. As PI, I partner with Developmental Services specifically to disseminate findings 
regarding program reach and key outcomes such as service linkage and social-emotional gains for ~2000 young 
children annually. 
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David H. Sommerfeld, Ph.D., M.S.W. 

PROFESSIONAL EXPERIENCE 
2021-present Assistant Adjunct Professor, Department of Psychiatry, UC San Diego, CA. 
2013-2021 Assistant Project Scientist, Department of Psychiatry, UC San Diego, CA. 

EDUCATION 
1999 Master of Social Work, University of Michigan 
2006  Master of Arts, Sociology, University of Michigan 
2007 Ph.D., Joint Doctoral Program in Social Work and Sociology, University of Michigan, 

SELECT EVALUATION CONTRACTS AND RESEARCH STUDIES 

San Diego County Behavioral Health Services. Analysis and Evaluation of MHSA Innovation Funded 
Behavioral Health Services; Role: Co-Principal Investigator; Time Period: 8/15-12/23. 
Responsible for collaboratively designing and implementing evaluation plans for a portfolio of MHSA 
funded INN behavioral health programs (15 separate programs to-date). Tasks include assembling evaluation 
teams with relevant subject matter experts for each program, identifying and developing data collection 
instruments as needed, training program staff on data collection techniques, analyzing data, supervising 
research associates and data analysts and preparing annual and final program reports.  

National Institute on Minority Health and Health Disparities. Improving Native  
American Elder Access to and Use of Healthcare through Effective Health System Navigation; Role: 
Subcontract Principal Investigator; Time Period: 8/15-12/21. 
Collaborated with research team to design this qualitative and quantitative mixed-methods study. 
Responsible for survey development, training Native American elder data collection interviewers, conducting 
data analyses, integrating quantitative findings with qualitative findings, and manuscript preparation.  

San Diego County Behavioral Health Services. In-Home Outreach Teams and Assisted Outpatient Treatment 
Service Evaluation. Role: Co-Principal Investigator; Time Period: 8/16-6/25. 
Responsible for designing evaluation plans for two inter-connected behavioral health targeting treatment 
resistant persons with SMI, developing data collection instruments as needed, training program staff on data 
collection techniques, analyzing data, and preparing reports.  

State of California-Department of Corrections and Rehabilitation. Transitional Case Management Program 
Evaluation. Role: Research Director; Time Period: 7/19-6/22.  
Responsible for designing the evaluation strategy, supervising research assistants, collecting and analyzing 
quantitative and qualitative data, and preparing reports for the CA Department of Corrections and 
Rehabilitation.  

National Institute of Mental Health. Multi-Component Intervention for Diabetes in  
Adults with Serious Mental Illness (MIDAS); Role: Investigator; Time Period: 8/18-5/22. 
Responsible for designing and conducting the implementation science portion of the Hybrid Type I 
implementation and effectiveness MIDAS RO1.  Supervised data collection and analysis related to key 
implementation outcomes including implementation feasibility and acceptability in residential care facilities.  

National Institute of Mental Health. Enhancing Assertive Community Treatment with CBT and SST for 
Schizophrenia. Role: Investigator; Time Period: 5/11-2/16 
Responsible for designing and conducting the implementation science portion of the Hybrid Type I 
implementation and effectiveness study.  Supervised concept mapping data collection, analysis, reporting 
related to key factors affecting implementation and utilization of CBSST into ACT teams.  
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Andrew Sarkin 
asarkin@health.ucsd.edu 

619-277-4842
 

PROFESSIONAL EXPERIENCE________________________________________________________________________________ 
University of California, San Diego                 August 2001- Present 

Health Services Research Center, Director of Evaluation Research 
• Directed multiple research and evaluation projects for improving wellness and treating various health conditions.
• Led development of innovative medical information systems.
• Managed the selection and implementation of mental health outcomes measures in two counties and the State of California.
• Acted as Principal Investigator (PI) or Co-PI on several contracts and grants.
• Taught Project Management and Program Evaluation for Researchers

_________________________________________________________________________________ 
EVALUATION CONTRACTS DIRECTED 
SAMHSA Grant Program Evaluation for La Maestra - CCMHC           07/20-06/22 
Program Evaluation for Certified Community Mental Health Center      
Role: Subcontract Principal Investigator 
SAMHSA Grant Program Evaluation for La Maestra - MAT                 01/19-12/21 
Program Evaluation for Medication-Assisted Treatment        
Role: Subcontract Principal Investigator 
SAMHSA Grant Program Evaluation for La Maestra - SBIRT              02/19-12/23 
Program Evaluation for Screening, Brief Intervention, 
and Referral to Treatment 
Role: Subcontract Principal Investigator 
Mental Health Services Oversight and Accountability Commission   08/16-08/17 
Toolkit for Evaluation, Assessment, and Measurement  
for Community Services and Supports (CSS) Programs 
Role: Principal Investigator 
National Alliance for the Mentally Ill Program Evaluations                  07/16-06/21 
Performance Monitoring and Data Analysis      
Role: Principal Investigator 
California Tobacco Control Program - Program Evaluation                 11/19-06/24 
Program Evaluation for American Indian Tobacco Initiative      
Role: Co-Investigator 
San Diego County Behavioral Health Services                                  12/16-12/24 
Performance Monitoring and Data Analysis      
Role: Co-Investigator 
San Diego County Evaluation of MHSA Innovation                           08/15-12/23 
Funded Behavioral Health Services  
Evaluation Consultation, Programming, and Questionnaire Design       
Role: Co-Investigator 
Mental Health Services Oversight and Accountability Commission   01/14-07/16 
Community Services and Supports (CSS) Tracking, Monitoring, and Evaluation System 
Role: Principal Investigator 
Los Angeles County Mental Health Services                                     07/12-12/15 
Evaluation of the Innovations Programs Implemented Under the Mental Health Services Act   
Role: Co-Investigator 

CERTIFICATIONS, PROFICIENCIES, SKILL SETS                          __________________________________                  _____ 
Trained in: CITI Collaborative Institutional Training- Human Subjects Research. 
Proficient in: Multiple statistical analysis and reporting software packages, population health analysis, cost analysis, needs 
assessment, program monitoring. 
Skilled in: Community-based research and program evaluation, qualitative and quantitative research, database design and 
management, electronic data collection systems, authoring over 40 peer-reviewed publications, design of interviews, focus 
groups, and surveys. 

EDUCATION_________________________________________________________________________________________________ 
Cornell University, B.A. in Psychology, 1990 
San Diego State University, M.A. in Psychology, 1995 
San Diego State Univ. / Univ. of California San Diego, Ph.D. in Clinical Psychology, 2002 
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SKILLS 
Project Management 

Public Speaking 

Data Collection and Analysis 

SurveyGizmo 

SPSS 

MS Suite 

PROFILE WORK EXPERIENCE 
Field Researcher with 7-years of 
experience in mental health research 
and evaluation in Europe and in the 
United States. Lena is knowledgeable 
in working with individuals from 
diverse cultural backgrounds as well 
as stakeholders in community-based 
and clinical settings. Motivated team 
player with excellent interpersonal 
skills, problem solving capabilities, 
and creativity.  

Program Evaluation Specialist  2019 – present 
UC San Diego, Health Services Research Center • La Jolla, CA 

• Create quarterly and annual reports documenting program outcomes
• Collaborate with program staff to identify and recommend potential

improvements in current outcomes and other measurements
• Present project results to programs and at community and stakeholder

meetings
 Youth Development Teacher           2018 – 2019 
Joe and Mary Mottino Family YMCA • Oceanside, CA  

• Implemented age-appropriate program activities that engage students age
5 to 12 years in active and meaningful experiences

• Cultivated positive relationships and maintained effective communication
with parents to inform them about their child’s behavior and progress

Research Associate and Assistant      2014 – 2018 
German Institute on Addiction and Prevention Research • Germany 

• Coordinated and conducted interviews with 60 older drug dependents to
assess the outcome of a 6-month case management intervention

• Performed social network analysis to examine care for older individuals
using illegal drugs in three major cities in Germany

• Co-authored and published journal articles and conference presentations

LENA HOFMANN 

EDUCATION 

Team Leader  2017 – 2018 
Talentbruecke GmbH & Co. KG • Germany 

• Instructed and conducted psychological assessments using standardized
test instruments with students in 8th grade to analyze personal skills

• Lead small group discussions with students using different type of
discussion techniques

• Counseled students and parents in possible career areas based on their
strengths and weaknesses

PUBLICATIONS 

COMMUNITY SERVICE 
Christian Surfers, Coordinator, 2019 – present 
• Teach, counsel, and provide guidance to college and high school students
• Community service, promoting healthy living, and care for the environment
North County Lifeline, June 2018 – June 2019
• Provided childcare as needed on an on-call basis for clients of the LifeSpring

and Project LIFE program
• Supervised and played with children while clients attend therapy session

with case managers

Master of Arts, Clinical Social Work 
Faculty of the Catholic University of Applied 
Sciences of North Rhine Westphalia, Germany 
2018 

Bachelor of Arts, Social Work 
Faculty of the Catholic University of Applied 
Sciences of North Rhine Westphalia, Germany 
2014 

Hofmann, L., Sarkin, A., Wolochuck, J., Moran, 
A., Heller, R. (2020). Understanding Stigma 
from People Walking the Journey: Impacts and 
Recommendations. Meeting of the Minds 
Conference 2020. 

Kuhn, U., Hofmann, L., Hoff, T. et al. (2018). 
Using social network analysis to examine care 
for older drug users in three major cities in 
Germany. Z Gerontol Geriat 1399.  

Kurnatowski, V., Hofmann, L. & Jungbauer, J. 
(2018). Life Story Work in Foster Care – Results 
from an Expert Survey in Germany and Great 
Britain. Praxis der Kinderpsychologie und 
Kinderpsychiatrie, 67, 767-783. 

(858) 622-1771 ext. 7042  lhofmann@health.ucsd.edu 
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AMANDA FARR 
Afarr04@gmail.com | (484) 682-8880 

PROFESSIONAL EXPERIENCE 
Health Services Research Center, UC San Diego Health June 2019 - Present 
Research Coordinator, Staff Research Associate II 

• Project coordinator for multiple ongoing research and evaluation studies utilizing mixed-methods approaches to improve the
use of evidence based practices in public service sectors in community-based settings

Action Research on Community Health Equity, Sexuality and Gender Lab, San Diego State University April 2018-July 2019 
Graduate Research Assistant 

• Community outreach coordinator conducting stakeholder interviews, focus groups, member checks, SHOWeD sessions, and
weekly community partner meetings for ongoing research projects

San Diego City College Nov 2016-Aug 2017 
Vice President of Instruction: Project Assistant 

• Assisted with the successful accreditation effort of San Diego City College’s campus
COMMUNITY EXPERIENCE 
All of US | NIH Study  2019 - Present 
Virtual Advisory Board Member 

• Develop options, provide feedback and community member voice, and engage in evaluation program activities
San Diego Youth Services 2018 
Quality Management Intern 

• Wrote, edited, and updated policies and procedures to reflect revisions of local laws and SDYS policies
San Diego Foster Care 2014-2016 
Support Group Leader | Instructor 

• Facilitated and led family support group for foster parents of HIV+ and drug exposed children
• Presented through Rady Children’s Hospital on caring for medically fragile children as part of required foster parent training

March of Dimes 2011-2017 
Family Ambassador 

• Facilitated discussions with media, local businesses, medical providers, and families to advance March of Dimes
PUBLICATIONS & PRESENTATIONS 
Chadwick Conference  Jan 2021 
Informing Policy and Strengthening Practice through Community-Academic Partnership 

• Presenter
13th Annual Conference on the Science of Dissemination and Implementation Science  Jan 2021 
Advancement of a Community-Academic Partnership for Translational Use of Research Evidence in Child Welfare Policy and Practice 
(CAPTURE) 

• Author
Journal of LGBT Youth  June 2020 
Youth participatory action research to address aging out of LGBTQ-supportive services in Chicago 

• Author
International Journal of Environmental Research and Public Health  April 2020 
It’s just a band-aid on something no one really wants to see or acknowledge”: A photovoice study with transitional age youth 
experiencing homelessness to examine the roots of San Diego’s 2016-2018 hepatitis A outbreak 

• Author
Social Justice Conference  May 2019 
Action4Health: A Forum on Youth Homelessness, Health, and Stigma 

• Presenter
San Diego State University Student Research Symposium April 2019 
The Use of CBPR among SOGIE Minority Youth 

• Presenter
• Awarded: Library Award

SKILLS 
Trained in: CITI Collaborative Institutional Training- Human Subjects Research 
Proficient in: SPSS, SAS, Dedoose, NVivo, EPIC, Adobe Acrobat Pro, MS Excel, ISIS, PeopleSoft, KRONOS,  
Skilled in: Participatory community-based research and program evaluation, project management, needs assessments, qualitative, 
quantitative, and mixed-methods research, PhotoVoice, database development and management, grant writing, presenting research 
findings, legislative advocacy, IRB submissions and edits 
EDUCATION 
Master of Public Health 2019 
San Diego State University, emphasis in Health Promotion and Behavioral Science 
Bachelor of Arts: Educational Studies 2013 
Western Governors University, emphasis in Science 
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REGINA A. MISCH, M.A, MPA 
ginamisch.research@gmail.com | (619) 890-4090 | LinkedIn: ginamisch 

PROFESSIONAL EXPERIENCE 
Health Services Research Center, UC San Diego Health Aug 2016 - Present 
Project Manager, Staff Research Associate 

 Research project manager to multiple social research and evaluation studies, coordinate evaluation and health outcomes
measurement activities for County and State mental health programs while supervising 2 research associates

 Develop research and data collection processes; design SQL queries for data extraction and in-depth analysis in SPSS
 Successful award of grant proposals

Rady Children’s Hospital, DSEP Nov 2012 - Aug 2016 
Research Associate  

 Support DSEP, a First 5 program, through coordinating outcomes data for reporting to child welfare services
 Manipulation and cleaning of large data sets; data analysis and preparation of reports; query design for exporting data
 Coordinated quality improvement projects; creation of project documentation and timelines

Rady Children’s Hospital, KidSTART        May 2011 - Nov 2012 
Program Manager  

 Development of a new First 5 program at RCHSD serving 300 children annually
 Supported a staff of 20 employees including developmental providers (OT, PT, Speech), care coordinators, researchers,

and administrative staff, recruited 10 new staff members
 Created policies and procedures for program implementation; assisted with the development of a $1.7 million budget

Sr. Research Associate  Nov 2010 - May 2011 
 Coordinate evaluation of KidSTART, a First 5 program, statistical analysis and preparation of monthly reports
 Project management of the design of multi-functional Access database; represent KidSTART at research and County

monitoring meetings
 Development of research processes and data collection procedures, provide technical assistance to other staff

San Diego Association of Governments        Jul 2002 - Jun 2006 
Associate Research Analyst  

 Management of program evaluation and research; direct supervision of 3 Research Associates
 Development and implementation of research plan; utilization of statistical analysis and sampling techniques
 Facilitate County-wide meetings; presentation of research results at national and international conferences

*Information about work experience between June 2007 and May 2010, and experience prior to 2002 available upon request.

TEACHING EXPERIENCE 
Miracosta College Jan 2017 - Present 
Associate Faculty 

 Teaching General Psychology and Statistics for Behavioral Sciences under the Psychology and Sociology departments
 Supported students as faculty advisor for internships; develop lesson plans and teaching modules

UC San Diego Nov 2012 - Aug 2016 
Guest Lecturer 

 Professional Development Seminar- Project Management (CLRE-258) – Master’s program
 Health Outcomes - Drug Development and Product Management program

CERTIFICATIONS, PROFICIENCIES, SKILL SETS         
 Technical Expertise: SPSS, SQL Server, Python, Telerik, Tableau, ArcGIS, Excel, Access, Word, PowerPoint, Publisher
 Specialties: Project Management, Evaluation Research, Process Improvement, Quantitative and Qualitative Research,

Research and Survey Design, Statistics and Data Analysis, Benchmarking, Professional Development, Public and
Motivational Speaking, Grant Research and Writing

 Training: International Fellowship of Chaplains, Advanced Excel, Creating Sexually Healthy Communities
EDUCATION 
Master of Public Administration 2002 
University of Southern California, emphasis in community development and planning 
Master of Art: Sociology 1999 
Humboldt State University, emphasis in evaluation research  
Bachelor of Arts: Sociology 1995 
University of California, Irvine  
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FRANCES J. REYES YEE 
4051 Mount Bross Ave., San Diego, CA 92111 • (626) 257-8797 • freyesyee@gmail.com 

PROFESSIONAL EXPERIENCE 
UC San Diego Health Services Research Center – San Diego, CA 
Program Evaluation Associate 9/2018 – present 
• Manage program evaluation of La Maestra Family Clinic’s SAMHSA-funded programs and support San Diego County-

funded evaluation projects
• Coordinate the development of ClubHOMS, a data collection system for San Diego County clubhouses
• Identify and develop data collection measures and prepare program evaluation plans in collaboration with stakeholders
• Supervise undergraduate evaluation interns

Senior Program Evaluation Specialist 2/2015 – 8/2018 
• Managed state-funded projects to develop tools for the evaluation and assessment of Community Services and Supports

and Prevention and Early Intervention programs
• Coordinate stakeholder engagement efforts, including evaluation advisory groups and regional meetings
• Develop outcome measure training materials, including outcome measure manuals and training presentations
• Coordinate completion of program evaluation project deliverables and prepare reports on project progress for funders
• Support San Diego County-funded evaluation projects

Volunteers of America, Greater Los Angeles – Los Angeles, CA 
Internal Program Evaluator  11/2013 – 2/2015 
• Managed evaluation and research projects for youth, veteran, and substance abuse recovery programs
• Developed research and evaluation data collection methods, including surveys, focus groups, and interviews
• Collaborated with program staff and management to create program logic models and process flow diagrams
• Engaged youth in community research activities, including survey development, data collection, data analysis, and

reporting as part of the Building Health Communities Boyle Heights Healthy School Meals Advocacy Project

Research Analyst 6/2013 – 10/2013 
• Coordinated data collection, analysis, and reporting for internal evaluation projects for, children, youth, and education

programs, including Upward Bound and Head Start
• Designed evaluation measures including surveys to assess client outcomes
• Generated program development recommendations based on evaluation results
• Presented evaluation results to program managers via presentations and written reports

Lead Evaluation Assistant  9/2011 – 5/2013 
• Managed a study exploring the effectiveness of heart rate variability biofeedback treatment for veterans with PTSD
• Coordinated logistics for formative evaluations of youth and education programs
• Performed data collection, analyzed quantitative and qualitative data, and prepared written reports
• Trained and supervised undergraduate evaluation interns

Parents Anonymous Inc. – Claremont, CA 
Administrative Assistant 10/2010 – 4/2011  
• Provided support for the coordination of the annual California Parent Leadership Conference
• Assisted in preparation of quarterly reports, meeting minutes, expense reports, and other documents
• Assisted with grant proposal preparation
• Responded to requests for information and other inquiries

Applied Behavior Consultants – Ontario, CA 
Behavior Technician  6/2008 – 8/2008 
• Provided educational and behavioral support to children with autism using principles of Applied Behavior Analysis

(ABA)
• Implemented the Picture Exchange Communication System (PECS)
• Collected observational behavior data
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VOLUNTEER EXPERIENCE 
Parents Anonymous Inc. – Claremont, CA       
Evaluation Intern/Research Assistant 9/2009 – 10/2010   
• Entered, verified, and cleaned data 
• Conducted literature searches 
• Prepared evaluation reports 
 
University of California, Riverside – Riverside, CA      
Culture and Personality Laboratory Research Assistant  9/2004 – 6/2005  
• Conducted literature searches using PsychINFO and catalogued research articles using EndNote 
• Proctored surveys 
• Entered survey data using SPSS 

EDUCATION 
Master of Arts, Psychology  5/2010 
Co-Concentration in Applied Developmental Psychology & Evaluation 
Claremont Graduate University 
 
Bachelor of Arts, Psychology  12/2005  
Minors in English and Sociology 
University of California, Riverside 
Honors: Inducted into Psi Chi National Honor Society in Psychology; Dean’s List (4 quarters); Chancellor’s List 

SKILLS

• Basic Spanish proficiency 
• Statistical analysis software: SPSS 
• Qualitative data analysis software: ATLAS.ti 

• Reference management tools: Endnote, Mendeley, Zotero 
• Internet-based survey tools: QuestionPro, SurveyGizmo 
• MS Suite: Word, PowerPoint, Excel, Publisher, Visi

 

PUBLICATIONS 
Reyes, F. (2015).  Implementing heart rate variability biofeedback groups for veterans with posttraumatic stress 

disorder.  Biofeedback, 42(4), 137-142. 

SELECTED PRESENTATIONS 
Sala, B., Landry, K., Sarkin, A., Reyes, F., Beal, R., Choi, K., Zimiles, J. (2018, March). Methods for complying with 

Mental Health Services Act (MHSA) Prevention and Early Intervention (PEI) regulations for data collection and 
rseporting. California Mental Health Services Oversight and Accountability Commission Webinar. 

Sarkin, A., Wilson, E., & Reyes, F. (2017, April). Tools to support and evaluate evidence-based practices in prevention 
and early intervention. Paper presented at the Evidence-Based Practices Symposium: Outreach to Outcome: 
Continuum of Prevention and Early Intervention Services, Long Beach, CA. 

Sarkin, A., Reyes, F., Beal, R., Choi, K., Wilson, E., Klinicka, L., Zimiles, J. (2017, March). Toolkit for Evaluation, 
Assessment, and Monitoring for Adult Community Services and Supports Programs. California Mental Health 
Services Oversight and Accountability Commission Regional Meetings in San Diego, CA and Sacramento, CA. 

Reyes, F., Markoe Hayes, S., & Watts, M.  (2014, September).  Healthy can be tasty: A participatory evaluation with 
student advocates demanding change in the school cafeteria.  Poster presented at the 28th Annual Conference of 
the American Evaluation Association, Denver, CO. 

Markoe Hayes, S., Reyes, F., Hemingway, B., & Gibson, K. (2013, October).  Every voice counts: Including all 
stakeholders in internal evaluation.  Panel session presented at the 27th Annual Conference of the American 
Evaluation Association, Washington, D.C.  

Markoe Hayes, S., Ginsberg, J., Reyes, F., & Goswitz, A. (2013, March).  Heart rate variability biofeedback training may 
improve veterans’ cardiac coherence and alleviate PTSD.  Poster presented at the 44th Annual Scientific Meeting 
of the Association for Applied Psychophysiology and Biofeedback, Portland, OR.   
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NICHOLAS  PANAGON,  MPH 
20 Willowglade, Trabuco Canyon, CA 92679 

949.525. 6538  N P A N A G O N @ G M A I L . C O M 

PROFES SI ONAL   EX PERI ENCE

UCSD HEALTH  SERVI CE  RES EARCH  CENTER , SAN  DIEGO, CA   SEP  2015 - PRES ENT
Provides comprehensive research and a n a l y t i c s  to academia, corporations, and individuals. 

Community Education Specialist 2 
Generate reports governed by county contracts to assess effectiveness of mental health organizations throughout San Diego. 
Perform statistical analysis, outcome reports, and research methodologies for the treatment of clients using mental health services. 

• Manages a 3-person team to conduct community health program assessments.
• Creates cost-benefit analysis reports.
• Manage and analyze datasets to evaluate the financial, social, mental, and housing goals of LA County’s

homeless population.
• Co-lead meetings to improve community welfare.

RADY  CHI LDREN’ S  HOSPI TAL , SAN  DIEGO, CA OCT  2010 - MAY  2011 
Care facility for children in San Diego County. 

Research Assistant 
Screen and enroll hospitalized patients from a diverse, underserved population to participate in a study to reduce hospital 
readmissions in infants.  

• Disclose case study information and obtain informed consent from approximately 400 participants.
• Conducted face to face interviews of 400+ family members in a hospita l  set t ing.
• Organize, verify, and enter data of approximately 1,000+ participants, generated from interviews, surveys,

and electronic records.

ENVI RONMENTAL  RESEARCH  STUDY , SAN  YSIDRO,  CA OCT  2009 - MAY  2010 
A project to examine border city air pollutants; published by Atmospheric Environment. 

Research Assistant 
Collect and process data from air quality testing equipment. Interact with business owners and education leaders to use 
specific sites to test air quality in the high-traffic border town of San Ysidro.  

• Maintain equipment functionality by clearing filters, resetting calibrations, and charging batteries.
• Travel to various sites, working on building tops to transfer equipment data to computers for report generation.

EDUCATI ON

MPH - Epidemiology, San Diego State University, San Diego, CA Graduation: May 2011 
BA - Biology, University of California, Santa Barbara, Goleta, CA Graduation: June 2007 

P U B L I C A T I O N S  

Quintana, Penelope J. E.; Dumbauld, Jill J.; Garnica, Lynelle; Chowdhury, M. Zohir; Velascosoltero, José; Mota-Raigoza, Arturo; 
Flores, David; Rodríguez, Edgar; Panagon, Nicolas; Gamble, Jamison; Irby, Travis; Tran, Cuong (2014) “Traffic-related air pollution 
in the community of San Ysidro, CA, in relation to northbound vehicle wait times at the US-Mexico border Port of Entry.” 
Atmospheric Environment, Volume 88, p. 353-361. 

Novotny, Tom; Alcaraz, John; Panagon, Nicholas; Shillington, Audrey; Peddecord, Michael (2011) “Prompts for preventative care 
and human papillomavirus vaccine uptake in 11-17 year old girls.” 
Pending 
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COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 
 

EXHIBIT B – INSURANCE REQUIREMENTS 
 

 

 

Without limiting Contractor’s indemnification obligations to County, Contractor shall provide at its sole expense and 
maintain for the duration of this contract, or as may be further required herein, insurance against claims for injuries to 
persons or damages to property which may arise from or in connection with the performance of the work hereunder and the 
results of the work by the Contractor, his agents, representatives, employees or subcontractors. 
 
1. Minimum Scope of Insurance 
Coverage shall be at least as broad as: 

A. Commercial General Liability, Occurrence form, Insurance Services Office form CG0001.  
 
B. Automobile Liability covering all owned, non owned, hired auto Insurance Services Office form CA0001. 
 
C. Workers’ Compensation, as required by State of California and Employer’s Liability Insurance. 

 
D. Professional Liability (Errors & Omissions)   

 
2. Minimum Limits of Insurance 
Contractor shall maintain limits no less than: 

A. Commercial General Liability including Premises, Operations, Products and Completed Operations, Contractual 
Liability, and Independent Contractors Liability: $2,000,000 per occurrence for bodily injury, personal injury and 
property damage. The General Aggregate limit shall be $4,000,000. 

   
B. Automobile Liability: $1,000,000 each accident for bodily injury and property damage. 
 
C. Employer’s Liability: $1,000,000 each accident for bodily injury or disease. Coverage shall include waiver of 

subrogation endorsement in favor of County of San Diego. 
 

D. Professional Liability (Errors & Omissions): $2,000,000 per claim with an aggregate limit of not less than 
$4,000,000. Coverage shall include contractual liability. This coverage shall be maintained for a minimum of three 
years following termination or completion of Contractor’s work pursuant to the Contract.  
 

 
If the contractor maintains broader coverage and/or higher limits than the minimums shown above, the County requires 
and shall be entitled to the broader coverage and/or higher limits maintained by the Contractor. As a requirement of this 
contract, any available insurance proceeds in excess of the specified minimum limits and coverage stated above, shall also 
be available to the County of San Diego.                                 
             
 3. Self-Insured Retentions 
Any self-insured retention must be declared to and approved by County Risk Management. At the option of the County, 
either: the insurer shall reduce or eliminate such self-insured retentions as respects the County, the members of the Board 
of Supervisors of the County and the officers, agents, employees and volunteers; or the Contractor shall provide a financial 
guarantee satisfactory to the County guaranteeing payment of losses and related investigations, claim administration, and 
defense expenses. 
 
4. Other Insurance Provisions  
The insurance policies are to contain, or be endorsed to contain, the following provisions: 

A. Additional Insured Endorsement 
 The County of San Diego, the members of the Board of Supervisors of the County and the officers, agents, employees 

and volunteers of the County, individually and collectively are to be covered as additional insureds on the General 
Liability policy with respect to liability arising out of work or operations performed by or on behalf of the Contractor 
including materials, parts, or equipment furnished in connection with such work or operations and automobiles 
owned, leased, hired or borrowed by or on behalf of the Contractor. General Liability coverage can be provided in 
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COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 
 

EXHIBIT B – INSURANCE REQUIREMENTS 
 

 

 

the form of an endorsement to the Contractor’s insurance (at least as broad as ISO from CG 2010 11 85 or both CG 
2010, CG 2026, CG 2033, or CG 2038; and CG 2037 forms if later revisions used). 

            
B. Primary Insurance Endorsement 
 For any claims related to this project, the Contractor’s insurance coverage, including any excess liability policies, 

shall be primary insurance at least as broad as ISO CG 2001 04 13 as respects the County, the members of the Board 
of Supervisors of the County and the officers, agents, employees and volunteers of the County, individually and 
collectively. Any insurance or self-insurance maintained by the County, its officers, employees, or volunteers shall 
be excess of the Contractor’s insurance and shall not contribute with it. 

            
C. Notice of Cancellation 
 Each insurance policy required above shall state that coverage shall not be canceled, except with notice to the County. 
 
D. Severability of Interest Clause 
 Coverage applies separately to each insured, except with respect to the limits of liability, and that an act or omission 

by one of the named insureds shall not reduce or avoid coverage to the other named insureds. 
 

General Provisions 
 
5. Qualifying Insurers 
All required policies of insurance shall be issued by companies which have been approved to do business in the State of 
California by the State Department of Insurance, and which hold a current policy holder’s alphabetic and financial size 
category rating of not less than A, VII according to the current Best’s Key Rating guide, or a company of equal financial 
stability that is approved in writing by County Risk Management. 
 
6. Evidence of Insurance  
Prior to commencement of this Contract, but in no event later than the effective date of the Contract, Contractor shall furnish 
the County with a copy of the policy declaration and endorsement pages along with the certificates of insurance and 
amendatory endorsements effecting coverage required by this clause. Policy declaration and endorsement pages shall be 
included with renewal certificates and amendatory endorsements submissions and shall be furnished to County within thirty 
days of the expiration of the term of any required policy. Contractor shall permit County at all reasonable times to inspect 
any required policies of insurance. 
 
7. Failure to Obtain or Maintain Insurance; County’s Remedies 
Contractor’s failure to provide insurance specified or failure to furnish certificates of insurance and amendatory 
endorsements or failure to make premium payments required by such insurance shall constitute a material breach of the 
Contract, and County may, at its option, terminate the Contract for any such default by Contractor.  
 
8. No Limitation of Obligations 
The foregoing insurance requirements as to the types and limits of insurance coverage to be maintained by Contractor, and 
any approval of said insurance by the County are not intended to and shall not in any manner limit or qualify the liabilities 
and obligations otherwise assumed by Contractor pursuant to the Contract, including, but not limited to, the provisions 
concerning indemnification. 
 
9. Review of Coverage 
County retains the right at any time to review the coverage, form and amount of insurance required herein and may require 
Contractor to obtain insurance reasonably sufficient in coverage, form and amount to provide adequate protection against 
the kind and extent of risk which exists at the time a change in insurance is required. 
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COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 
 

EXHIBIT B – INSURANCE REQUIREMENTS 
 

 

 

10. Self-Insurance 
Contractor may, with the prior written consent of County Risk Management, fulfill some or all of the insurance requirements 
contained in this Contract under a plan of self-insurance. Contractor shall only be permitted to utilize such self-insurance if 
in the opinion of County Risk Management, Contractor’s (i) net worth, and (ii) reserves for payment of claims of liability 
against Contractor, are sufficient to adequately compensate for the lack of other insurance coverage required by this 
Contract. Contractor’s utilization of self-insurance shall not in any way limit liabilities assumed by Contractor under the 
Contract. 
 
11. Claims Made Coverage 
If coverage is written on a “claims made” basis, the Certificate of Insurance shall clearly so state. In addition to the coverage 
requirements specified above, such policy shall provide that: 

 
A. The policy retroactive date coincides with or precedes Contractor’s commencement of work under the Contract 

(including subsequent policies purchased as renewals or replacements). 
 

B. Contractor will make every effort to maintain similar insurance during the required extended period of coverage 
following expiration of the Contact. 

 
C. If insurance is terminated for any reason, Contractor shall purchase an extended reporting provision of at least three 

years to report claims arising in connection with the Contract. 
 
D. The policy allows for reporting of circumstances or incidents that might give rise to future claims. 

 
12. Subcontractors’ Insurance 
Contractor shall require and verify that all subcontractors maintain insurance meeting all the requirements stated herein, and 
Contractor shall ensure that County is an additional insured on insurance required from subcontractors. Such Additional 
Insured endorsement shall be attached to the certificate of insurance in order to be valid and on a form at least as broad as 
ISO from CG 2010 11 85 or both CG 2010, CG 2026, CG 2033, or CG 2038; and CG 2037 forms if later revisions used. 
If any sub contractor’s coverage does not comply with the foregoing provisions, Contractor shall defend and indemnify the 
County from any damage, loss, cost, or expense, including attorneys’ fees, incurred by County as a result of subcontractor’s 
failure to maintain required coverage. 
 
13. Waiver of Subrogation 
Contractor hereby grants to County a waiver of their rights of subrogation which any insurer of Contractor may acquire 
against County by virtue of the payment of any loss. Contractor agrees to obtain any endorsement that may be necessary to 
affect this waiver of subrogation. The Workers’ Compensation policy shall be endorsed with a waiver of subrogation in 
favor of the County for all work performed by the Contractor, its employees, agents and subcontractors. 
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COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 

EXHIBIT C – PAYMENT SCHEDULE 

1. CLAIM FOR PAYMENT
Contractor shall submit a monthly claim to account for completed deliverables for the reporting month. Each claim shall
identify the number of completed deliverable or task to which the claim applies, and the amount of compensation sought
for each deliverable or task for the month.

The COR shall review each monthly claim before payment. Only claims that include the information described above
shall be eligible for payment. Each claim the COR approves shall be paid and shall constitute full payment for the
deliverable or task which the claim was submitted.

2. PAYMENT TYPE
Payment for services under the Exhibit A Statement of Work will be on a fixed price payment. All costs associated
with providing the services described in Exhibit A - Statement of Work, including but not limited to, startup costs,
overhead, salary and benefits for staff should be included in the unit cost in the chart below. Pricing must remain
firm and fixed for the duration of this contract.

Deliverable/ 
Task 

Community Engagement Activities Estimate 
Number of 
Activities 

Unit Price Total 

Initial Contract Term:5/1/22 – 4/30/2023 
Deliverable 1 Approved annual operational implementation 

framework (Inclusive of preparatory consultation 
with COR, BHS leadership, and approved analysis 
of prior years’ engagement activities) 

1 $40,000 $40,000 

Deliverable 2 Development and implementation of approved 
formal structure (apps, surveys, etc.) to capture 
input throughout the year. 

1 $40,000 $40,000 

Deliverable 3 Participation in outreach and collaborative activities 
throughout the year, including the Community 
Experience Project and relevant stakeholder 
meetings, community meetings, and other 
stakeholder gatherings to establish contact with 
underserved and unserved populations. (minimum 4 
per month) 

48 $500 $24,000 

Deliverable 4 Develop and Complete Stakeholder Trainings 
(minimum of 6 trainings with 25 participants each) 

6 $6,000 $36,000 

Deliverable 5 Completed CE Listening Sessions (minimum of 6 
per year with minimum 75 participants per forum) 

6 $20,000 $120,000 

Deliverable 6 Completed Focus Groups and Interviews (minimum 
of 20 Focus Groups and 20 interview with a 
minimum 12 participants per focus group) 

40 $3,000 $120,000 

Deliverable 7  COR - Approved Final Report on results of Forums, 
Focus Groups, Interviews, and Marketing Activities 

1 $80,000 $80,000 

Subtotal: $460,000 
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COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 

EXHIBIT C – PAYMENT SCHEDULE 

County Option Year #1 : 5/1/2023 – 4/30/2024 
Deliverable 8 Approved annual operational implementation 

framework (Inclusive of preparatory consultation 
with COR, BHS leadership, and approved analysis of 
prior years’ engagement activities) 

1 $40,000 $40,000 

Deliverable 9 Development and implementation of approved 
formal structure (apps, surveys, etc.) to capture input 
throughout the year. 

1 $40,000 $40,000 

Deliverable 10 Participation in outreach and collaborative activities 
throughout the year, including the Community 
Experience Project and relevant stakeholder 
meetings, community meetings, and other 
stakeholder gatherings to establish contact with 
underserved and unserved populations. (minimum 4 
per month) 

48 $500 $24,000 

Deliverable 11 Develop and Complete Stakeholder Trainings 
(minimum of 6 trainings with 25 participants each) 

6 $6,000 $36,000 

Deliverable 12 Completed CE Listening Sessions (minimum of 6 per 
year with minimum 75 participants per forum)  

6 $20,000 $120,000 

Deliverable 13 Completed Focus Groups and Interviews (minimum 
of 20 Focus Groups and 20 interview with a 
minimum 12 participants per focus group) 

40 $3,000 $120,000 

Deliverable 14  COR - Approved Final Report on results of Forums, 
Focus Groups, Interviews, and Marketing Activities 

1 $80,000 $80,000 

Subtotal: $460,000 

County Option Year #2: 5/1/2024 – 4/30/2025 

Deliverable 15 Approved annual operational implementation 
framework (Inclusive of preparatory consultation 
with COR, BHS leadership, and approved analysis of 
prior years’ engagement activities) 

1 $40,000 $40,000 

Deliverable 16 Development and implementation of approved 
formal structure (apps, surveys, etc.) to capture input 
throughout the year. 

1 
$40,000 $40,000 

Deliverable 17 Participation in outreach and collaborative activities 
throughout the year, including the Community 
Experience Project and relevant stakeholder 
meetings, community meetings, and other 
stakeholder gatherings to establish contact with 
underserved and unserved populations. (minimum 4 
per month) 

48 $500 $24,000 

Deliverable 18 Develop and Complete Stakeholder Trainings 
(minimum of 6 trainings with 25 participants each) 

6 $6,000 $36,000 

Deliverable 19 Completed CE Listening Sessions (minimum of 6 per 
year with minimum 75 participants per forum)  

6 $20,000 $120,000 

Deliverable 20 Completed Focus Groups and Interviews (minimum 
of 20 Focus Groups and 20 interview with a 
minimum 12 participants per focus group) 

40 $3,000 $120,000 

Deliverable 21  COR - Approved Final Report on results of Forums, 
Focus Groups, Interviews, and Marketing Activities 

1 $80,000 $80,000 

Subtotal: $460,000 
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COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 

EXHIBIT C – PAYMENT SCHEDULE 

County Option Year #3: 5/1/2025 – 4/30/2026 

Deliverable 22 Approved annual operational implementation 
framework (Inclusive of preparatory consultation 
with COR, BHS leadership, and approved analysis of 
prior years’ engagement activities) 

1 $40,000 $40,000 

Deliverable 23 Development and implementation of approved 
formal structure (apps, surveys, etc.) to capture input 
throughout the year. 

1 
$40,000 $40,000 

Deliverable 24 Participation in outreach and collaborative activities 
throughout the year, including the Community 
Experience Project and relevant stakeholder 
meetings, community meetings, and other 
stakeholder gatherings to establish contact with 
underserved and unserved populations. (minimum 4 
per month) 

48 $500 $24,000 

Deliverable 25 Develop and Complete Stakeholder Trainings 
(minimum of 6 trainings with 25 participants each) 

6 $6,000 $36,000 

Deliverable 26 Completed CE Listening Sessions (minimum of 6 per 
year with minimum 75 participants per forum)  

6 $20,000 $120,000 

Deliverable 27 Completed Focus Groups and Interviews (minimum 
of 20 Focus Groups and 20 interview with a 
minimum 12 participants per focus group) 

40 $3,000 $120,000 

Deliverable 28  COR - Approved Final Report on results of Forums, 
Focus Groups, Interviews, and Marketing Activities 

1 $80,000 $80,000 

Subtotal: $460,000 

199 of 200



COUNTY CONTRACT NUMBER 566007 
AGREEMENT WITH UNIVERSITY OF CALIFORNIA SAN DIEGO FOR 

BHS COMMUNITY ENGAGEMENT SERVICES 

EXHIBIT C – PAYMENT SCHEDULE 

County Option Year #4: 5/1/2026 – 4/30/2027 

Deliverable 29 Approved annual operational implementation 
framework (Inclusive of preparatory consultation 
with COR, BHS leadership, and approved analysis of 
prior years’ engagement activities) 

1 $40,000 $40,000 

Deliverable 30 Development and implementation of approved 
formal structure (apps, surveys, etc.) to capture input 
throughout the year. 

1 
$40,000 $40,000 

Deliverable 31 Participation in outreach and collaborative activities 
throughout the year, including the Community 
Experience Project and relevant stakeholder 
meetings, community meetings, and other 
stakeholder gatherings to establish contact with 
underserved and unserved populations. (minimum 4 
per month) 

48 $500 $24,000 

Deliverable 32 Develop and Complete Stakeholder Trainings 
(minimum of 6 trainings with 25 participants each) 

6 $6,000 $36,000 

Deliverable 33 Completed CE Listening Sessions (minimum of 6 per 
year with minimum 75 participants per forum)  

6 $20,000 $120,000 

Deliverable 34 Completed Focus Groups and Interviews (minimum 
of 20 Focus Groups and 20 interview with a 
minimum 12 participants per focus group) 

40 $3,000 $120,000 

Deliverable 35  COR - Approved Final Report on results of Forums, 
Focus Groups, Interviews, and Marketing Activities 

1 $80,000 $80,000 

Subtotal: $460,000 

Total Contract Maximum: $2,300,000 
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	8.1 Compliance with Laws and Regulations.  Contractor shall at all times perform its obligations hereunder in compliance with all applicable federal, State, County, and local laws, rules, and regulations, current and hereinafter enacted, including f...
	8.2 Contractor Permits and License.  Contractor certifies that it possesses and shall continue to maintain or shall cause to be obtained and maintained, at no cost to the County, all approvals, permissions, permits, licenses, and other forms of docume...
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	8.5 Non-Discrimination.  Contractor shall ensure that services and facilities are provided without regard to ethnic group identification, race, color, nation origin, creed, religion, age, sex, physical or mental disability, political affiliation or ma...
	8.6 AIDS Discrimination.  Contractor shall not deny any person the full and equal enjoyment of, or impose less advantageous terms, or restrict the availability of, the use of any County facility or participation in any County funded or supported servi...
	8.7 American with Disabilities Act (ADA) 1990.  Contractor shall not discriminate against qualified people with disabilities in employment, public services, transportation, public accommodations and telecommunications services in compliance with the A...
	8.8 Political Activities Prohibited.  None of the funds, provided directly or indirectly, under this Agreement shall be used for any political activities or to further the election or defeat of any candidate for public office.  Contractor shall not ut...
	8.9 Lobbying.  Contractor agrees to comply with the lobbying ordinances of the County and to assure that its officers and employees comply before any appearance before the County Board of Supervisors.  Except as required by this Agreement, none of th...
	8.10 Religious Activity Prohibited.  There shall be no religious worship, instructions or proselytization as part of or in connection with the performance of this Agreement.
	8.11 RESERVED
	8.12 Board of Supervisors’ Policies.  Contractor represents that it is familiar, and shall use its best efforts to comply, with the following policies of the Board of Supervisors, available on the County of San Diego website:
	8.13 Cartwright Act.  Following receipt of final payment under the Agreement, Contractor assigns to the County all rights, title and interest in and to all causes of action it may have under Section 4 of the Clayton Act (15 U.S.C. Sec. 15) or under th...
	8.14 Hazardous Materials.  Contractor shall comply with all Environmental Laws and all other laws, rules, regulations, and requirements regarding Hazardous Materials, health and safety, notices, and training.  Contractor agrees that it will not store ...
	8.15 Clean Air Act and Federal Water Pollution Control Act.
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