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Health, Housing & Community 
Service Department  
Mental Health Commission 

Berkeley/ Albany Mental Health Commission 

Regular Meeting 
Thursday, April 22, 2021 

 

Time: 7:00 p.m. - 9:00 p.m.        Zoom meeting https://zoom.us/j/96361748103 

      

Public Advisory: Pursuant to Section 3 of Executive Order N-29-20, issued by Governor Newsom on 

March 17, 2020, this meeting of the Mental Health Commission will be conducted exclusively through 

teleconference and Zoom Videoconference. Please be advised that pursuant to the Executive Order 

and the Shelter-in Place Order, and to ensure the health and safety of the public by limiting human 

contact that could spread the COVID-19 virus, there will not be a physical meeting location available.  

To access the meeting remotely: Join from a PC, Mac, and IPad, IPhone or Android device: Please 

use the URL: https://zoom.us/j/96361748103. If you do not wish for your name to appear on the screen, 

then use the drop-down menu and click on “rename” to rename yourself to be anonymous. To request 

to speak, use the “raise hand” icon by rolling over the bottom of the screen.  

To Join by phone: Dial 1-669-900-9128 and enter the meeting ID 963 6174 8103. If you wish to 

comment during the public comment portion of the agenda, Press *9 and wait to be recognized 

by the Chair.  

Please be mindful that the teleconference will be recorded, and all other rules of procedure 

and decorum will apply for Council meetings conducted by teleconference or videoconference.  

All agenda items are for discussion and possible action 

Public Comment Policy: Members of the public may speak on any items on the Agenda and items not 

on the Agenda during the initial Public Comment period. Members of the public may also comment on 

any item listed on the agenda as the item is taken up. Members of the public may not speak more than 

once on any given item. The Chair may limit public comment to 3 minutes or less.  

AGENDA 

7:00pm  

1. Roll Call 

2. Preliminary Matters 

a. Action Item: April 22, 2021 Agenda Approval 
b. Public Comment 
c. Action Item: Approval of the March 25, 2021 minutes 
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3. Research Development Associates (RDA) to give a presentation on Results-

Based Accountability and its evaluation for the Division of Mental Health. Mental 

Health Manager to describe programs for evaluation & current funding levels. 

4. Specialized Care Unit Update – Dr. Lisa Warhuus 
 

5. Re-Imagining Public Safety Task Force Update 

 

6. Discussion and Possible Action on Subcommittee Reports 

 

a. Work Plan Subcommittee and Next Steps  

i. Update: Work Plan sent as Consent Item to Berkeley City Council 

ii. Update: MHC letter sent to Mayor, Berkeley City Council 

iii. Public Education Next Steps 

b. May is Mental Health Month Subcommittee report 

i. Update: Recommendation to City Council to declare “May Is Mental 

Health Month” 

c. PRIDE Program Update - LGBTQIA+ Transition Age Youth 

d. Create Advocacy and Legislation Subcommittee 

e. Create RBA Evaluation Subcommittee 

 

7. Mental Health Manager Updates- Steve Grolnic-McClurg 

a. Mental Health Manager Report  

b. Berkeley Mental Health Caseload Statistics for March 2021 

 

8. Speaker Presentation for May 2021 

 

9. Prioritize Agenda Items for May Meeting 

 

10. Adjournment   

 

Communications to Berkeley boards, commissions or committees are public record and will become part 

of the City’s electronic records, which are accessible through the City’s website. Please note: Email 

addresses, names, addresses, and other contact information are not required, but if included in 

any communication to a City board, commission or committee, will become part of the public 

record. If you do not want your e-mail address or any other contact information to be made public, you 

may deliver communications via U.S. Postal Service or in person to the secretary of the relevant board, 

commission or committee. If you do not want your contact information included in the public record, 

please do not include that information in your communication. Please contact the secretary to the relevant 
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board, commission or committee for further information. The Health, Housing and Community Services 

Department does not take a position as to the content. 

 

Contact person: Jamie Works-Wright, Mental Health Commission Secretary (510) 981-7721 or  

Jworks-wright@cityofberkeley.info  

    Communication Access Information: This meeting is being held in a wheelchair accessible 
location. To request a disability-related accommodation(s) to participate in the meeting, including 
auxiliary aids or services, please contact the Disability Services specialist at 981-6418 (V) or 981-6347 
(TDD) at least three business days before the meeting date. Please refrain from wearing scented 

products to this meeting. Attendees at trainings are reminded that other attendees may be 
sensitive to various scents, whether natural or manufactured, in products and materials. Please 
help the City respect these needs. Thank you. 

 

SB 343 Disclaimer 

Any writings or documents provided to a majority of the Commission regarding any item on this agenda 
will be made available for public inspection in the SB 343 Communications Binder located at the Adult 
Clinic at 1521 University Ave, Berkeley, CA 94703  
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Department of Health, 
Housing & Community Services 
Mental Health Commission 

Berkeley/Albany Mental Health Commission 
Draft Minutes 

 
7:00pm          Regular Meeting  
Zoom Webinar                                                                                               March 25, 2021 
 
 
Members of the Public Present: Wesley Lu, Monica Jones, Paul Kealoha-Blake, Cheryl 

Davila, Andrew Phelps,  
Staff Present:  Jeffery Buell, Fawn Downs, Steve Grolnic-McClurg, Lisa Warhuus Jamie 

Works-Wright  
 

1) Call to Order at 7:03pm 
Commissioners Present: Javonna Blanton, boona cheema, Margaret Fine, Edward Opton 
Andrea Prichett Absent: Maria Moore, Terry Taplin 

 
2) Preliminary Matters 

a) Approval of the March 25, 2021 Agenda 
M/S/C (Prichett, Fine) Motion to move the work plan discussion, item #11 
between 6-7 as item 6A.  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 

Approval of the March 25, 2021 Agenda  
M/S/C (Prichett, Opton) Motion to combine items 6 and 10, they inform each   
other and recommend these be discussed next to each other. So move item 10 
next to 10 review and approve letter to city council regarding mobile crisis unit 
staffing and move item 9 to 11.  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 
 

b) Public Comment – 1 Public Comment –  
 

c)  Approval of the February 25, 2021 Minutes  
M/S/C (Fine, Opton) Motion to approve the February 25, 2021 minutes  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Noes: None; Abstentions: Prichett; 
Absent: Moore, Taplin 
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3. Special Care Unit update – Lisa Warhuus 

No Motion Made 
 

4. Mental Health Manager Updates- Steve Grolnic-McClurg – No Motion Made 

a. Mental Health Manager Report  

b. Berkeley Mental Health Caseload Statistics for February 2021  

 
5. Data Collection Issue and Concerns: Commissioner Opton letter -  

No Motion Made – would like put this back on the agenda for next month. 

6. Review and approve letter to city council regarding mobile crisis unit staffing 
M/S/C (Fine, cheema) Motion to move that we adopt the letter so it can be forward 
to the city council.  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 
*(Combine item #10 with #6) Discussion of the January 2, 2021 police shooting of 
Vincent Bryant for possible action.  
M/S/C (cheema, Blanton) Motion to write a letter to council.  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 

 

 M/S/C (Fine, Opton) Motion to move the work plan below the elections for chair 
and vice chair and the interview on the nomination of Monica Jones.  Motion to 
write a letter to council.  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 

 

7. Elections for the office and Chair and Vice chair 
M/S/C (cheema, Prichett) Motion to nominate Margaret Fine as Chair 
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 
 
M/S/C (cheema, Prichett) Motion to nominate Andrea Prichett as Vice Chair 
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 

 
8. Interview and vote on the nomination of Monica Jones on the Mental Health 

Commission. 
M/S/C (cheema, Fine) Motion to move that we forward the application for Monica 
Renee Jones to the city council  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
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Absent: Moore, Taplin 
 

9. Discussion and Possible Action on Subcommittee Report 
a. Work Plan Subcommittee (Finalize goals and plan)  

M/S/C (Fine, Opton) Motion to adopt this work plan 
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Noes: Prichett; Abstentions: None; 
Absent: Moore, Taplin 

 
 Motion to extend the meeting 

M/S/C (Opton, Fine) Motion to extend the meeting to deal with May is Mental 
Health Month by 15 minutes.  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 
 

10. Nominate commissioner to be on the planning committee with the Division of 
Mental Health for May is Mental Health Month.  
M/S/C (Opton, Prichett) Move to nominate boona to be on the planning committee 
with the Division of Mental Health.  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 
 

11. Review Recommendation to City Council to declare “May is Mental Health Month” 
M/S/C (cheema, Opton) Move the motion on page 21 the Resolution Proclaiming 
May 2021 is May is Mental Health Month.  
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 
 

12. Discussion and Possible Action on Subcommittee Report 
 

b. Create a subcommittee to collaborate with the Division of Mental Health  for 
Pride Month Event 
M/S/C (Prichett, Opton) Motion to Nominate Margaret to be the 
representative to collaborate with the Mental Health Division for a Pride 
Month event.   
PASSED 
Ayes: Blanton, cheema, Fine, Opton, Prichett Noes: None; Abstentions: None; 
Absent: Moore, Taplin 

 
13. Adjournment – 9:16pm  

          – No motion made to extend meeting and time elapsed.  
         
 
 Minutes submitted by:  __________________________________________    
                                                    Jamie Works-Wright, Commission Secretary 
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Ask for credit - send to consultants say must credit us with work in the report, $ 

Overview, October 2020 

• The Behavioral Health Systems and Its Response to COVID-19: A Snapshot Perspective - 
comprehensive crisis response services system 

Must address: -  

• cannot silo or partly deal with in separate grants 
• “messy boundaries” 
• Mental health, use of force study - must deal with 
• Below best practices across the board 
• Interprofessional collaboration in mental health crisis response system, Shannon Winters, 

Lilian Magalhaes & Elizabeth Anne Kinsella (2015)  
 

Community engagement - proposed study 

• Need diverse groups to inform use of policing and mental health systems 
• Serious consideration giving to qualitative interviews with populations likely to have both 

mental health and policing experience, Division of Mental Health 
• See how they route, drastic reductions in funding 
• Costs are $61,000 for solely public mental health system, in the context of alameda county 

care connect, data sharing, still keep clinician 
• Identifying Chicago’s High Users of Police-Involved Services 

 

Research 

• The Community Responder Model https://www.americanprogress.org/issues/criminal-
justice/reports/2020/10/28/492492/community-responder-model/ 
 

• Vera Institute - https://www.vera.org/downloads/publications/crisis-response-services-for-
people-with-mental-illnesses-or-intellectual-and-developmental-disabilities.pdf 

 

Model Act 

Model Act for Behavioral Health Crisis Response Team POC, Sept 2020 

Best Practices not tailored necessarily to culturally safe and response 

Best Practices for Crisis Response Services 

SAMHSA Crisis Services: Meeting Needs, Saving Lives. August 2020 
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Website: https://store.samhsa.gov/product/crisis-services-meeting-needs-saving-lives/PEP20-
08-01-001 
Downloadable Book 
 

• The book is composed of SAMHSA’s “National Guidelines for Behavioral Health Crisis 
Care: Best Practice Toolkit” and related crisis services papers built on these guidelines.  

 
• The toolkit reflects relevant clinical and health services research, review of top national 

program practices and replicable approaches that support best practice 
implementation. The related papers address key issues relevant to crisis services, 
homelessness, technology advances, substance use, legal issues impacting crisis 
services, financing crisis care, diverse populations, children and adolescents, rural and 
frontier areas, and the role of law enforcement. 

 
SAMHSA National Guidelines for Behavioral Health Crisis Care Best Practice Toolkit, last updated 
4/23/2020, website https://www.samhsa.gov/find-help/implementing-behavioral-health-crisis-care 

• Executive Summary, 12 pages 

https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioral-health-
crisis-services-executive-summary-02242020.pdf 

• Full Report, 80 pages 

https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioral-health-
crisis-care-02242020.pdf 

SAMSHA Training and Technical Assistance related to COVID-19 (many resources, including for 
serious mental illness) 

https://www.samhsa.gov/sites/default/files/training-and-technical-assistance-covid19.pdf 

SAMSHA Guidance for Law Enforcement and First Responders Administering Naloxone, May 8, 
2020 

https://www.samhsa.gov/sites/default/files/guidance-law-enforcement-first-responders-
administering-naloxone.pdf 

SAMSHA Crisis Services, Cost Effectiveness & Funding Strategies Report, 2014, Website: 

https://store.samhsa.gov/product/Crisis-Services-Effectiveness-Cost-Effectiveness-and-Funding-
Strategies/sma14-4848 

This report summarizes the clinical and cost effectiveness of crisis services. It also presents case 
studies of approaches states are using to coordinate, consolidate, and blend funding sources to 
provide robust crisis services. 

SAMHSA First Responders' Trauma Intervention and Suicide Prevention: Suicide Prevention Resource 
Toolkit 
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https://sprc.org/sites/default/files/migrate/library/First-Responders%27-Trauma-Intervention-
Resource-Toolkit.pdf 

This toolkit describes acute stress disorder and posttraumatic stress disorder and the risk factors 
associated with trauma. It also describes interventions that can be used in times of crisis. Near the end 
of the toolkit is a list of related resources. 

SAMHSA - Suicide Prevention, including crisis lines,  

https://www.samhsa.gov/childrens-awareness-day/event/resources-suicide-prevention 

SAMHSA Disaster Distress Helpline https://www.samhsa.gov/find-help/disaster-distress-helpline 

SAMSHA - Crisis Intervention Team (CIT) - Methods for Using Data to Inform Practice: A Step-by-
Step Guide 

https://store.samhsa.gov/product/Crisis-Intervention-Team-CIT-Methods-for-Using-Data-to-Inform-
Practice/SMA18-5065 

This guide helps local systems use data to implement Crisis Intervention Team programs that can 
improve the safety and effectiveness of law enforcement response to people experiencing behavioral 
health crises. It provides information about building necessary partnerships, documenting program 
activities, identifying key metrics, establishing data collection processes, analyzing and reporting 
data, using data to improve programs, and expanding capacity to collect and use data. The guide is 
a companion to Practice Guidelines: Core Elements in Responding to Mental Health Crises. 

SAMSHA Practice Guidelines: Core Elements in Responding to Mental Health Crisis, U.S. 
Department of Health and Human Services, 2009 

https://store.samhsa.gov/product/Core-Elements-for-Responding-to-Mental-Health-
Crises/sma09-4427 

 

FEMA COVID-19 Best Practice Information: Crisis Counseling, 2020 

https://www.fema.gov/sites/default/files/2020-07/fema_covid_bp_crisis-counseling.pdf 

FEMA Crisis Counseling Assistance and Training Program Guidance CCP Application Toolkit, Version 
5.0, July 2016 

https://www.samhsa.gov/sites/default/files/images/fema-ccp-guidance.pdf 

 

CDC Guidance for First Responders, 2020 

Interim Recommendations for Emergency Medical Services (EMS) Systems and 911 Public Safety 
Answering Points/Emergency Communication Centers (PSAP/ECCs) in the United States During the 
Coronavirus Disease (COVID-19) Pandemic 

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html 
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Reimagining Response to Vulnerable Populations in Crisis 

https://www.abtassociates.com/projects/reimagining-response-to-vulnerable-populations-in-crisis 

• Reimagining America’s Crisis Response Systems: A Decision-Making Framework for 
Responding to Vulnerable Populations in Crisis, September 2020 

https://www.abtassociates.com/files/Projects/PDFs/2020/reimagining-crisis-
response_20200911-final.pdf 

• Perspectives on Reimagining America’s Emergency Response System 

https://www.abtassociates.com/insights/events/perspectives-on-reimagining-americas-
emergency-response-system 

National Council for Behavioral Health, National Council Magazine, Crisis to Recovery including 
Lessons from Leadership, Comprehensive Crisis Systems, Coordination with Law Enforcement, 
2016  

• https://www.thenationalcouncil.org/magazine-issues/crisis-to-recovery/ 

Best Practices in Law Enforcement Crisis Intervention with the Mentally Ill (chapter), August 18, 
2015 

Crisis Hotlines - Behavioral Health Crisis Care SAMHSA 

Crisis Service Delivery Declaration 

 
• Guidance for Law Enforcement 

 
• Response to People in mental health crisis - New York 

 
• Wisconsin Best Practices - Toolkit for Improving Crisis Intervention and Emergency 

Detention Services (August, 2018) https://www.dhs.wisconsin.gov/publications/p02224.pdf 
 
 

• Crisis Training Manual, Tennessee Department Mental Health and Substance Abuse 
Services, July 2012 
https://www.tn.gov/content/dam/tn/mentalhealth/documents/Crisis_Services_Training_M
anual.pdf 
 

National Suicide Prevention Lifeline Best Practices 

https://suicidepreventionlifeline.org/best-practices/ 

National Suicide Prevention Lifeline - Suicide Risk Assessment Standards 
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https://suicidepreventionlifeline.org/wp-content/uploads/2016/08/Suicide-Risk-Assessment-
Standards-1.pdf 

Best practices 

 

A Community-Based Comprehensive Psychiatric Crisis Response Service, April 2005 

https://www.tacinc.org/wp-content/uploads/2020/08/Crisis-Manual.pdf 

 

NAMI Navigating a Mental Health Crisis - for Families 

https://www.nami.org/Support-Education/Publications-Reports/Guides/Navigating-a-Mental-
Health-Crisis 
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Non-Police Crisis Response Programs  
Website Links, Resources and Related Info 

 
 
Eugene, OR  
CAHOOTS website: https://whitebirdclinic.org/cahoots/ 
 
CAHOOTS Media Guidebook, 2020 

• https://whitebirdclinic.org/wp-content/uploads/2020/06/CAHOOTS-Media-Guide-
20200624.pdf 

 
CAHOOTS Brochure 

• https://whitebirdclinic.org/wp-
content/uploads/2020/06/11x8.5_trifold_brochure_CAHOOTS.pdf 
 

CAHOOTS Crisis De-Escalation Training Info 

• https://whitebirdclinic.org/crisis-deescalation-training/ 
 
Oakland, CA 
Mental Health Call: Oakland Creates Non-Police Crisis Response Team (including City Council 
unanimous action to place team in Fire Department), March 17, 2021 
 

• https://www.kron4.com/news/bay-area/mental-health-call-oakland-creates-non-police-
crisis-response-team/ 
 

Link to MACRO Report: 

• https://urbanstrategies.org/wp-content/uploads/2020/06/USC-MACRO-REPORT-
6_10_20.pdf 
 

Alameda County, CA 
Crisis Assessment Transport Team Website, Bonita House, Alameda County (soon to be live) 

• https://bonitahouse.org/catt/ 
 
San Francisco, CA 
Street Crisis Team Issue Brief, February 2021 

• https://www.sfdph.org/dph/files/IWG/SCRT_IWG_Issue_Brief_FINAL.pdf 
 

Office of the Mayor London Breed: San Francisco's New Street Crisis Response Team Launches 
Today: Partnership between the Department of Public Health and Fire Department with more 
team to launch later, News Release, November 30, 2020. 
 

• https://sfmayor.org/article/san-franciscos-new-street-crisis-response-team-launches-
today 
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Los Angeles, CA 
The Los Angeles City Council has approved an LAPD reform plan to create an unarmed 
crisis response team to respond to nonviolent 911 calls. The Los Angeles City Council voted 
unanimously to have a chief administrator develop an unarmed team to respond to nonviolent 
911 calls, Mayor Garcetti announcement re: partnership with Los Angeles County. 
 

• https://www.lamayor.org/mayor-garcetti-partnership-la-county-step-forward-police-
reform-reimagining-public-safety 

 
Multnomah County (includes Portland), OR 
Project Respond website: 

• https://cascadiabhc.org/services/crisis-intervention/ 
 

Denver, CO 
Press Release: DJP Helps Launch Alternative Public Health Emergency Response Pilot In Denver, 

June 6, 2020 

• http://www.denverjusticeproject.org/2020/06/08/press-release-alternative-public-
health-emergency-response-pilot-launches-in-denver/ 

 
Denver’s STAR program successfully sent mental health professionals, not police, to hundreds 
of calls, February 24, 2021 
 

• https://www.fox5ny.com/news/denvers-star-program-successfully-sent-mental-health-
professionals-not-police-to-hundreds-of-calls 
 

New York City 
New York City to Test No-Police Mental Health Crisis Response in Harlem, February 21, 2021 
 

• https://www.nbcnewyork.com/news/local/nyc-to-test-no-police-mental-health-crisis-
response-in-harlem/2903212/ 

 
Austin, TX 
EMCOT (expanded mobile crisis outreach team) program website: 

• https://www.austintexas.gov/edims/document.cfm?id=302634 
 

Olympia, WA 
Crisis Response Unit website 

• https://olympiawa.gov/city-services/police-department/Crisis-Response-Peer-
Navigator.aspx 
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Edmonton, Canada 
REACH Edmonton 24/7 Crisis Diversion program website: 

• https://reachedmonton.ca/initiatives/24-7-crisis-diversion/ 
 

Toronto, Canada 
Toronto council approves multi-year mental health crisis response service pilot project 

• https://globalnews.ca/news/7615131/toronto-council-approves-community-crisis-

support-service-pilot/ 
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INTRODUCTION

Currently across the country, regardless of region, racial inequities exist across 
every indicator for success—including health, criminal justice, education, jobs, 
housing, and beyond. We know these inequities are incongruent with our aspi-
rations. The Government Alliance on Race and Equity (GARE), a joint project of 
the Haas Institute for a Fair and Inclusive Society at the University of 
California, Berkeley and Center for Social Inclusion, recognizes that 
we can and must do better. We know that government has a key role 
in advancing racial equity, and therefore are modeling at the local 
level how it is truly possible for government to advance racial equity 
and to develop into an inclusive and effective democracy. 

We know change is possible with intentionality and focus. We must 
recognize that from the inception of our country, government at the 
local, regional, state, and federal level has played a role in creating 
and maintaining racial inequities. Though we’ve made many strides 
toward racial equity, policies and practices have created and still 
create disparate results—even if the intention to discriminate is not 
present. Despite progress in addressing explicit discrimination, ra-
cial inequities continue to be deep, pervasive, and persistent across 
the country. We are at a critical juncture with an exciting new role for 
government—to proactively work for racial equity. 

Our goal goes beyond closing the gaps; we must improve overall out-
comes by focusing efforts on those who are faring the worst. Deep-
ly racialized systems are costly for us collectively and depress out-
comes and life chances for communities of color. To advance racial 
equity, government must focus not only on individual programs, but 
also on policy and institutional strategies that create and maintain 
inequities. GARE uses a six-part strategic approach geared to address 
all levels of institutional change. 

Normalize
1.	 Use a racial equity framework: Jurisdictions must use a racial 
equity framework that clearly articulates our vision for racial equi-
ty and the differences between individual, institutional, and struc-
tural racism—as well as implicit and explicit bias. It is important 
that staff—across the breadth and depth of a jurisdiction—develop a 
shared understanding of these concepts.

2.	 Operate with urgency and accountability: While it is often be-
lieved that change is hard and takes time, we have seen repeatedly 
that when we prioritize change and act with urgency, change is em-

Six-Part Strategic 
Approach to  
Institutional 
Change 
 
Normalize
•	 Use a racial equity 

framework
•	 Operate with urgency 

and accountability

Organize
•	 Build organizational 

capacity
•	 Partner with other 

organizations and 
communities

Operationalize
•	 Implement racial 

equity tools
•	 Be data-driven
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braced and can occur quickly. The most effective path to account-
ability comes from creating clear action plans with built-in insti-
tutional accountability mechanisms. Collectively, we must create 
greater urgency and public will in order to achieve racial equity.

Organize
1.	 Build organizational capacity: Jurisdictions need to be com-
mitted to the breadth and depth of institutional transformation so 
that impacts are sustainable. While elected leaders and other top 
officials are a critical part, change takes place on the ground. We 
must build infrastructure that creates racial equity experts and 
teams throughout local and regional government.

2.	 Partner with other institutions and communities: The work 
of government on racial equity is necessary but not sufficient. To 
achieve racial equity, government must work in partnership with 
communities and other institutions to achieve meaningful results.  

Operationalize
1.	 Implement racial equity tools: Racial inequities are neither nat-
ural nor random—they have been created and sustained over time. 
Inequities will not disappear on their own; tools must be used to 
change the policies, programs, and practices that perpetuate ineq-
uities. Using this “Focusing on Racial Equity Results,” along with 
other tools, such as our Racial Equity Tool, will help us to achieve 
better results within our communities.  

2.	 Be data-driven: Measurement must take place at two levels—
first, to measure the success of specific programmatic and policy 
changes, and second, to develop baselines, set goals, and measure 
progress towards goals. It is critical that jurisdictions use data in 
this manner for accountability. 

Racial equity means that we no longer see disparities based on race and we 
improve results for all groups. We believe that in order to disrupt our nation’s 
deep and pervasive inequality of opportunity and results, generate new possi-
bilities for community ownership of government, and establish a new narra-
tive for a truly inclusive democracy, it is essential to transform government. 
Indeed, in order to advance racial equity and success as a nation, we must 
transform government. 

Prior to using this resource guide, you might want to familiarize yourself with 
some of GARE’s other tools.
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•	 Advancing Racial Equity and Transforming Government: A Resource 
Guide to Put Ideas into Action

•	 Racial Equity Toolkit: An Opportunity to Operationalize Equity
•	 Racial Equity Action Plans: A How-to Manual

If you are not familiar with GARE’s work and theory of change, you may want 
to start with the Advancing Racial Equity resource guide. 

This work builds on the work of numerous other organizations, including the 
People’s Institute for Survival and Beyond, Race Forward, Western States Cen-
ter, the Haas Institute for a Fair and Inclusive Society, and many others. This 
issue paper also aligns with and builds upon Results-Based Accountability™ 
(RBA), developed by Mark Friedman. 

We have intentionally lifted up the importance of centering racial equity with-
in an RBA framework. We have seen too many cases where not doing so re-
inforces structural racism. Many planning or evaluation tools were designed 
within environments of institutional or structural racism. When we fail to 
name and center race, though we may be well-intentioned, we will reinforce 
racial inequities. Getting clear about racial equity first, then using a powerful 
tool like RBA flips the status quo on its head–it shifts the power to drive toward 
racial equity. Only through the use of a structured process will we achieve 
transformative results, shifting the very foundation of the institution we seek 
to change. By developing a clear racial equity lens first, we provide a founda-
tion for a racial equity-centered RBA process that facilitates improved results. 

BEGIN WITH THE DATA
Often, the work of identifying, collecting, and using qualitative and quantita-
tive data to inform community change processes is left to staff or partners 
doing work behind the scenes. But, as noted in the Racial Equity Action Plans 
manual, the role of identifying, collecting, and using data must be shared and 
owned by community leaders and the early adopters (or Core Team) of staff 
responsible for developing a plan of action. 

The design and usefulness of the data will hinge on whether transparent, pro-
active data analysis and use become a part of the culture of your group. This 
is different from the compliance structures often required in funding reports 
or the deficit orientation affixed to communities of color because of poor out-
comes. The use and analysis of data are about empowering you to make good 
decisions–and to advance racial equity.

Using a racial equity-centered RBA process requires you to use the same 
amount of rigor in your work with and in communities of color as you would 
put into any other endeavor. Racial equity implementation must be just as dis-
ciplined, albeit with different results. This requires, as noted in the Racial Equi-
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ty Action Plans manual, that every activity you pursue is specific, measurable, 
attainable, relevant, and timely. 

There is a difference between experimentation and deliberate testing of ideas 
designed to disrupt and shift those practices that create racially inequitable re-
sults. When community is authentically engaged in the work, it becomes clear 
when something is a good idea and when a particular action lacks alignment 
with community values and goals. Furthermore, when the data trend goes in 
the wrong direction, authentic, trusting relationships with the group will en-
courage and empower people to seek solutions rather than assign blame. An 
anti-racist, racial equity-focused Results-Based Accountability™ framework is 
one of many tools that can help you to move your plans forward in a disci-
plined way that is structured for equitable results. The next section will give 
you more information about RBA.  

WHAT IS RACIAL EQUITY-CENTERED RESULTS-BASED  
ACCOUNTABILITY™?
Results-Based Accountability™ (RBA) is a tool that starts with the desired re-
sults and works backwards towards the means, to ensure that your plans work 
toward community results with stakeholder-driven implementation. This dis-
rupts historic patterns of “doing what we’ve always done, because we’ve al-
ways done it that way.” That way of work, done with the best intentions, does 
not produce the racial equity we demand in our communities. RBA also helps 
distinguish between population level (whole groups) indicators, that are the re-
sponsibility of multiple systems and take a long time to shift, and performance 
measures (activity-specific) that organizations can use to determine whether 
what they do is having an impact.

Tools are not the work, but they are a part of the work. The following guide will 
help you begin the process of using a powerful tool, Results-Based Account-
ability™ that incorporates a racial equity lens. 

The overarching RBA framework shows a relationship between Results, Indi-
cators, and Activities. The orange bar in the diagram separates the population 
level results and indicators that are the responsibility of many systems over 
time; below the orange bar are the activities for which jurisdictions can de-
velop performance measures and hold themselves accountable. The activities 
below the line should contribute to the change toward which the jurisdiction 
aims. The illustration on the next page visualizes what that looks like.

To start, Results-Based Accountability™ uses seven  primary steps, also called 
questions of population accountability.

71



8

Government 
Alliance on 

Race and 
Equity

RESOURCE GUIDE 
Racial Equity: 

Getting to 
Results

POPULATION ACCOUNTABILITY: START AT THE END

1) What are the desired results ?  
First, you need to be clear about what desired racial equity conditions you and 
your group want to see in your whole community. This requires the recognition 
that the whole community cannot experience well-being when communities 
of color experience it at disproportionately lower rates. Results focus on a city, 
county, or state and are articulated as positive conditions of well-being—such 
as people are healthy in [city], or Latino children are ready for school in [state]. 
This requires you to think about the larger context—toward the transformation 
of systems to get equitable results for communities of color. Because changing 
results is a bigger responsibility than any one agency can shoulder, you need 
institutional, agency, and community partners to accomplish your goals. 

For example, Portland, Oregon’s statement “Develop planning and sustainabil-
ity solutions that eliminate racial disparities thereby creating prosperous, re-
silient, healthy, and affordable communities for all Portlanders” includes four 
results toward which the Bureau of Planning and Sustainability’s planning 
and sustainability solutions aspire: prosperity, resilience, health, and afford-
ability. In order to get to those results, the Bureau will have to partner with 
other groups. The first step, then, is for your group to determine results. 

Fill in the following statement: “We want families/communities that are…”

These statements should be positive (i.e. “healthy” versus “not sick”). They 
should also be about the condition itself, not a choice or possibility of a con-
dition, (i.e. “educated” versus “the opportunity or to be educated”)—allowing 
the choice to be built in to the condition. Saying “the opportunity” reinforces 
notions that community members experience disparate outcomes because of 
choices they make rather than as a result of institutional and/or structural 
racism. 

RESULTS (A condition of well-being for people)

Indicators (Measures of Results)

Programs	 Policies	 Functions	 Agencies

Performance 
Measures

Performance 
Measures

Performance 
Measures

Performance 
Measures
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2) What would the result look like?  
The next step is to answer the following question: What would this result/con-
dition of well-being look like if you experienced it in the community? What 
would it physically look like? What would it feel like? 

This question should be answered in a culturally relevant, contextualized 
manner that is connected to the vision you have for racial equity. The question 
is not about any community, but about this community. You should ask your-
self, whose vision does this picture reflect? Does it reinforce a deficit orienta-
tion about behaviors or does it authentically reflect what a result means to that 
city/county/state/community?

3) What are the community indicators that would measure 
the desired result?
The next step is to identify community indicators, of the population-level re-
sult(s). Indicators may not be quick to move because they should be communi-
ty-level measures that reflect generations of policy and systems failures that 
have produced racial inequity. Nevertheless, they are powerful measures that 
focus and hold your efforts accountable to population-level systems change 
over time.

These measures might look similar to others across the country, but once you 
disaggregate the data by race and ethnicity and review it, they tell a unique 
story about a particular community. 

The group should keep ambitions practical and identify a small number of 
indicators on which to concentrate; it is easy to get distracted or avoid work 
when taking on too much at once. You can use some of the guiding questions 
outlined in the Racial Equity Action Plan manual to help identify the most 
relevant indicators.

•	 What needs or opportunities were identified during the informa-
tion-gathering phase of this process?

•	 What does our organization define as the most important racially equi-
table indicators? 

•	 What are some known racial inequities in our organization’s field?  

Indicators are large-scale measures like unemployment rates, chronic disease 
rates, or academic achievement rates. Because of the scope and scale of the 
collection, population level data often comes from federal, state, city, or county 
government or agencies, university partners, or Census data. 

Once the group has identified the indicators that they would like to measure, 
partners should be identified to decide: (a) how to get this data, (b) how it can be 
disaggregated by race and ethnicity, and (c) with what regularity the data can 
be produced. 
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4) What do the data tell us?
Your group then needs to look at the data trend for each indicator, disaggregat-
ed by race/ethnicity and whatever relevant demographic breakdowns matter 
to your work, while asking “what would happen if we did nothing different?” 
Longitudinal indicator trends can help you see the racially disproportionate 
results for communities of color over time, and therefore past data is critical at 
this point in the process. 

Then, facilitators will help the group to uncover the root causes behind the 
data trend, asking the group, “why does the trend look like this?” and for each 
answer, they should ask “why” three to five more times to move past superficial 
understandings of racial inequity and get to the underlying causes. 

During this part of the process, you need to maintain discipline to dig into the 
root causes represented by indicator data trends. The review of data trends and 
analysis of root causes of racial disparity are critical to setting the stage for the 
rest of your work with your group. The process must be facilitated by someone 
skilled at pushing back on views that reinforce individual responsibility and 
shifting the focus to institutional and structural racism, and able to actively 
surface the historic and present-day root causes underlying the assumptions. 
This is most effective when there are two facilitators in a multiracial team 
who can use their understanding of racial equity; individual, institutional, and 
structural racism; and power and politics to lead the conversation.

For example, when seeking root causes, some participants will likely state as-
sumptions about people’s behavior that presume that all people, when they 
make choices, start on an even playing field. This often comes up when re-
viewing health data and child-related data on parenting—(i.e., assuming that 

THINKING THINGS THROUGH: A SAMPLE DIALOGUE

Upon reviewing data that show a gap between the diabetes rates of 
white and African American residents of a city, a facilitator asks, “Why 
is the rate of diabetes so much higher for X residents?” A person might 
say “because X eat poor quality, sugary foods.” If the process ended 
there, it would not get at the root causes of the issue, and would also 
reinforce the assumptions some people make about the “choices” peo-
ple make. Instead, the facilitator would ask the group, “But why?” and 
someone might say, “because it is cheap,” to which the facilitator might 
ask “so why would X people in city buy cheap food?” This might prompt 
the group to talk about the economic inequality wage and employ-
ment difference, or food deserts/the lack of access to healthy foods by 
neighborhood. A final “why?” might bring the group to identify histori-
cal, structural racism in the context of that community.
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people make bad eating, purchasing, or parenting choices that cause poor out-
comes). It is critical to understand structural and institutional racism and how 
it plays out in people’s lives, and to use a root-cause analysis to understand 
underlying causes of disparities and to disrupt deficit thinking.

When done well, root-cause analysis produces the foundation upon which all 
actions and next steps are built. When done poorly, it causes confusion and 
tension in the group. When insufficient time is spent on root-cause analysis or 
it is skipped over, groups revert back to the same actions that they have used 
in the past rather than working with new processes or partners that would 
change results. 

5) Who are your partners?
After you’ve completed your root-cause analysis, your group should consider 
which partners you should work with in order to reach your goals. As noted in 
the Racial Equity Action Plan manual, in order to do systems change work, 
government must partner not only with community leadership, but also with 
a range of types of institutions. The group should consider:

•	 other government agencies; 

•	 local government leadership;

•	 nonprofits;

•	 philanthropy; 

•	 community-based advocacy and community organizing groups; 

•	 the private sector; and 

•	 any other partners that would be required.

For each of the identified partners, the group should also determine their role 
(“Why are they important? What are they needed for?”), and when it would be 
effective to bring that partner into the effort so as to phase the work strate-
gically. Identify partners from other institutions whose participation will en-
sure that you have impact in your priority communities. Representatives from 
community-based organizations and grassroots community groups bring a 
more holistic understanding of inequities, as well as innovative solutions. 

The group should also challenge itself to identify “unlikely suspects” or part-
ners that have been avoided in the past—these might well be the exact part-
ners you need in order to produce the results you seek. In addition, consider 
current partners and how they might expand or change what they are doing, 
allowing all options to be on the table. To reach impact, it is critical to set a cul-
ture of transparency about past performance by current partners. 

Even if the group cannot yet determine how to engage a needed partner, the 
process of identifying strategic partners allows us to determine what we need, 
and prevents us from falling back on business as usual. Making the connec-
tion with the partner is a separate step that can come at a later time.   
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6) What works to change the data trend towards racial 
equity?  
When determining what might work to transform results in your community, 
begin by having brainstorming sessions. No one program or policy will change 
an entire result, but any can be a good starting point. 

Results-Based Accountability™ starts with these categories of ideas:

•	 Low-cost, no-cost ideas: free or nearly free ideas that members of the 
group identify. Because these solutions are not resource dependent, 
they may help the group get started more quickly than other activities 
that require money. 

•	 Community knowledge: ideas and solutions that are culled from the 
wisdom and experience of residents and community members who 
have already informally tried out actions and have found them to be 
effective.

•	 Promising practices: solutions that are not considered “evidence-based” 
because they haven’t been rigorously studied, but that people in or out-
side of the community have tried that show promise. 

•	 Evidence-based practices: actions that research has shown to be ef-
fective.

•	 Out-of-the-box/“Imagine if” ideas: ideas that may seem unorthodox 
or nontraditional but that just might work. With a diverse partnership 
come a diversity of ideas, and RBA believes that the more initial ideas 
the better. Creative, out-of-the-box ideas that relate to the root cause 
analysis can be particularly impactful. 

Ask the group to think about the city/county/state’s current policies and ser-
vice systems, and how they maintain or reinforce structural racism. During 
this part of the process, the group considers all actions—from policy changes 
or implementation to new, client-level programs with the end of decreasing 
racial disparities. Remember that the root causes they have already identified 
will inform their brainstorming.

The group should identify a large number of actions in each of the categories 
above in a judgment-free zone. The brainstorm is not a research project for 
evidence-based practices, although that can be a part of the brainstorming 
process. The brainstorm is a way to gather the ideas that have the best chance 
of impacting indicators at the macro-level.

7) What actions should you start with?
Once you’ve recorded the brainstorm, the group should use the following RBA 
criteria to determine which actions to begin with:

76



13

Government 
Alliance on 

Race and 
Equity

RESOURCE GUIDE 
Racial Equity: 

Getting to 
Results

•	 Values: Is it strengths-based, people-centered, and culturally relevant/
anti-racist? Does it advance a racial equity agenda? 

•	 Leverage: How likely is it to change the trendline? What additional re-
sources for change does it activate? 

•	 Reach: Is it feasible? Will it actually benefit communities of color expe-
riencing racial inequities? 

•	 Specificity: Does it have a timeline with deliverables that answer the 
questions who, what, when, where, and how?

The Racial Equity Action Plan manual highlights action and accountability; 
in this large-scale, whole-community work, action commitments are critical 
to holding the group accountable. You should make action commitments at 
the end of each meeting to ensure that actions and new partnerships move 
forward. Action commitments require each member of the group to person-
ally commit to one action related to moving indicators, and complete it by an 
agreed-upon deadline. People should report on progress on these actions at the 
beginning of every stakeholder meeting.

PERFORMANCE ACCOUNTABILITY FOR ACTIONS: THE 
ROAD TO GETTING RESULTS
The hard work begins after the groundwork has been laid. For each community 
indicator, the group has already identified a set of actions. Now, as noted in the 
Racial Equity Action Plans manual, facilitated action planning sessions—with-
in departments, across departments, and sometimes with nonprofit or other 
partners—help to refine the potentially broad set of actions. The Core Team 
should bring population-level indicators and results to these sessions and be-
gin to build a performance plan.  

Whether your actions are department-level policy changes, or changes to non-
profit programming, each need a set of performance measures to ensure that 
the action or activity is crafted to decrease racial disparities. RBA’s seven steps 
of performance accountability will guide your action refinement and your de-
velopment of performance measures.

1) Who do you serve?
For each action, the group working on that measure must first identify the in-
tended beneficiary. Identifying who you serve (whether an institution, people, 
a group, or a system) helps you gain clarity about the intended impact of your 
work and not attempt to make people accountable for change outside their 
scope of work. For example, some actions will impact community members 
directly (i.e. parenting program); some will impact other kinds of stakehold-
ers, such as elected officials (i.e. policy brief development), board members (i.e. 
training), or internal staff (i.e. use of a Racial Equity Toolkit policy). 
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2) What is an action’s intended impact? 
This simple question, articulated as a measure, is the most critical part of per-
formance accountability. This is the difference between doing business as 
usual, which has produced racially inequitable results for generations, and be-
ing accountable for the impact of our work.

Begin by having the group answer these questions: 

•	 How would I know if this action worked? 

•	 What is the intended impact? 

•	 How would I know if anyone is “better off” as a result of it?  

These answers will inform the development of performance measures that 
will be critical to measuring the impact of your work. The three performance 
measures are:

•	 How much did you do? (Quantity, number of clients and/or activities)

•	 How well did you do it? (Quality, percentage of activity that was of high 
quality, percentage of common measures of appropriate/high quality)

•	 Is anyone better off? (Impact, number or percentage change in skills/
knowledge, attitude/opinion, behavior, or circumstance)

For example, a “better off” skills/knowledge measure might be the percentage 
of people that participated in an activity that have gained knowledge of their 
rights. An attitude/opinion measure could be the percentage of people that feel 
empowered as a result of an action. A behavior measure might be a change in 
the percentage of school attendance rate. And a circumstance measure could 
be the percentage working in family-sustaining wages as a result of a new 
employment policy. 

You can sometimes expect to experience skepticism from community mem-
bers. Remember, there are many reasons why communities of color might 
not trust government. Restoring trust will require time and government must 
demonstrate a long-term commitment and a willingness to partner in respon-
sive, engaging, and power-sharing new ways. Internal to government, some 
staff may be skeptical as well; some may have seen similar conversations or 
initiatives come and go. Similar to working with community, building trust 
with employees of color will require demonstrated commitment from leader-
ship over the long term. 

3) What is the quality of the action?
It is essential to use metrics that measure the quality of the strategy in ways 
that span the gamut from cultural relevance, language access, and participa-
tion rates to more technical measures of staff training and staff-to-client ratio. 
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The main purpose of this group of metrics is to ensure that action is being 
done well. If the “better off” measures show no change, quality measures some-
times tell us why we are not having an impact. Alternately, just because the 
action is being implemented in a high-quality manner, does not mean that the 
“better off” data will move in the right direction.

You can see how all three types of measures relate in this RBA graphic on page 
16 (from Mark Friedman’s Trying Hard is Not Good Enough):

4) What is the story behind the data? 
Much of what was noted in population level accountability section for step four  
is the same for each performance-level action identified in your process. We 
recommend that you review that section again at this point. Even when groups 
select actions that they believe will address root causes at the population level, 
it is critical to regularly review data at the performance level and ask “why?” 
This is where the rubber hits the road on racial equity. This is the difference 
between perpetuating systemic failures to address racially disproportionate 
outcomes and disrupting them. 

5) Who are the partners with a role to play?
Again, this step is similar to the process at the population level, but it is often 
skipped at the action level. Generally, identifying partners after looking at data 
helps organizations fill in service, policy, and community gaps. 

Internally, organizations often fail to think about the partners that would make 
their work more effective. This can be because of ego, resources, or time. This 
failure causes them to continue business as usual, and prevents them from 
having the thought partners at the table that would allow them to take their 

THINKING IT THROUGH: QUESTIONS TO ASK

Just because something is “evidence-based,” or should work, does not 
mean that it will work. A perfect, high-quality replication of an evi-
dence-based service in your community does not mean that it is an 
impactful solution. You must ask yourself: Is it culturally relevant? 
Does it take into account community values? Was it selected with an 
eye to the root causes of racial inequity? If so, evidence-based prac-
tices can be part of the solution as long as you pay attention to the as-
sociated “better off” measure. But merely being evidence-based does 
not guarantee positive change, and some can have neutral or detri-
mental impacts in communities, and others might result in overall 
improvement, but still result in increases in racial disproportionali-
ties. It is important to maintain a focus on closing to racial inequities, 
as well as lifting up results for all.
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work from good to transformative. If you are committed to racial equity, part-
ners are critical to doing work differently, because they can expand and accel-
erate impact. Organizations cannot afford to stay siloed any longer—multiple 
systems impact people and their efforts need to be coordinated and effective. 

Again, think about all of the types of partners named in step five  in  the pop-
ulation part of this tool and consider who is needed, in what role, and when to 
move the work. 

6) What works to have greater impact?
After you’ve reviewed data on any action, it is time to use it. If you do not use 
the data, you perpetuate the same practices that have contributed to racial in-
equities all along. When things are not going well, or as planned, or the data 
does not show impact, remember that you have already identified root cases 
and know that it takes time to see change. You should begin by thinking about 
how you might change the action. Start by reflecting on the lessons learned 
within the agency’s experience, but also think about what works in other parts 
of the community and in other communities—as well as formal best practices/
evidence-based practices that you can use or adapt.  This may require you to 
consider the requirements of funding streams, contracts, and evidence-based 

HOW THREE MEASURES RELATE: RESULTS-BASED ACCOUNTABILITY

How much did we do?

# Clients/people served

# Activities (by type of 
activity

How well did we do it?

% Common measures 
(e.g. client staff ratio,  workload ratio, turnover rate, staff morale, % 
staff fully trained, % clients seen in their own language, unit cost)

% Activity-specific measures 
(e.g. % timely, % clients completing activity, % correct and complete)

Is anyone better off?

#/% Skills/knowledge 
(e.g. parenting skills)

#/% Attitude/opinion 
(e.g. toward drugs)

#/% Behavior 
(e.g. school attendance)

#/% Circumstance 
(e.g. working, in stable housing)
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models—balancing what is required of you with what you believe will work 
to change systems. While it can be hard to change or stop existing practices, 
change can produce improved results.

7) What are the next steps?  
To figure out the next steps, you will need to ask and get answers to specific 
questions:

•	 Who will do what, by when? 

•	 What resources are needed to get it done? 

•	 Is this a long-term action that needs time or can it be done tomorrow?

•	 What is the active role of community leadership in making these deci-
sions?

A commitment to action, just like in the population level process, is critical. 
The more precise the better, and they must be written. 

THINKING IT THROUGH: EQUITY REQUIRES COMMUNITY INSIGHT

To ensure maximum fidelity between the data and the intended im-
pact of an action, ensure that community leadership is in the room 
for data reviews and root-cause analysis. Sometimes data looks like it 
is having an intended impact, but you need community residents or 
people on the receiving end of the implementing a solution to iden-
tify the “why?”—or the unintended consequences of “success.” For 
example, new residents in a community may increase the number 
of business opportunities/jobs, hence increasing employment in the 
neighborhood. It is critical to notice/track the beginning stages of 
that increase in new residents to see whether it is moving into gen-
trification, displacing existing residents or businesses, or if business-
es are selling goods that are affordable to the existing community. 
Community leadership is best positioned to flag these root causes of 
otherwise neutral-seeming actions or other things “under the radar.” 
Community insight is also necessary when designing and refining 
solutions—so make sure to have them at the table.
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A COMMITMENT TO RACIAL EQUITY AND BETTER  
RESULTS
 
A Racial Equity-focused Results-Based Accountability™ (RBA) in and of 
itself is not the work; authentic and principled engagement with com-
munity is the work. If a tool could accomplish the hard work of trans-
formative public systems change that would produce better results for 
communities of color, jurisdictions would have solved racial inequities. 
On the other hand, without tools and a disciplined and focused way of 
doing work, communities can unintentionally perpetuate inequity by re-
lying on goodwill and intellect alone. In places like Fairfax County and 
Dubuque, and many places around the country, hard work is underway—
laying the foundation for systems change by investing in both a com-
mon understanding of racism and tools for transformative change.
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CASE STUDY: DUBUQUE, IOWA 

Dubuque, Iowa, a majority white community with disproportionately poor 
results based on race and ethnicity, is building the public will and institu-
tional ability to look at racially-disaggregated data to inform decisions. They 
have been embedding the RBA framework into their already-evolved ra-
cial equity-focused work on advancing housing equity, and building a local 
model from which other groups can learn. In addition, Dubuque is investing 
in empowering and developing the ability of local direct-service staff and 
managers to use disaggregated data to improve results for people of color 
in real time. They believe that when lawyers, social workers, and managers 
themselves do this work with data, it helps them internalize the related val-
ues and skills over time, and they can apply those learnings more directly 
to their work. Dubuque is modeling how smaller, disproportionately white 
communities across the country can deliberately build a foundation using a 
racial equity lens—and embed a disciplined approach to use data to change 
systems. 

83



20

Government 
Alliance on 

Race and 
Equity

RESOURCE GUIDE 
Racial Equity: 

Getting to 
Results

CASE STUDY: FAIRFAX COUNTY, VIRGINIA 

In July, 2016, the Fairfax County Board of Supervisors and School Board 
adopted the One Fairfax Resolution envisioning an opportunity-rich com-
munity in which everyone can participate and prosper. This resolution 
provides the vehicle to understand how issues of equity impact all Fair-
fax County residents and directs the development of a racial and social 
equity policy—at its core—to be applied in the planning and delivery of all 
public services and investments. The policy, once adopted, will facilitate 
the use of equity tools to ensure that equity becomes an intentional point 
of consideration in decision-making and resource-allocation processes.   
A cross-systems (County and Schools) Executive Leadership Team, along 
with an inter-disciplinary, multi-agency policy development workgroup 
was convened and charged to develop the policy and recommendations 
regarding the infrastructure necessary for implementation and sustain-
ability. Meaningful metrics, supported by an accountability structure 
that bridges the County Government and the Public School System will 
ensure common terminology, disaggregated data standards, and “better 
off” measures to evaluate progress towards achieving racial and social 
equity. Finally, and importantly, to redefine public engagement in ways 
that affirm effective democracy through implementing inclusive actions, 
processes, and structures that build community capacity and reflect the 
diversity of all residents. Fairfax County is working hard to make their 
vision for racial and social equity a reality with and for the community.
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Making a 
commitment 
to achieving 
racial equity

Across the country,  
governmental jurisdictions are:

When this occurs, significant leverage 
and expansion opportunities emerge, 

setting the stage for the achievement of 
racial equity in our communities.

Focusing on 
the power 

and influence 
of their own 
institutions

Working in 
partnership 
with others
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PREVENTION AND EARLY INTERVENTION 
MENTAL HEALTH FUNDED PROGRAMS
FY2019 Fact Sheet

City of Berkeley Prevention & Early Intervention Program
The City of Berkeley Mental Health Division 
provides prevention, early intervention and 
wellness services. The focus is on providing 
support, outreach, and early identification 
particularly in underserved populations. 

Through a variety of strategies we hope to 
improve mental wellness in the community, 
increase access to needed services, and 
prevent mental health challenges from 
becoming severe and disabling. 

Funds for prevention and early intervention 
(PEI) programs are provided by the Mental 
Health Services Act (MHSA), state legislation 

approved by voters in November 2004 that 
places a 1% tax one every dollar of personal 
income over $1 million. 

This report represents a small portion of 
these funds that are provided to contracted 
community based organizations. These 
organizations provide critical services and 
programs the City would not otherwise be 
able to offer and in places where behavioral 
health services are not traditionally given 
such as schools, community centers, and 
shelters. 

PROGRAMS & INVESTMENTS
Community PEI programs funded by the City 
of Berkeley include:

Albany Unified School District:  Offers trauma 
support services to elementary and high 
school students as well as adults. Weekly 
support groups are provided to help students 
process various traumatic events and develop 
close, trusting relationships.  Outreach and 
engagement are also offered to adults who 
live and work on the back stretch of Golden 
Gate Fields race track. Activities focus on 
coping with issues of acculturation, 
immigration and dislocation. 

Center for Independent Living: Provides 
services to older adults with acquired 
disabilities. A series of wellness workshops 
conducted by peer facilitators help 
participants cope with issues related to aging 
and the onset of disabilities such as  a loss of 
mobility, hearing or vision. 

Covenant House: Provides support groups to 
transitional aged youth (TAY) who are 
homeless or marginally housed. Youth 
celebratory events and social outings are also 
organized to build community and trust. 

GOALS for Women: Provides community-
based, culturally competent, outreach and 
support services for African Americans 
residing in South and West Berkeley. The 
program conducts outreach and engagement, 
facilitates Kitchen Table Talk support groups, 
provides peer counseling, and connects 
participants to community resources. 

Pacific Center for Human Growth: Provides 
outreach, engagement, and support groups 
for adults in the LGBTQIA+ community. 
Approximately 15 weekly or bi-weekly 
support groups are offered targeting various 
populations and needs. 
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MEASURING SUCCESS

The Mental Health Division at the City of 
Berkeley is working with staff and 
community based partners to deepen our 
positive impact on the communities we 
serve, especially for those most vulnerable. 

Results Based Accountability (RBA) is a new 
way of understanding and enhancing our 
work and has a proven track record of 
success in improving quality of life for people 
and communities. 

First, we define what the result or outcome 
is we hope to achieve. Next we decide how 
we can measure progress on that result. The 
data is collected on an ongoing basis to guide 
our understanding and inform efforts to 
enhance progress towards those results. 

Simply put, RBA is a way to measure the 
success of our programs and how our 
programs make a difference to and for the 
people we serve. 

Results Based Accountability was 
incorporated into our Prevention and Early 
Intervention contracts starting in fiscal year 
2018. Programs provided data that 
addressed three basic questions: 
• How much did you do?
• How well did you do it?
• Is anyone better off?

The following report provides a snapshot of 
the impact of our funded programs. 
Demographics are also included to provide a 
view of who is served by these Prevention 
and Early Intervention funded programs. The 
Berkeley Mental Health Division creates a 
stakeholder informed plan that provides 
program descriptions, outlines program 
changes or enhancements, reports 
demographics, and includes more detailed 
reporting on all MHSA funded programs. 
Read the full report here. 
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MHSA PEI DEMOGRAPHIC DATA
FY19 Data

Demographics are reported in aggreagate acorss all programs for 612 indivudal participants. Please note that 
indivuduals may be duplicated across programs. 

42%

29%

11%

7%

6%

1%

1%

4%

White

Black or African American

More than one race

Asian

Other

Native Hawaiian or Other…

American Indian or Alaska…

Decline to state

Race

25%

75%

Ethnicity

LATINO ETHNICITY NON-LATINO ETHNICITY

51%
11%

4%
3%
2%
2%

28%

Mexican/Mexican-…
Central American

South American
Caribbean

Puerto Rican
Other

Decline to state

Latino Ethnicity

22%

17%

11%

5%

4%

3%

3%

3%

2%

1%

0%

0%

30%

African

European

More than one Ethnicity

Eastern European

Chinese

Filipino

Other

Asian Indian/South Asian

Middle Eastern

Japanese

Korean

Vietnamese

Decline to state

Non-Latino Ethnicity

89%

9%

1%

0%

2%

English

Spanish

Other

Mandarin

Decline to state

Language

38%

17%

17%

8%

6%

3%

1%

11%

No Disability

Mental (not mental health)

Other Disability

Chronic Health Condition

Physical/Mobility Disability

Difficulty Hearing or Having
Speech Understood

Difficulty Seeing

Decline to state

Disability by Type
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MHSA PEI DEMOGRAPHIC DATA
FY19 Data

2%

53%

22% 23%

1%

0-15 16-25 26-59 60+ Decline to
state

% Age

45%

13%

9%

8%

5%

2%

17%

Heterosexual or Straight

Gay or Lesbian

Bisexual

Queer

Other

Questioning or Unsure

Decline to state

Sexual Orientation 

40%

48%

12%

Gender Assinged At Birth

Male Female Decline to State

44%

35%

6%

6%

4%

3%

2%

Female

Male

Other

Transgender

Genderqueer

Questioning or Unsure

Decline to state

Current Gender Identity 

2%

94%

4%

Veteran Status

Yes

No

Decline to state
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MHSA PEI FUNDED PROGRAMS
FY2019

$ 192,276
FUNDING

3,524
SUPPORT GROUP/  
WORKSHOP ENCOUNTERS1

651
SUPPORT GROUPS/ WORKSHOPS

1,308
REFERRALS

203
HOURS OF INDIVIDUAL SUPPORT 
AND ENGAGEMENT

6,938
OUTREACH CONTACTS

HOW MUCH DID WE DO?

HOW WELL DID WE DO IT?

92%
Survey respondents reported increased 
feeling of social support and/or trusted 

people they can turn to for help4

88%
Survey respondents reported positive 
changes in coping strategies, feeling 

anxious, and/or feeling overwhelmed

More than 

9 out of 10
survey respondents 
were satisfied with 

services3

Participants attended over 

7
support group or workshop 

sessions on average over 
the course of the year2

The City of Berkeley, Health Housing & Community Services Mental Health Division funds community 
education and support services for youth, adults and older adults. The Albany Unified School District, Center 
for Independent Living, Covenant House, GOALS for Women, and Pacific Center provide critical prevention, 
early intervention and wellness services. Below is a snapshot of these funded programs for FY2019.  

IS ANYONE BETTER OFF?

434

251

240

227

156

Other

Mentall Health

Social Services

Physical Health

Housing

Referral By Type

5 out of 7 programs reporting 7 out of 7 programs reporting 6 out of 7 programs reporting 

5 out of 7 programs reporting 3 out of 7 programs reporting 
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Technical Notes:
Program information is based on latest information received from Community Based Organizations as of August 2020. We are 
working towards a shared set of standardized measurements across programs in the future. Below are details on the measures 
reported by program. 

1 Support Group/Workshop Encounters is the sum total of times participants attend a support group or workshop funded by the 
Prevention and Early Intervention Program. Does not include outreach activities, one-on-one support, and celebratory events that 
also take place in some programs. 
2 Average # of groups attended per person calculates on average how many group sessions each person attended during the fiscal 
year. 
3 Based upon 247surveys. Reflects % that answered positively to the following questions:  I would recommend the group to a friend 
(AUSD-HS), I was satisfied with the workshop (CIL), I was satisfied with services(Covenant House), I would return if I or my family 
needed help (GOALS), I would recommend the organization to a family member or friend (Pacific Center). 
4 Based upon 91surveys. Reflects the % of respondents that answered positively to the following types of questions: As a direct 
result of participating in the peer support groups, I have trusted people I can turn to for help (Pacific Center), I have support to deal 
with the painful things I have experienced (AUSD-HS), I have good social supports (CIL)
6 Based upon 109 surveys. Reflects the % of respondents that answered positively to the following types of questions: As a direct 
result of participating the peer support groups, I deal more effectively with daily problems (Pacific Center), I have improved skill in 
coping with challenges (GOALS), I feel less overwhelmed and helpless (CIL), I am coping with stress in my life in healthier ways
(AUSD-HS), The student exhibits less anxiety in the classroom (AUSD- ELM)

8.12.2020
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PREVENTION AND EARLY INTERVENTION 
MENTAL HEALTH FUNDED PROGRAMS
FY2018 Report

City of Berkeley Prevention & Early Intervention Program
The City of Berkeley Mental Health Division 
provides prevention, early intervention and 
wellness services to individuals in Berkeley 
and Albany. The focus is on providing 
support, outreach, and early identification 
particularly in underserved populations. 

Through a variety of strategies we hope to 
improve mental wellness in the community, 
increase access to needed services, and 
prevent mental health challenges from 
becoming severe and disabling. 

Funds for prevention and early intervention 
(PEI) programs are provided by the Mental 

Health Services Act (MHSA), state legislation 
approved by voters in November 2004 that 
places a 1% tax one every dollar of personal 
income over $1 million. 

This report represents a small portion of 
these funds that are provided to contracted 
community based organizations. These 
organizations provide critical services and 
programs the City would not otherwise be 
able to offer and in places where behavioral 
health services are not traditionally given 
such as schools, community centers, and 
shelters. 

PROGRAMS & INVESTMENTS
Community PEI programs funded by the City 
of Berkeley include:

Albany Unified School District:  Offers trauma 
support services to high school students and 
adults. Weekly support groups are provided 
at Albany and McGregor high schools to help 
students process various traumatic events 
and develop close, trusting relationships.  
Outreach, engagement and support groups 
are also offered to adults who live and work 
on the back stretch of Golden Gate Fields 
race track. Activities focus on coping with 
issues of acculturation, immigration and 
dislocation. 

Center for Independent Living: Provides 
services to older adults with acquired 
disabilities. A series of wellness workshops 
conducted by peer facilitators help 
participants cope with issues related to aging 
and the onset of disabilities such as  a loss of 
mobility, hearing or vision. 

Covenant House: Provides support groups to 
transitional aged youth (TAY) living in the 
YEAH! homeless shelter. Youth celebratory 
events and social outings are also organized 
to build community and trust. 

GOALS for Women: Provides community-
based, culturally competent, outreach and 
support services for African Americans 
residing in South and West Berkeley. The 
program conducts outreach and engagement, 
facilitates Kitchen Table Talk support groups, 
provides peer counseling, and connects 
participants to community resources. 

Pacific Center for Human Growth: Provides 
outreach, engagement, and support groups 
for adults in the LGBTQI community. 
Approximately 12-15 weekly or bi-weekly 
support groups are offered targeting various 
populations and needs. 
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MEASURING SUCCESS

The Mental Health Division at the City of 
Berkeley is working with staff and 
community based partners to deepen our 
positive impact on the communities we 
serve, especially for those most vulnerable. 

Results Based Accountability (RBA) is a new 
way of understanding and enhancing our 
work and has a proven track record of 
success in improving quality of life for people 
and communities. 

First, we define what the result or outcome 
is we hope to achieve. Next we decide how 
we can measure progress on that result. The 
data is collected on an ongoing basis to guide 
our understanding and inform efforts to 
enhance progress towards those results. 

Simply put, RBA is a way to measure the 
success of our programs and how our 
programs make a difference to and for the 
people we serve. 

Results Based Accountability was 
incorporated into our Prevention and Early 
Intervention contracts starting in fiscal year 
2018. Programs provided data that 
addressed three basic questions: 
• How much did you do?
• How well did you do it?
• Is anyone better off?

The following report provides a snapshot of 
the impact of our funded programs. 
Demographics are also included to provide a 
view of who is served by these Prevention 
and Early Intervention funded programs.  The 
Berkeley Mental Health Division creates a 
stakeholder informed plan that provides 
program descriptions, outlines program 
changes or enhancements, and includes 
more detailed reporting on all MHSA funded 
programs. Read the full report here. 
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AUSD Demographics % AUSD Latino Ethnicity % AUSD Gender % AUSD Age %
American Indian or Alaska Native 0% Latino 29% Male 39% 0‐15 0%
Other 0% Non Latino Female 61% 16‐25 100%
More than one race 0% TOTAL Other 0% 26‐59 0%
Decline to state 0% Total 100% 60+ 0%
Native Hawaiian or Other Pacific Islander 5% Other Detail Decline to state 0%
Black or African American 24% Transgender 0% TOTAL  100%
White 29% Genderqueer 0%
Asian 42% Questioning 0%
TOTAL  100% Other 0%

AUSD Adult Demographics % AUSD Adult Latino Ethnicity % AUSD Adult Gender % AUSDAdult %
American Indian or Alaska Native 0% Latino 100% Male 86% 0‐15 0%
Asian 0% Non Latino 0% Female 14% 16‐25 20%
Black or African American 0% TOTAL 100% Other* 26‐59 60%
Native Hawaiian or Other Pacific Islander 0% TOTAL 100% 60+ 20%
White 0% Decline to state 0%
More than one race 0% TOTAL  100%
Decline to state 0%
Other 100%
TOTAL  100%

Pacific Center Demographics % Pacific Center Latino Ethnicity % Pacific Center Gender % Pacific Center Age %
Other 0% Latino 12% Male 23% 0‐15 0%
American Indian or Alaska Native 2% Non Latino Female 38% 16‐25 34%
Native Hawaiian or Other Pacific Islander 2% TOTAL Other* 39% 26‐59 56%
Black or African American 5% Total 100% 60+ 10%
Asian 7% Other Detail Decline to state 0%
More than one race 10% Transgender 9% TOTAL  100%
Decline to state 10% Genderqueer 21%
White 62% Questioning 4%
TOTAL  100% Other 5%

CIL Demographics % CIL Latino Ethnicity % CIL Gender % CIL Age %
American Indian or Alaska Native 0% Latino 25% Male 19% 0‐15 0%
Native Hawaiian or Other Pacific Islander 2% Non Latino Female 37% 16‐25 0%
Asian 3% TOTAL Other* 44% 26‐59 5%
More than one race 3% Total 100% 60+ 93%
Decline to state 10% Other Detail Decline to state 2%
Other 14% Transgender 44% TOTAL  100%
White 19% Genderqueer 0%
Black or African American 49% Questioning 0%
TOTAL  100% Other 0%

GOALS Demographics % GOALS Latino Ethnicity % GOALS Gender % GOALS Age %
American Indian or Alaska Native 0% Latino 0% Male 26% 0‐15 7%
Native Hawaiian or Other Pacific Islander 0% Non Latino 100% Female 70% 16‐25 6%
Other 0% TOTAL Other* 4% 26‐59 67%
Decline to state 0% Total 100% 60+ 13%
Asian 2% Other Detail Decline to state 7%
More than one race 4% Transgender 0% TOTAL  100%
White 7% Genderqueer 0%
Black or African American 87% Questioning 0%
TOTAL  100% Other 4%

Covenant House (PEI) % Covenant House (PEI) % Covenant House (PEI) % Covenant House (PEI)  Age %
Asian 0% Latino 59% Male 59% 0‐15 0%
Decline to state 0% Non Latino 41% Female 18% 16‐25 100%
Native Hawaiian or Other Pacific Islander 0% TOTAL 100% Other* 23% 26‐59 0%
American Indian or Alaska Native 5% Total 100% 60+ 0%
Other 18% Other Detail Decline to state 0%
More than one race 23% Transgender 14% TOTAL  100%
White 23% Genderqueer 5%
Black or African American 32% Questioning 5%
TOTAL  100% Other 0%
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MHSA PEI FUNDED PROGRAMS
FY2018

$ 192,376
FUNDING

1,885
SUPPORT GROUP/  
WORKSHOP CONTACTS

1

585
SUPPORT GROUPS/ 
WORKSHOSPS

413
REFERRALS

129
OUTTREACH ACTIVITIES

1,438
OUTREACH CONTACTS

HOW MUCH DID WE DO?

HOW WELL DID WE DO IT?

85%
Survey respondents 

reported having increased 
feeling of social support 

and connection4

23%
Improvement in truancy 

rate  for participating 
Albany students5

85%

Survey respondents 
reported positive mental 

health changes6

More than 

9 out of 10
survey respondents 
were satisfied with 

services3

Participants attended 

6
support group or 

workshop sessions on 
average over the course 

of the fiscal year2

The City of Berkeley, Health Housing & Community Services Mental Health Division funds community 
education and support services for youth, adults and older adults. The Albany Unified School District, Center 
for Independent Living, Covenant House, GOALS for Women, and Pacific Center provide critical prevention, 
early intervention and wellness services. Below is a snapshot of these funded programs for FY2018.  

IS ANYONE BETTER OFF?

52

74

82

97

108

Housing

Physical Health

Other

Social Services

Mental Health

Referrals by Type
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Technical Notes:
Program information is based on latest information received from Community Based Organizations as of October 2018. 

MHSA funded programs collect and report on a more expansive set of performance measures. To see more detailed reporting, 
visit https://www.cityofberkeley.info/Health_Human_Services/Mental_Health/MHSA_Plans_and_Updates.aspx

1 Support Group/Workshop Contacts is the sum total of times participants attend a support group or workshop funded by the 
Prevention and Early Intervention Program. Does not include outreach activities, one-on-one support, and celebratory events that 

also take place in some programs. 
2 Average # of groups attended per person calculates on average how many group sessions each person attended during the fiscal 

year. 

3 Based upon 212 surveys. Reflects % that answered positively to the following questions: I would recommend the group to a 

friend (AUSD), I would recommend the organization to a family member or friend (Pacific Center) and I was satisfied with the

workshop (CIL). 

4 Based upon 73 surveys. Reflects the % of respondents that answered positively to the following types of questions: As a direct 
result of participating in the peer support groups, I have trusted people I can turn to for help (Pacific Center), I have support to deal 

with the painful things I have experienced (AUSD), I have good social supports (CIL)
5 Based upon analysis of AUSD High School students by comparing # of days truant in previous year to the # of days truant in the 

current fiscal year. 

6 Based upon 73 surveys. Reflects the % of respondents that answered positively to the following types of questions: As a direct 
result of participating the peer support groups, I deal more effectively with daily problems (Pacific Center), I use healthy ways to 

cope with stress in my life (AUSD), I feel less overwhelmed and helpless (CIL)

06.04.2019
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Serious Mental Illness, Substance Use and  

The Nature and Impacts on Diverse LGBTQ People  

  

Suicide Risk and Prevention for LGBTQ People.   

• (2018). [online] Available at: 

https://www.lgbtqiahealtheducation.org/wpcontent/uploads/2018/10/Suicide-Risk-

and-Prevention-for-LGBTQ-Patients-Brief.pdf  

  

The Trevor Project Research Brief: Suicide Attempts among LGBTQ Youth of Color  

• The Trevor Project. (2019). Research Brief: Suicide Attempts among LGBTQ Youth of Color 

– The Trevor Project. [online] Available at:  

https://www.thetrevorproject.org/2019/11/26/research-brief-suicide-attempts-

amonglgbtq-youth-of-color/  

Severe Mental Illness in LGBT Populations: A Scoping Review  

  

• Kidd, S.A., Howison, M., Pilling, M., Ross, L.E. and McKenzie, K. (2016). Severe Mental 

Illness in LGBT Populations: A Scoping Review. Psychiatric Services, 67(7), pp.779–783. 

Available at: https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201500209  

Mental Health and the LGBTQ Community  

• Mental Health and the LGBTQ Community, LGBTQ Youth and Mental Health. Human 

Rights Campaign. Available at: 

https://suicidepreventionlifeline.org/wpcontent/uploads/2017/07/LGBTQ_MentalHealt

h_OnePager.pdf.  

LGBTQ+ Homelessness, Including on Race and Ethnicity  

• Fraser, B., Pierse, N., Chisholm, E. and Cook, H. (2019). LGBTIQ+ Homelessness: A Review 

of the Literature. International Journal of Environmental Research and Public Health, 

16(15), p.2677. Available at:  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6695950/  

LGBTQ Youth Homelessness, Including Youth of Color  

• Voicesofyouthcount.org. (2011). Missed Opportunities: LGBTQ Youth Homelessness in 

America – Voices of Youth Count, Chapin Hall, University of Chicago. [online] Available 

at: https://voicesofyouthcount.org/brief/lgbtq-youth-homelessness/  
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Serious Mental Illness among Homeless LGBT Youth 

• Hopper, R. (2017). Prevalence and Odds of Serious Mental Illness among Homeless LGBT
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LGBTQ Youth of Color Impact by Child Welfare and Juvenile Justice Systems 
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identity law and public policy. University of California, Los Angeles, School of Law. 
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Dual Stigma and Self-Stigma among LGBTQ Individuals with Severe Mental Illness 

• O’Connor, L., Pleskach, P. and Yanos, P. (2018). The Experience of Dual Stigma and Self-

Stigma Among LGBTQ Individuals with Severe Mental Illness. Numbers 1-2, 

SpringSummer. American Journal of Psychiatric Rehabilitation, [online] 21, pp.167–187. 
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LGBTQ People Living in Poverty - Mental Health Experiences 

• Ross, L.E., Gibson, M.F., Daley, A., Steele, L.S. and Williams, C.C. (2018). In spite of the

system: A qualitatively-driven mixed methods analysis of the mental health services 
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Human Services for Low-Income and At-Risk LGBTQ People 
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Knowledge Base and Research Needs. (2014). [online] Available at: 

https://www.acf.hhs.gov/sites/default/files/opre/lgbt_hsneeds_assessment_reportfinal 
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LGBTQ+ People and Substance Use and SUDs 

• Abuse, N.I. on D. (2017). Substance Use and SUDs in LGBTQ* Populations. [online]
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Equitable Substance Use Disorder Treatment for LGBTQ Populations 

• CASAT OnDemand. (2019). Equitable Substance Use Disorder Treatment for LGBTQ

Populations: Research, Tools, and Resources for Behavioral Health Providers. [online] 

Available at: https://casatondemand.org/2019/12/19/4489/  
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Health Housing and  
Community Services Department 
Mental Health Division 
 

A Vibrant and Healthy Berkeley for All 
 

2180 Milvia Street, 2nd Floor, Berkeley, CA  94704    Tel: 510. 981.5100    TDD: 510.981.6903    Fax: 510. 981.5450 
E-mail: housing@ci.berkeley.ca.us - http://www.cityofberkeley.info/housing/ 

MEMORANDUM 
 

To:  Mental Health Commission  
From:  Steven Grolnic-McClurg, Mental Health Division Manager  
Date:  April 16, 2021 
Subject: Mental Health Manager Report 
 

 

Mental Health Services Report 

Please find attached the report on Mental Health Services for March, 2021.  As a 

reminder, the report has a column labeled “Average Monthly System Cost Last 12 

Months.”  This column reflects the average cost for a client in this program to the Mental 

Health System in total – this includes costs charged to Alameda County by the City of 

Berkeley program,  other programs in the Alameda County Behavioral Healthcare 

System,  subacute residential placements,  hospitalizations, and jail mental health 

services.  While still not comprehensive of all costs, this data hopefully comes closer to 

reflecting the overall costs of services for clients in each program.  

 

Results Based Accountability (RBA) Outcome Measures Project 

This month, Resource Development Associates will be presenting on the RBA project in 

the Mental Health Division. 

 

As a reminder, this is some background on the RBA project that was presented last 

month: 

 

The Mental Health Commission has given feedback that the mental health division 

should improve on its reporting of outcomes for programs it operates.  While Full 

Service Partnership programs have outcome measures in every MHSA plan, many 

other division programs don’t have agreed upon outcome measures.  In an effort to 

improve the division’s ability to both measure and report on the impact of programs, the 

division is in the midst of training staff and developing RBA outcome measures for every 

program it operates. 

 

Results-Based Accountability (RBA) was developed by Mark Friedman of the Fiscal 

Policies Studies Institute. It is a disciplined way of thinking and taking action that can be 
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used to improve quality of life in communities, cities, counties, states, and nations, as 

well as to improve the performance of programs.  RBA has been adopted by Alameda 

County Health Services and is being used through the Health, Housing and Community 

Services Department in Berkeley. 

 

RBA is focused on the impact that programs makes for communities.  It looks at how 

much a program does, how well it does it, and whether those efforts are making an 

impact.  Resource Development Associates is leading the mental health division staff in 

a series of workshops to train them in RBA and to develop these RBA outcome 

measures. 

 

In addition to working with staff, the mental health division has supported the creation of 

a community advisory group that is providing input into this process.  This group, 

comprised of community members, mental health consumers, and staff, is going 

through a series of workshops to inform the RBA process in the division and ensure that 

community needs and interests are understood in the development of this process. 

 

The program groupings that will be developing RBA outcome measures are as follows: 

 

 
 

 

Each program listed above (CFSP, HSHC, etc.) will develop RBA outcome measures.  

The division will also set overall divisional outcome measures.  For all programs 

groupings and at the division level, a strong emphasis will be placed at centering health 

equity in the outcome measures selected.   

 

 

 

FYC

•Children’s Full Service 
Partnership (CFSP)

•High School Health 
Center (HSHC)

•Early and Periodic 
Screening, Detection 
and Treatment 
(EPSDT)

•Educationally Related 
Mental Health 
Services (ERMHS)

•Early Childhood 
Consultation 

Adult Services

•Transitional Aged 
Youth, Adult and 
Older Adult Full 
Service Partnership 
(AFSP)

•Community Care 
Team (CCT)

•Focus on 
Independence Team 
(FIT)

•Housing

•Substance Use 
Disorder (SUD)

•Vocational Srvcs

Crisis/ACCESS

•Homeless Full Service 
Partnership (HFSP)

•Mobile Crisis Team 
(MCT)

•Community 
Assessment Team 
(CAT)

•Transitional Outreach 
Team (TOT)

Medical & TQI

•Medical Services

• Wellness Services

• Family Services

•Training
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Adult Clinic Renovation Project 

On Wednesday, April 14th the Adult Clinic at 2640 MLK Jr. Way had a ribbon cutting 

ceremony.  It was great to see Mental Health Commissioners in attendance at this 

event.  When the mental health division has site control of the building (estimated at end 

of this month), we can host a tour for interested commissioners.  It is anticipated that 

services will begin at this site in Mid-June. 

 

May Is Mental Health Month 

The Mental Health Division is planning a community event in honor of May is Mental 

Health Month.  This is an annual event that is hosted by Berkeley Mental Health in 

conjunction with the Mental Health Commission.  The theme this year is:  “Covid-

19:  Challenges, Hope and Resiliency (Increasing Community Mental Health and 

Wellness)”.  This virtual event will focus on the Challenges, Hope and Resiliency that 

individuals have endured during the Covid-19 pandemic.  The program will include a 

consumer/peer panel presentation, information sharing, entertainment, prizes and the 

community achievement awards will be presented.    The event will take place on 

Wednesday, May 26, 2021 from 5:30pm – 7:30pm via Zoom.  The link to the event will 

be sent out to all mental health commissioners. 

 

103



B
e

rk
e

le
y 

M
e

n
ta

l H
e

al
th

 C
as

e
lo

ad
 S

ta
ti

st
ic

s 

fo
r 

M
ar

ch
 2

0
2

1
 

A
d

u
lt

 S
e

rv
ic

e
s 

In
te

n
d

e
d

 R
at

io
 o

f 
st

af
f 

to
 c

lie
n

ts
 

C
lin

ic
al

 S
ta

ff
 

P
o

si
ti

o
n

s 
Fi

lle
d

 
# 

o
f 

cl
ie

n
ts

 
o

p
e

n
 t

h
is

 
m

o
n

th
 

A
ve

ra
ge

 
M

o
n

th
ly

 
Sy

st
e

m
 C

o
st

 
P

re
vi

o
u

s 
1

2
 

M
o

n
th

s 

Fi
sc

al
 Y

e
ar

 2
0

2
1

 D
e

m
o

gr
ap

h
ic

s 
as

 o
f 

Ja
n

 
2

0
2

1
 

A
d

u
lt

, O
ld

e
r 

A
d

u
lt

 a
n

d
 T

A
Y

 F
u

ll 
Se

rv
ic

e
 P

ar
tn

e
rs

h
ip

 (
FS

P
) 

(H
ig

h
e

st
 le

ve
l o

u
tp

at
ie

n
t 

cl
in

ic
al

 c
as

e
 m

an
ag

e
m

e
n

t 
an

d
 

tr
e

at
m

e
n

t)
 

1
-1

0
 f

o
r 

cl
in

ic
al

 
st

af
f.

 
5

 C
lin

ic
ia

n
s 

1
 T

ea
m

 L
ea

d
 

7
2

 
$

4
,6

5
9

 
7

6
 C

lie
n

ts
 

A
P

I:
 0

 
B

la
ck

 o
r 

A
fr

ic
an

-A
m

er
ic

an
: 2

0
 

H
is

p
an

ic
 o

r 
La

ti
n

o
:4

 
O

th
er

/U
n

kn
o

w
n

: 3
3

 
W

h
it

e:
 1

9
 

M
al

e:
 4

9
 

Fe
m

al
e:

 2
7

 
A

d
u

lt
 F

SP
 P

sy
ch

ia
tr

y 
(F

e
b

ru
ar

y 
D

at
a)

 
1

-1
0

0
 

.5
 F

TE
 

6
2

 
 

 

C
o

m
p

re
h

e
n

si
ve

 C
o

m
m

u
n

it
y 

Tr
e

at
m

e
n

t 
(C

C
T)

 
(H

ig
h

 le
ve

l o
u

tp
at

ie
n

t 
cl

in
ic

al
 

ca
se

 m
an

ag
e

m
e

n
t 

an
d

 
tr

e
at

m
e

n
t)

 

1
-2

0
 

8
 C

lin
ic

ia
n

s 
1

 M
an

ag
er

 
1

7
7

 
$

2
,0

3
6

 
1

8
7

 C
lie

n
ts

 
A

P
I:

 4
 

B
la

ck
 o

r 
A

fr
ic

an
-A

m
er

ic
an

: 5
4

 
H

is
p

an
ic

 o
r 

La
ti

n
o

: 1
0

 
O

th
er

/U
n

kn
o

w
n

: 8
0

 
W

h
it

e:
 3

9
 

M
al

e:
 9

3
 

Fe
m

al
e:

 9
4

 
C

C
T 

P
sy

ch
ia

tr
y 

(F
e

b
ru

ar
y 

D
at

a)
 

1
-2

0
0

 
.7

5
 

1
4

0
 

 
 

Fo
cu

s 
o

n
 In

d
e

p
e

n
d

e
n

ce
 T

e
am

 
(F

IT
) 

(L
o

w
e

r 
le

ve
l o

f 
ca

re
, o

n
ly

 f
o

r 
in

d
iv

id
u

al
s 

p
re

vi
o

u
sl

y 
o

n
 F

SP
 o

r 
C

C
T)

 

1
-2

0
 T

ea
m

 L
e

ad
, 

1
-5

0
 P

o
st

 M
as

te
rs

 
C

lin
ic

al
 

1
-3

0
 N

o
n

-D
e

gr
ee

d
 

C
lin

ic
al

 

1
 C

lin
ic

al
 

Su
p

er
vi

so
r,

 I 
Li

ce
n

se
d

 
C

lin
ic

ia
n

, 1
 C

H
W

 
Sp

./
 N

o
n

- 
D

eg
re

ed
 C

lin
ic

al
 

9
7

 
$

1
,0

7
2

 
9

9
 C

lie
n

ts
 

A
P

I:
 3

 
B

la
ck

 o
r 

A
fr

ic
an

 A
m

er
ic

an
: 2

7
 

H
is

p
an

ic
 o

r 
La

ti
n

o
: 2

 
O

th
er

/U
n

kn
o

w
n

: 3
2

 
W

h
it

e:
 3

5
 

M
al

e:
 6

2
 

Fe
m

al
e:

 3
7

 

FI
T 

P
sy

ch
ia

tr
y 

(F
e

b
ru

ar
y 

D
at

a)
 

1
-2

0
0

 
.2

5
 

9
0

 
 

 

104



Fa
m

ily
, Y

o
u

th
 a

n
d

 C
h

ild
re

n
’s

 
Se

rv
ic

e
s 

In
te

n
d

e
d

 R
at

io
 o

f 
st

af
f 

to
 c

lie
n

ts
 

C
lin

ic
al

 
St

af
f 

P
o

si
ti

o
n

s 
Fi

lle
d

 

# 
o

f 
cl

ie
n

ts
 

o
p

e
n

 t
h

is
 

m
o

n
th

 

A
ve

ra
ge

 
M

o
n

th
ly

 
Sy

st
e

m
 

C
o

st
 L

as
t 

1
2

 m
o

n
th

s 

Fi
sc

al
 Y

e
ar

 2
0

2
0

 D
e

m
o

gr
ap

h
ic

s 
as

 o
f 

Ja
n

u
ar

y 
2

0
2

1
 

C
h

ild
re

n
’s

 F
u

ll 
Se

rv
ic

e
 

P
ar

tn
e

rs
h

ip
 

1
-8

 
1

.5
 C

lin
ic

al
 

 
9

 
$

4
,7

7
4

 
1

7
 C

lie
n

ts
 

A
m

er
ic

an
 In

d
ia

n
: 1

 
A

P
I:

 0
 

B
la

ck
 o

r 
A

fr
ic

an
-A

m
er

ic
an

: 6
 

H
is

p
an

ic
 o

r 
La

ti
n

o
: 2

 
O

th
er

/U
n

kn
o

w
n

: 6
 

W
h

it
e:

 2
 

M
al

e:
 1

2
 

Fe
m

al
e:

 5
 

Ea
rl

y 
an

d
 P

e
ri

o
d

ic
 S

cr
e

e
n

in
g,

 
D

ia
gn

o
st

ic
 a

n
d

 T
re

at
m

e
n

t 
P

re
ve

n
ti

o
n

 (
EP

SD
T)

 
/E

d
u

ca
ti

o
n

al
ly

 R
e

la
te

d
 M

e
n

ta
l 

H
e

al
th

 S
e

rv
ic

e
s 

(E
R

M
H

S)
 

1
-2

0
 

2
.5

 C
lin

ic
al

 
5

2
 

$
1

,8
4

4
 

8
3

 C
lie

n
ts

 
A

m
er

ic
an

 In
d

ia
n

: 1
 

A
P

I:
 1

 
B

la
ck

 o
r 

A
fr

ic
an

-A
m

er
ic

an
: 2

9
 

H
is

p
an

ic
 o

r 
La

ti
n

o
: 1

7
 

O
th

er
/U

n
kn

o
w

n
: 1

4
 

W
h

it
e:

 2
1

 
M

al
e:

 4
8

 
Fe

m
al

e:
 3

5
 

H
ig

h
 S

ch
o

o
l H

e
al

th
 C

e
n

te
r 

an
d

 
B

e
rk

e
le

y 
Te

ch
n

o
lo

gi
ca

l 
A

ca
d

e
m

y 
(N

o
te

: 
sc

h
o

o
l n

o
t 

in
 

se
ss

io
n

) 

1
-6

 C
lin

ic
ia

n
 (

m
aj

o
ri

ty
 o

f 
ti

m
e

 s
p

en
t 

o
n

 c
ri

si
s 

co
u

n
se

lin
g)

 

2
.5

 C
lin

ic
al

 
Tr

ea
tm

e
n

t:
 4

1
 

G
ro

u
p

s 
o

ff
er

ed
: 4

 
G

ro
u

p
s 

co
n

d
u

ct
e

d
:4

 
C

ri
si

s/
W

ar
m

lin
e:

 
2

5
 

 
N

/A
 

105



C
ri

si
s,

 A
C

C
ES

S,
 a

n
d

 H
o

m
e

le
ss

 
Se

rv
ic

e
s 

St
af

f 
R

at
io

n
 

C
lin

ic
al

 S
ta

ff
 

P
o

si
ti

o
n

s 
Fi

lle
d

 
To

ta
l #

 o
f 

C
lie

n
ts

/I
n

ci
d

e
n

ts
 

M
o

b
ile

 C
ri

si
s 

N
/A

 
2

 C
lin

ic
ia

n
 f

ill
ed

 a
t 

th
is

 t
im

e 


 

1
1

4
 In

ci
d

en
ts

 


 

2
4

 5
1

5
0

 E
va

ls
 


 

4
 5

1
5

0
 E

va
ls

 
le

ad
in

g 
to

 
in

vo
lu

n
ta

ry
 

tr
an

sp
o

rt
 

Tr
an

si
ti

o
n

al
 O

u
tr

e
ac

h
 T

e
am

 
(T

O
T)

 
N

/A
 

1
 L

ic
e

n
se

d
 C

lin
ic

ia
n

, 
1

 C
as

e 
M

an
ag

er
 

(b
o

th
 s

o
m

et
m

es
 

re
as

si
gn

ed
 d

u
e 

to
 

st
af

fi
n

g 
n

ee
d

s 
in

 
o

th
er

 u
n

it
s)

 

5
0

 In
ci

d
en

ts
 

C
o

m
m

u
n

it
y 

A
ss

e
ss

m
e

n
t 

Te
am

 
(A

C
C

ES
S)

 
N

/A
 

1
 T

ea
m

 L
ea

d
, 1

 
C

lin
ic

ia
n

, 1
 N

o
n

- 
D

eg
re

ed
 C

lin
ic

al
 

8
0

 In
ci

d
en

ts
 

  

N
o

t 
re

fl
e

ct
e

d
 in

 a
b

o
ve

 c
h

ar
t 

is
 E

ar
ly

 C
h

ild
h

o
o

d
 C

o
n

su
lt

at
io

n
, W

el
ln

es
s 

an
d

 R
ec

o
ve

ry
 P

ro
gr

am
m

in
g,

 o
r 

Fa
m

ily
 S

u
p

p
o

rt
. 

*A
ve

ra
ge

 S
ys

te
m

 C
o

st
s 

co
m

e 
fr

o
m

 Y
el

lo
w

Fi
n

, a
n

d
 p

er
 A

C
B

H
 in

cl
u

d
e 

al
l c

o
st

s 
to

 m
en

ta
l h

ea
lt

h
 p

ro
gr

am
s,

 s
u

b
-a

cu
te

 r
es

id
en

ti
al

 p
ro

gr
am

s,
 h

o
sp

it
al

s,
 a

n
d

 ja
il 

m
en

ta
l h

ea
lt

h
 c

o
st

s.
 

106



From: Works-Wright, Jamie
To: Works-Wright, Jamie
Subject: FW: Agenda Packet for Mental Health Commission Meeting, Thurs, April 22, 2021, 7 pm
Date: Wednesday, April 14, 2021 9:53:49 AM
Attachments: Crisis Response Best Practices Research from Rev boona cheema and Margaret Fine_JD_PhD.docx

Non Police Crisis Response Program Web Resources Info from Rev boona cheema Margaret Fine JD PhD.pdf
EXPENDITURE Contract_Date Executed_ 9_1_2020_RDA_Results Based Accountability Evaluation.pdf
Racial Equity Centered Results Based Accountability Resource Guide.pdf
RBA Impact Berkeley Evaluation FY 19 PEI Programs Division Mental Health.pdf
RBA Impact Berkeley Evaluation FY 18 PEI Programs Division Mental Heatlh.pdf
Diverse LGBTQIA+ Prevalence Basis Serious Mental Illness Substance Use Studies.pdf
image001.png

Please see information from Margaret- MHC chair
 

Jamie Works-Wright
Consumer Liaison
Jworks-wright@cityofberkeley.info
510-423-8365 cl
510-981-7721 office
 

 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The
information contained in this message may be privileged and confidential.  If you are NOT the
intended recipient, please notify the sender immediately with a copy to
HIPAAPrivacy@cityofberkeley.info and destroy this message immediately.
 

From: Margaret Fine [mailto:margaretcarolfine@gmail.com] 
Sent: Tuesday, April 13, 2021 10:13 PM
To: Works-Wright, Jamie <JWorks-Wright@cityofberkeley.info>
Subject: Agenda Packet for Mental Health Commission Meeting, Thurs, April 22, 2021, 7 pm
 

WARNING: This is not a City of Berkeley email. Do not click links or attachments unless you trust the sender and
know the content is safe.

It’s fine to send.
 

Hi Jamie,

I have written this email about the documents in the Agenda Packet and attached the packet
materials. When you are able, would you kindly distribute it? Thank you so much.

Greetings to Everyone!

The next Mental Health Commission meeting will include a presentation on the Results-Based
Accountability evaluation for the City of Berkeley. The Mental Health Manager will set forth the
internal programs to be evaluated by the consultant, Research Development Associates (RDA). RDA
will give a presentation about RBA and the evaluation of the public mental health programs. RBA is
used throughout the USA and internationally. Here are some points:

107

mailto:JWorks-Wright@cityofberkeley.info
mailto:JWorks-Wright@cityofberkeley.info
mailto:Jworks-wright@cityofberkeley.info
mailto:HIPAAPrivacy@cityofberkeley.info

Ask for credit - send to consultants say must credit us with work in the report, $

Overview, October 2020

· The Behavioral Health Systems and Its Response to COVID-19: A Snapshot Perspective - comprehensive crisis response services system

Must address: - 

· cannot silo or partly deal with in separate grants

· “messy boundaries”

· Mental health, use of force study - must deal with

· Below best practices across the board

· Interprofessional collaboration in mental health crisis response system, Shannon Winters, Lilian Magalhaes & Elizabeth Anne Kinsella (2015) 



Community engagement - proposed study

· Need diverse groups to inform use of policing and mental health systems

· Serious consideration giving to qualitative interviews with populations likely to have both mental health and policing experience, Division of Mental Health

· See how they route, drastic reductions in funding

· Costs are $61,000 for solely public mental health system, in the context of alameda county care connect, data sharing, still keep clinician

· Identifying Chicago’s High Users of Police-Involved Services



Research

· The Community Responder Model https://www.americanprogress.org/issues/criminal-justice/reports/2020/10/28/492492/community-responder-model/



· Vera Institute - https://www.vera.org/downloads/publications/crisis-response-services-for-people-with-mental-illnesses-or-intellectual-and-developmental-disabilities.pdf



Model Act

Model Act for Behavioral Health Crisis Response Team POC, Sept 2020

Best Practices not tailored necessarily to culturally safe and response

Best Practices for Crisis Response Services

SAMHSA Crisis Services: Meeting Needs, Saving Lives. August 2020

Website: https://store.samhsa.gov/product/crisis-services-meeting-needs-saving-lives/PEP20-08-01-001

Downloadable Book



· The book is composed of SAMHSA’s “National Guidelines for Behavioral Health Crisis Care: Best Practice Toolkit” and related crisis services papers built on these guidelines. 



· The toolkit reflects relevant clinical and health services research, review of top national program practices and replicable approaches that support best practice implementation. The related papers address key issues relevant to crisis services, homelessness, technology advances, substance use, legal issues impacting crisis services, financing crisis care, diverse populations, children and adolescents, rural and frontier areas, and the role of law enforcement.



SAMHSA National Guidelines for Behavioral Health Crisis Care Best Practice Toolkit, last updated 4/23/2020, website https://www.samhsa.gov/find-help/implementing-behavioral-health-crisis-care

· Executive Summary, 12 pages

https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioral-health-crisis-services-executive-summary-02242020.pdf

· Full Report, 80 pages

https://www.samhsa.gov/sites/default/files/national-guidelines-for-behavioral-health-crisis-care-02242020.pdf

SAMSHA Training and Technical Assistance related to COVID-19 (many resources, including for serious mental illness)

https://www.samhsa.gov/sites/default/files/training-and-technical-assistance-covid19.pdf

SAMSHA Guidance for Law Enforcement and First Responders Administering Naloxone, May 8, 2020

https://www.samhsa.gov/sites/default/files/guidance-law-enforcement-first-responders-administering-naloxone.pdf

SAMSHA Crisis Services, Cost Effectiveness & Funding Strategies Report, 2014, Website:

https://store.samhsa.gov/product/Crisis-Services-Effectiveness-Cost-Effectiveness-and-Funding-Strategies/sma14-4848

This report summarizes the clinical and cost effectiveness of crisis services. It also presents case studies of approaches states are using to coordinate, consolidate, and blend funding sources to provide robust crisis services.

SAMHSA First Responders' Trauma Intervention and Suicide Prevention: Suicide Prevention Resource Toolkit

https://sprc.org/sites/default/files/migrate/library/First-Responders%27-Trauma-Intervention-Resource-Toolkit.pdf

This toolkit describes acute stress disorder and posttraumatic stress disorder and the risk factors associated with trauma. It also describes interventions that can be used in times of crisis. Near the end of the toolkit is a list of related resources.

SAMHSA - Suicide Prevention, including crisis lines, 

https://www.samhsa.gov/childrens-awareness-day/event/resources-suicide-prevention

SAMHSA Disaster Distress Helpline https://www.samhsa.gov/find-help/disaster-distress-helpline

SAMSHA - Crisis Intervention Team (CIT) - Methods for Using Data to Inform Practice: A Step-by-Step Guide

https://store.samhsa.gov/product/Crisis-Intervention-Team-CIT-Methods-for-Using-Data-to-Inform-Practice/SMA18-5065

This guide helps local systems use data to implement Crisis Intervention Team programs that can improve the safety and effectiveness of law enforcement response to people experiencing behavioral health crises. It provides information about building necessary partnerships, documenting program activities, identifying key metrics, establishing data collection processes, analyzing and reporting data, using data to improve programs, and expanding capacity to collect and use data. The guide is a companion to Practice Guidelines: Core Elements in Responding to Mental Health Crises.

SAMSHA Practice Guidelines: Core Elements in Responding to Mental Health Crisis, U.S. Department of Health and Human Services, 2009

https://store.samhsa.gov/product/Core-Elements-for-Responding-to-Mental-Health-Crises/sma09-4427



FEMA COVID-19 Best Practice Information: Crisis Counseling, 2020

https://www.fema.gov/sites/default/files/2020-07/fema_covid_bp_crisis-counseling.pdf

FEMA Crisis Counseling Assistance and Training Program Guidance CCP Application Toolkit, Version 5.0, July 2016

https://www.samhsa.gov/sites/default/files/images/fema-ccp-guidance.pdf



CDC Guidance for First Responders, 2020

Interim Recommendations for Emergency Medical Services (EMS) Systems and 911 Public Safety Answering Points/Emergency Communication Centers (PSAP/ECCs) in the United States During the Coronavirus Disease (COVID-19) Pandemic

https://www.cdc.gov/coronavirus/2019-ncov/hcp/guidance-for-ems.html

Reimagining Response to Vulnerable Populations in Crisis

https://www.abtassociates.com/projects/reimagining-response-to-vulnerable-populations-in-crisis

· Reimagining America’s Crisis Response Systems: A Decision-Making Framework for Responding to Vulnerable Populations in Crisis, September 2020

https://www.abtassociates.com/files/Projects/PDFs/2020/reimagining-crisis-response_20200911-final.pdf

· Perspectives on Reimagining America’s Emergency Response System

https://www.abtassociates.com/insights/events/perspectives-on-reimagining-americas-emergency-response-system

National Council for Behavioral Health, National Council Magazine, Crisis to Recovery including Lessons from Leadership, Comprehensive Crisis Systems, Coordination with Law Enforcement, 2016 

· https://www.thenationalcouncil.org/magazine-issues/crisis-to-recovery/

Best Practices in Law Enforcement Crisis Intervention with the Mentally Ill (chapter), August 18, 2015

Crisis Hotlines - Behavioral Health Crisis Care SAMHSA

Crisis Service Delivery Declaration



· Guidance for Law Enforcement



· Response to People in mental health crisis - New York



· Wisconsin Best Practices - Toolkit for Improving Crisis Intervention and Emergency Detention Services (August, 2018) https://www.dhs.wisconsin.gov/publications/p02224.pdf





· Crisis Training Manual, Tennessee Department Mental Health and Substance Abuse Services, July 2012 https://www.tn.gov/content/dam/tn/mentalhealth/documents/Crisis_Services_Training_Manual.pdf



National Suicide Prevention Lifeline Best Practices

https://suicidepreventionlifeline.org/best-practices/

National Suicide Prevention Lifeline - Suicide Risk Assessment Standards

https://suicidepreventionlifeline.org/wp-content/uploads/2016/08/Suicide-Risk-Assessment-Standards-1.pdf

Best practices



A Community-Based Comprehensive Psychiatric Crisis Response Service, April 2005

https://www.tacinc.org/wp-content/uploads/2020/08/Crisis-Manual.pdf



NAMI Navigating a Mental Health Crisis - for Families

https://www.nami.org/Support-Education/Publications-Reports/Guides/Navigating-a-Mental-Health-Crisis
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Non-Police Crisis Response Programs  
Website Links, Resources and Related Info 


 
 
Eugene, OR  
CAHOOTS website: https://whitebirdclinic.org/cahoots/ 
 
CAHOOTS Media Guidebook, 2020 


• https://whitebirdclinic.org/wp-content/uploads/2020/06/CAHOOTS-Media-Guide-
20200624.pdf 


 
CAHOOTS Brochure 


• https://whitebirdclinic.org/wp-
content/uploads/2020/06/11x8.5_trifold_brochure_CAHOOTS.pdf 
 


CAHOOTS Crisis De-Escalation Training Info 


• https://whitebirdclinic.org/crisis-deescalation-training/ 
 
Oakland, CA 
Mental Health Call: Oakland Creates Non-Police Crisis Response Team (including City Council 
unanimous action to place team in Fire Department), March 17, 2021 
 


• https://www.kron4.com/news/bay-area/mental-health-call-oakland-creates-non-police-
crisis-response-team/ 
 


Link to MACRO Report: 


• https://urbanstrategies.org/wp-content/uploads/2020/06/USC-MACRO-REPORT-
6_10_20.pdf 
 


Alameda County, CA 
Crisis Assessment Transport Team Website, Bonita House, Alameda County (soon to be live) 


• https://bonitahouse.org/catt/ 
 
San Francisco, CA 
Street Crisis Team Issue Brief, February 2021 


• https://www.sfdph.org/dph/files/IWG/SCRT_IWG_Issue_Brief_FINAL.pdf 
 


Office of the Mayor London Breed: San Francisco's New Street Crisis Response Team Launches 
Today: Partnership between the Department of Public Health and Fire Department with more 
team to launch later, News Release, November 30, 2020. 
 


• https://sfmayor.org/article/san-franciscos-new-street-crisis-response-team-launches-
today 



https://whitebirdclinic.org/wp-content/uploads/2020/06/CAHOOTS-Media-Guide-20200624.pdf

https://whitebirdclinic.org/wp-content/uploads/2020/06/CAHOOTS-Media-Guide-20200624.pdf

https://whitebirdclinic.org/wp-content/uploads/2020/06/11x8.5_trifold_brochure_CAHOOTS.pdf

https://whitebirdclinic.org/wp-content/uploads/2020/06/11x8.5_trifold_brochure_CAHOOTS.pdf

https://whitebirdclinic.org/crisis-deescalation-training/

https://www.kron4.com/news/bay-area/mental-health-call-oakland-creates-non-police-crisis-response-team/

https://www.kron4.com/news/bay-area/mental-health-call-oakland-creates-non-police-crisis-response-team/

https://urbanstrategies.org/wp-content/uploads/2020/06/USC-MACRO-REPORT-6_10_20.pdf

https://urbanstrategies.org/wp-content/uploads/2020/06/USC-MACRO-REPORT-6_10_20.pdf

https://bonitahouse.org/catt/

https://www.sfdph.org/dph/files/IWG/SCRT_IWG_Issue_Brief_FINAL.pdf

https://sfmayor.org/article/san-franciscos-new-street-crisis-response-team-launches-today

https://sfmayor.org/article/san-franciscos-new-street-crisis-response-team-launches-today
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Los Angeles, CA 
The Los Angeles City Council has approved an LAPD reform plan to create an unarmed 
crisis response team to respond to nonviolent 911 calls. The Los Angeles City Council voted 
unanimously to have a chief administrator develop an unarmed team to respond to nonviolent 
911 calls, Mayor Garcetti announcement re: partnership with Los Angeles County. 
 


• https://www.lamayor.org/mayor-garcetti-partnership-la-county-step-forward-police-
reform-reimagining-public-safety 


 
Multnomah County (includes Portland), OR 
Project Respond website: 


• https://cascadiabhc.org/services/crisis-intervention/ 
 


Denver, CO 
Press Release: DJP Helps Launch Alternative Public Health Emergency Response Pilot In Denver, 


June 6, 2020 


• http://www.denverjusticeproject.org/2020/06/08/press-release-alternative-public-
health-emergency-response-pilot-launches-in-denver/ 


 
Denver’s STAR program successfully sent mental health professionals, not police, to hundreds 
of calls, February 24, 2021 
 


• https://www.fox5ny.com/news/denvers-star-program-successfully-sent-mental-health-
professionals-not-police-to-hundreds-of-calls 
 


New York City 
New York City to Test No-Police Mental Health Crisis Response in Harlem, February 21, 2021 
 


• https://www.nbcnewyork.com/news/local/nyc-to-test-no-police-mental-health-crisis-
response-in-harlem/2903212/ 


 
Austin, TX 
EMCOT (expanded mobile crisis outreach team) program website: 


• https://www.austintexas.gov/edims/document.cfm?id=302634 
 


Olympia, WA 
Crisis Response Unit website 


• https://olympiawa.gov/city-services/police-department/Crisis-Response-Peer-
Navigator.aspx 
 


 
 



https://www.lamayor.org/mayor-garcetti-partnership-la-county-step-forward-police-reform-reimagining-public-safety

https://www.lamayor.org/mayor-garcetti-partnership-la-county-step-forward-police-reform-reimagining-public-safety

https://cascadiabhc.org/services/crisis-intervention/

http://www.denverjusticeproject.org/2020/06/08/press-release-alternative-public-health-emergency-response-pilot-launches-in-denver/

http://www.denverjusticeproject.org/2020/06/08/press-release-alternative-public-health-emergency-response-pilot-launches-in-denver/

https://www.fox5ny.com/news/denvers-star-program-successfully-sent-mental-health-professionals-not-police-to-hundreds-of-calls

https://www.fox5ny.com/news/denvers-star-program-successfully-sent-mental-health-professionals-not-police-to-hundreds-of-calls

https://www.nbcnewyork.com/news/local/nyc-to-test-no-police-mental-health-crisis-response-in-harlem/2903212/

https://www.nbcnewyork.com/news/local/nyc-to-test-no-police-mental-health-crisis-response-in-harlem/2903212/

https://www.austintexas.gov/edims/document.cfm?id=302634

https://olympiawa.gov/city-services/police-department/Crisis-Response-Peer-Navigator.aspx

https://olympiawa.gov/city-services/police-department/Crisis-Response-Peer-Navigator.aspx
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Edmonton, Canada 
REACH Edmonton 24/7 Crisis Diversion program website: 


• https://reachedmonton.ca/initiatives/24-7-crisis-diversion/ 
 


Toronto, Canada 
Toronto council approves multi-year mental health crisis response service pilot project 


• https://globalnews.ca/news/7615131/toronto-council-approves-community-crisis-


support-service-pilot/ 


 
 



https://reachedmonton.ca/initiatives/24-7-crisis-diversion/

https://globalnews.ca/news/7615131/toronto-council-approves-community-crisis-support-service-pilot/

https://globalnews.ca/news/7615131/toronto-council-approves-community-crisis-support-service-pilot/
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INTRODUCTION


Currently across the country, regardless of region, racial inequities exist across 
every indicator for success—including health, criminal justice, education, jobs, 
housing, and beyond. We know these inequities are incongruent with our aspi-
rations. The Government Alliance on Race and Equity (GARE), a joint project of 
the Haas Institute for a Fair and Inclusive Society at the University of 
California, Berkeley and Center for Social Inclusion, recognizes that 
we can and must do better. We know that government has a key role 
in advancing racial equity, and therefore are modeling at the local 
level how it is truly possible for government to advance racial equity 
and to develop into an inclusive and effective democracy. 


We know change is possible with intentionality and focus. We must 
recognize that from the inception of our country, government at the 
local, regional, state, and federal level has played a role in creating 
and maintaining racial inequities. Though we’ve made many strides 
toward racial equity, policies and practices have created and still 
create disparate results—even if the intention to discriminate is not 
present. Despite progress in addressing explicit discrimination, ra-
cial inequities continue to be deep, pervasive, and persistent across 
the country. We are at a critical juncture with an exciting new role for 
government—to proactively work for racial equity. 


Our goal goes beyond closing the gaps; we must improve overall out-
comes by focusing efforts on those who are faring the worst. Deep-
ly racialized systems are costly for us collectively and depress out-
comes and life chances for communities of color. To advance racial 
equity, government must focus not only on individual programs, but 
also on policy and institutional strategies that create and maintain 
inequities. GARE uses a six-part strategic approach geared to address 
all levels of institutional change. 


Normalize
1.	 Use a racial equity framework: Jurisdictions must use a racial 
equity framework that clearly articulates our vision for racial equi-
ty and the differences between individual, institutional, and struc-
tural racism—as well as implicit and explicit bias. It is important 
that staff—across the breadth and depth of a jurisdiction—develop a 
shared understanding of these concepts.


2.	 Operate with urgency and accountability: While it is often be-
lieved that change is hard and takes time, we have seen repeatedly 
that when we prioritize change and act with urgency, change is em-


Six-Part Strategic 
Approach to  
Institutional 
Change 
 
Normalize
•	 Use a racial equity 


framework
•	 Operate with urgency 


and accountability


Organize
•	 Build organizational 


capacity
•	 Partner with other 


organizations and 
communities


Operationalize
•	 Implement racial 


equity tools
•	 Be data-driven
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braced and can occur quickly. The most effective path to account-
ability comes from creating clear action plans with built-in insti-
tutional accountability mechanisms. Collectively, we must create 
greater urgency and public will in order to achieve racial equity.


Organize
1.	 Build organizational capacity: Jurisdictions need to be com-
mitted to the breadth and depth of institutional transformation so 
that impacts are sustainable. While elected leaders and other top 
officials are a critical part, change takes place on the ground. We 
must build infrastructure that creates racial equity experts and 
teams throughout local and regional government.


2.	 Partner with other institutions and communities: The work 
of government on racial equity is necessary but not sufficient. To 
achieve racial equity, government must work in partnership with 
communities and other institutions to achieve meaningful results.  


Operationalize
1.	 Implement racial equity tools: Racial inequities are neither nat-
ural nor random—they have been created and sustained over time. 
Inequities will not disappear on their own; tools must be used to 
change the policies, programs, and practices that perpetuate ineq-
uities. Using this “Focusing on Racial Equity Results,” along with 
other tools, such as our Racial Equity Tool, will help us to achieve 
better results within our communities.  


2.	 Be data-driven: Measurement must take place at two levels—
first, to measure the success of specific programmatic and policy 
changes, and second, to develop baselines, set goals, and measure 
progress towards goals. It is critical that jurisdictions use data in 
this manner for accountability. 


Racial equity means that we no longer see disparities based on race and we 
improve results for all groups. We believe that in order to disrupt our nation’s 
deep and pervasive inequality of opportunity and results, generate new possi-
bilities for community ownership of government, and establish a new narra-
tive for a truly inclusive democracy, it is essential to transform government. 
Indeed, in order to advance racial equity and success as a nation, we must 
transform government. 


Prior to using this resource guide, you might want to familiarize yourself with 
some of GARE’s other tools.
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•	 Advancing Racial Equity and Transforming Government: A Resource 
Guide to Put Ideas into Action


•	 Racial Equity Toolkit: An Opportunity to Operationalize Equity
•	 Racial Equity Action Plans: A How-to Manual


If you are not familiar with GARE’s work and theory of change, you may want 
to start with the Advancing Racial Equity resource guide. 


This work builds on the work of numerous other organizations, including the 
People’s Institute for Survival and Beyond, Race Forward, Western States Cen-
ter, the Haas Institute for a Fair and Inclusive Society, and many others. This 
issue paper also aligns with and builds upon Results-Based Accountability™ 
(RBA), developed by Mark Friedman. 


We have intentionally lifted up the importance of centering racial equity with-
in an RBA framework. We have seen too many cases where not doing so re-
inforces structural racism. Many planning or evaluation tools were designed 
within environments of institutional or structural racism. When we fail to 
name and center race, though we may be well-intentioned, we will reinforce 
racial inequities. Getting clear about racial equity first, then using a powerful 
tool like RBA flips the status quo on its head–it shifts the power to drive toward 
racial equity. Only through the use of a structured process will we achieve 
transformative results, shifting the very foundation of the institution we seek 
to change. By developing a clear racial equity lens first, we provide a founda-
tion for a racial equity-centered RBA process that facilitates improved results. 


BEGIN WITH THE DATA
Often, the work of identifying, collecting, and using qualitative and quantita-
tive data to inform community change processes is left to staff or partners 
doing work behind the scenes. But, as noted in the Racial Equity Action Plans 
manual, the role of identifying, collecting, and using data must be shared and 
owned by community leaders and the early adopters (or Core Team) of staff 
responsible for developing a plan of action. 


The design and usefulness of the data will hinge on whether transparent, pro-
active data analysis and use become a part of the culture of your group. This 
is different from the compliance structures often required in funding reports 
or the deficit orientation affixed to communities of color because of poor out-
comes. The use and analysis of data are about empowering you to make good 
decisions–and to advance racial equity.


Using a racial equity-centered RBA process requires you to use the same 
amount of rigor in your work with and in communities of color as you would 
put into any other endeavor. Racial equity implementation must be just as dis-
ciplined, albeit with different results. This requires, as noted in the Racial Equi-
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ty Action Plans manual, that every activity you pursue is specific, measurable, 
attainable, relevant, and timely. 


There is a difference between experimentation and deliberate testing of ideas 
designed to disrupt and shift those practices that create racially inequitable re-
sults. When community is authentically engaged in the work, it becomes clear 
when something is a good idea and when a particular action lacks alignment 
with community values and goals. Furthermore, when the data trend goes in 
the wrong direction, authentic, trusting relationships with the group will en-
courage and empower people to seek solutions rather than assign blame. An 
anti-racist, racial equity-focused Results-Based Accountability™ framework is 
one of many tools that can help you to move your plans forward in a disci-
plined way that is structured for equitable results. The next section will give 
you more information about RBA.  


WHAT IS RACIAL EQUITY-CENTERED RESULTS-BASED  
ACCOUNTABILITY™?
Results-Based Accountability™ (RBA) is a tool that starts with the desired re-
sults and works backwards towards the means, to ensure that your plans work 
toward community results with stakeholder-driven implementation. This dis-
rupts historic patterns of “doing what we’ve always done, because we’ve al-
ways done it that way.” That way of work, done with the best intentions, does 
not produce the racial equity we demand in our communities. RBA also helps 
distinguish between population level (whole groups) indicators, that are the re-
sponsibility of multiple systems and take a long time to shift, and performance 
measures (activity-specific) that organizations can use to determine whether 
what they do is having an impact.


Tools are not the work, but they are a part of the work. The following guide will 
help you begin the process of using a powerful tool, Results-Based Account-
ability™ that incorporates a racial equity lens. 


The overarching RBA framework shows a relationship between Results, Indi-
cators, and Activities. The orange bar in the diagram separates the population 
level results and indicators that are the responsibility of many systems over 
time; below the orange bar are the activities for which jurisdictions can de-
velop performance measures and hold themselves accountable. The activities 
below the line should contribute to the change toward which the jurisdiction 
aims. The illustration on the next page visualizes what that looks like.


To start, Results-Based Accountability™ uses seven  primary steps, also called 
questions of population accountability.
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POPULATION ACCOUNTABILITY: START AT THE END


1) What are the desired results ?  
First, you need to be clear about what desired racial equity conditions you and 
your group want to see in your whole community. This requires the recognition 
that the whole community cannot experience well-being when communities 
of color experience it at disproportionately lower rates. Results focus on a city, 
county, or state and are articulated as positive conditions of well-being—such 
as people are healthy in [city], or Latino children are ready for school in [state]. 
This requires you to think about the larger context—toward the transformation 
of systems to get equitable results for communities of color. Because changing 
results is a bigger responsibility than any one agency can shoulder, you need 
institutional, agency, and community partners to accomplish your goals. 


For example, Portland, Oregon’s statement “Develop planning and sustainabil-
ity solutions that eliminate racial disparities thereby creating prosperous, re-
silient, healthy, and affordable communities for all Portlanders” includes four 
results toward which the Bureau of Planning and Sustainability’s planning 
and sustainability solutions aspire: prosperity, resilience, health, and afford-
ability. In order to get to those results, the Bureau will have to partner with 
other groups. The first step, then, is for your group to determine results. 


Fill in the following statement: “We want families/communities that are…”


These statements should be positive (i.e. “healthy” versus “not sick”). They 
should also be about the condition itself, not a choice or possibility of a con-
dition, (i.e. “educated” versus “the opportunity or to be educated”)—allowing 
the choice to be built in to the condition. Saying “the opportunity” reinforces 
notions that community members experience disparate outcomes because of 
choices they make rather than as a result of institutional and/or structural 
racism. 


RESULTS (A condition of well-being for people)


Indicators (Measures of Results)


Programs	 Policies	 Functions	 Agencies


Performance 
Measures


Performance 
Measures


Performance 
Measures


Performance 
Measures
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2) What would the result look like?  
The next step is to answer the following question: What would this result/con-
dition of well-being look like if you experienced it in the community? What 
would it physically look like? What would it feel like? 


This question should be answered in a culturally relevant, contextualized 
manner that is connected to the vision you have for racial equity. The question 
is not about any community, but about this community. You should ask your-
self, whose vision does this picture reflect? Does it reinforce a deficit orienta-
tion about behaviors or does it authentically reflect what a result means to that 
city/county/state/community?


3) What are the community indicators that would measure 
the desired result?
The next step is to identify community indicators, of the population-level re-
sult(s). Indicators may not be quick to move because they should be communi-
ty-level measures that reflect generations of policy and systems failures that 
have produced racial inequity. Nevertheless, they are powerful measures that 
focus and hold your efforts accountable to population-level systems change 
over time.


These measures might look similar to others across the country, but once you 
disaggregate the data by race and ethnicity and review it, they tell a unique 
story about a particular community. 


The group should keep ambitions practical and identify a small number of 
indicators on which to concentrate; it is easy to get distracted or avoid work 
when taking on too much at once. You can use some of the guiding questions 
outlined in the Racial Equity Action Plan manual to help identify the most 
relevant indicators.


•	 What needs or opportunities were identified during the informa-
tion-gathering phase of this process?


•	 What does our organization define as the most important racially equi-
table indicators? 


•	 What are some known racial inequities in our organization’s field?  


Indicators are large-scale measures like unemployment rates, chronic disease 
rates, or academic achievement rates. Because of the scope and scale of the 
collection, population level data often comes from federal, state, city, or county 
government or agencies, university partners, or Census data. 


Once the group has identified the indicators that they would like to measure, 
partners should be identified to decide: (a) how to get this data, (b) how it can be 
disaggregated by race and ethnicity, and (c) with what regularity the data can 
be produced. 
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4) What do the data tell us?
Your group then needs to look at the data trend for each indicator, disaggregat-
ed by race/ethnicity and whatever relevant demographic breakdowns matter 
to your work, while asking “what would happen if we did nothing different?” 
Longitudinal indicator trends can help you see the racially disproportionate 
results for communities of color over time, and therefore past data is critical at 
this point in the process. 


Then, facilitators will help the group to uncover the root causes behind the 
data trend, asking the group, “why does the trend look like this?” and for each 
answer, they should ask “why” three to five more times to move past superficial 
understandings of racial inequity and get to the underlying causes. 


During this part of the process, you need to maintain discipline to dig into the 
root causes represented by indicator data trends. The review of data trends and 
analysis of root causes of racial disparity are critical to setting the stage for the 
rest of your work with your group. The process must be facilitated by someone 
skilled at pushing back on views that reinforce individual responsibility and 
shifting the focus to institutional and structural racism, and able to actively 
surface the historic and present-day root causes underlying the assumptions. 
This is most effective when there are two facilitators in a multiracial team 
who can use their understanding of racial equity; individual, institutional, and 
structural racism; and power and politics to lead the conversation.


For example, when seeking root causes, some participants will likely state as-
sumptions about people’s behavior that presume that all people, when they 
make choices, start on an even playing field. This often comes up when re-
viewing health data and child-related data on parenting—(i.e., assuming that 


THINKING THINGS THROUGH: A SAMPLE DIALOGUE


Upon reviewing data that show a gap between the diabetes rates of 
white and African American residents of a city, a facilitator asks, “Why 
is the rate of diabetes so much higher for X residents?” A person might 
say “because X eat poor quality, sugary foods.” If the process ended 
there, it would not get at the root causes of the issue, and would also 
reinforce the assumptions some people make about the “choices” peo-
ple make. Instead, the facilitator would ask the group, “But why?” and 
someone might say, “because it is cheap,” to which the facilitator might 
ask “so why would X people in city buy cheap food?” This might prompt 
the group to talk about the economic inequality wage and employ-
ment difference, or food deserts/the lack of access to healthy foods by 
neighborhood. A final “why?” might bring the group to identify histori-
cal, structural racism in the context of that community.
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people make bad eating, purchasing, or parenting choices that cause poor out-
comes). It is critical to understand structural and institutional racism and how 
it plays out in people’s lives, and to use a root-cause analysis to understand 
underlying causes of disparities and to disrupt deficit thinking.


When done well, root-cause analysis produces the foundation upon which all 
actions and next steps are built. When done poorly, it causes confusion and 
tension in the group. When insufficient time is spent on root-cause analysis or 
it is skipped over, groups revert back to the same actions that they have used 
in the past rather than working with new processes or partners that would 
change results. 


5) Who are your partners?
After you’ve completed your root-cause analysis, your group should consider 
which partners you should work with in order to reach your goals. As noted in 
the Racial Equity Action Plan manual, in order to do systems change work, 
government must partner not only with community leadership, but also with 
a range of types of institutions. The group should consider:


•	 other government agencies; 


•	 local government leadership;


•	 nonprofits;


•	 philanthropy; 


•	 community-based advocacy and community organizing groups; 


•	 the private sector; and 


•	 any other partners that would be required.


For each of the identified partners, the group should also determine their role 
(“Why are they important? What are they needed for?”), and when it would be 
effective to bring that partner into the effort so as to phase the work strate-
gically. Identify partners from other institutions whose participation will en-
sure that you have impact in your priority communities. Representatives from 
community-based organizations and grassroots community groups bring a 
more holistic understanding of inequities, as well as innovative solutions. 


The group should also challenge itself to identify “unlikely suspects” or part-
ners that have been avoided in the past—these might well be the exact part-
ners you need in order to produce the results you seek. In addition, consider 
current partners and how they might expand or change what they are doing, 
allowing all options to be on the table. To reach impact, it is critical to set a cul-
ture of transparency about past performance by current partners. 


Even if the group cannot yet determine how to engage a needed partner, the 
process of identifying strategic partners allows us to determine what we need, 
and prevents us from falling back on business as usual. Making the connec-
tion with the partner is a separate step that can come at a later time.   
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6) What works to change the data trend towards racial 
equity?  
When determining what might work to transform results in your community, 
begin by having brainstorming sessions. No one program or policy will change 
an entire result, but any can be a good starting point. 


Results-Based Accountability™ starts with these categories of ideas:


•	 Low-cost, no-cost ideas: free or nearly free ideas that members of the 
group identify. Because these solutions are not resource dependent, 
they may help the group get started more quickly than other activities 
that require money. 


•	 Community knowledge: ideas and solutions that are culled from the 
wisdom and experience of residents and community members who 
have already informally tried out actions and have found them to be 
effective.


•	 Promising practices: solutions that are not considered “evidence-based” 
because they haven’t been rigorously studied, but that people in or out-
side of the community have tried that show promise. 


•	 Evidence-based practices: actions that research has shown to be ef-
fective.


•	 Out-of-the-box/“Imagine if” ideas: ideas that may seem unorthodox 
or nontraditional but that just might work. With a diverse partnership 
come a diversity of ideas, and RBA believes that the more initial ideas 
the better. Creative, out-of-the-box ideas that relate to the root cause 
analysis can be particularly impactful. 


Ask the group to think about the city/county/state’s current policies and ser-
vice systems, and how they maintain or reinforce structural racism. During 
this part of the process, the group considers all actions—from policy changes 
or implementation to new, client-level programs with the end of decreasing 
racial disparities. Remember that the root causes they have already identified 
will inform their brainstorming.


The group should identify a large number of actions in each of the categories 
above in a judgment-free zone. The brainstorm is not a research project for 
evidence-based practices, although that can be a part of the brainstorming 
process. The brainstorm is a way to gather the ideas that have the best chance 
of impacting indicators at the macro-level.


7) What actions should you start with?
Once you’ve recorded the brainstorm, the group should use the following RBA 
criteria to determine which actions to begin with:
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•	 Values: Is it strengths-based, people-centered, and culturally relevant/
anti-racist? Does it advance a racial equity agenda? 


•	 Leverage: How likely is it to change the trendline? What additional re-
sources for change does it activate? 


•	 Reach: Is it feasible? Will it actually benefit communities of color expe-
riencing racial inequities? 


•	 Specificity: Does it have a timeline with deliverables that answer the 
questions who, what, when, where, and how?


The Racial Equity Action Plan manual highlights action and accountability; 
in this large-scale, whole-community work, action commitments are critical 
to holding the group accountable. You should make action commitments at 
the end of each meeting to ensure that actions and new partnerships move 
forward. Action commitments require each member of the group to person-
ally commit to one action related to moving indicators, and complete it by an 
agreed-upon deadline. People should report on progress on these actions at the 
beginning of every stakeholder meeting.


PERFORMANCE ACCOUNTABILITY FOR ACTIONS: THE 
ROAD TO GETTING RESULTS
The hard work begins after the groundwork has been laid. For each community 
indicator, the group has already identified a set of actions. Now, as noted in the 
Racial Equity Action Plans manual, facilitated action planning sessions—with-
in departments, across departments, and sometimes with nonprofit or other 
partners—help to refine the potentially broad set of actions. The Core Team 
should bring population-level indicators and results to these sessions and be-
gin to build a performance plan.  


Whether your actions are department-level policy changes, or changes to non-
profit programming, each need a set of performance measures to ensure that 
the action or activity is crafted to decrease racial disparities. RBA’s seven steps 
of performance accountability will guide your action refinement and your de-
velopment of performance measures.


1) Who do you serve?
For each action, the group working on that measure must first identify the in-
tended beneficiary. Identifying who you serve (whether an institution, people, 
a group, or a system) helps you gain clarity about the intended impact of your 
work and not attempt to make people accountable for change outside their 
scope of work. For example, some actions will impact community members 
directly (i.e. parenting program); some will impact other kinds of stakehold-
ers, such as elected officials (i.e. policy brief development), board members (i.e. 
training), or internal staff (i.e. use of a Racial Equity Toolkit policy). 
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2) What is an action’s intended impact? 
This simple question, articulated as a measure, is the most critical part of per-
formance accountability. This is the difference between doing business as 
usual, which has produced racially inequitable results for generations, and be-
ing accountable for the impact of our work.


Begin by having the group answer these questions: 


•	 How would I know if this action worked? 


•	 What is the intended impact? 


•	 How would I know if anyone is “better off” as a result of it?  


These answers will inform the development of performance measures that 
will be critical to measuring the impact of your work. The three performance 
measures are:


•	 How much did you do? (Quantity, number of clients and/or activities)


•	 How well did you do it? (Quality, percentage of activity that was of high 
quality, percentage of common measures of appropriate/high quality)


•	 Is anyone better off? (Impact, number or percentage change in skills/
knowledge, attitude/opinion, behavior, or circumstance)


For example, a “better off” skills/knowledge measure might be the percentage 
of people that participated in an activity that have gained knowledge of their 
rights. An attitude/opinion measure could be the percentage of people that feel 
empowered as a result of an action. A behavior measure might be a change in 
the percentage of school attendance rate. And a circumstance measure could 
be the percentage working in family-sustaining wages as a result of a new 
employment policy. 


You can sometimes expect to experience skepticism from community mem-
bers. Remember, there are many reasons why communities of color might 
not trust government. Restoring trust will require time and government must 
demonstrate a long-term commitment and a willingness to partner in respon-
sive, engaging, and power-sharing new ways. Internal to government, some 
staff may be skeptical as well; some may have seen similar conversations or 
initiatives come and go. Similar to working with community, building trust 
with employees of color will require demonstrated commitment from leader-
ship over the long term. 


3) What is the quality of the action?
It is essential to use metrics that measure the quality of the strategy in ways 
that span the gamut from cultural relevance, language access, and participa-
tion rates to more technical measures of staff training and staff-to-client ratio. 
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The main purpose of this group of metrics is to ensure that action is being 
done well. If the “better off” measures show no change, quality measures some-
times tell us why we are not having an impact. Alternately, just because the 
action is being implemented in a high-quality manner, does not mean that the 
“better off” data will move in the right direction.


You can see how all three types of measures relate in this RBA graphic on page 
16 (from Mark Friedman’s Trying Hard is Not Good Enough):


4) What is the story behind the data? 
Much of what was noted in population level accountability section for step four  
is the same for each performance-level action identified in your process. We 
recommend that you review that section again at this point. Even when groups 
select actions that they believe will address root causes at the population level, 
it is critical to regularly review data at the performance level and ask “why?” 
This is where the rubber hits the road on racial equity. This is the difference 
between perpetuating systemic failures to address racially disproportionate 
outcomes and disrupting them. 


5) Who are the partners with a role to play?
Again, this step is similar to the process at the population level, but it is often 
skipped at the action level. Generally, identifying partners after looking at data 
helps organizations fill in service, policy, and community gaps. 


Internally, organizations often fail to think about the partners that would make 
their work more effective. This can be because of ego, resources, or time. This 
failure causes them to continue business as usual, and prevents them from 
having the thought partners at the table that would allow them to take their 


THINKING IT THROUGH: QUESTIONS TO ASK


Just because something is “evidence-based,” or should work, does not 
mean that it will work. A perfect, high-quality replication of an evi-
dence-based service in your community does not mean that it is an 
impactful solution. You must ask yourself: Is it culturally relevant? 
Does it take into account community values? Was it selected with an 
eye to the root causes of racial inequity? If so, evidence-based prac-
tices can be part of the solution as long as you pay attention to the as-
sociated “better off” measure. But merely being evidence-based does 
not guarantee positive change, and some can have neutral or detri-
mental impacts in communities, and others might result in overall 
improvement, but still result in increases in racial disproportionali-
ties. It is important to maintain a focus on closing to racial inequities, 
as well as lifting up results for all.
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work from good to transformative. If you are committed to racial equity, part-
ners are critical to doing work differently, because they can expand and accel-
erate impact. Organizations cannot afford to stay siloed any longer—multiple 
systems impact people and their efforts need to be coordinated and effective. 


Again, think about all of the types of partners named in step five  in  the pop-
ulation part of this tool and consider who is needed, in what role, and when to 
move the work. 


6) What works to have greater impact?
After you’ve reviewed data on any action, it is time to use it. If you do not use 
the data, you perpetuate the same practices that have contributed to racial in-
equities all along. When things are not going well, or as planned, or the data 
does not show impact, remember that you have already identified root cases 
and know that it takes time to see change. You should begin by thinking about 
how you might change the action. Start by reflecting on the lessons learned 
within the agency’s experience, but also think about what works in other parts 
of the community and in other communities—as well as formal best practices/
evidence-based practices that you can use or adapt.  This may require you to 
consider the requirements of funding streams, contracts, and evidence-based 


HOW THREE MEASURES RELATE: RESULTS-BASED ACCOUNTABILITY


How much did we do?


# Clients/people served


# Activities (by type of 
activity


How well did we do it?


% Common measures 
(e.g. client staff ratio,  workload ratio, turnover rate, staff morale, % 
staff fully trained, % clients seen in their own language, unit cost)


% Activity-specific measures 
(e.g. % timely, % clients completing activity, % correct and complete)


Is anyone better off?


#/% Skills/knowledge 
(e.g. parenting skills)


#/% Attitude/opinion 
(e.g. toward drugs)


#/% Behavior 
(e.g. school attendance)


#/% Circumstance 
(e.g. working, in stable housing)







17


Government 
Alliance on 


Race and 
Equity


RESOURCE GUIDE 
Racial Equity: 


Getting to 
Results


models—balancing what is required of you with what you believe will work 
to change systems. While it can be hard to change or stop existing practices, 
change can produce improved results.


7) What are the next steps?  
To figure out the next steps, you will need to ask and get answers to specific 
questions:


•	 Who will do what, by when? 


•	 What resources are needed to get it done? 


•	 Is this a long-term action that needs time or can it be done tomorrow?


•	 What is the active role of community leadership in making these deci-
sions?


A commitment to action, just like in the population level process, is critical. 
The more precise the better, and they must be written. 


THINKING IT THROUGH: EQUITY REQUIRES COMMUNITY INSIGHT


To ensure maximum fidelity between the data and the intended im-
pact of an action, ensure that community leadership is in the room 
for data reviews and root-cause analysis. Sometimes data looks like it 
is having an intended impact, but you need community residents or 
people on the receiving end of the implementing a solution to iden-
tify the “why?”—or the unintended consequences of “success.” For 
example, new residents in a community may increase the number 
of business opportunities/jobs, hence increasing employment in the 
neighborhood. It is critical to notice/track the beginning stages of 
that increase in new residents to see whether it is moving into gen-
trification, displacing existing residents or businesses, or if business-
es are selling goods that are affordable to the existing community. 
Community leadership is best positioned to flag these root causes of 
otherwise neutral-seeming actions or other things “under the radar.” 
Community insight is also necessary when designing and refining 
solutions—so make sure to have them at the table.
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A COMMITMENT TO RACIAL EQUITY AND BETTER  
RESULTS
 
A Racial Equity-focused Results-Based Accountability™ (RBA) in and of 
itself is not the work; authentic and principled engagement with com-
munity is the work. If a tool could accomplish the hard work of trans-
formative public systems change that would produce better results for 
communities of color, jurisdictions would have solved racial inequities. 
On the other hand, without tools and a disciplined and focused way of 
doing work, communities can unintentionally perpetuate inequity by re-
lying on goodwill and intellect alone. In places like Fairfax County and 
Dubuque, and many places around the country, hard work is underway—
laying the foundation for systems change by investing in both a com-
mon understanding of racism and tools for transformative change.
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CASE STUDY: DUBUQUE, IOWA 


Dubuque, Iowa, a majority white community with disproportionately poor 
results based on race and ethnicity, is building the public will and institu-
tional ability to look at racially-disaggregated data to inform decisions. They 
have been embedding the RBA framework into their already-evolved ra-
cial equity-focused work on advancing housing equity, and building a local 
model from which other groups can learn. In addition, Dubuque is investing 
in empowering and developing the ability of local direct-service staff and 
managers to use disaggregated data to improve results for people of color 
in real time. They believe that when lawyers, social workers, and managers 
themselves do this work with data, it helps them internalize the related val-
ues and skills over time, and they can apply those learnings more directly 
to their work. Dubuque is modeling how smaller, disproportionately white 
communities across the country can deliberately build a foundation using a 
racial equity lens—and embed a disciplined approach to use data to change 
systems. 
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CASE STUDY: FAIRFAX COUNTY, VIRGINIA 


In July, 2016, the Fairfax County Board of Supervisors and School Board 
adopted the One Fairfax Resolution envisioning an opportunity-rich com-
munity in which everyone can participate and prosper. This resolution 
provides the vehicle to understand how issues of equity impact all Fair-
fax County residents and directs the development of a racial and social 
equity policy—at its core—to be applied in the planning and delivery of all 
public services and investments. The policy, once adopted, will facilitate 
the use of equity tools to ensure that equity becomes an intentional point 
of consideration in decision-making and resource-allocation processes.   
A cross-systems (County and Schools) Executive Leadership Team, along 
with an inter-disciplinary, multi-agency policy development workgroup 
was convened and charged to develop the policy and recommendations 
regarding the infrastructure necessary for implementation and sustain-
ability. Meaningful metrics, supported by an accountability structure 
that bridges the County Government and the Public School System will 
ensure common terminology, disaggregated data standards, and “better 
off” measures to evaluate progress towards achieving racial and social 
equity. Finally, and importantly, to redefine public engagement in ways 
that affirm effective democracy through implementing inclusive actions, 
processes, and structures that build community capacity and reflect the 
diversity of all residents. Fairfax County is working hard to make their 
vision for racial and social equity a reality with and for the community.







Making a 
commitment 
to achieving 
racial equity


Across the country,  
governmental jurisdictions are:


When this occurs, significant leverage 
and expansion opportunities emerge, 


setting the stage for the achievement of 
racial equity in our communities.


Focusing on 
the power 


and influence 
of their own 
institutions


Working in 
partnership 
with others








PREVENTION AND EARLY INTERVENTION 
MENTAL HEALTH FUNDED PROGRAMS
FY2019 Fact Sheet


City of Berkeley Prevention & Early Intervention Program
The City of Berkeley Mental Health Division 
provides prevention, early intervention and 
wellness services. The focus is on providing 
support, outreach, and early identification 
particularly in underserved populations. 


Through a variety of strategies we hope to 
improve mental wellness in the community, 
increase access to needed services, and 
prevent mental health challenges from 
becoming severe and disabling. 


Funds for prevention and early intervention 
(PEI) programs are provided by the Mental 
Health Services Act (MHSA), state legislation 


approved by voters in November 2004 that 
places a 1% tax one every dollar of personal 
income over $1 million. 


This report represents a small portion of 
these funds that are provided to contracted 
community based organizations. These 
organizations provide critical services and 
programs the City would not otherwise be 
able to offer and in places where behavioral 
health services are not traditionally given 
such as schools, community centers, and 
shelters. 


PROGRAMS & INVESTMENTS
Community PEI programs funded by the City 
of Berkeley include:


Albany Unified School District:  Offers trauma 
support services to elementary and high 
school students as well as adults. Weekly 
support groups are provided to help students 
process various traumatic events and develop 
close, trusting relationships.  Outreach and 
engagement are also offered to adults who 
live and work on the back stretch of Golden 
Gate Fields race track. Activities focus on 
coping with issues of acculturation, 
immigration and dislocation. 


Center for Independent Living: Provides 
services to older adults with acquired 
disabilities. A series of wellness workshops 
conducted by peer facilitators help 
participants cope with issues related to aging 
and the onset of disabilities such as  a loss of 
mobility, hearing or vision. 


Covenant House: Provides support groups to 
transitional aged youth (TAY) who are 
homeless or marginally housed. Youth 
celebratory events and social outings are also 
organized to build community and trust. 


GOALS for Women: Provides community-
based, culturally competent, outreach and 
support services for African Americans 
residing in South and West Berkeley. The 
program conducts outreach and engagement, 
facilitates Kitchen Table Talk support groups, 
provides peer counseling, and connects 
participants to community resources. 


Pacific Center for Human Growth: Provides 
outreach, engagement, and support groups 
for adults in the LGBTQIA+ community. 
Approximately 15 weekly or bi-weekly 
support groups are offered targeting various 
populations and needs. 







MEASURING SUCCESS


The Mental Health Division at the City of 
Berkeley is working with staff and 
community based partners to deepen our 
positive impact on the communities we 
serve, especially for those most vulnerable. 


Results Based Accountability (RBA) is a new 
way of understanding and enhancing our 
work and has a proven track record of 
success in improving quality of life for people 
and communities. 


First, we define what the result or outcome 
is we hope to achieve. Next we decide how 
we can measure progress on that result. The 
data is collected on an ongoing basis to guide 
our understanding and inform efforts to 
enhance progress towards those results. 


Simply put, RBA is a way to measure the 
success of our programs and how our 
programs make a difference to and for the 
people we serve. 


Results Based Accountability was 
incorporated into our Prevention and Early 
Intervention contracts starting in fiscal year 
2018. Programs provided data that 
addressed three basic questions: 
• How much did you do?
• How well did you do it?
• Is anyone better off?


The following report provides a snapshot of 
the impact of our funded programs. 
Demographics are also included to provide a 
view of who is served by these Prevention 
and Early Intervention funded programs. The 
Berkeley Mental Health Division creates a 
stakeholder informed plan that provides 
program descriptions, outlines program 
changes or enhancements, reports 
demographics, and includes more detailed 
reporting on all MHSA funded programs. 
Read the full report here. 







MHSA PEI DEMOGRAPHIC DATA
FY19 Data


Demographics are reported in aggreagate acorss all programs for 612 indivudal participants. Please note that 
indivuduals may be duplicated across programs. 
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MHSA PEI DEMOGRAPHIC DATA
FY19 Data
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MHSA PEI FUNDED PROGRAMS
FY2019


$ 192,276
FUNDING


3,524
SUPPORT GROUP/  
WORKSHOP ENCOUNTERS1


651
SUPPORT GROUPS/ WORKSHOPS


1,308
REFERRALS


203
HOURS OF INDIVIDUAL SUPPORT 
AND ENGAGEMENT


6,938
OUTREACH CONTACTS


HOW MUCH DID WE DO?


HOW WELL DID WE DO IT?


92%
Survey respondents reported increased 
feeling of social support and/or trusted 


people they can turn to for help4


88%
Survey respondents reported positive 
changes in coping strategies, feeling 


anxious, and/or feeling overwhelmed


More than 


9 out of 10
survey respondents 
were satisfied with 


services3


Participants attended over 


7
support group or workshop 


sessions on average over 
the course of the year2


The City of Berkeley, Health Housing & Community Services Mental Health Division funds community 
education and support services for youth, adults and older adults. The Albany Unified School District, Center 
for Independent Living, Covenant House, GOALS for Women, and Pacific Center provide critical prevention, 
early intervention and wellness services. Below is a snapshot of these funded programs for FY2019.  


IS ANYONE BETTER OFF?


434


251


240


227


156


Other


Mentall Health


Social Services


Physical Health


Housing


Referral By Type


5 out of 7 programs reporting 7 out of 7 programs reporting 6 out of 7 programs reporting 


5 out of 7 programs reporting 3 out of 7 programs reporting 







Technical Notes:
Program information is based on latest information received from Community Based Organizations as of August 2020. We are 
working towards a shared set of standardized measurements across programs in the future. Below are details on the measures 
reported by program. 


1 Support Group/Workshop Encounters is the sum total of times participants attend a support group or workshop funded by the 
Prevention and Early Intervention Program. Does not include outreach activities, one-on-one support, and celebratory events that 
also take place in some programs. 
2 Average # of groups attended per person calculates on average how many group sessions each person attended during the fiscal 
year. 
3 Based upon 247surveys. Reflects % that answered positively to the following questions:  I would recommend the group to a friend 
(AUSD-HS), I was satisfied with the workshop (CIL), I was satisfied with services(Covenant House), I would return if I or my family 
needed help (GOALS), I would recommend the organization to a family member or friend (Pacific Center). 
4 Based upon 91surveys. Reflects the % of respondents that answered positively to the following types of questions: As a direct 
result of participating in the peer support groups, I have trusted people I can turn to for help (Pacific Center), I have support to deal 
with the painful things I have experienced (AUSD-HS), I have good social supports (CIL)
6 Based upon 109 surveys. Reflects the % of respondents that answered positively to the following types of questions: As a direct 
result of participating the peer support groups, I deal more effectively with daily problems (Pacific Center), I have improved skill in 
coping with challenges (GOALS), I feel less overwhelmed and helpless (CIL), I am coping with stress in my life in healthier ways
(AUSD-HS), The student exhibits less anxiety in the classroom (AUSD- ELM)


8.12.2020
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PREVENTION AND EARLY INTERVENTION 
MENTAL HEALTH FUNDED PROGRAMS
FY2018 Report


City of Berkeley Prevention & Early Intervention Program
The City of Berkeley Mental Health Division 
provides prevention, early intervention and 
wellness services to individuals in Berkeley 
and Albany. The focus is on providing 
support, outreach, and early identification 
particularly in underserved populations. 


Through a variety of strategies we hope to 
improve mental wellness in the community, 
increase access to needed services, and 
prevent mental health challenges from 
becoming severe and disabling. 


Funds for prevention and early intervention 
(PEI) programs are provided by the Mental 


Health Services Act (MHSA), state legislation 
approved by voters in November 2004 that 
places a 1% tax one every dollar of personal 
income over $1 million. 


This report represents a small portion of 
these funds that are provided to contracted 
community based organizations. These 
organizations provide critical services and 
programs the City would not otherwise be 
able to offer and in places where behavioral 
health services are not traditionally given 
such as schools, community centers, and 
shelters. 


PROGRAMS & INVESTMENTS
Community PEI programs funded by the City 
of Berkeley include:


Albany Unified School District:  Offers trauma 
support services to high school students and 
adults. Weekly support groups are provided 
at Albany and McGregor high schools to help 
students process various traumatic events 
and develop close, trusting relationships.  
Outreach, engagement and support groups 
are also offered to adults who live and work 
on the back stretch of Golden Gate Fields 
race track. Activities focus on coping with 
issues of acculturation, immigration and 
dislocation. 


Center for Independent Living: Provides 
services to older adults with acquired 
disabilities. A series of wellness workshops 
conducted by peer facilitators help 
participants cope with issues related to aging 
and the onset of disabilities such as  a loss of 
mobility, hearing or vision. 


Covenant House: Provides support groups to 
transitional aged youth (TAY) living in the 
YEAH! homeless shelter. Youth celebratory 
events and social outings are also organized 
to build community and trust. 


GOALS for Women: Provides community-
based, culturally competent, outreach and 
support services for African Americans 
residing in South and West Berkeley. The 
program conducts outreach and engagement, 
facilitates Kitchen Table Talk support groups, 
provides peer counseling, and connects 
participants to community resources. 


Pacific Center for Human Growth: Provides 
outreach, engagement, and support groups 
for adults in the LGBTQI community. 
Approximately 12-15 weekly or bi-weekly 
support groups are offered targeting various 
populations and needs. 







MEASURING SUCCESS


The Mental Health Division at the City of 
Berkeley is working with staff and 
community based partners to deepen our 
positive impact on the communities we 
serve, especially for those most vulnerable. 


Results Based Accountability (RBA) is a new 
way of understanding and enhancing our 
work and has a proven track record of 
success in improving quality of life for people 
and communities. 


First, we define what the result or outcome 
is we hope to achieve. Next we decide how 
we can measure progress on that result. The 
data is collected on an ongoing basis to guide 
our understanding and inform efforts to 
enhance progress towards those results. 


Simply put, RBA is a way to measure the 
success of our programs and how our 
programs make a difference to and for the 
people we serve. 


Results Based Accountability was 
incorporated into our Prevention and Early 
Intervention contracts starting in fiscal year 
2018. Programs provided data that 
addressed three basic questions: 
• How much did you do?
• How well did you do it?
• Is anyone better off?


The following report provides a snapshot of 
the impact of our funded programs. 
Demographics are also included to provide a 
view of who is served by these Prevention 
and Early Intervention funded programs.  The 
Berkeley Mental Health Division creates a 
stakeholder informed plan that provides 
program descriptions, outlines program 
changes or enhancements, and includes 
more detailed reporting on all MHSA funded 
programs. Read the full report here. 



https://www.cityofberkeley.info/Health_Human_Services/Mental_Health/MHSA_Plans_and_Updates.aspx





MHSA PEI DEMOGRAPHIC DATA
FY18 DATA 1


5/30/2019


N:38 N:35


N:38


N:59 N:54


N:59


N:164 N:22


1 MHSA funded programs collect and report on a more expansive set of demographic characteristics including disability status, sexual orientation, detailed ethnicity data, and veteran status. To see full reporting on 
these important data elements, visit https://www.cityofberkeley.info/Health_Human_Services/Mental_Health/MHSA_Plans_and_Updates.aspx


Demographics reported for all individuals directly served by the funded program. May include participation in support groups, individual counseling, and group presentations.  
* Other Gender includes Transgender, Genderqueer, Questioning or Unsure, and Other. Demographics may not add to 100% due to some individuals declining to provide requested information


AUSD YOUTH SUPPORT PROGRAM


CENTER FOR INDEPENDENT LIVING (CIL) GOALS


PACIFIC CENTER Covenant House (PEI)


AUSD ADULT SUPPORT PROGRAM 1
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visit https://www.cityofberkeley.info/Health_Human_Services/Mental_Health/MHSA_Plans_and_Updates.aspx





AUSD Demographics % AUSD Latino Ethnicity % AUSD Gender % AUSD Age %
American Indian or Alaska Native 0% Latino 29% Male 39% 0‐15 0%
Other 0% Non Latino Female 61% 16‐25 100%
More than one race 0% TOTAL Other 0% 26‐59 0%
Decline to state 0% Total 100% 60+ 0%
Native Hawaiian or Other Pacific Islander 5% Other Detail Decline to state 0%
Black or African American 24% Transgender 0% TOTAL  100%
White 29% Genderqueer 0%
Asian 42% Questioning 0%
TOTAL  100% Other 0%


AUSD Adult Demographics % AUSD Adult Latino Ethnicity % AUSD Adult Gender % AUSDAdult %
American Indian or Alaska Native 0% Latino 100% Male 86% 0‐15 0%
Asian 0% Non Latino 0% Female 14% 16‐25 20%
Black or African American 0% TOTAL 100% Other* 26‐59 60%
Native Hawaiian or Other Pacific Islander 0% TOTAL 100% 60+ 20%
White 0% Decline to state 0%
More than one race 0% TOTAL  100%
Decline to state 0%
Other 100%
TOTAL  100%


Pacific Center Demographics % Pacific Center Latino Ethnicity % Pacific Center Gender % Pacific Center Age %
Other 0% Latino 12% Male 23% 0‐15 0%
American Indian or Alaska Native 2% Non Latino Female 38% 16‐25 34%
Native Hawaiian or Other Pacific Islander 2% TOTAL Other* 39% 26‐59 56%
Black or African American 5% Total 100% 60+ 10%
Asian 7% Other Detail Decline to state 0%
More than one race 10% Transgender 9% TOTAL  100%
Decline to state 10% Genderqueer 21%
White 62% Questioning 4%
TOTAL  100% Other 5%


CIL Demographics % CIL Latino Ethnicity % CIL Gender % CIL Age %
American Indian or Alaska Native 0% Latino 25% Male 19% 0‐15 0%
Native Hawaiian or Other Pacific Islander 2% Non Latino Female 37% 16‐25 0%
Asian 3% TOTAL Other* 44% 26‐59 5%
More than one race 3% Total 100% 60+ 93%
Decline to state 10% Other Detail Decline to state 2%
Other 14% Transgender 44% TOTAL  100%
White 19% Genderqueer 0%
Black or African American 49% Questioning 0%
TOTAL  100% Other 0%


GOALS Demographics % GOALS Latino Ethnicity % GOALS Gender % GOALS Age %
American Indian or Alaska Native 0% Latino 0% Male 26% 0‐15 7%
Native Hawaiian or Other Pacific Islander 0% Non Latino 100% Female 70% 16‐25 6%
Other 0% TOTAL Other* 4% 26‐59 67%
Decline to state 0% Total 100% 60+ 13%
Asian 2% Other Detail Decline to state 7%
More than one race 4% Transgender 0% TOTAL  100%
White 7% Genderqueer 0%
Black or African American 87% Questioning 0%
TOTAL  100% Other 4%


Covenant House (PEI) % Covenant House (PEI) % Covenant House (PEI) % Covenant House (PEI)  Age %
Asian 0% Latino 59% Male 59% 0‐15 0%
Decline to state 0% Non Latino 41% Female 18% 16‐25 100%
Native Hawaiian or Other Pacific Islander 0% TOTAL 100% Other* 23% 26‐59 0%
American Indian or Alaska Native 5% Total 100% 60+ 0%
Other 18% Other Detail Decline to state 0%
More than one race 23% Transgender 14% TOTAL  100%
White 23% Genderqueer 5%
Black or African American 32% Questioning 5%
TOTAL  100% Other 0%







MHSA PEI FUNDED PROGRAMS
FY2018


$ 192,376
FUNDING


1,885
SUPPORT GROUP/  
WORKSHOP CONTACTS


1


585
SUPPORT GROUPS/ 
WORKSHOSPS


413
REFERRALS


129
OUTTREACH ACTIVITIES


1,438
OUTREACH CONTACTS


HOW MUCH DID WE DO?


HOW WELL DID WE DO IT?


85%
Survey respondents 


reported having increased 
feeling of social support 


and connection4


23%
Improvement in truancy 


rate  for participating 
Albany students5


85%


Survey respondents 
reported positive mental 


health changes6


More than 


9 out of 10
survey respondents 
were satisfied with 


services3


Participants attended 


6
support group or 


workshop sessions on 
average over the course 


of the fiscal year2


The City of Berkeley, Health Housing & Community Services Mental Health Division funds community 
education and support services for youth, adults and older adults. The Albany Unified School District, Center 
for Independent Living, Covenant House, GOALS for Women, and Pacific Center provide critical prevention, 
early intervention and wellness services. Below is a snapshot of these funded programs for FY2018.  


IS ANYONE BETTER OFF?
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82


97


108
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Other
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Mental Health


Referrals by Type







Technical Notes:
Program information is based on latest information received from Community Based Organizations as of October 2018. 


MHSA funded programs collect and report on a more expansive set of performance measures. To see more detailed reporting, 
visit https://www.cityofberkeley.info/Health_Human_Services/Mental_Health/MHSA_Plans_and_Updates.aspx


1 Support Group/Workshop Contacts is the sum total of times participants attend a support group or workshop funded by the 
Prevention and Early Intervention Program. Does not include outreach activities, one-on-one support, and celebratory events that 


also take place in some programs. 
2 Average # of groups attended per person calculates on average how many group sessions each person attended during the fiscal 


year. 


3 Based upon 212 surveys. Reflects % that answered positively to the following questions: I would recommend the group to a 


friend (AUSD), I would recommend the organization to a family member or friend (Pacific Center) and I was satisfied with the


workshop (CIL). 


4 Based upon 73 surveys. Reflects the % of respondents that answered positively to the following types of questions: As a direct 
result of participating in the peer support groups, I have trusted people I can turn to for help (Pacific Center), I have support to deal 


with the painful things I have experienced (AUSD), I have good social supports (CIL)
5 Based upon analysis of AUSD High School students by comparing # of days truant in previous year to the # of days truant in the 


current fiscal year. 


6 Based upon 73 surveys. Reflects the % of respondents that answered positively to the following types of questions: As a direct 
result of participating the peer support groups, I deal more effectively with daily problems (Pacific Center), I use healthy ways to 


cope with stress in my life (AUSD), I feel less overwhelmed and helpless (CIL)


06.04.2019
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Serious Mental Illness, Substance Use and  


The Nature and Impacts on Diverse LGBTQ People  


  


Suicide Risk and Prevention for LGBTQ People.   


• (2018). [online] Available at: 


https://www.lgbtqiahealtheducation.org/wpcontent/uploads/2018/10/Suicide-Risk-


and-Prevention-for-LGBTQ-Patients-Brief.pdf  


  


The Trevor Project Research Brief: Suicide Attempts among LGBTQ Youth of Color  


• The Trevor Project. (2019). Research Brief: Suicide Attempts among LGBTQ Youth of Color 


– The Trevor Project. [online] Available at:  


https://www.thetrevorproject.org/2019/11/26/research-brief-suicide-attempts-


amonglgbtq-youth-of-color/  


Severe Mental Illness in LGBT Populations: A Scoping Review  


  


• Kidd, S.A., Howison, M., Pilling, M., Ross, L.E. and McKenzie, K. (2016). Severe Mental 


Illness in LGBT Populations: A Scoping Review. Psychiatric Services, 67(7), pp.779–783. 


Available at: https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201500209  


Mental Health and the LGBTQ Community  


• Mental Health and the LGBTQ Community, LGBTQ Youth and Mental Health. Human 


Rights Campaign. Available at: 


https://suicidepreventionlifeline.org/wpcontent/uploads/2017/07/LGBTQ_MentalHealt


h_OnePager.pdf.  


LGBTQ+ Homelessness, Including on Race and Ethnicity  


• Fraser, B., Pierse, N., Chisholm, E. and Cook, H. (2019). LGBTIQ+ Homelessness: A Review 


of the Literature. International Journal of Environmental Research and Public Health, 


16(15), p.2677. Available at:  


https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6695950/  


LGBTQ Youth Homelessness, Including Youth of Color  


• Voicesofyouthcount.org. (2011). Missed Opportunities: LGBTQ Youth Homelessness in 


America – Voices of Youth Count, Chapin Hall, University of Chicago. [online] Available 


at: https://voicesofyouthcount.org/brief/lgbtq-youth-homelessness/  
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Serious Mental Illness among Homeless LGBT Youth  


• Hopper, R. (2017). Prevalence and Odds of Serious Mental Illness among Homeless LGBT 


Youth and Young Adults in Atlanta. Public Health Theses. [online] Available at:  


https://scholarworks.gsu.edu/iph_theses/494/  


 


LGBTQ Youth of Color Impact by Child Welfare and Juvenile Justice Systems  


  


• LGBTQ Youth of Color Impacted by the Child Welfare and Juvenile Justice Systems. 


[online] Williams Institute, the leading research center on sexual orientation and gender 


identity law and public policy. University of California, Los Angeles, School of Law. 


Available at: https://williamsinstitute.law.ucla.edu/publications/lgbtq-yoc-


socialservices/   


  


Dual Stigma and Self-Stigma among LGBTQ Individuals with Severe Mental Illness  


  


• O’Connor, L., Pleskach, P. and Yanos, P. (2018). The Experience of Dual Stigma and Self- 


Stigma Among LGBTQ Individuals with Severe Mental Illness. Numbers 1-2, 


SpringSummer. American Journal of Psychiatric Rehabilitation, [online] 21, pp.167–187. 


Available at: https://muse.jhu.edu/article/759951/pdf.  


LGBTQ People Living in Poverty - Mental Health Experiences  


• Ross, L.E., Gibson, M.F., Daley, A., Steele, L.S. and Williams, C.C. (2018). In spite of the 


system: A qualitatively-driven mixed methods analysis of the mental health services 


experiences of LGBTQ people living in poverty in Ontario, Canada. PLOS ONE, 13(8), 


p.e0201437.  


Human Services for Low-Income and At-Risk LGBTQ People  


  


• Human Services for Low-Income and At-Risk LGBT Populations: An Assessment of the 


Knowledge Base and Research Needs. (2014). [online] Available at: 


https://www.acf.hhs.gov/sites/default/files/opre/lgbt_hsneeds_assessment_reportfinal 


1_12_15.pdf  


  


LGBTQ+ People and Substance Use and SUDs  


  


• Abuse, N.I. on D. (2017). Substance Use and SUDs in LGBTQ* Populations. [online] 


National Institute on Drug Abuse. Available at: 
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Equitable Substance Use Disorder Treatment for LGBTQ Populations  
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·         The attached Agenda Packet has a number of documents intended to provide important
background information for this presentation. Initially, Results-Based Accountability (RBA)
was developed by Mark Friedman, the Director of the Fiscal Policies Studies Institute. In
2009, he wrote the first edition of his book, Trying Hard Is Not Good Enough: How to
Produce Measurable Improvements for Customers and Communities.

 

·         While the RBA contract is contained in the Agenda Packet, it is critical to understand
Results-Based Accountability as an evaluation framework before raising specific questions
about the contract entered into between the City of Berkeley and Research Development
Associates (RDA) and the deliverables presented there. 

 

·         In the not too distant past, the Community Advisory Group for the Results-Based
Accountability evaluation for the Division of Mental Health received a Resource Guide on
Racial Equity-Centered Results-Based Accountability, which discusses RBA in an equity
context (applies to other  demographic groups as well). The publication provides excellent
background information and an outline is below of the main concepts. This Resource Guide
is contained in the Agenda Packet.

 

·         The City of Berkeley has also used RBA to evaluate the Prevention and Early Intervention
(PEI) programs of the Division of Mental Health and the Fact Sheets for FY 18 and FY 19
about these evaluations are included in the Agenda Packet. They are not internal programs
but rather programs contracted to other service providers. The Mental Health Services Act
(MHSA) demographic regulatory requirements for those programs are included.

 
I hope this information is useful in preparing for the meeting. Looking forward to seeing everyone
soon!
 
Best wishes,
Margaret
 
Dr. Margaret Fine, PhD, JD
Chair, Mental Health Commission
Pronouns: she/her
 
General Racial Equity Resource Guide for Results-Based Accountability - Table of Contents
 

·         Population Accountability

o   What are desired results?
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o   What would the result look like?

o   What are community indicators that would measure the desired result?

o   What do the data tell us?

o   Who are your partners?

o   What works to change the data trend towards racial equity?

o   What actions should you start with?

·         Performance Accountability

o   Who do you serve?

o   What is an action’s intended impact?

o   What is the quality of an action?

o   What is the story behind the data?

o   Who are the partners with a role to play?

o   What works to have greater impact?

o   What are next steps?
 
LGBTQIA+ Equity for Results-Based Accountability
 

·         Population Accountability

o   Prevalence of Serious Mental Illness and Substance Use bibliography, including
publications for LGBTQGIA+ people of color

o   Covenant House youth shelter, 32% of transition age youth identify as LGBTQIA+
(MHSA 3 Year Plan FY 20-23)

o   LGBTQIA+ population - 6.2% in San Francisco Bay Area

·         Performance Accountability

 
City of Berkeley Results-Based Accountability (RBA) Evaluation
Prevention Early Intervention Programs FY 18
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·         Population Accountability

·         Performance Accountability

 
City of Berkeley Results-Based Accountability (RBA) Evaluation
Prevention Early Intervention Programs FY 19
 

·         Population Accountability

·         Performance Accountability

 
Mental Health Services Act (MHSA) Demographic Reporting Requirements - 2016
 

·         Population Accountability for prevention and early intervention programs

https://www.mhsoac.ca.gov/document/2017-01/mhsoac-solutions-report-online-rev1

·         Establish appropriate policies and procedures

·         Establish best practices governing how to gather this information (data collection,
methodology)

·         Demographic requirements as follows:
 
Age groups 
 
1. 0-15 (children/youth) 
2. 16-25 (transition age youth) 
3. 26-59 (adult) 
4. Ages 60+ (older adult) 
 
Race 
 
1. American Indian or Alaska Native
2. Asian 
3. Black or African American 
4. Native Hawaiian or other Pacific Islander 
5. White 
6. Other 
7. More than one race (this entry could be written in)
8. Decline to answer 
 
Ethnicity 
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1. Hispanic or Latino
a. Caribbean 
b. Central American 
c. Mexican/Mexican-American/ Chicano 
d. Puerto Rican 
e. South American 
f.  Other (write in)g. Decline to answer
 
2. Non-Hispanic or Non-Latino
a. African 
b. Asian Indian/South Asian 
c. Cambodian d. Chinese 
e. Eastern European 
f. European 
g. Filipino 
h. Japanese 
i. Korean 
j. Middle Eastern 
k. Vietnamese 
l.  Other (write in)
m. Decline to answer 
 
3. More than one ethnicity (write in)
4. Decline to answer 
 
(D) Primary language used listed by threshold language for the individual county 
 
(E) Sexual orientation
1. Gay or Lesbian
2. Heterosexual or Straight 
3. Bisexual 
4. Questioning or unsure of sexual orientation 
5. Queer 
6. Another sexual orientation (write in)
7. Decline to answer 
 
Disability
 
1. Yes 
    a. Communication domain 
     (i) Difficulty seeing 
     (ii) Difficulty hearing or having speech understood
     (iii) Other (specify)
   b. Mental domain not including mental illness
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   c. Physical/mobility domain
   d. Chronic health condition
 2. Other type of disability (write in)
 3. Decline to answer 
 
Veteran status
1. Yes
2. No
3. Decline to answer 
 
Gender
1. Assigned sex at birth
a. Male b. Female c. Decline to answer 2. Current gender identity a. Male b. Female c. Transgender
d. Genderqueer e. Questioning or unsure of gender identity f. Another gender identity  
 

 
 

 
 
-
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From: Works-Wright, Jamie
To: Works-Wright, Jamie
Cc: Downs, Fawn
Subject: FW: Ribbon Cutting for Adult Mental Health Building
Date: Monday, April 12, 2021 10:21:48 AM
Attachments: Adult Mental Health Bldg 04.14.21.pdf

image002.png

Hello Commissioners,
 
Please see the invitation to the Ribbon Cutting for the new Mental Health Building. I believe it’s only
in person.
 

Jamie Works-Wright
Consumer Liaison
Jworks-wright@cityofberkeley.info
510-423-8365 cl
510-981-7721 office
 

 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The
information contained in this message may be privileged and confidential.  If you are NOT the
intended recipient, please notify the sender immediately with a copy to
HIPAAPrivacy@cityofberkeley.info and destroy this message immediately.
 

From: Grolnic-McClurg, Steven 
Sent: Monday, April 12, 2021 10:01 AM
To: Works-Wright, Jamie <JWorks-Wright@cityofberkeley.info>
Subject: FW: Ribbon Cutting for Adult Mental Health Building
 
Can you send out the MHC today – just got this final version and the event is Wednesday. 
 
Steven Grolnic-McClurg, LCSW
Mental Health Manager
Berkeley Mental Health
510-981-5249
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected. The
information contained in this message may be privileged and confidential. If you are NOT the
intended recipient, please notify the sender immediately with a copy
to HIPAAPrivacy@cityofberkeley.info  and destroy this message immediately.
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SPECIAL THANKS 
Berkeley City Council 


Public Works Commission  
Mental Health Commission 


 
Funding Sources 


Measure T1 
Mental Health Services Act  


COB Capital Improvement Fund 
Mental Health State Aid Realignment Fund 


Community Development Block Grant 
 


General Contractor 
B Bros Construction, Inc 


 Elvedin Pandzic 
 


Construction Management 
KPM Consulting, LLC   


Melisa Bartolo 
 


Design Team 


ELS Architecture + Urban Design 
Diana Hayton     Susan Vutz  


Chris Lutjen 
 


City of Berkeley  


Paul Buddenhagen, Deputy City Manager 


Project Management Team  


Elmar Kapfer, Supervising Civil Engineer 
Nick Cartagena, Associate Civil Engineer 


Robert Hall, Building Inspector 


Liam Garland, Director of Public Works 
Andrew Brozyna, Deputy Director of Public Works  


Joe Enke, Acting City Engineer 
 


Health Housing & Community Services  
 


Lisa Warhuss, Director of HHCS 
Amy Davidson, Deputy Director of HHCS 


Steve Grolnic-McClurg, Mental Health Division Manager  
Yvette Katuala, Assistant Manager of Mental Health Services 


 


 







 


 


 


 Rehabilitation of Historic Building & Seismic 


Upgrade 


 New HVAC and electrical system upgrade  


 Designed to be a Zero Net Energy Building 


 New office spaces & treatment rooms 


 New roof and solar panels 


 Accessibility improvements  


 Electric Vehicle Charging station  
 


* This Project was awarded the 2021 APWA Project Award in 


the Historical Restoration/Preservation category. 


IMPROVEMENTS 


 Photos provided by Hustace Photos 


 


 


Jesse Arreguin  
Mayor 


 


 Ben Bartlett 


Councilmember, District 3 


SPEAKER 


PROGRAM 


 


RIBBON CUTTING CEREMONY 






BERKELEY

.Y

arer





From: Ferris, Scott 
Sent: Monday, April 12, 2021 9:33 AM
To: Grolnic-McClurg, Steven <SGrolnic-McClurg@cityofberkeley.info>; Quesada, Christina
<CQuesada@cityofberkeley.info>; Davidson, Amy <ADavidson@cityofberkeley.info>
Cc: Warhuus, Lisa <lwarhuus@cityofberkeley.info>; Katuala, Yvette <YKatuala@cityofberkeley.info>
Subject: RE: Ribbon Cutting for Adult Mental Health Building
 
Steve
 
Here is the most up to date version. We won’t print until tomorrow, so chime in with any changes.
 
No virtual option, but we are small group tours right after ribbon cutting. Ribbon cutting and tours
have been approved by HO. We are trying not to advertise much, but feel free to send to your key
people and commissioners.
 

From: Grolnic-McClurg, Steven 
Sent: Monday, April 12, 2021 9:25 AM
To: Ferris, Scott <SFerris@cityofberkeley.info>; Quesada, Christina
<CQuesada@cityofberkeley.info>; Davidson, Amy <ADavidson@cityofberkeley.info>
Cc: Warhuus, Lisa <lwarhuus@cityofberkeley.info>; Katuala, Yvette <YKatuala@cityofberkeley.info>
Subject: RE: Ribbon Cutting for Adult Mental Health Building
 
Want to send out the invitation – is it finalized?  Is there a virtual option?
 
Steven Grolnic-McClurg, LCSW
Mental Health Manager
Berkeley Mental Health
510-981-5249
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected. The
information contained in this message may be privileged and confidential. If you are NOT the
intended recipient, please notify the sender immediately with a copy
to HIPAAPrivacy@cityofberkeley.info  and destroy this message immediately.
 

From: Ferris, Scott 
Sent: Wednesday, April 7, 2021 12:12 PM
To: Quesada, Christina <CQuesada@cityofberkeley.info>; Davidson, Amy
<ADavidson@cityofberkeley.info>; Grolnic-McClurg, Steven <SGrolnic-McClurg@cityofberkeley.info>
Cc: Warhuus, Lisa <lwarhuus@cityofberkeley.info>; Katuala, Yvette <YKatuala@cityofberkeley.info>
Subject: RE: Ribbon Cutting for Adult Mental Health Building
 
Add Paul as a “special thanks to”, not as a speaker.
 
Thanks
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From: Quesada, Christina 
Sent: Wednesday, April 07, 2021 9:25 AM
To: Davidson, Amy <ADavidson@cityofberkeley.info>; Ferris, Scott <SFerris@cityofberkeley.info>;
Grolnic-McClurg, Steven <SGrolnic-McClurg@cityofberkeley.info>
Cc: Warhuus, Lisa <lwarhuus@cityofberkeley.info>; Katuala, Yvette <YKatuala@cityofberkeley.info>
Subject: RE: Ribbon Cutting for Adult Mental Health Building
 
Good Morning,
 
As of yesterday I had Jesse Arreguin and Ben Bartlett on the program as speakers. Am I adding Paul
or is he replacing someone? Please advise J
 
Christina Quesada
City of Berkeley
Parks Recreation & Waterfront Dept.
2180 Milvia St 3rd Floor
Berkeley, CA 94704
(510) 981-6716     Fax: 510-981-6710
 

 
From: Davidson, Amy 
Sent: Wednesday, April 07, 2021 8:01 AM
To: Ferris, Scott <SFerris@cityofberkeley.info>; Grolnic-McClurg, Steven <SGrolnic-
McClurg@cityofberkeley.info>
Cc: Warhuus, Lisa <lwarhuus@cityofberkeley.info>; Quesada, Christina
<CQuesada@cityofberkeley.info>; Katuala, Yvette <YKatuala@cityofberkeley.info>
Subject: RE: Ribbon Cutting for Adult Mental Health Building
 
Hi Scott,
Thanks for reaching out. Yvette gave a list of names to Christina and we’d like to add Paul
Buddenhagen.  We thought Nick from PW was going to do tours.  Yvette thinks she can find
someone in MH to do tours.  Steve is out this week but back Monday.
Amy
 

From: Ferris, Scott 
Sent: Tuesday, April 6, 2021 2:40 PM
To: Davidson, Amy <ADavidson@cityofberkeley.info>; Grolnic-McClurg, Steven <SGrolnic-
McClurg@cityofberkeley.info>
Cc: Warhuus, Lisa <lwarhuus@cityofberkeley.info>; Quesada, Christina
<CQuesada@cityofberkeley.info>
Subject: Ribbon Cutting for Adult Mental Health Building
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﻿
Amy/ Steve
 
Hopefully you have been informed the next Wednesday at 1 we are going to do a ribbon cutting for
the adult mental health facility. We are starting to work on a program now and want to make sure
we acknowledge all the right commissions and staff. Can you provide Christina with that and any
other pertinent information you think should be included
 
The mayor will lead the ceremony and we want to give small group one way tours immediately after.
We did this at live oak last week and it worked well. We are hoping you or your staff can PW staff
lead the tours. We will meet on site at 11:30. 
 
Let me know if anyone can help
Thanks
Scott
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Monday, April 5, 2021 4:54 PM
To: Works-Wright, Jamie
Cc: Downs, Fawn; Grolnic-McClurg, Steven
Subject: FW: commissioner participating in division meetings

Hello Commissioners, 
 
Please see the information below about having direct contact with COB division staff when you are appointed to Division 
committees or meetings for events and planning.  
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information 
contained in this message may be privileged and confidential.  If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
 

From: Commission  
Sent: Monday, April 5, 2021 4:41 PM 
To: Works-Wright, Jamie <JWorks-Wright@cityofberkeley.info> 
Subject: RE: commissioner participating in division meetings 
 
Hi Jamie –  
 
As per your request, we ran your concern by Mark.  He advised that once the subcommittee is 
established, or the planning committee starts meeting, the commissioners in those roles would 
communicate directly with staff (not through the secretary).  He also suggested that the subcommittee 
designate one person to communicate with staff for efficiency and clarity. 
 
Hope that is helpful to you in managing your staff time. 
 
Best,   
 
Leslie 
 

119



2

From: Works-Wright, Jamie  
Sent: Wednesday, March 31, 2021 5:13 PM 
To: Commission <Commission@cityofberkeley.info> 
Subject: commissioner participating in division meetings 
 
Hello 
 
When commissioners are appointed to meetings or committees within our division to collaborate and participate, do the 
conversations have to go through the secretary or can they contact the committee group or person individually?  
 
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected. The information 
contained in this message may be privileged and confidential. If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Monday, April 5, 2021 4:21 PM
To: Works-Wright, Jamie
Subject: FW: MHAB Executive Committee Meeting 4/8/2021
Attachments: MHAB Executive Committee Agenda 4-8-2021.pdf; Executive Committee Minutes 2021 

03-11 UNAPPROVED - draft.pdf

FYI 
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information 
contained in this message may be privileged and confidential.  If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
 

From: MHB Communications, ACBH [mailto:ACBH.MHBCommunications@acgov.org]  
Sent: Monday, April 5, 2021 4:18 PM 
Subject: MHAB Executive Committee Meeting 4/8/2021 
 
WARNING: This is not a City of Berkeley email. Do not click links or attachments unless you trust the sender and know the content is 

safe.  
Good afternoon,  
 
Please see attached agenda/minutes and below meeting information for the MHAB Executive Committee Meeting 
on 04/08/2021. 
 
Please join my meeting from your computer, tablet or smartphone.  
https://global.gotomeeting.com/join/985996269  
 
You can also dial in using your phone.  
United States: +1 (571) 317-3116  
 
Access Code: 985-996-269  
 
Join from a video-conferencing room or system.  
Dial in or type: 67.217.95.2 or inroomlink.goto.com  
Meeting ID: 985 996 269  
Or dial directly: 985996269@67.217.95.2 or 67.217.95.2##985996269  
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New to GoToMeeting? Get the app now and be ready when your first meeting starts: 
https://global.gotomeeting.com/install/985996269 
 
Asia Jenkins 
Alameda County Behavioral Health Care Services  
2000 Embarcadero, Suite 400  
Oakland, CA 94606-5300 
 
Tel: (510) 567-8131 
Email: Asia.Jenkins@acgov.org 
QIC: 22711 
 

 
 
 
CONFIDENTIALITY NOTICE: This electronic mail transmission may contain privileged and/or confidential information only for use by the intended 
recipients. Any usage, distribution, copying or disclosure by any other person, other than the intended recipient is strictly prohibited and may be 
subject to civil action and/or criminal penalties. If you received this e-mail transmission in error, please notify the sender by reply e-mail or by 
telephone and delete the transmission. 
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Alameda County 
Mental Health Advisory Board 

Mental Health Advisory Board Agenda 

Executive Committee 

Thursday, April 8, 2021 ◊ 3:30 PM – 5:00 PM 

2000 Embarcadero, Suite 400, Oakland, CA 

Chabot Room 

 https://global.gotomeeting.com/join/985996269  

Teleconference: 1-571-317-3116, Access Code: 985-996-269 

 

 

Contact the Mental Health Advisory Board at ACBH.MHBCommunications@acgov.org 
 

   

 
 
 

Alameda County 
Behavioral Health Care Services 

Committee 
Members: 

Lee Davis (Chair, District 5); L.D. Louis (Vice Chair, District 4); 

Marsha McInnis (District 1); Brian Bloom (District 4); Juliet Leftwich (District 5) 

 

3:30 PM Call to Order  Chair Lee Davis 

3:30 PM I.  Roll Call/Introductions 
 

3:40 PM II.  Approval of Minutes 
 

3:45 PM III.  ACBH Program Monitoring Structure (Indigo Project) Final Draft 
Review & Comment  
 

4:20 PM IV.  Discussion Items  
A. Future Agenda Items for MHAB 

1. April/May/June, etc. Meeting Ideas 
a) Monitoring Structure Presentation (April) 
b) MHSA 1 YEAR PLAN Presentation (May) 
c) JIMHT Presentation (June?)  
d) Bylaws Presentation (July?) 
e) CalAim Presentation (ADULT COMMITTEE?) 
f) Housing (ADULT COMMITTEE?) 

C. Bylaws Update 
D. Annual Report 
E. New MHAB Staff (Training meeting?) 

 
 V.  MHAB Staff Report 

A. Website- Update & Accessibility 
1. Sarina Hill? 

B. Annual Banquet update 
C. Business Cards 

 
4:55 PM  

 
5:00 PM  

VI.  
 
VII.                   

Public Comment  
 
Adjournment 
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Thursday, April 1, 2021 10:51 AM
To: Works-Wright, Jamie
Subject: FW: Results-Based Accountability Presentation at MHC - Thurs, April 22, 2021

Please see the email below about the April MHC meeting.  
 
Thank you for your time. 
 
Jamie Works-Wright 
Consumer Liaison & Mental Health Commission Secretary  
City of Berkeley 
1521 University  
Berkeley, CA 94703 
Jworks-wright@cityofberkeley.info  
Office: 510-981-7721 ext. 7721 
Cell #: 510-423-8365 
 

 
 

From: Margaret Fine [mailto:margaretcarolfine@gmail.com]  
Sent: Wednesday, March 31, 2021 8:19 PM 
To: Works-Wright, Jamie <JWorks-Wright@cityofberkeley.info> 
Subject: Results-Based Accountability Presentation at MHC - Thurs, April 22, 2021 
 
WARNING: This is not a City of Berkeley email. Do not click links or attachments unless you trust the sender and know the content is 

safe.  
Hi Jamie—  
 
I hope you are well. Would you please kind forward this email to the Mental Health Commissioners and the 
public?  
 
 
On Thursday, April 22, 2021 at the Mental Health Commission meeting we will have a presentation on Results-
Based Accountability (RBA) as an evaluation tool and the RBA evaluation for the Division of Mental Health. 
This presentation will start close to the beginning of our meeting. 
 
The Mental Health Manager, Steve Grolnic-McClurg, will describe the internal public mental health programs 
to be evaluated, including the funding streams and levels, for the Division of Mental Health.  
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Research Development Associates (RDA), the consultant hired by the City of Berkeley, will the make a 
presentation on Results-Based Accountability as an evaluation tool and the evaluation for the Division of 
Mental Health. 
 
Please be so kind as to note that Results-Based Accountability is not a new evaluation tool to the Division of 
Mental Health or the City of Berkeley. This evaluation tool has also been applies on local, county, state, 
national and international levels over decades. 
 
Potentially some Commissioners may recall the City of Berkeley conducted RBA evaluations on the Prevention 
& Early Intervention Programs (PEI) in FY 18 and FY 19.  
 
If you have an interest, the “Impact Berkeley” Results Based Accountability PEI Funded Programs evaluation 
results are available on the MHSA Plans and Updates - City of Berkeley, CA webpage. For more information, 
the webpage is: 
 
https://www.cityofberkeley.info/Health_Human_Services/Mental_Health/MHSA_Plans_and_Updates.aspx 
 
I hope this information is useful, especially to raise interest in RBA as an evaluation tool for serving diverse 
communities and people—many of whom are unhoused—living with serious mental illness and likely substance 
use problems.  
 
Best wishes, 
Margaret 
 
Dr. Margaret Fine, JD, PhD 
Chair, Mental Health Commission 
Pronouns: she/her 
Berkeley, CA 
margaretcarolfine@gmail.com 
LinkedIn: Margaret Fine 
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Wednesday, March 31, 2021 12:55 PM
To: Works-Wright, Jamie
Subject: FW: Corrected Copy - Berkeley City Council Item for Work Plan
Attachments: 21_22 Mental Health Commission Work Plan Submission to Berkeley City 

Council.pdf.docx

Please see the email and attachment from Margaret Fine.  
 
Thank you for your time. 
 
Jamie Works-Wright 
Consumer Liaison & Mental Health Commission Secretary  
City of Berkeley 
1521 University  
Berkeley, CA 94703 
Jworks-wright@cityofberkeley.info  
Office: 510-981-7721 ext. 7721 
Cell #: 510-423-8365 
 

 
 

From: Margaret Fine [mailto:margaretcarolfine@gmail.com]  
Sent: Monday, March 29, 2021 10:59 AM 
To: Works-Wright, Jamie <JWorks-Wright@cityofberkeley.info> 
Subject: Corrected Copy - Berkeley City Council Item for Work Plan 
 

WARNING: This email originated outside of City of Berkeley. 
DO NOT CLICK ON links or attachments unless you trust the sender and know the content is safe.  

 
Hi Jamie - I am so sorry. I found an error. I am not touching it again. Hopefully no more. Best wishes, Margaret 
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Tuesday, March 30, 2021 3:59 PM
To: Works-Wright, Jamie
Subject: FW: UPDATED SCHEDULE: Community Mental Health Webinar Series

Importance: High

 
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information 
contained in this message may be privileged and confidential.  If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
 

From: Andrade, Roxana  
Sent: Tuesday, March 30, 2021 1:31 PM 
To: All HHCS <dlHHCS@cityofberkeley.info> 
Subject: FW: UPDATED SCHEDULE: Community Mental Health Webinar Series 
Importance: High 
 
Good afternoon, 
 
Please see information below for Community Mental Health Webinar Series.   
 
Sincerely,  
 
Roxana Andrade-Lizarzaburu  
Administrative Secretary, HHCS 
510.981.5402 
 

From: Alameda County <acgov@service.govdelivery.com>  
Sent: Monday, March 29, 2021 9:22 AM 
To: Health, Housing & Community Services <HHCS@cityofberkeley.info> 
Subject: UPDATED SCHEDULE: Community Mental Health Webinar Series 
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WARNING: This email originated outside of City of Berkeley. 
DO NOT CLICK ON links or attachments unless you trust the sender and know the content is safe.  

 
 

 

 

You Are Invited! 

Community Mental Health Webinar Series 

Please join Supervisor Keith Carson and Alameda County Behavioral Health 
Services for a 4-part Virtual Community Mental Health Webinar Series, Thursdays 
in April at 5:30 PM: 

***Please note the updated schedule*** 

APRIL 8 
Managing Your Mental Health 
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Presenter: 
Dr. Karyn Tribble, ACBH Director 

______ 

APRIL 15 
Children & Youth 

Presenter: 
Lisa Carlisle, ACBH Child & Youth System of Care Director 

______ 

APRIL 22 
Crisis Intervention & Supporting Those Around You 

Presenters: 
Dr. Aaron Chapman, ACBH Chief Medical Officer 

Stephanie Lewis, Crisis Services Director 
______ 

APRIL 29 
Older Adults 

Presenter: 
Kate Jones, Adult & Older Adult System of Care Director 

RSVP HERE 

The registration page will automatically sign you up for all four webinars - you are 
not required to attend all sessions. 

Download the event flyer HERE. 

 

  

 

District 5 Office | 1221 Oak Street, Suite 536, Oakland, CA 9461 
Supervisor.Carson@acgov.org | (510) 272-6695 

 

   

 

 

SUBSCRIBER SERVICES:  
Manage Preferences  |  Delete Profile  |  Help 

GovDelivery, Inc. sending on behalf of Alameda County • 1221 Oak Street • Oakland CA 94612 • 1.510.208.9770  
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Tuesday, March 30, 2021 10:12 AM
To: Works-Wright, Jamie
Subject: Agenda Items for April 22 MHC meeting

Hello Commissioners, 
 
Please have any agenda items to me by Monday, April 5, 2021 and any items that you would like in the packet by 
Monday, April 12, 2021. 
 
Thank you. 
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information 
contained in this message may be privileged and confidential.  If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Monday, March 29, 2021 3:32 PM
To: Works-Wright, Jamie
Subject: FW: Potential Mental Health Meeting presentation on RDA Evaluation of Division of 

Mental Health internal programs/services

Please see email from Commissioner Fine. 
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information 
contained in this message may be privileged and confidential.  If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
 

From: Margaret Fine [mailto:margaretcarolfine@gmail.com]  
Sent: Monday, March 29, 2021 3:11 PM 
To: Works-Wright, Jamie <JWorks-Wright@cityofberkeley.info> 
Subject: Fwd: Potential Mental Health Meeting presentation on RDA Evaluation of Division of Mental Health internal 
programs/services 
 

WARNING: This email originated outside of City of Berkeley. 
DO NOT CLICK ON links or attachments unless you trust the sender and know the content is safe.  

 
Hi Jamie, 
 
Would you please be so kind and send this email to the Mental Health Commissioners and the public? Thank you so 
much. 
  
  
Several Commissioners and community members have expressed interest in the current evaluation of internal 
programs/services for the Division of Mental Health. Below is general information.  
  
Please kindly reply if you have an interest in a future presentation about this evaluation at a Mental Health Commission 
meeting. There will be follow-up and a general email to update. 
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Results-Based Accountability (RBA) Evaluation of the internal Division of Mental Health programs/services 
  

         In October 2018, the Berkeley City Council approved the use of $100,000 in Mental Health Services Act 
(MHSA) funding to hire a consultant to provide a Results-Based Accountability (RBA) evaluation of internal 
mental health programs/services across the Division of Mental Health (MHSA funding defined below). 
  
         Thereafter the City of Berkeley entered into a contract with the consultant, Research Development 
Associations (RDA), to provide a Results-Based Accountability (RBA) evaluation of the internal mental health 
programs/services across the Division of Mental Health during the period through June 30, 2022.  

  
         The RBA evaluation is a “data driven, decision-making process that has a proven track record of success in 
improving program performance and the quality of live of program participants. The RBA Framework provides a 
new way of understanding the quality and impact of services provided by collecting data that answer three basis 
questions: 
  

o   How much did you do? 
o   How well did you do it? 
o   Is anyone better off?” 

  
What is the Mental Health Services Act (MHSA)? 
  
The Mental Health Services Act (MHSA) is state legislation approved by voters in November 2004 that places a 1% tax on 
every dollar of personal income over $1 million. It is designed to serve individuals with, or at risk of, serious mental 
illness by providing a broad continuum of public mental health programs and services. The tax revenue also supports 
infrastructure, technology and training. MHSA funding represents approximately one-half of the Division of Mental 
Health’s funding. 
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Thursday, March 25, 2021 10:14 AM
To: Works-Wright, Jamie
Subject: FW: Commissioner Stipend Update
Attachments: Commissioner Stipend Update Memo.pdf

Please see this new information  
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information 
contained in this message may be privileged and confidential.  If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
 

From: Numainville, Mark L.  
Sent: Tuesday, March 23, 2021 5:05 PM 
To: Allen, Shallon L. <SLAllen@cityofberkeley.info>; Allen, Shannon <ShAllen@cityofberkeley.info>; Bednarska, Dominika 
<DBednarska@cityofberkeley.info>; Bellow, LaTanya <LBellow@cityofberkeley.info>; Bryant, Ginsi 
<GBryant@cityofberkeley.info>; Buckley, Steven <StBuckley@cityofberkeley.info>; Burns, Anne M 
<ABurns@cityofberkeley.info>; Carnegie, Brittany <BCarnegie@cityofberkeley.info>; Castrillon, Richard 
<rcastrillon@cityofberkeley.info>; Chu, Stephanie <SChu@cityofberkeley.info>; Cole, Shamika S. 
<SSCole@cityofberkeley.info>; Crane, Fatema <FCrane@cityofberkeley.info>; Davidson, Amy 
<ADavidson@cityofberkeley.info>; Enke, Joe <jenke@cityofberkeley.info>; Funghi, Amelia 
<Afunghi@cityofberkeley.info>; Garcia, Viviana <ViGarcia@cityofberkeley.info>; Greene, Elizabeth 
<EGreene@cityofberkeley.info>; Harvey, Samuel <SHarvey@cityofberkeley.info>; Hollander, Eleanor 
<EHollander@cityofberkeley.info>; Jacobs, Joshua <JJacobs@cityofberkeley.info>; Javandel, Farid 
<FJavandel@cityofberkeley.info>; Katz, Mary-Claire <MKatz@cityofberkeley.info>; Lee, Kristen S. 
<KSLee@cityofberkeley.info>; Lovvorn, Jennifer <JLovvorn@cityofberkeley.info>; May, Keith 
<KMay@cityofberkeley.info>; McDonough, Melissa <MMcDonough@cityofberkeley.info>; Mendez, Leslie 
<LMendez@cityofberkeley.info>; Miller, Roger <RMiller@cityofberkeley.info>; Obermeit, Heidi 
<hobermeit@cityofberkeley.info>; Pearson, Alene <apearson@cityofberkeley.info>; PRC (Police Review Commission) 
<prcmailbox@cityofberkeley.info>; Romain, Billi <BRomain@cityofberkeley.info>; Slaughter, Kieron 
<kslaughter@cityofberkeley.info>; Terrones, Roberto <RTerrones@cityofberkeley.info>; Tsering, Dechen 
<DTsering@cityofberkeley.info>; Uberti, Mike <MUberti@cityofberkeley.info>; Works-Wright, Jamie <JWorks-
Wright@cityofberkeley.info> 
Cc: Commission <Commission@cityofberkeley.info> 
Subject: Commissioner Stipend Update 
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Commission Secretaries, 
 
Please see the attached memo regarding the updates to the commissioner stipend program. 
 
Mark Numainville, City Clerk 
City of Berkeley 
2180 Milvia Street, 1st Floor 
Berkeley, CA 94704 
(510) 981-6909 direct 
mnumainville@cityofberkeley.info 
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CITY OF BERKELEY        
ADMINISTRATIVE REGULATIONS     

 

SUBJECT:  Stipend and Reimbursement in Lieu of Expenses for Members of Certain Boards, 

Commissions and Committees 

 

PURPOSE 

 

The purpose of this Administrative Regulation is to establish procedures for reimbursing expenses to 

certain board, commission, and committee members (including temporary appointees) who might 

otherwise incur an economic hardship. 

 

POLICY 

 

The City Council, by Resolution No. 64,831-N.S. (known as the Stipend Resolution April 20, 2010), 

authorizes payment in lieu of expenses to members of all Council-appointed boards, commissions, 

committees, task forces and joint subcommittees who meet certain household income criteria in order 

to remove economic hardship barriers from citizen participation. Subcommittees of commissions, 

which are designated by the advisory body and not by Council appointment, are not eligible for 

reimbursement.   

 

An eligible member is authorized to receive:  

 

a) $40 for each official meeting attended, not to exceed four (4) meetings each month; 

 

b) reimbursement for actual child care expenses incurred while he/she attends meetings; 

 

c) reimbursement for actual expenses paid to an attendant to provide care for a dependent elderly 

person while he/she attends meetings; and  

 

d) reimbursement for actual expenses incurred for disabled support services in order to participate 

fully in board, commission, or committee meetings.   

 

DEFINITIONS AND REGULATIONS 

 

An “official meeting” is defined as a duly noticed, properly agenized, regular meeting or special 

meeting of the full board or commission at which a quorum of the full membership must be present in 

order for the meeting to be held.    

 

For a meeting that is cancelled, claims may only be submitted if it is for an official meeting where the 

attendees and staff Secretary believed that the meeting would proceed as scheduled, and for which 

Commissioners and the Secretary actually showed up and waited a reasonable period beyond the 

meeting start time for the quorum to be met before canceling.   

  

A receipt or invoice signed by the person providing such child care, elderly dependent care or disabled 

support services must accompany a request for reimbursement.  Invoices must include date, services 

provided, vendor contact information, and dollar amount. 

A.R. NUMBER:     3.2 
ORIGINAL DATE:  7/01/94 

POSTING DATE:   5/12/2015 

PAGE 1 OF 6 PAGES 
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The Human Welfare and Community Action Commission provides for alternate representatives of the 

poor to be elected or to be appointed when a vacancy occurs. Alternate representatives of the poor shall 

be eligible for stipend payments when serving in place of the principal member. 

 

Pursuant to Berkeley Municipal Code Section 3.32.060 Police Review Commissioners shall receive 

$3/hr for their time and work investigating complaints, reviewing policies and practices, and attending 

meetings, but in no case shall compensation for any one commissioner exceed $200 per month. 

 

The City Clerk Department is responsible for keeping this Administrative Regulation up-to-date and 

shall include notification of this policy with each appointment letter mailed.  

 

COMMISSIONER'S CRITERIA AND RESPONSIBILITIES 

 

1.  Eligibility criteria for stipend and reimbursement: 

 

a) Persons eligible to receive reimbursement in lieu of expenses are those board, commission, 

or committee members whose annual family income reported individually, or as filed 

jointly for federal income tax purposes is below $20,000 per year.  

 

b) Commissioners who are minors (under 18 years old) must have eligibility declaration forms 

co-signed by a parent or legal guardian attesting that the combined household income is 

under $20,000. 

 

c) If a commissioner is paid $600 or more in stipend payments in one calendar year, an IRS 

Form 1099 will be generated by the Finance Department. 

 

2. To establish eligibility, Commissioners must file the Annual Declaration Form (attached) with the 

secretary of their board, commission or committee. Commissioners must file a new declaration 

form annually prior to May 31st in order to maintain eligibility.   

 

3. In order to pay a Commissioner's attendant directly, a completed IRS Form W-9 must be on file in 

the Finance Department's General Services Division.  If an attendant, support service, or child care 

provider is paid $600 or more in one calendar year, a Form 1099 will be generated by Finance. 

In order to be reimbursed for payments made to an attendant, support service, or child care 

provider, a Commissioner must be set up as a vendor by Finance - General Services. 

 

4. Eligible members who are disabled and are seeking reimbursement for support services must also 

complete the support services statement portion on the Annual Declaration Form.  If the member's 

needs change, he/she must immediately notify the secretary.  Otherwise, the statement certifying 

the need for support services will continue to be in effect for the duration of the member's term of 

appointment. 

 

5. Pursuant to Berkeley Municipal Code Section 3.66.040, low-income status for members of the 

Commission on Disability is not a prerequisite for reimbursement of attendant care expenses. 
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ANNUAL DECLARATION FORM RESPECTING ELIGIBILITY FOR 

REIMBURSEMENT OF EXPENSES AS A MEMBER OF THE 

 

____________________________________________________________ 

(Board/Commission/Committee) 

 

Inasmuch as it is in the public interest to remove barriers, particularly those creating economic 

hardships for citizens participating on boards, commissions and committees, the City Council has 

determined that it is in the public interest to alleviate this hardship by authorizing payments in lieu of 

expenses for certain meetings and under certain conditions as indicated in Stipend Resolution No. 

64,831-N.S. 

 

I, _____________________________________________________ certify to the following: 

 

1) That my annual family income reported individually, or as part of a joint Federal Income Tax 

Return, was less than $20,000 for the Year _______;  

 

2) I will file this declaration form every year no later than May 31st with the Secretary who will 

forward copies to the Finance Department; and 

 

3) I will notify the Secretary as soon as I am aware that my family’s current year income exceeds 

$20,000 and request that my eligibility be canceled: 

 

____________________________________________________    ___________________ 

Signature                    Date 

 

____________________________________________________    ___________________ 

Signature of Parent or Legal Guardian if Member is a Minor  Date 

 

___________________________________________________    ____________________ 

Signature of Secretary                    Date 

 

* * * 

 

SUPPORT SERVICES STATEMENT 

 

I, ____________________________, certify I am disabled and require the following support services 

in order to participate fully in commission meetings: 

__________________________________________________________________________________

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 

 

____________________________________________________    ___________________ 

Signature                    Date 
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A.R. 3.2 PAYMENT FORM 
 

                                     

Name of Commission: ______________________________________________________ 

 

Name of Commissioner: _____________________________________________________ 

 

Address of Commissioner: ___________________________________________________ 

 

Name of Secretary: _____________________________ Phone: _____________________ 

 

Quarter Covered:   Year _____       Jan - Mar        April - June        July - Sept        Oct – Dec 

 

Date of Meeting Payment Type* Amount Due 

  $ 

  $ 

  $ 

  $ 

  $ 

  $ 

 Total (this qtr.)** $ 

* Stipend, Support Services, Dependent Care, or Child Care 

**Attach Year-to-Date Spreadsheet to this Form 

 

Please hold check for pick up: ____________________________________________           

       (Commissioner's Signature) 

 

Prepared by: _____________________________________ Date: _____________________ 
        (Preparer’s Signature) 

 

Reviewed by: ____________________________________ Date: _____________________ 
           (Commission Secretary Signature) 

 

 

CERTIFICATION AND AUTHORIZATION FOR PAYMENT:  I hereby certify that the 

payments for all persons whose names appear herein have been properly authorized; and that the 

amounts indicated as due said persons are actually due and payable.  Payment is approved against the 

appropriation indicated under delegated authority of the City Manager. 

 

Authorized by: __________________________________________________   _________________ 

                                              Authorized Department Signature (must be on file with AP)         Date 
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COMMISSIONER STIPEND CHECKLIST 

 

This checklist is provided to expedite the processing of commissioner stipends.  The Finance 

Department requires that all forms are completed and information is accurately prepared and submitted 

before stipends can be paid.  Review the checklist prior to submitting stipend requests.   

 

For Initial Payment to a Commissioner or Service Provider: 

 

 Set up the Commissioner as a vendor with Finance - General Services 

  * Use a W-9 form to set up the Commissioner as a vendor (available on Groupware) 

 

Set up the Vendor (support services, dependent care, or child care) as a vendor with Finance - 

General Services 

  * Use a W-9 form to set up the service provider as a vendor 

 

Required Documentation for Every Payment Submission (compile submission in this order): 

 

FN024 Voucher  

  * Provide the full account code (consult your department budget analyst) 

* Verify in FUND$ that adequate funds are available in the account to pay the voucher 

  * Clearly document the payment amount  

  * Obtain all required signatures 

 

A.R. 3.2 Payment Form  

* Complete all fields 

* Obtain all required signatures   

 

Invoices for Support Service, Dependent Care, and/or Child Care Providers 

  * Must include date, services provided, vendor contact information, and dollar amount 

 

Attendance Verification   

* A copy of the sign in sheet (showing date of meeting) or a screen print out from the 

commissioner’s meeting webpage showing the date the meeting took place 

* Requests for reimbursement for cancelled meetings require written representation 

from the Commission Secretary  

 

 Annual Declaration Form  

* The form is completed and signed and dated yearly by the commissioner and the 

Commission Secretary 

* A copy of the form is submitted with each reimbursement voucher 

 

Year-to-Date Summary Spreadsheet 

* Documents the fiscal year (year to date) expenditures of the individual commissioner 

* Remember that payments of $600 or more result in the issuance of a Form 1099 from 

the Finance Department and may have tax implications 
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Thursday, March 25, 2021 9:24 PM
To: Works-Wright, Jamie
Subject: FW: MCT Manual
Attachments: MCT Manual 1995.pdf

Please see the manual from the Jeff Buell  
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information 
contained in this message may be privileged and confidential.  If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
 

From: Buell, Jeffrey  
Sent: Thursday, March 25, 2021 8:38 PM 
To: Grolnic-McClurg, Steven <SGrolnic-McClurg@cityofberkeley.info>; Downs, Fawn <FDowns@cityofberkeley.info>; 
Works-Wright, Jamie <JWorks-Wright@cityofberkeley.info> 
Subject: MCT Manual 
 
Here’s the manual I found when I came back to BMH. To whom would I send this to make sure it gets appropriately to 
the Mental Health Commission?  
 
Jeffrey Buell, LCSW 
Mental Health Program Supervisor 
Health, Housing & Community Services 
jbuell@cityofberkeley.info or jbuell@ci.berkeley.ca.us 
Tel: 510.981.7682 
Fax: 510.486.8014 
  
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information contained in this 
message may be privileged and confidential.  If you are NOT the intended recipient, please notify the sender immediately with a copy 
to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
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BERKELEY MENTAL HEALTH 

MOBILE CRISIS TEAM MANUAL 

(Revised September, 1995) 

Berkeley Mental  Heal th Mobile Crisis  Team 
2640 Martin Luther King, Jr .  Way, Berkeley,  CA 94704 

(510) 644-8566 
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ACKNOWLEDGEMENTS and DEDICATION 

This manual is a collection of the efforts of the many staff and interns who have contributed to the Mobile Crisis 
Team since its inception in 1979. Its format, philosophy, and content reflect the constantly evolving and improving 
quality that keeps the Mobile Crisis Team effective, useful, and unique. 

It is dedicated to all the citizens of Berkeley and Albany who have utilized and appreciated the caring and 
compassionate service offered by the Mobile Crisis Team in times of crisis. And with great respect. it is in memory of 
those people we have lost, whose tenacity and grace in the face of chronic and overwhelming challenges, will continue to 
inspire us always. 
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Berkeley Mental Health Part I: Introduction 
Mobile Crisis Team Manual 

PART I.  INTRODUCTION  

A .  I N T R O D U C T I O N  T O  T H E  T R A I N I N G  

Welcome to the Berkeley Mental Health Mobile Crisis Team (MCT). This training manual has 
been developed to supplement the didactic and experiential training that is provided by staff, 
outside speakers, and through working together as teams. It will also serve as a reference for 
specific information we use throughout the year. 

1. Purpose and Objectives  

The purpose of the overall MCT training is to provide interns and new staff with the 
necessary knowledge and skills to function professionally and confidently with a partner 
while on call or providing follow-up. The training covers: 

• Safety procedures and effective teamwork 

• Quick but thorough assessment and diagnosis of clients, and formulation of a treatment 
plan 

• Utilizing crisis intervention techniques with a wide range of clients 

• Working knowledge of the radio, radio codes and pertinent Penal, and Welfare and Institutions 
codes 

• Providing clients and agencies with resources and referral information 

• Providing consultation and training to police departments, health professionals, and other 
service providers 

Staff and outside speakers will provide instruction. Role playing and simulated interventions 
will be used at times to illustrate a particular type of problem. In addition, interns will 
be introduced to agencies with which we have frequent contact: the Berkeley Police 
Department, Alta Bates/Herrick and Highland Hospitals, John George Psychiatric Pavilion, 
Berkeley-Oakland Support Services, Berkeley Emergency Food and Housing Project, and the 
shelters. 
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2. Format 

The training is divided into five parts. Part I is a general introduction and 
overview of the program, including the development of the program and 
basic operating procedures. Part II focuses in more detail on how we function 
within the community; this includes working as a team, working with the 
police, referrals and resources, safety, use of the radio, and record keeping. The 
legal aspects of the MCT, such as involuntary hospitalization and confidentiality, 
are the subject of Part III. Many of the clinical aspects of working on a crisis team 
will be reviewed in Part IV including assessment, diagnosis,  treatment 
modalit ies,  disposition, follow-up, and case management. The emphasis 
here will be on the range of cases we typically encounter. Part V covers special 
programs and services, including Critical Incident Stress Management services, and 
MCT interactions with the Berkeley Police Department's Barricaded Subject Hostage 
Negotiation Team. 

B. INTRODUCTION TO THE MOBILE CRISIS TEAM 

1. History  

The MCT began as the "Police Project" in April, 1979 with three-month pilot 
funding through the California State Department of Mental Health. The purpose 
of the program was to make mobile crisis services immediately available to 
people referred by police officers, hospital emergency rooms, the fire 
department, community agencies, and the public, roughly in that order. 

It was evident at that time that a large percentage of police time was used 
providing crisis intervention and other mental health services, and it was felt 
that these services could be handled more appropriately and effectively by 
mental health staff. A major objective was to intervene in police-generated 5150 
assessments in order to prevent unnecessary hospitalization and utilize alternative 
community and personal resources. 

The MCT's goals have remained essentially the same even as more referrals 
have come from other sources in the community: to provide a range of on-call 
crisis intervention, follow-up, and consultation services, including during evening 
hours and weekends when few public resources are available. 
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2. Funding and Expansion  

Based on its initial success, the program was funded permanently by the Department 
of Mental Health, although funds are subcontracted through Alameda County. Early 
funding supported seven nights per week coverage, but in 1982 hours of operation 
were reduced to weekdays only. An increase in funding by the City of Berkeley 
has enabled the MCT to expand again to seven days a week, from 10:30am to 
11:00pm. Services have also expanded to provide emergency psychiatric consultation, 
extended follow-up, and increased consultation and training. 

C. OVERVIEW OF OPERATIONS 

1. General Operations 

a. Staffing: Services are provided from 10:30am until 1 1pm, with a change of shift 
occurring at 4:00pm, where day and night shifts overlap for 30 minutes (between 
4:00 and 4:30pm). Each shift is covered by a two-person team; one paid professional 
staff member and one graduate student intern working as a volunteer. Some day 
shifts are covered only by a staff person. Students are generally on board from 
September through June. Summer coverage is drawn from previous interns and 
other trained individuals. 

b. Daily Routine: Staff carry police radios and are contacted through the police 
dispatcher (644-6743). Day shift staff meet at the police station (2171 McKinley) 
at 10:30am to pick up radios, keys, and the MCT city car, then will go "10-8" (on 
duty and available for service). Paperwork from the prior night is checked for follow-
ups, and the voicemail is checked for messages (by calling the MCT number, 644-
8566, then entering "*5150" when the outgoing message comes on). 

At 11 am, the team attends the squad meeting for the BPD team going on duty at 
that time. After the meeting, the team returns to the Mobile Crisis Team Office 
at the Adult Outpatient Clinic to drop off completed logs from the prior shift, 
review the logs that have been generated since the team last worked, and check for 
follow-up requests. Staff may wait for calls in the office, at the police station, or 
out in the community. 

At 4pm, the day shift should return to the police station to turn over radios, 
equipment, etc. to the night shift. The night shift will attend the 4pm squad 
meeting; the day shift can finish paperwork, etc. The night team then follows the 
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same procedure, checking in at AOP, etc. They may attend the 8:45pm squad 
meeting, unless involved with a case. Staff are expected to take a 30 minute dinner 
break at some point during the shift. Staff is to notify dispatch when they are 
"Code 7" (meal break); the radio should still be monitored, as the team can be 
called away from a meal break in the event of an emergency. 

Whenever the night shift leaves 2640 MLK Way (after business hours), they should 
verify that no other staff are in the building, and then set the alarm. At the end of 
the shift, the team returns to the police department, returning radios and keys to their 
proper location. 

2. Clinical Operations 

The following guidelines have been given to the Berkeley Police for making referrals. 
This list broadly describes a range of appropriate and likely referrals, but falls short of 
the diversity of cases we actually see: 

• Evaluation for 5150 W&I committals 
• Domestic disputes 
• Traumatized crime victims 
• Senile or disoriented elderly 
• Family problems involving children and adolescents 
• Consultation with officers or with the public on any case which may have mental health 

aspects but where direct contact with the subject is inadvisable. 

MCT generally does not get involved with cases where the primary (or only) problem 
is alcohol or drug intoxication. 

a. On-Call Responsibilities: Staff are responsible for responding to all referrals made 
during their shift, including previous requests for follow-up. The appropriate 
response may range from making direct face-to-face intervention, to deferring less 
urgent cases to the team the following day (particularly in cases not requiring immediate 
response, and where a daytime response might be more appropriate). Always gather as 
much information as possible (i.e., speaking to client on phone, consulting with police or 
referring party, checking MCT database for prior contacts, etc.) to allow appropriate 
prioritization of calls. 

By the end of the shift,  staff wil l  have made a log entry describing their 
intervention and the disposition of every contact made. A follow-up request will be 
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made for any case passed to the next team. Some cases-require intervention extending 
beyond what can be accomplished during the shift. We may follow the case ourselves 
or refer the case to another agency, making sure the follow-up has been completed. 
Follow-up criteria and responsibilities are described in detail in Part IV.  

b. Follow-up Responsibilities: Cases may be followed up through AOP, FYC, CP, by MCT 
staff or others. Criteria for follow-up are in Part IV. 
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PART II.  PROCEDURES 

NOTE: For procedures pertaining to Critical Incident Stress Debriefing (CISD), 
and situations involving the Berkeley Police Department's Barricaded Subject Hostage 
Negotiation Team (BSHNT), see PART V: SPECIAL SERVICES AND PROGRAMS. 

A. RADIO PROCEDURE 

The police radio is second only to the invention of the automobile as a major force 
shaping law enforcement. The radio represents more than the capacity to communicate; it is 
a symbol of membership in a select group, requires use of a special language, facilitates 
officer safety and survival, and allows for ongoing contact with the chain of command. 

Mobile Crisis Team use of the police radio is a departure from the traditional manner in 
which the police radio is used. Great care and judgment must be exercised by staff in the 
use of radio equipment and radio procedures during shifts. The first priority in using the 
police radio is clear, effective communication. If you are unsure about the use of radio 
codes, use plain everyday language to communicate what is happening and what is needed 
rather than taking the chance of using codes inaccurately or incorrectly. (See Appendix A  
for a listing of commonly-used radio codes.) 

Whenever using the radio, keep in mind that all radio communications are recorded by 
BPD. Additionally, radio traffic on the primary channels can be listened to by anyone in 
the community with a "scanner." Accordingly, never transmit personal information (i.e., 
phone number, address, etc.) about City staff over the radio, and try to restrict the transmission 
of confidential information concerning clients to a minimum. 

1. Equipment Check-Out Procedures 

The Mobile Crisis Team has two radios, which are usually stored in the trunk of the car 
when they are not in use. Extra batteries for both radios are stored in the chargers 
marked "MH" in the police department equipment room. As long as both MCT radios 
are functioning, there is no need to check out BPD radios. However, should one be out 
of service, the following procedure should be followed. Unless absolutely unavoidable, both 
team members should carry radios, for safety reasons. 

a. Equipment room: The equipment room is usually locked. Ask a Patrol Sergeant or                 
 Patrol Lieutenant to open the Equipment Room. If they give you their key, please 
 remember to return it. 
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b.  Equipment check-out: MCT staff have authorization to use the larger Saber radios. 

Test the battery in the voltage tester. Use only batteries where the voltage needle in the 
tester stays above "8". Install a fully charged battery in the radio, making sure that it is 
in the correct position. 

• Sign out the radios on the clipboard for the specific patrol team starting its shift at the same 
time you are going on duty. (If you are not sure which team you are working with, 
ask an officer.) Write in your last name in the first column, and under "Badge", write 
your MH number (i.e., "MH26"). Write the radio number (etched on the bottom of 
the radio) in the column headed by "Radio Out". 

• Tuning the radio: The Saber brand radios do not have a "squelch" switch, and do not require 
tuning, other than verifying that you are tuned to the correct channel. If you end up 
using an older Motorola radio, ask for assistance in tuning, if needed. 

• Adjust the volume to suit your own preference or situational requirements. (Keep in mind 
confidentiality concerns, particularly when in public places where citizens might be able 
to overhear radio transmissions.) 

• At the end of the shift return the radio to the battery charger. Indicate the condition of the 
radio and initial the equipment sign-out sheet. Defective equipment should be 
identified as such using the appropriate form and left on the counter. 

Radio communications have varying levels of priority. Emergencies requiring immediate 

police or fire response, officer safety, and crimes in progress have top priority for radio 
traffic. Routine transmissions, such as informing the Communications Center that you are 
coming on duty, have second priority and can also be handled by telephone to the 
dispatcher (644-6921). Correspondingly, if you are in trouble and need help immediately, 
your transmission has first priority. 

It is wise to listen to assess the radio traffic after you turn your radio on, and before you 
transmit anything. Wait until you are assured that "normal" traffic is occurring, 

2. Radio Communication Procedures 
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rather than "priority" traffic. If one of the two primary channels (Channels 1 and 2) are 
silent with the exception of a periodic beep, then it is being used for priority traffic; do not 
attempt to transmit. If you are not sure of the status of radio traffic, check with an 
officer before leaving the station, or telephone Dispatch (4-6921) to verify status of radio 
traffic. 

Once you have determined that "normal" traffic is occurring, keep in mind that there is a 
"flow" to radio communications, just like a conversation. Listen for the "question and 
response" of the ongoing traffic, so you can best determine when to start your transmission. 

3. Radio Channels 

MCT generally utilizes only Channels 1 and 2. Occasionally, if specific police cases require the 
use of "priority traffic" on both of these channels, all other radio traffic may be referred to 
another channel (usually Channel 4). Other channels are utilized for other purposes, but 
are generally not relevant to MCT. 

a. Channel 1: This is the primary communication channel for Berkeley Police radio 
communications, and the Communications Center staff person handling this channel is 
referred to as "Control". 

b. Channel 2: Channel 2 is used for communication between the dispatcher (referred to 
as "Dispatch") and mobile units, or for car-to-car transmissions. The dispatcher can 
make telephone calls, provide directions, or find telephone numbers for you in the 
reverse directory. 

c. Channel 4: This is the frequency used by the Records Bureau and officers 
performing traffic stops. 

4. Radio Transmission  

Radio transmissions all follow the same format. Please be sure to depress the 
transmission key on the radio for two seconds before speaking. Failure to hesitate 
when depressing the microphone switch will result in your first few words not 
transmitting. 

a.  Each transmission begins with transmission of your call sign and request for 
permission to transmit (words in parentheses indicate that they may or may not 
actually be spoken; radio communications are often in "shorthand"): 
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MH: "Control (this is) MH2." 

b. Acknowledgement of call by control and clearance to proceed: 

Control: "MH2 (go ahead)." 

c. Transmission of messages: MH: "MH units (will be) 

10-42 at 2640 MLK." 

d. Acknowledgement of receipt of transmission. 

Control: "10-4 MH2". 

5. Radio Transmission Problems  

a. Operator Related Conditions: 

Clear transmission requires that you hold the microphone not more than one inch 
from your mouth. Greater distances will decrease the clarity of your voice. Speak at 
normal volume; don't whisper or shout. 

Avoid transmitting messages after running across the street or climbing stairs. Your 
labored breathing may cause Comm. Center staff or other officers to become 
concerned about your welfare (i.e., you are in danger, etc.). 

Your radio communications are being tape recorded, monitored by citizens and police 
personnel. Avoid transmitting confidential information over the air if at all possible, 
and never transmit personal information (phone numbers, address, etc.) about City 
staff. 

Try to minimize the time you are on the air. Think about what you are going to say 
and say it. Leave out the uh's and pauses. 

b. Environmental: 

• If you having difficulty transmitting, check for the "blinking battery" light in the upper 
left of the face of the Saber radio, or listen for a beeping sound on the smaller radio. The 
radio may continue to receive long after the battery is too weak to transmit. 

9 

162



Berkeley Mental Health Part II: Procedures 
Mobile Crisis Team Manual 

• If it appears that your battery is charged, and you are still having trouble transmitting, 
it may be caused by your location (i.e., -the construction of some buildings can 
interfere with transmission, or some areas of the Berkeley hills can be problematic). 

6. Calling for Cover 

There are four different levels of urgency when requesting assistance. As mentioned earlier, 
it is more important to communicate clearly and describe the situation than to use the 
proper radio code. 

a. 11-98 ("Meet"): This is used in non-emergency situations where you are requesting an 
officer meet you to consult. This usually is not used when you are requesting cover, and 
implies a casual "at your convenience" meeting. 

MH: "Control, please have an officer 11-98 MH at (location)."                

or (when communicating directly with a specific officer) MH: "Badge 78, 

available for 11-98 with MH?" 

b. Request cover: This refers to all calls where police assistance is required. MH should 
always request cover when responding to calls, unless it is a very familiar, 
completely contained situation (i.e., regular visit to a client in a board and care 
home where the visit is expected). 

There are two "codes" used to request police assistance: Code 1 and Code 3 (as of 
9/95, BPD is no longer utilizing Code 2). However, MR workers often simply request cover 
without indicating a code (i.e., "MH requests cover for a 10-42 at (location).") The 
Comm. Center staff will dispatch an officer as quickly as possible, depending on 
the urgency of other calls for service, and standard procedure is that MH workers 
wait until the officer arrives before approaching the client or home. When calling for 
cover, always say why you need the cover, as well as how many officers you believe are 
necessary. 

• Code 1 means "at your convenience," and is frequently used by officers (rather 
than MH) in situations where there is no indication of an immediate need for backup, 
but they are "playing it safe." 
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• Code 3 is used in an emergency situation where a life-threatening situation is occurring. 
Dispatched police officers are authorized to use red lights and sirens. For MCT 
purposes, this is considered to be the same as 11-99, explained below. 

No matter how well you plan ahead, situations may occur where your safety, or the safety 
of your partner or assisting officers may be compromised or at risk. Since MH staff are 
not trained to intervene physically, your ability to communicate effectively over the radio 
in a situation where an officer is in trouble may save them from injury as well as 
protect your safety. You should provide information about the situation including what 
would be useful to responding officers, such as a description of the individual creating the 
problem and whether any weapons have been seen. 

Additional Codes:  

• Code 4 is used to let the dispatcher know that no assistance is needed and/or the situation 
is now under control. 

Expedite Cover is used when a life threatening situation exists and cover must come 
to your assistance as fast as possible. Officers responding are authorized to use red 
lights, sirens, and expedite their travel. 

• 11-99 means officer in trouble. It is used when an officer is in a fight, has been injured, is 
losing a fight, or a gun has been seen in the possession of a person threatening 
violence. This code requires that all officers in the City of Berkeley respond to the 
location of the situation with lights and sirens. (NOTE: 11-99 is used only in cases 
of extreme, life-threatening emergency.) 

B. SAFETY PROCEDURES 

While working with the Mobile Crisis Team, you may be asked by the police or clinic staff to 
become involved in situations that seem to represent a potential danger to you. The safety 
of you and your partner must be your highest priority and you are always free to refuse calls that 
you are uncomfortable handling. However, by planning ahead, being prepared, knowing your 
limits, communicating with your partner, and taking police cover, you can greatly reduce your 
risk. The next several pages offer recommendations for increasing the likelihood of a safe and 
effective client contact. 
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1. General Safety Procedures  

a. Radio: Know your radio codes, and remember--use plain English if you need_ 
assistance quickly and are unsure of appropriate codes. 

b. Clothing: "Standard" MCT attire is casual but neat: shirt, long pants (pockets are often 
handy), comfortable shoes that you can run in, a sweater or light jacket, and whatever 
weather gear (raincoat, umbrella, heavy jacket, etc.) may be required. It is very 
uncomfortable to conduct a long intervention outdoors when it is cold or raining and you 
are not ready for it! It is inadvisable to carry a purse or briefcase that would interfere 
with your mobility. Your hands should remain free except for radio, and pen and paper. 

2. Responding to a Call  

a. Use caution. Be sure you have made contact with Comm. Center and the police are 
aware of your location, including apartment numbers. Comm. Center should always be 
aware of your location if you are on a call, even calls where you have not requested police 
cover. This allows for much quicker response in the event you should require assistance in 
an emergency. 

If you hear a call on the radio that sounds as though it might require MH 
assistance, consult with Comm. Center and/or the officer on the scene first. Do not arrive 
on the scene unannounced; MCT arrival should never be a surprise to officers on 
the scene. 

b. Never be reluctant to call for cover. If it is a police-generated referral, don't let the 
officer on the scene leave until you have all the information you need to feel safe. 
Remember: The "default" should be to call for cover. You should have a well-thought-out 
reason why you didn't call for cover, if you decide not to. Police would much rather have 
an officer present to maintain control of the situation, rather than having to call for 
expedited cover in a situation where control has been lost. 

c. Unless the police have called for consultation, it is always suggested that the client be 
aware of your impending visit and that they consent to see you. Approaching uninformed 
clients is awkward and potentially dangerous. If possible, don't rely on third parties to 
inform the client that you are coming (another family member reassuring you on the phone 
"Oh, don't worry, he knows..."). Finally, be sure that all involved parties know that you 
are (1) carrying a police radio, and (2) bringing 
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an officer--you don't want clients to be surprised by the presence of either. 

d. The calls most likely to become volatile are those involving family disputes. It is 
particularly important that all family members agree to a visit. Always take cover to 
these calls. 

3. Approaches 

a. Vehicle: Never allow someone to approach you while you are still in the vehicle. If 
you need to speak with someone, get out of the car. When you leave the car, confirm that 
both staff have keys, to allow for quick access. Leave personal property secured in the 
trunk. 

b. Dwelling: Approaching a dwelling, especially if the police are not present, requires caution. 
If you are meeting with an officer before entering a dwelling, it is sometimes 
recommended that you meet out of sight of the house (around the corner, a block 
away, etc.). Remember: You should never be approaching an unfamiliar dwelling (with the 
possible exception of a large institution such as a hospital, which has staff trained and ready 
to deal with any possible physical escalation) without police cover. Be aware of your 
surroundings including adjacent dwellings. 

Approach doors and windows at an angle. Do not stand directly in front of either if 
possible. Sometimes it will be impossible to keep from being directly in front of the 
doors and windows. At such times it may be best to keep a safe distance from the door. 

Remember: It is the responsibility of the officer to secure the surroundings before you 
can safely start an intervention. Accordingly, always follow the officer's lead--physically and 
literally. 

Keep the following things in mind when you enter: 

• Don't let the client lock or bolt the door behind you after you enter.  

• Try to leave the door ajar. 

• If there is a dog in the house, ask client to tie it up or move it to another room. 

• Standing gives you an extra measure of safety and control. 
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• In domestic violence cases, try to separate the clients if they are arguing with each other, 
ideally into different rooms. 

• Keep the client away from the kitchen and/or bathroom (knives, razors, etc.) if there is any 
possibility of the situation escalating. 

• Look around and observe things around you. You may see potentially dangerous 
objects that could be used as weapons. 

• Ask permission to turn off the TV set or radio. 

• ALWAYS be aware of the quickest way to get out of the house (usually the front 
door), should the situation escalate. 

• Try to keep an exit accessible for everyone involved (MH staff, officers, and 
residents). 

c. Be prepared and plan ahead: Know what you and your partner are going to do before 
you make contact. This should include deciding who will take the lead. 

d. Individuals: Always approach with caution. This includes keeping at least a leg's length 
distance and maintaining proper positioning. 

e. Stance: 

• Distance between you and the client should be "kicking distance"--legs are longer than 
arms! 

• Stand, don't sit, if possible. 
• Keep your hands free. 
• Sometimes, positioning staff in a "triangle" in relationship to the client can be helpful, in 

that it can allow MH workers to maintain additional control of the environment. 

4. Some general comments about safety: 

a. Identity: Don't assume the public will know you're a mental health worker; it is more 
likely they will assume that you are a police officer. 

b. Preoccupation: During an intervention, do it with a clear and alert mind. Don't let worries, 
personal problems, schoolwork, etc., invade your concentration. 

Berkeley Mental Health Part II: Procedures 
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c. Relaxing too soon: Always be on the alert. For example, when checking the welfare of a 
BMH client, don't assume that the client will be as cooperative with you as s/he has 
been with their BMH therapist at the clinic. 

d. Sleepiness: You may be working extended hours from your normal work or school 
schedule. Try to stay awake and alert. Step outside for fresh air occasionally or drink a 
cup of coffee or tea, and alert your partner if you are feeling particularly tired. 

e. Failure to watch hands and sudden movements: As therapists we are trained to observe 
and listen to our clients. As MCT staff we are also required to be alert to sudden 
movement and the presence of weapons or potentially dangerous objects. 

f. Tombstone Courage: "We don't need police backup, we can handle it...". Too often 
we presume that "this is just another routine call." Regard each call as new and 
different. This will force you to go through your mental list of whether or not you 
should ask for a backup. Carefully assess each call. 

C. WORKING AS A TEAM 

The team concept is central to our work with clients. Although a less experienced intern is 
working with a supervising staff person, most crisis cases require collaboration and mutual 
acknowledgement of each partner's contributions and ideas about the case. Explicit 
discussion of each partner's personal style and theoretical orientation, his/her expectations of the 
other in the field, and a willingness to work through conflict as it emerges, are all prerequisites to 
effective team work. 

At the time of initial response to a referral, it is important for the team to decide who is going 
to take the lead and/or what roles each will take. While involved with the case, having some way 
to communicate with each other is crucial. This may require briefly removing themselves from 
the clients, and discussing their strategy. Implicit in the team concept is that major decisions, 
such as the decision to hospitalize, are made by a process of communicating each partner's 
perceptions of the situation. The staff member of the team, however, bears the ultimate 
responsibility and must make final decisions. 

Also implicit is the need to watch out for each other. Remind your partner about safety and 
develop a routine which will ensure that each partner is covered by the other at all times. 
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The working agreements we have with the Berkeley Police Department have been developed in 
response to several issues that are inherent in each referral: safety, appropriateness of referral, 
clarity of roles (i.e. law enforcement vs. mental health), consent, confidentiality, and the 
transition between police and mental health. Although all these concepts have been addressed 
with police, do not assume anything; keep lines of communication open at all times. 

1. Working agreements 

b. MCT will generally not accept referral of someone who is acutely intoxicated, unless the 
officer feels that other issues may require assessment (i.e., suicidal, acute need for medical 

care, etc.). We will, however, consult with the beat officer on available resources and 
options. 

c. The officer will contain and secure the situation where risk of violence exists. The officer 
will stand by until MCT staff and officer determine that no further threat exists, and will 
stay on the scene until MCT staff are comfortable handling the case alone. 

d. MCT does not transport citizens. Transportation is handled by either BPD or BFD, if 
medical clearance or assistance is required. However, MCT will follow or accompany the 
officer/paramedics to ACH or ABH if requested, and/or prepare the 5150 forms for 
those cases where MCT has conducted a 5150 evaluation. 

e. Requests for police cover: We often go into situations not referred to us by the police 
but for which we need police cover. We may not have enough information about the 
case, or we may know that it is a potentially dangerous situation. It is always better to err 
on the side of overprotection than not enough. Remember: The "default" choice is 
to take cover. 

D. WORKING WITH THE POLICE 

a. The officer is to advise subject(s) that Mobile Crisis Team has been called, and 
subject(s) must consent to intervention. 
Exception: 5150 evaluations - no consent needed. 

2. Communication with Police Officers about Referrals 

Once a referral has been accepted, communication with the officer about the case will 
help make a smooth transition from police to mental health. When MCT arrives at the 
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scene, the team should speak with the officer (preferably away from the clients, if possible) to 
get their impression of the situation: who is involved, what is the problem, what is 
our role (as s/he sees it), what is the potential for violence, and. what information have they 
already collected (name, address, phone, birth date, etc.) from the clients involved. This 
information will not only help prepare us for the case, but will also save time and 
repetition in getting demographic information. Ask the police to introduce us and perhaps 
reiterate to the client why they called us in. 

Be sure to get the officer's name and badge number. We occasionally need assistance from 
the originating officer (transport) and often want to let them know of our disposition. If you 
should decide to inform the officer of the disposition, keep confidentiality in mind at all times; 
relay only that information that is relevant or appropriate. 

3. Guidelines for Non-Emergency Referrals 

The Berkeley Police have been given the following guidelines for non-emergency 
referrals to the Mobile Crisis Team for hours when staff are not in service: 

a. Advise subject of our services and obtain permission (verbal) to request follow-up services. 
(There may be exceptions to the issue of permission, in that officers may not make the 
decision to request MH follow-up until after leaving the client. Accordingly, keep in mind 
that these clients may not have been informed that MCT will be contacting them.) 

b. Route or place copy of police report in Mental Health mailbox (at BPD). If you have 
specific questions or wish to discuss the case prior to our contact, please attach a note to 
the police report with your request. If you wish to be informed of the outcome of the 
case, please leave a note indicating this in the MH box. 

c. Walk-in mental health crisis services are available weekdays from 8:00 am to 5:00 p.m. at 
Berkeley Mental Health, 2640 Martin Luther King, Jr. Way, 644-8562. 

4. Riding Along with BPD 

All interns and newly hired staff are required to ride along at least once with a patrol officer. 
This is viewed as an integral part of the training program for MCT personnel, as it tends to 
demystify the work of the police. It familiarizes staff with the various roles of police 
officers, how they view their work, and equally important, it helps develop personal working 
relationships between MCT and BPD which enhance our 
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collaboration and mutual reliance. 

5. BPD Voicemail  

Messages for specific officers can be left on the BPD voicemail system, accessed by calling 
(64)4-8770. You must know the officer's badge number to utilize this system. 

6. Area Coordinators 

If you have concerns or questions about an area-specific problem (i.e., a specific mentally ill 
homeless person living in a park), consultation with one of the department's four Area 
Coordinators can be helpful. Each coordinator has responsibility for a specific area of the 
City, and function as problem-solvers and conduits for information relevant to issues in 
their respective districts. They will be able to both provide MCT with relevant information 
from all the various officers working that area, as well as transmitting relevant information 
(such as FYIs, etc.) to all the officers in the area. Area Coordinators can be reached at (64)4-
6215. 

E. REFERRALS 

Approximately 40% of our referrals come directly from the Berkeley Police Department. In 
general, the patrol officers and BPD dispatchers have shown good judgment in determining which 
cases are appropriate and safe for mental health intervention. MCT staff regularly participates in 
the Mini-Basic Academy for new officers, explaining both the functions of MCT as well as 
presenting some basic tenets of mental illness. We have also developed informal contacts with 
many community agencies in Berkeley and Albany, which serve both as referring agencies, 
as well as resources to which MCT can refer clients. 

1. Sources of MCT Referrals 

• Berkeley Police Department (including divisions other than Patrol, such as Youth 
Services, Robbery, Homicide, Sex Crimes, etc.) 

• Berkeley Fire Department (i.e., emotional support for family members after 
someone has been transported via ambulance; citizens in need of a variety of social 
services) 

• Albany Police Department 
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• Berkeley Mental Health: Court Program, Family Youth and Children's Services (including 
Berkeley High School-Based Health Clinic), Adult Outpatient Program, Homeless 
Outreach Team 

• Berkeley-Oakland Support Services (BOSS) 

• Alta Bates/Herrick Hospitals 

• Community-based organizations and agencies, including homeless shelters 

• Board and care homes, halfway houses 

• Private and public medical and mental health providers 

• Private citizens.  

2. Prioritization of Referrals  

The following priority is given to requests for service: 

a. Radio calls from BPD patrol officers or dispatch 

b. Emergency calls from BFD, APD, UCPD, AB/ER, or community agencies 

c. Referrals from staff in other BMH programs for follow-up or welfare checks 

d. Community agencies, shelters, or other city departments (non-emergency calls) 

e. Follow-up on BPD non-emergency requests for service 

f. Private citizens 

NOTE: MCT makes a special effort to respond to requests for assistance by the homeless 
shelters. The shelters are an essential resource for MCT, particularly late at night, and we 
want the shelter staff to know that their willingness to "make room" (when they may be full) 
for our clients, will be reciprocated. 
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F. RESOURCES 

For the purposes of the Mobile Crisis Team, resources are best divided into two broad 
categories: those that are available nights and weekends and those that are not. During 
the MCT night shift, we repeatedly use a small number of resources, while day shift teams 
will need to be more familiar with a broader variety of resources. 

Because of our dependence on or frequent use of certain resources (Highland Hospital, 

John George Psychiatric Pavilion, Berkeley/Oakland Support Services, etc.), it is 

important to be familiar with these agencies and to understand how to use them. Site visits 

early in the year are recommended. It is also helpful to drop in during a shift to remind the 

agency both of our services, and of the fact that we might use their resources. 

 

A complete and updated list of resources can be found in the file room at AOP. A list of 

some of the most-used resource numbers is also included in the pocket-sized MCT card, and 

homeless services are summarized in the Berkeley Pocket Resource Guide. 

 

Homeless Outreach Team (HOT): Berkeley Mental Health's Homeless Outreach Team 

(on duty from 7:30am-5pm M-Th and llam-4pm Friday and Sunday) is a specially trained 

group of outreach workers that focuses specifically on the homeless population. They can be 

reached through their voicemail at 644-6509 (or, for staff use only, can be paged at 840-4086). 

The HOT is a completely street-based outreach program, and staff can serve both as a 

source of information on homeless clients, as well as a resource for homeless clients not in 

immediate crisis, but interested in other homeless services. The Outreach Team staff are an 

MCT evaluation and services, as needed. excellent resource for information and staff. 
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RECORD-KEEPING/FORMS 

NOTE: Copies of all forms referenced in this section can be found in Appendix B. 1. 

The Log 

The Mobile Crisis Team does not keep formal charts on clients seen (with exceptions, as 
noted below), but logs are written for each contact, and copies of MCT logs 
pertaining to current AOP clients are placed in their AOP chart by MCT clerical staff at 
the time the logs are entered into the Mobile Crisis database. Currently, day and night 
logs are on separate numbering systems, with day logs being assigned a number with an 
extension of ".[year] (i.e., 3595.95 would refer to the 3595th daytime contact during 
1995). These numbering systems will probably be combined. Night logs currently 
have one five-digit number without the ".95" extension. 

Every client contact, collateral contact, and consultation is documented, as well as 
any other type of community contact, e.g. the Berkeley Police Squad Meeting. 

Although the log is a short form--and is covered by the same laws of confidentiality as any 
other client data--it serves as the legal documentation of each case. It can be and has been 
subpoenaed and used in court. The date and demographic information, type of service, 
and status of the case are used for the statistics compiled on the MCT and for future 
reference if we become involved with the case again. The narrative should be brief but not 
sketchy. If possible, it should include the following information: 
• Demographic information as indicated on log sheet 
• Description of the case 
• Intervention 
• Diagnosis/Mental Status 
• Additional Information 
• Conclusion 
• Disposition 

2. The Database 

Accessible through the City's online network is the Mobile Crisis Database, a 
computerized database developed several years ago to take the place of a manual 
recordkeeping system. To access the database, log on to the City's system (see a staff 
person for instructions on how to log on), and when you are looking at the Main 
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Menu screen, do the following: 

•  Hit the F7 key 
• Type "mc", then hit the "Enter" key 

This should take you into the Mobile Crisis database, which provides you with 
several options for searching for information on clients (by first name, last name, street 
name, etc.). The program will prompt you as to how to move around in the database. 
This "snapshot" of the client's prior contacts with MCT can be helpful when determining if 
they are known to MCT, and if they have been recently 5150'd. It will also provide you 
with a specific list of all prior contacts, so that you can access the logs for further 
information, if necessary. (See Appendix C for further instructions re: use of the 
database.) 
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3. Client Files 

For MCT clients who have multiple contacts with MCT (and, generally, are not clients 
at any other BMH agency), client files are sometimes made up. They are stored in the 
filing cabinet with the archived logs, and are kept in alphabetical order by client name. 
The purpose of these files is to make it easier to get a complete history of clients who 
have had many, many contacts with MCT, rather than having to pull the original logs 
from the archived files. 

4. Requests for Follow-up  

To insure communication between teams, and from other Berkeley Mental Health staff 
to the Mobile Crisis Team, there is a "Request for Mobile Crisis Follow-Up" form 
available to all BMH staff or interns. Due to the inconsistency of MCT visits to AOP 
(i.e., busy shift where we are unable to return to the clinic), all staff and interns are 
requested to put their follow-up requests on MCT's voicemail, as well. Specific 
procedures for making appropriate referrals to MCT are covered in the orientation for 
each program. 

5. 5150 Forms  

The Application for Emergency Psychiatric Detention (under section 5150 of the 
Welfare and Institutions Code) is often referred to by staff and police as a "green 
sheet" or a "5150." It is the form that must be used when staff (or police) determine 
that a person is in imminent danger of hurting him/herself or someone else, or meets 
the criteria for grave disability. A supply of 5150 forms should be kept with the team 
at all times. (See Part III, Section B for a complete explanation of 5150 W&I.) 

6. Police Reports 

The MCT has a mailbox at the police station, located next to the squad room with the 
patrol officers' mailboxes. This should be checked at the start of the shift for any 
reports, requests for service, etc. from officers. Officers will often request MH 
follow-up service by forwarding a copy of their police report, or leaving a note. 
Additionally, they may forward us a copy of a report that does not require or request 
specif ic follow-up,  but which they feel  may conta in re levant information.  
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Occasionally, MH workers will request a specific copy of a report;  this will be 
indicated on the bottom of the report where it will list not just "MH," but a specific 
"MH" number, (i.e., "cc: MH26"). These reports should be passed on to the specific 
requesting staff member. 

It is very important to review each report thoroughly, as some require immediate 
follow-up. "Information only" reports should be kept and passed on to other teams 
only if they contain information that should be reviewed by all staff (i.e., officer or 
staff safety concerns, etc.), or were requested by a specific staff member. Others 
should be reviewed, then placed in the "to be shredded" containers at the police station 
or AOP. 

For our purposes, information contained in police reports should be considered 
confidential, although this information can be released by the police department in some 
circumstances. If clients wish to know what is contained in a police report, it is best to 
refer them to the police department. 

7.  Miscellaneous Forms 

At the start of every shift, the clipboard should be checked for a supply of 5150s, 
blank logs, follow-up forms, as well as Release of Information Forms, and reporting 
forms for both CPS and Adult Protective Services. 
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PART III. LAW 

A. INTRODUCTION 

California law is divided into several codes. The three most relevant to our work on MCT 
are the Penal Code (PC), the Berkeley Municipal Code (BMC), and the Welfare and 
Institutions Code (WIC). The Penal Code encompasses criminal law as defined at the 
State level, whereas the BMC refers to local Berkeley ordinances. A listing of some of 
the most often-used penal codes is included in Appendix D, and some of the most 
common are listed on the pocket card. It is important for MCT staff to be familiar with 
the more common penal codes in order to understand and be prepared for radio calls and 
contacts with police officers. 

The WIC sections most relevant to our work fall under Division 5 - Community Mental 
Health Services, including sections 5000, Et. Seq. These sections pertain to involuntary 
treatment, conservatorship, and other components of the community mental health 
system. (Copies of the specific text, as well as a flow chart describing the 5150 process, 
can be found in Appendix E.) 

B. DIVISION 5 - WELFARE AND INSTITUTIONS CODES 

1. 5150 WIC and 5170 WIC 

Civil commitment in California is provided for within the Welfare and Institutions 
Code. Persons who are considered a danger to themselves, others, or are gravely 
disabled may be involuntarily admitted to an evaluation facility for up to 72 hours. 
Section 5150 WIC pertains to persons meeting the above criteria as a result of a mental 
disorder, while Section 5170 WIC covers those meeting the criteria as a result of 
inebriation. 

While the law is clear and specific regarding these criteria, the interpretation is 
subjective and variable throughout the state. The difference in interpretation, although 
rarely acknowledged, is largely a function of the resources available in a given county on 
a given day, and the unique judgment of the evaluating clinician. Law enforcement 
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officers throughout the state, and mental health professionals designated by each 
county's Mental Health Director, are authorized to initiate 5150 proceedings. It is the 
evaluating psychiatrist at the county's designated 24-hour facility, however, who 
ultimately decides who will be admitted to the hospital for up to the 72-hour time 
period. Private sector professionals, regardless of discipline, are not authorized to initiate 
a 5150, and thus must call on police for assistance. 

Danger to self or others exists when the person presents a clear and present danger by making 

explicit threats of violence to himself or others, or by exhibiting grossly impaired judgment and 

impulsive, violent behavior. 

Grave disability is defined as the inability to provide for food, shelter or clothing as a result of 

a mental disorder. This is interpreted quite literally, whereby the patient appears malnourished 

and cannot identify the means by which they intend to provide for their basic needs. Grave 

disability does not apply to the homeless psychotic person who seems to manage by 

sleeping in a park and dining in dumpsters and says he is quite content to be doing so. We 

sometimes encounter a gravely disabled depressed or psychotic person who is living with 

friends or family who are providing for the subject's food, shelter, and clothing. Were the 

family support withdrawn, the subject would be unable to provide for these basic needs, but 

with the support system intact, the individual is probably not committable. This situation is 

currently under review, with family groups lobbying the legislature for a change in this aspect 

of the law. 
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The MCT frequently receives requests from family members or others to evaluate an individual for 

involuntary hospitalization. Frequently, these individuals are indeed psychotic, often floridly so, 

and in need of treatment. They may be a nuisance or frightening in some way to the family or 

community, but they do have the right to refuse medical treatment, if they do not present an 

immediate threat. Our intervention may then focus on the complaining party rather than 

the identif ied patient.  Consultation, referral, or other services may be offered to the complaining 

party. 

5170 WIC is rarely used because the individual who is committable due to inebriation 
usually does not require medical/psychiatric intervention, but merely to sober up. 
However, in these cases, the police have the option of arresting the subject for 
public drunkenness. If the individual presents a high risk medically and is not fit for 
incarceration, he/she may be transported from the jail to the hospital for evaluation. 

John George Psychiatric Pavilion (the psychiatric division of Highland Hospital) is 
generally the receiving facility for all 5150s from Berkeley and Albany. Exceptions are 
made, and Herrick Hospital may be utilized with explicit approval from the 
Psychiatric Admissions staff. Admissions staff must be contacted by phone, and 
provided with information pertaining to the client's condition, and insurance status. A 
limited number of beds are made available at Herrick for clients with MediCal,  
although most admissions require private insurance.  Additionally, Kaiser Hospital in 
Oakland can also receive current Kaiser patients who are being hospitalized on a 5150 
hold. Again, Emergency Room staff at Kaiser should be consulted prior to transporting 
the client.  

Currently enrolled UC Berkeley students are also entitled to receive inpatient 
psychiatric care at Herrick Hospital, under an agreement between Cowell Hospital (on 
the UC Campus) and Herrick. Again, prior approval must be obtained from 
Psychiatric Admissions staff. 
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2. Conservatorship Laws and Procedures  

The California Welfare and Institutions Code, Division 5, Chapter 3, commencing with 

section 5350, provides for judicial appointment of a conservator over the person and/or estate 

of an individual who as a result of mental disorder is gravely disabled. Individuals 

with considerable financial assets will be conserved under the Probate Code. 

Conservatorship under the Lanterman Petris Short Act (LPS Conservatorship) is usually 

reserved for individuals who don't have financial assets or resources. 

In the event a client is not confined to an institution (hospital, residential treatment center, 

et al.) it's usually necessary to hire a probate attorney to initiate and follow through the 

necessary procedures. If a client is in an institution, the treating physician at a treatment facility 

files the Petition for Conservatorship with the Superior Court. The Superior Court, based upon 

facts of the petition, decides whether a Temporary Conservator will be appointed for a period not to 

exceed thirty days. If a Temporary Conservator is appointed, the Alameda County Public Guardian 

and Conservators Office will conduct a conservatorship investigation to establish the need of the 

individual for a conservator. 

Conservatorship can pertain either to "estate" (relating only to financial matters), "person" (which 

relates to medical/physical care and housing), or to both. In the event that a conservatorship of 

person has been awarded, then the conservator has the right to make decisions pertaining to 

the conservatee's housing, medical care, psychiatric care, etc., including determining that the 

conservatee requires psychiatric hospitalization.   
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According to Section 5358.5 of the Welfare and Institutions Code,  When any conservatee placed 
into a facility. . . leaves the facility without the approval of the conservator. . . a conservator, 
at his/her discretion, may request a peace officer to detain the conservatee and return such 
person to the facility in which he/she was placed or to transfer such person to the county 
designated treatment facility. 

This is relevant to MCT/BPD for several reasons: 

1) It is not necessary for a conservatee to meet 5150 criteria (imminent danger to self or 
others, or grave disability) to be transferred to a psychiatric emergency facility. The 
conservator has the legal right to decide that someone needs to be placed in a 
psychiatric facility, and can sign the conservatee into the hospital themselves. 

2) According to the above section, the conservator can request a peace officer to 
both detain the conservatee, and/or transport them to the psychiatric emergency 
facility in the county (or to the facility from which the conservatee walked away). 

3) As long as the conservator has the appropriate paperwork, and is requesting that the conservatee be taken 
to the P.E.S. facility, no evaluation is necessary. In other words, no 5150 evaluation needs to be done, 
and the officer can transport the conservatee in the same manner he/she would transport someone being 
held on a 5150. 

Remember... 

1) The conservatorship papers must be for person, and not just for estate. 

2) In the event that the conservator is not going to be escorting the conservatee to the hospital to sign them in 
(i.e., if the conservator is the Public. Guardian's office, or is calling from somewhere out of the area), you 
should speak directly with the conservator on the phone, and have them FAX copies of the 
paperwork to both BPD and JGP. JGP should be contacted before transporting to confirm that they 
have received the necessary paperwork to accept the person without the conservator-being present. 

3) If you have any questions about the process, call JGP and consult with the on-duty psychiatrist. S/he 
should be able to clarify exactly what paperwork will be required for JGP to accept the person. 

4) You need to see the paperwork--some people confuse conservators with payees. 
A payee is someone who has been designated to receive a client's SSI/SSD 
checks, 
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then give the money to the client; the payee sometimes (informally) assists them in 
handling their money. A payee has no legal right to exercise control over the 
physical care or housing of the SSI/SSD recipient. 

See Appendix F for a sample Order for Conservatorship of Person, as well as the text 
of Sec. 5358.5. 

3. Court-Ordered Evaluation  

The California Welfare and Institutions Code, Division Five, Article 2. commencing 
with section 5200 provides for the Court-Ordered Evaluation (COE) of Mentally 
Disordered Persons. A COE can be a useful option for family members or friends who 
are concerned about someone whose mental state appears to be deteriorating, but (a) 
does not meet 5150 criteria, or (b) is refusing voluntary mental health services. 

The COE process involves the concerned party presenting a petition to Superior 
Court explaining their concerns, and requesting that the court require the person to 
appear for a psychiatric evaluation. If the petition is accepted, then a letter is sent 
requesting the person to appear at the appropriate facility for an evaluation. If the person 
does not appear, a warrant will be issued, and the sheriffs department will arrest the 
person and take them to an appropriate psychiatric facility for evaluation. 
Although Berkeley Mental Health staff are not frequently involved directly with the 
COE process, it is possible for us to assist concerned family members or friends by 
conducting the "Pre-Petition Screening" (see Appendix G for copies of relevant forms). 
This involves making a home visit and conducting a standard MSE of the person in 
question, and then completing the appropriate "Pre-Petition Screening Evaluation" form. 
The requesting family or friends can then attach this information to their petition for 
evaluation. Due to potential confidentiality concerns, staff should consult with the 
program supervisor on a case-by-case basis. 

4. Confidentiality 

The principle of confidentiality in mental health is of critical importance and the basis 
for the development of the helping relationship. It provides the foundation for the 
development of trust, confidence in the helper and, ultimately, creation of the 
therapeutic alliance. 

Confidentiality protects the rights of the client or consultee against unauthorized 
disclosure of information shared with the helping professional during the provision 
of 
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services. The right to confidentiality rests with the client and the consultee, while the 
obligation to protect confidentiality is assumed by the helping professional. The duty 
to protect confidentiality is balanced by the obligation of the helping professional to 
protect the welfare of the client and, in very specific and limited circumstances, the 
public safety. 

Mobile Crisis Team work poses a great challenge to the protection of confidentiality. We 
often find ourselves simultaneously involved in multiple relationships with the client, 
significant others, the police, the primary therapist, neighbors, etc.. Keeping the best 
interest of the client in mind, we must disclose relevant information to others 
judiciously. 

a. Confidentiality Law: Information and records obtained in the process of providing 
mobile crisis services are confidential. These include the information provided by 
the referring party, the client, their family, and collateral parties. The default is not 
to disclose. 

b. Exceptions to Confidentiality: 

(1) All information and records may be disclosed to other staff of the Mobile 
Crisis Team and Berkeley Mental Health. 

(2) Information may be disclosed to qualified health care professionals in the 
process of making referrals or in the provision of services, and should be limited 
to information necessary for the effectiveness of the referral. (Consent is 
desirable). 

(3) Information may be disclosed to individuals who referred a client but it must 
pertain to the appropriateness of the referral and the preliminary disposition. 
Specific information beyond the information needed to facilitate an 
appropriate referral is confidential. 

(4) Consent is required before release of information to any persons other 
than Berkeley Mental Health staff, or other health care professionals 
providing services to the client. 

(5) Information relevant to issues of immediate officer safety may be 
disclosed; whenever possible, you should consult with the program supervisor 
or other senior staff first in these cases. 
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c.  Additional Disclosure: Information and records shall be disclosed only in any of 
the following cases: - 

(1) To the courts, as necessary to the administration of justice. 

(2) To governmental law enforcement agencies as needed for the protection 
of federal and state elective constitutional officers and their families. 

(3) When the patient, in the opinion of his or her psychotherapist, presents a 
serious danger of violence to a reasonably foreseeable victim or victims, then any 
of the information or records specified in this section may be released to that 
person or persons and to law enforcement agencies as the psychotherapist 
determines is needed for the protection of that person or persons. (See 
Section  D, Tarasoff, below.) 

(4) Additional conditions apply to the release of information and records. It is the 
responsibility of the mental health professional to both know the Welfare and 
Institutions Code Section 5328 and consult with another staff person when in 
doubt about the law. (See Appendix H for relevant confidentiality laws.) 
These include cases of suspected child abuse, or elder/dependent adult abuse. 

5. Chapter 11, Sec. 15630(a) and 15633(b), Dependent/Elder Adult Abuse 

MCT is often called in to assist in cases involving elderly or dependent adults. In this 
context, "elderly" refers to any person 65 years or older, and "dependent adult" refers to 
anyone between the ages of 18 and 64 who has "physical or mental limitations 
which restrict his or her ability to carry out normal activities or to protect his or her 
rights including, but not limited to, persons who have physical or developmental 
disabilities or whose physical or mental abilities have diminished because of age." 
"Dependent adult" also includes any person (18 to 64) who is admitted as an inpatient to 
a 24-hour health facility (as defined in Sections 1250, 1250.2, and 1250.3 of the Health 
and Safety Code). 

The specific criteria for mandated reporting of elder/dependent adult abuse are 
relatively narrow (in comparison to child abuse reporting laws), pertaining primarily to 
incidents of physical abuse. However, the reporting form (see Appendix B for 
sample) also includes constraint, deprivation, sexual abuse, neglect, abandonment, 
fiduciary abuse, and mental suffering as "Types of Abuse." In any case where abuse of 
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an elderly or dependent adult is suspected, it is safest to consult with Adult 
Protective Services. 
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C. PENAL CODES 

Historically, domestic violence has been considered a "family problem" outside the 
purview of the criminal justice system. In recent years, however, law enforcement has 
taken an increasingly active role in responding to spousal abuse as a criminal offense. 
Berkeley police, by protocol, will arrest the perpetrator of domestic violence, with or 
without a signed complaint by the victim, if they observe the act itself or direct evidence 
of it. In the absence of observable injury, the victim may sign a citizen's arrest and 
request that the police charge the individual with 273.5 PC. Berkeley police are also 
required to provide the victim with a domestic violence pamphlet (see Appendix I) 
which explains these matters and lists the resources for battered women. In most cases, 
the suspect will be arrested and taken into custody, however, exceptions will be made 
when police have ongoing contact with a family and have substantial evidence that the 

offense either did not occur as reported or there are other factors which in the officer's 
judgment, mitigate against arrest. 

As of January 1, 1995, California instituted an additional reporting law pertaining to 
spousal abuse. In essence, it states that medical professionals, who, in the course of 
treating a wound or injury, believe it to have been caused by spousal abuse, must 
report their findings to local law enforcement officials. As of the printing of this 

manual (9/95), the City Attorney's office has determined that this specific reporting 
law does not pertain to Berkeley Mental Health staff.  

There are two ways the MCT becomes involved with children and the possible 
existence of abuse: through a request prompted by someone's concern that abuse may be 
present, or as a result of observations made by MCT staff in the course of responding 
to an unrelated call. The child(ren) may not be the focus, but MCT staff should be alert 
and aware of children during all interventions. The worker should always assess for the 
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1. 273.5 PC, Domestic 
 

2. Spousal Abuse Reporting 
  

3. 11165(a) PC, Child 
 

Child abuse is generally viewed as non-accidental harm done to a person under the 
age of 18 by parents, other relatives, caretakers, or strangers. Child abuse includes not 
only obvious physical abuse, but sexual assault (i.e., sexual activity between an adult 
and a child, or a much older child and a child), and neglect. 
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health and safety of the child, especially during a crisis. 

188



Berkeley Mental Health Part III: Law 
Mobile Crisis Team Manual 

If, in the course of working on the MCT, you know or suspect a child is being abused, you 
must report what you know of the situation to Child Protective Services. This report must 
be made by phone immediately, and be followed up in writing (see . Appendix B for 
sample reporting form) within 36 hours. California Penal Code Section 11165(a) 
requires that child abuse be reported when there is reasonable suspicion, not visible 
proof. If you're not sure that what you suspect is reportable, it is best to call CPS and 
consult with them about it. The CPS emergency number is 483-9300. When assessing 
for child abuse, there are some standard indicators to be aware of: 

a. In the child, look for injuries in various stages of healing. Observe if the child is wary of contact with 
parents or other adults. Look for extremes in behavior; either aggressiveness or withdrawal; dull or flat 
affect; clingy indiscriminate attachments; or fear of the caretaker. 

b. Indications of abuse by the caretaker include a lack of concern about a child's injuries; he/she provides 
inadequate or implausible explanations; uses harsh discipline, inappropriate to the child's age or 
misbehavior; has distorted views or expectations of the child; is psychotic (although this should never, in 
and of itself, be considered grounds for abuse); abuses alcohol or drugs; is over-stressed and in a crisis. 

Indicators of sexual abuse include excessive, clingy behavior, regressive behavior, 
suicidal ideation, overly sophisticated knowledge of sex, sexualized behavior, and sleep 
disturbance. As in the clinic, observation and direct questioning of the family are good 
methods for assessing for child abuse. On the Mobile Crisis Team we often have the 
advantage of seeing these families in their home. One MH worker can talk to the parent, 
the other to the child. 

Very often a child will want to show you his room or favorite toy and this gives you the 
chance to evaluate the child alone. You can visually see the home and check to see if 
there is food, if it is physically safe, etc.. 

Another important aspect of working with children and families is that you should be 
ready with referrals for therapy and other services. Berkeley Mental Health's Family, 
Youth, and Children's Services is the referral agency of choice, but it is also helpful to 
given the Parental Stress Services Hotline number: 893-5444.  
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4. 4011.6 PC, Evaluation of People in Custody  
Section 4011.6 PC provides for the psychiatric evaluation of any person in criminal custody. Typically, the 

4011.6 referral is made by the judge at an arraignment hearing or subsequent court appearance if the defendant 
appears to be in need of psychiatric evaluation. 4011.6 referrals may also be made by custodial staff (the Sheriff's 
Department), Pre-trial services staff, or, in Berkeley, Court Program staff conducting interviews in court. This specific 
law is most often used by Court Program staff, since they have regular contact with individuals in custody. 

In Alameda County, 4011.6 referrals are evaluated by county psychiatric staff at the Criminal Justice Mental 
Health Program. If found to meet the criteria for 5150, the defendant/patient may be admitted to the CJMH 
Inpatient Unit at Santa Rita Jail, and all pertinent WIC statutes then prevail. Criminal proceedings are 
suspended until the it is determined that the patient is competent to proceed with the criminal case. 

It is useful to bear in mind that if an MCT client--or someone we believe to be in need of MH services--is 
arrested, the Court Program staff can evaluate the individual at arraignment the next day and arrange the 
4011.6 referral when appropriate. In cases such as these, a phone call to the Court Program (644-8574) to 
alert them of the case is helpful. 

D. TARASOFF 

Tarasoff is the name of the Berkeley murder victim in a famous judicial decision which 
ruled that "the therapist may be liable for negligently failing to protect a person when a 
patient presents a serious danger to that person." 

The "duty to warn" was codified in California Assembly Bill Number 1133, the Mc 
Alister Bill, which became the California Civil Code, Section 43.92: "there shall be no 
monetary liability ...against any ... psychotherapist in failing to warn of and protect from a 
patient's threatened violent behavior ... except where the patient has communicated to 
the  psychotherapist a serious threat of physical violence against a reasonably 
identifiable  victim or victims." (See Appendix J for a relevant article on this issue.) 

Furthermore, the Civil Code now provides that, "If there is a duty to warn ... the duty 
shall be discharged by the psychotherapist making reasonable efforts to communicate the 
threat to the victim or victims and to a law enforcement agency."  
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What this means for Mobile Crisis is that any time we hear a specific threat against a specific 
person, it's our legal duty to notify both the potential victim and police immediately. 
We frequently encounter situations wherein it is our clear legal duty to warn. We should usually 

inform the client that if there is a threat we are going to warn the victim. In some cases this 

intervention itself may help restrain threats and violence and in others the client is telling us 

because he is actually wanting us to warn the victim and therefore contain him. We use our own 

criteria for evaluating whether a client is truly dangerous such as any history of previous abuse, 

weapons, recent violence, clinical states like intoxication or dementia, as well as problems with impulse 

control, blaming others, or no insight or observing ego, and take this into account when determining 

whether or not to inform them of the Tarasoff warning. Remember: Once you have 

determined that a Tarasoff warning is appropriate, confidentiality and other clinical concerns come 

second to the safety of the intended victim. 
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PART IV. CLINICAL 

A. THE MENTAL STATUS EXAM AND DIAGNOSTIC ASSESSMENT IN CRISIS 
INTERVENTION 

The Mental Status Exam (MSE) focuses on the person's mental and emotional state while in 
relationship with the evaluating clinician. As there is insufficient time for a detailed or lengthy 
diagnostic assessment, the specific purpose for a MSE during a crisis situation is to determine 
the client's immediate needs and disposition: Is the client in need of (1) immediate hospitalization; 
or (2) can the client effectively utilize outpatient services? 

The following information summarizes and highlights key categories and terms of the 
MSE used to assess if a client is a danger to self, others, and/or is gravely disabled--
criteria which warrant immediate hospitalization. The clinician depends upon five 
general areas of observation to organize impressions of the client. Two MSE 
categories are further differentiated so as to incorporate more specific diagnostic 
information: 

1. General Appearance 

Is the person generally, in good physical health? Is the person appropriately dressed 
according to their social background and present social circumstance? Is care given to 
personal hygiene? Are clothes clean, dirty, dishevelled, bizarre? Persons who are 
depressed, gravely disabled or psychotic, are often neglectful and uninterested in their 
appearance. Their general appearance has been allowed to deteriorate. 

2. Behavior 

a. Posture: Does the person hold their body in a slumped, rigid or tense position? Is the 
person physically uncoordinated? 

b. Facial Expression: Does the face register appropriate emotions? Or is the 
face without affect, restricted, blunt, flat? A face which is blank, like a mask, 
is characteristic of being withdrawn. 

c. General Body Movements: What is the level of motor activity? Is it lethargic, 
retarded, agitated? Under activity may indicate depression, psychosis, and/or some 
organic syndromes. Hyperactivity, attributable to manic and/or other agitated states, can 
be described as accelerated, combative, hyperkinetic. It would be important to 
know if the person is taking medication. If so, the specific side effects 
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 and/or symptoms of withdrawal of the medication(s). 

d. Amplitude and Quality of Speech: Is the speech rapid, slow, pressured, slurred? Too 
soft, too loud? Are the speech patterns fairly smooth and spontaneous, or is there 
stuttering, blocking, an abrupt cessation of speech? Any disorder of speech and 
stream of talk may indicate an organic dysfunction. 

e. Client-Therapist Relationship: What is the person's attitude towards the clinician? Is the 
person cooperative, attentive, guarded, provocative? Seductive and ingratiating 
towards the clinician? Are the person's disclosures frank, or defensive, hostile, 
evasive? Such indicators of possible transferential reactions will ultimately 
influence the clinician's decision regarding appropriate disposition. 

3. Emotional Reaction and Mood 

Mood refers to a sustained feeling that colors the person's perception of the world. 
How does the person say s/he feels: depressed, anxious, irritable, expansive, 
despairing'? What is the depth, duration, intensity and lability of the mood(s)? Is the 
clinician able to verify by observation the person's statement as to mood, and is the 
affect congruent with the thought content and interview setting? The client's 
description and the clinician's observations as to predominant mood, its depth and 
intensity, are often crucial in the assessment of suicidal/homicidal ideation. 

4. Perception  

What is the person's perception of themselves, the world, and their place within the 
world? Are self-perceptions so removed from reality as to be abnormal? Specific 
questions to ask: "Do you hear voices?" Where? When? Do you recognize them? What 
do they say? Do you see things that other people don't see? What are they? Where are 
they? When do they occur? Do you experience strange sensations or feelings in your 
body? In order to determine the client's capacity for self-care and, thereby, to rule 
out the need for immediate hospitalization, it is important to assess the person's 
ability to test reality in the presence of a disordered perception; specifically, what 
does the person do in response to his/her perceptual disturbance? 

5. Cognition  

a.  Intellectual functioning: Is there impairment in consciousness; the ability to attend 
and respond to external events/persons; to concentrate upon the execution of 
simple 
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tasks? A clouding of consciousness may vary from confusion to stupor to coma. 
Other criteria exist within this MSE category but "level of consciousness" is the 
primary determinant in assessing if immediate hospitalization is required. 

b. Orientation: Is the client aware of time, place and person? Can the client relate to 
who s/he is, or identify the roles and/or names of the persons with whom s/he 
is in contact? Does the client know where s/he is? Specific location such as 
street, city? Finally, can the person identify the time and date correctly? Being 
more than three days off as to date is highly indicative of disorientation. It is also 
advisable to make sure the client knows the complete date (day, month, and year) as 
well as where s/he is and the significant people in his/her surroundings. Another 
good question is: "How long have you been here"? 

c. Content of Thought/Stream of Thought: Are the client's thoughts goal-directed, and 
their responses relevant and coherent? Are they circumstantial or tangential? Do 
they exhibit loose associations? Is there a paucity of ideas or a flight of ideas? Are 
delusions present? Ideas of reference? If so, what are they, and how does the client 
respond to the delusional content? How do they effect the person's daily life? Is 
the client preoccupied by obsessions, compulsions, suicidal or homicidal ideation? 

d. Insight: Does the client feel that treatment is necessary? Is the client aware that 
aspects of the problem(s) stem from his/her particular thoughts, feelings, 
behavior? How prominent is their level of denial? 

e. Memory: The clinician needs to differentiate between the client's ability to recall 
recent from remote events. Recent memory deteriorates first in organic mental 
impairment and can be evaluated by asking the client what s/he did yesterday. 
What did they eat for breakfast, lunch, dinner? Remote memory can be tested by 
asking for the client's location and date of birth; his/her mother's maiden name. 

f. Judgment: Does the client understand the likely outcome and consequences of 
his/her behavior, and is s/he influenced by this understanding? 

6. Impulse Control  

Is the client able to control hostile, aggressive, sexual and/or self-destructive impulses? 
If not, why? 

While assessing the appropriate disposition for a client -- and whether or not a client 
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is in need of immediate hospitalization as a result of a mental disorder which is 
important to augment the MSE with knowledge of those factors which place the client at 
high risk for suicide and/or violence. A client often needs to be asked directly, and in 
some detail, what thoughts s/he has about committing suicide/violence: Have you 
ever seriously harmed another person? Yourself? Are you thinking about it now? 
How? When? Under what circumstances? What prevents you from acting upon your 
thoughts, impulses? The following lists of factors associated with a high risk for 
suicide and violence should also be kept in mind. 

See Appendix K for a sample "Mini Mental Status Examination" questionnaire. 

B. FACTORS ASSOCIATED WITH A HIGH RISK FOR SUICIDE 

Suicidal thoughts or intentions are not, in and of themselves, sufficient reason to place someone on 
an involuntary psychiatric hold. The evaluating clinician must believe, as a result of a thorough 
assessment and evaluation, and the presence of a cluster of risk factors, that the client is in 
imminent danger of suicide. A number of factors should be considered when making this 
determination, and the possibility of voluntary hospitalization should always be considered in 
"borderline" cases where there may be insufficient evidence for a 5150 committal, but a 
significant concern on the part of the evaluating clinician. 

Specific factors to be assessed include: 

1. Intention  

Indirect or direct communication of intent. Presence of a plan (especially a 
plan involving a lethal method), and access to the necessary means. 

2. History  

History of previous attempt(s). Family history of suicidal behavior. 

3. Demographic Factors  

Age: Adolescents, and persons over 40 
Sex: Males (females make more attempts but males more often complete suicide). 
Race: White 

Marital Status: Separated, divorced, widowed 
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Social Support: Living alone, socially isolated 
Employment Status: Unemployed 

4. Diagnosis 

Depression 
Alcoholism 
Schizophrenia 

5. Behavior Patterns 

Impulsivity 
Rigidity 

Isolation 

6. Antecedent Events  

Major life change without adequate coping 
strategies Recent loss or anniversary of a loss 

Recent improvement in depressive symptoms 

7. Physical Condition  

Persistent insomnia 
Recent surgery or childbirth 
Terminal illness; intractable pain 

(Case vignettes pertaining to suicidal clients are included in Section F, No. 5, below.) 

C. FACTORS ASSOCIATED WITH A HIGH RISK FOR VIOLENCE 

These factors should be considered only as possible indicators of violence and, similar to 
assessing for suicidality, a thorough assessment must be done. Past history of violent 
behavior is one of the most useful pieces of information in determining potential for 
violence, so thorough information-gathering (MCT and AOP records, BPD and other 
criminal records, contacts with other agencies, etc.) is essential. Even in the event that 
many of these criteria are met, the clinician must still believe, at the time of the 
evaluation, that there is imminent danger of the client committing a violent act. 
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"Duty to warn" (see Part III, Section D, Tarasoff) issues must also be considered when assessing for 
potential violence, and in cases where the clinician believes that the client may have a specific victim 
in mind, every attempt should be made to elicit the identity of that victim. 

1. Intention  

Specific plan for injuring/killing someone 
Possession of a weapon 

2. History 

Previous act(s) of violence (history of violence is considered to be the best 
predictor) History of homicidal threats 

Antisocial behavior in childhood 
Abused as a child 
Recent provocation 

3. Demographic Factors 

Race: Male 
Economic Status: Lower socioeconomic status 

4. Diagnosis 

Drug and alcohol 
intoxication/withdrawal Delirium 

Paranoid and catatonic schizophrenia 
Mania 

Temporal lobe epilepsy 
Antisocial and paranoid disorders 

5. Behavior Patterns  

Poor impulse control 
Excessive aggressiveness 
Extreme or labile affect 

Signs of tension/agitation (pacing) 
Loud, abusive, or bizarre speech 
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D. CRISIS INTERVENTION THEORY 

In this section, a conceptual model of crisis intervention is presented, along with a review of 
crisis intervention theory. Several vignettes will be used to illustrate the range of cases 
encountered by the Mobile Crisis Team. 

Implicit in the Crisis Intervention Model is the concept that it is a brief, time-limited, 
and goal-oriented intervention. Problem solving is central to the methodology, whether 
problems are defined as acute symptoms to be relieved, or environmental stressors to 
be modified. 

Caplan's theory of crisis emphasizes the concept of emotional homeostasis, wherein the 
crisis is viewed as an imbalance between the individual's experience of a difficult life 
situation and that person's coping mechanisms. The generic goal common to all crisis 
intervention is the restoration of the client to his/her highest level of functioning prior to the 
onset of the crisis. The crisis may become an opportunity or catalyst for deeper, more 
significant personal change and more ambitious clinical goals may often be realized. 
However, a return to homeostasis is a most desirable and respectable result. (See 
Appendix L for an article on Crisis Intervention Theory). 

Distinct from psychotherapy--where structural or characterological change may occur 
along with improvement in the c l ient's  long-standing symptoms,  sense of self,  
interpersonal relations, or capacity for work--crisis intervention is aimed at restoring failed 
coping mechanisms and defusing an escalating situation. 
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Mobile Crisis Team cases sometimes involve a single visit, where the identified problem is 
resolved and the client declines any further assistance. In other cases, a brief series of 
contacts is necessary. Whenever possible in these cases, rather than having clients  
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develop ongoing relationships with MCT, the goal should be referral to longer term treatment to 
another BMH program, or referral to an outside resource for psychotherapy or other needed services. 
Many clients seen by the Mobile Crisis Team live in a constant state of crisis, and ongoing case 
management is necessary to reduce the risk of hospitalization or decompensation. Within the first 
few visits, it is essential to assess the level of intervention indicated, the client's willingness to 
accept assistance, and our ability to deliver the services needed. 
 
Because new MCT clients are often seen by several teams over the course of a week, triage and inter-
team coordination are a central activity. While plans are developed and modified each day, the weekly 
staff meeting is the clearinghouse for more complex cases requiring multiple services from our 
agency and others, as well as high risk cases where the potential for suicide, homicide, or abuse is of 
concern. 

E. CRISIS INTERVENTION MODEL IN PRACTICE 

A circular model is sometimes helpful in envisioning the structure of a crisis intervention call. We 
enter at a specific point on the circle, and, as the call continues, we move through the various 
segments of the intervention (as described in detail below). Often, if this structure is kept in mind 
in the way the intervention is approached, then there will be a "natural" point at which we once 
again reach the point at which we entered the circle, and where ending the call will be least jarring, 
hopefully leaving the client feeling contained. This "flow" is best accomplished by keeping in mind 
the specific steps of the call (developing rapport, gathering information, identifying the problem, 
discussing resources, and developing a plan), and holding that structure in mind as the intervention 
moves along. 
Although it certainly is not always possible to hold (even loosely) to this structure, when possible, it 
helps to both contain the client, as well as focus the intervention, and keep it from "veering" into 
lengthy discussions of peripheral issues that may not be directly relevant, and may, in fact, serve to 
simply confuse and further upset the client. We often find that the intervention reaches a 
natural "closing" point, where the client feels somewhat more contained and calm, and this is 
often the point where staff should go over the plan once again with the client, determine if follow-
up is necessary, and say good-bye. 

Remember that reaching this point of relative containment does not mean that the client will 
necessarily feel completely at ease or content--simply calmer, more contained, and 
appropriately supported for the immediate future. As clinicians and as caring people, it 
is tempting to want to ask just once more, "Now, is there anything else you'd like to talk 
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about?" This can once again take you back into the entire cycle of a call, and you may find 
that you have to go through the whole process once again-before you hit a comfortable 
point at which to end. Accordingly, be sure that you and your partner are clear about the 
goals of the that specific intervention, and, particularly when it feels as though the 
intervention is beginning to "wind down," be careful about making statements that, rather 
than helping the client feel contained and safe, cause them to open up, leaving them feeling 
exposed and vulnerable. 

1. Relationship Establishment 

a. Show explicit empathy. 
b. Focus on emotions. 
c. Convey calm confidence. 
d. Convey warmth and genuineness. 
e. Be directive. 

2. Information Gathering 

a. "Why today?" 
b. What is the current problem? 
c. What coping mechanisms have been tried already? 
d. What is the nature of support system - is it a resource or "cause?" 
e. Emphasize behavior change to more productive actions. 
f. De-emphasize "insight" - emphasize mobilization to change situation. 
g. "Normalize" distress as OK given the situation. 
h. Present yourself as an empathetic, calm, warm, hopeful, non-intrusive leader. 
i. Move from a trust-inducing "parent" to an initiative-encouraging peer-

foster maturity. 
j. Assess unsatisfied needs - wants, goals, and why these aren't met. 

3. Consensual Problem Formulation  

a. Problem agreed upon as the client sees it. 
b. Problem statement must make sense to client. 
c. Purpose is to clarify the range and limit of the problem. 
d. Problem stated clearly enough so as to imply action to be taken. 

4. Take Break to Distance, Process, Problem Solve 

a. Purpose is for both client and therapist to gain perspective on the problem and the 
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session so far. 
b. Problem solving starts here -- each party looks for alternatives. 
c. Therapist processes with another therapist outside system. 
d. Used also to test client motivation for problem-solving. 

5. Problem Solving 

a. Both client and therapist examine alternative courses of action. 
b. Aimed at the goal of at least a return to previous best level of functioning. 
c. Not looking for "character restructuring". 
d. Aims to achieve small behavioral alterations. 
e. Structured planning conducted. 
f. Initiative and responsibility gradually shifted to the client along with confidence in his ability to change. 
g. Actions planned in line with client's goals, values, unmet needs. 
h. Symptomatic relief sought. 
i. Support system included. 
j. Plans for further help in change are laid down -- other therapy, referrals, etc. 

6. Summary 

a. Steps used in interview are reviewed. 
b. Client's progress in interview is made clear. 
c. Plans arrived at are reviewed. 
d. How plans are to be implemented is reviewed. 
e. Future stress points are reviewed and predicted. 
f. Sources of further help are reviewed. 
g. Assessment made of clients' level of hopefulness, trust, expectations of change to meet needs, spontaneous 

expressions of relief and appreciativeness. 

F. SPECIFIC TYPES OF CRISIS INTERVENTION AND CASE VIGNETTES 

The following vignettes, while not exhaustive in terms of the breadth of cases seen, 
are representative of the most typical cases referred to the MCT and suggest some 
typical interventions and dispositions. 

1. Domestic Disputes 

The police consider domestic disputes some of the most dangerous situations they 
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handle. Due to the high potential for violence, we are often not called in by the police. 
However, once a situation has been assessed by the police to be safe and 
appropriate, we are asked to intervene in a wide variety of domestic disputes (e.g., 
mother-daughter, roommates, neighbors, tenant/landlord, couples, families, etc.). 
We cannot emphasize enough the importance of making our own assessment of the 
potential for violence before allowing the police to leave. Ideally, we arrive after the 
situation has been diffused. It is generally more effective, however, to separate the 
parties involved and split the team up to work with them on a one to one basis. In most 
cases, some kind of follow-up will be indicated before our role in helping to 
stabilize the situation is over. 

a. Case Example: Ahmad is a 30-year-old Lebanese male who has been living in this country for 
eight years. Within the past two years he has been going through considerable stress as a result of depression 
and unresolved grief. During this time period, his brother was killed in Lebanon and his business ventures 
completely failed. Lack of employment, increasing debts and escalating anger began to alarm his wife, 
and she recently decided to leave him. Unable to endure the separation from his wife and child, 
Ahmad began to physically and verbally harass his wife. A court restraining order, which he violated, 
eventually brought in the police who requested the Mobile Crisis Team to intervene. Ahmad was in 
therapy for over four months with a MCT staff member. He slowly worked through the anger and 
unresolved grief he denied for so long. He ceased to bother his wife and gradually accepted the fact that they 
could no longer live together. Although Ahmad will continue to work out his difficulties through supportive 
therapy, there were some encouraging developments for him. He was able to secure part-time employment 
and was attempting to sel l some of his art works to local businesses. His self-esteem greatly 
improved and he was optimistic about future plans. 

b. Case Example: Peter C., a 27 year old Asian man and his brother Allen, 32 years old, have a long 
history of conflict and domestic violence. Allen claims that Peter provokes him into a fight and goes around 
the house disturbing other family members. Peter talks of nightmares and has a belief that people are 
following him and that the F.B.I. is after him. Intervention by the Mobile Crisis Team was aimed at 
helping Peter feel less frightened, and setting up agreements between family members to use more 
effective ways of handling the potentially explosive situations. 

2. Children and Youth  

As described in detail earlier in the section on child abuse reporting (Part III, Section 
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C, No. 3), it is important to determine if there are children in the household or involved in the case. 
Always ask about children: Does the client have a child? If so, where is the child? Who else takes care of that 
child? It is best if you can interview or observe the child. It is also important to check on the parents' support 
system, getting permission to talk to grandparents or caretakers. When a parent is to be hospitalized, caretaking will 
need to be arranged for the child(ren). 

Often children are overlooked in times of family crises not directly involving them. It is important to remind parents 
and caregivers that children are often profoundly affected by disruptions in their normal routine, and must be provided 
with appropriate support and counseling to prevent long-term emotional repercussions. (Family, Youth and Children's 
Services can often be of assistance in these cases.) 

a. Case example: MCT is called to evaluate a man diagnosed as bi-polar, who has not 
been taking his medication. We were called by his grandmother, who was 
frightened as he had become increasingly violent. We arrive with the police and 
decide that the client needs hospitalization. While talking to the grandmother we learn 
the client's son is inside, scared, upset about his dad's bizarre behavior. After taking the 
client to Highland Hospital, we go back to check on the grandmother and child. We can 
see how upset he is and encourage them to talk. When great-grandmother sees how 
her great-grandchild is affected, she sees how therapy could be helpful and calls 
FYC. They are then seen on an ongoing basis. 

3. The Homeless  

In the last several years the homeless situation has become a major problem in the East 
Bay. Many homeless people also have psychiatric histories and lack the internal as well as 
external resources to provide for their basic needs. The Mobile Crisis Team has responded 
to more and more calls involving the homeless. We are usually called when there is a 
breakdown of the person's capacity to cope with being homeless. This may manifest as 
bizarre behavior on the street, conflicts with other people resulting in assaultive 
behavior, suicidal or homicidal ideation or threats, or other behavior that brings them 
to the attention of police or service providers. 

The role of the Mobile Crisis Team when working with the homeless is twofold. 
Initially, we assess the client's level of functioning, the range of social services 
available to the client, and their capacity to use them. Subsequently, we can assist in 
locating shelter space, and providing a list of resources for the homeless. 
Alternatively, medical and/or psychiatric hospitalization may be necessary. 
Incarceration may be necessary when certain social limits are transgressed. 
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For daytime staff, the Homeless Outreach Team is an excellent resource, both for 
information pertaining to MCT referrals, and for co-facilitating interventions. When 
possible, in non-crisis referrals involving homeless people, MCT staff should attempt to 
consult with Outreach Team staff, to maximize the efficiency and effectiveness of the 
intervention. 

Underlying clinical issues relevant to the homeless include depression, substance 
abuse, psychosis/schizophrenia, dual diagnosis, grave disability, and family issues such as 
divorce and separation. 
An important step in the stabilization of the individual or family is maintaining or 
finding shelter, food, and financial assistance. Berkeley- Oakland Support Services and 
the Berkeley Emergency Food and Housing Project are the primary resources in 
Berkeley for these vital services. 

Other resources in our work with the homeless include: 

• Mental Health Advocates 
• Berkeley Community Law Center 
• Alameda County Social Services (G.A./S.S.I.) 
• The Center for Independent Living 
• Child Protective Services/Adult Protective Services 
• Shelters 

See the City of Berkeley Homeless Services Office Berkeley Pocket Resource Guide 
for a complete listing of homeless services. 

a. Case Example: Marsha B. is a 58-year-old woman recently discharged from Napa 
State Hospital after 23 years. After going to her mother's home to live, she was 
evicted by a brother who was unwilling to "put up with her strange behavior." She 
was homeless and penniless and quickly decompensated. Crisis staff are able to 
prevent re-hospitalization by providing support in the form of temporary housing, 
emergency funds and psychiatric care. She has since been placed in a private board 
and care home, has secured SSI disability funds, and is being case managed by staff at 
BMH. 

4. Geriatric 

Many of our clients for both crisis intervention and follow-up work are elderly people. 
The police frequently call us in cases where they have contact with what they call 
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"L.O.L.'s" (little old ladies) or elderly gentlemen who need our help for a variety of 
reasons, including: 

a. Being in chronically poor health and unable to organize their own medical care. Such 
clients are often demented and possibly suffering from Alzheimer's disease. 

b. Being shut-in, handicapped, or otherwise unable to get out of the house and provide for their 
own food--for reasons similar to the above. 

c. Fearing harassment, robbery, or physical harm--either real or imaginary--from 
strangers, or even from family and friends. 

d. Being unable to maintain sanitary living conditions. 

e. Being in a current crisis such as a medical emergency, or a psychological emergency, 
involving depression or anxiety or any potential danger to themselves. 

Geriatric cases are also referred to us from other family members, friends, neighbors, or AOP, 
and often become follow-up clients for whom we provide regular visitation and ongoing case 
management. 

Each situation requires its own appropriate interventions, but generally speaking our first 
job is to assess for a possible 5150. If the client is gravely disabled or unable to care for him or 
herself, hospitalization is the necessary choice. Any cases involving possible or suspected 
abuse should be appropriately referred to Adult Protective Services. 

In many cases where hospitalization is not (yet) necessary or appropriate, we help organize 
the client's resources, beginning with the immediate family. We try to find out what sons or 
daughters, brothers or sisters or other members of the family, if any, are available and willing to 
help. If the client or the family has limited or no financial resources--as is frequently the 
case--we help to put them in touch with the many resources for older adults available in the 
area. 

Often there are no family members, neighbors or friends who are available for assistance, 
so we help arrange for the necessary care. If the client is able to get around, we connect 
them with a variety of senior health, educational, and recreational services. If the client is 
immobilized, we arrange for daily delivery of meals and food; chore-workers to provide 
housekeeping; in-home attendant and nursing care; medical and dental care; legal and financial 
aid. 

Berkeley Mental Health Part IV: Clinical 
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To accomplish this we collaborate with a broad variety of local agencies and services, 
including: 

• Over Sixty Health Center 
• Adult Protective Services 
• Northern California Alzheimer's Disease Center 
• City of Berkeley Senior Centers 
• Center for Independent Living 
City of Berkeley Senior Services puts out a directory of senior services available in 
the Berkeley area on an annual basis. Any of the three Senior Centers can be 
contacted for a copy (644-6107, 6109, or 6036). 

Working with elderly clients requires patience and sensitivity. Regular visits to monitor 
welfare and provide necessary ongoing care often reveal a long and complex family 
history which may provide a variety of current potential avenues for help ... or a 
dysfunctional, alienated family system with tremendous resistance to offered 
assistance. 
Often there are long-standing fixed delusions. For example, several of our elderly 
clients report mysterious or supernatural intruders who take their most intimate 
possessions (false teeth, stockings, old papers, and photographs) or who perform 
abusive sexual acts as they sleep. These focused delusions are often defenses against 
failing mental and physical abilities, and cannot be confronted or dismantled as with a 
younger person. 

Ultimately, this is a growing segment of our population with great need for our 
services. elderly clients do not usually "recover," but rather require continuous in-
home care, and sometimes institutionalization and the services of a guardian or 
conservator, either in the family or provided by the County. Our job is to turn over 
that care of family or friends as early as possible. In the absence of that possibility, 
our job is to manage the case until other agencies and services can help and, 
hopefully, take over. 

f.  Case Example: Donna W. is a 90-year-old woman referred to the Mobile Crisis 
Team by the Berkeley Police after they found her wandering the streets, very 
disoriented. Upon meeting with her, Donna is found to be dirty, disheveled, and 
unable to care for herself. After talking with neighbors, we locate a relative who is 
her conservator, although he is not meeting his responsibilities. After being 
informed of the alternatives (i.e., involuntary hospitalization), Donna's relative got 
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Thursday, March 25, 2021 11:08 AM
To: Works-Wright, Jamie
Subject: FW: CIT International Sponsored Workshops at the LEPH 2021 Virtual Conference

Please see the information below 
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information 
contained in this message may be privileged and confidential.  If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
 

From: boona cheema [mailto:boonache@aol.com]  
Sent: Tuesday, March 23, 2021 11:41 AM 
To: Works-Wright, Jamie <JWorks-Wright@cityofberkeley.info> 
Subject: Fwd: CIT International Sponsored Workshops at the LEPH 2021 Virtual Conference 
 

WARNING: This email originated outside of City of Berkeley. 
DO NOT CLICK ON links or attachments unless you trust the sender and know the content is safe.  

 
please forward to mental Health Commission 

-----Original Message----- 
From: CIT International <CITInternational@citinternational.org> 
To: Satinder Cheema <boonache@aol.com> 
Sent: Tue, Mar 23, 2021 10:55 am 
Subject: CIT International Sponsored Workshops at the LEPH 2021 Virtual Conference 

 

Educational Announcement 
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Greetings Satinder Cheema 
 

 

  

 

 

Attend the CIT International  

Sponsored Workshops  

at the LEPH 2021 Virtual Conference 
 

Register Here 
 

  

Crisis Response - who, what and how? 

Wednesday, March 24, 2021 

10:00a - 11:50a ET 
In this market place of ideas session, attendees will learn about the best practices of crisis response. Five subject 

matter experts will discuss various models of crisis response with the benefits and challenges of each. Crisis 
response system reform or development will also be introduced. 

 

 

 

Who should respond to behavioral health crises?  Imagining a new behavioral 
health crisis response professional. 

Wednesday, March 24, 2021 

3:00p - 5:000p ET 
In the United States and elsewhere, law enforcement has increasingly been called on to take primary 

responsibility for addressing behavioral health crises in the community. However, in recent years, dissatisfaction 
with this arrangement across all stakeholders has led to calls to reduce or eliminate law enforcement involvement 

in behavioral health crisis response. This then begs the question of who should respond? In some communities, 
teams of master’s level licensed clinicians respond to a subset of crisis events. Some communities pair clinicians 
with medics (nurse/paramedic) while others include peer providers. In this workshop, we will convene a group 
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with diverse expertise (mental health, crisis intervention, law enforcement, emergency medical services, 
emergency communications, peer services, community health works, advocacy) to develop guidelines for 

qualifications and training of emergency behavioral health responders. Special attention will be paid to ensuring 
recommendations are responsive to the concerns of race equity. 

 The goal is to discuss, and potentially begin outlining, a new profession akin to the emergency medical technician 
that is focused on behavioral health crisis response. We are starting from the premise that this does not require 

master's level clinicians, who may or may not have the appropriate training for a community crisis response role. 
We hope to develop a model that accommodates safety concerns, is scalable, and provides rapid career entry for 

peers and individuals from communities most impacted by over-policing. 
 

 

Police-based Models and  

Mental Health Crisis Response Alternatives 

Friday, March 26, 2021 

11:00a - 11:50a ET 
Crisis response is ever changing.  In this session, four researches will discuss police-based crisis response models 

and alternatives to the standard of requiring police to take on primary responsibility. 
 

 

 

888-738-CITI (2484)  <>  2825 E. Cottonwood Parkway, Suite 500 
Salt Lake City, UT 84121 

Contact@CITInternational.org 
www.CITInternational.org 

Facebook • Twitter • LinkedIn 
Unsubscribe 

 
Para información en Español sobre CIT Internacional, por favor enviar correo 

electrónico a Habsi Kaba habsi.kaba@citinternational.org 
 
 

If you no longer wish to receive these emails, you can unsubscribe at any time. 
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Works-Wright, Jamie

From: Works-Wright, Jamie
Sent: Thursday, March 25, 2021 10:14 AM
To: Works-Wright, Jamie
Subject: FW: Commissioner Stipend Update
Attachments: Commissioner Stipend Update Memo.pdf

Please see this new information  
 
Jamie Works-Wright 
Consumer Liaison 
Jworks-wright@cityofberkeley.info 
510-423-8365 cl 
510-981-7721 office  
 

 
 
Please be aware that e-mail communication can be intercepted in transmission or misdirected.  The information 
contained in this message may be privileged and confidential.  If you are NOT the intended recipient, please notify the 
sender immediately with a copy to HIPAAPrivacy@cityofberkeley.info and destroy this message immediately. 
 

From: Numainville, Mark L.  
Sent: Tuesday, March 23, 2021 5:05 PM 
To: Allen, Shallon L. <SLAllen@cityofberkeley.info>; Allen, Shannon <ShAllen@cityofberkeley.info>; Bednarska, Dominika 
<DBednarska@cityofberkeley.info>; Bellow, LaTanya <LBellow@cityofberkeley.info>; Bryant, Ginsi 
<GBryant@cityofberkeley.info>; Buckley, Steven <StBuckley@cityofberkeley.info>; Burns, Anne M 
<ABurns@cityofberkeley.info>; Carnegie, Brittany <BCarnegie@cityofberkeley.info>; Castrillon, Richard 
<rcastrillon@cityofberkeley.info>; Chu, Stephanie <SChu@cityofberkeley.info>; Cole, Shamika S. 
<SSCole@cityofberkeley.info>; Crane, Fatema <FCrane@cityofberkeley.info>; Davidson, Amy 
<ADavidson@cityofberkeley.info>; Enke, Joe <jenke@cityofberkeley.info>; Funghi, Amelia 
<Afunghi@cityofberkeley.info>; Garcia, Viviana <ViGarcia@cityofberkeley.info>; Greene, Elizabeth 
<EGreene@cityofberkeley.info>; Harvey, Samuel <SHarvey@cityofberkeley.info>; Hollander, Eleanor 
<EHollander@cityofberkeley.info>; Jacobs, Joshua <JJacobs@cityofberkeley.info>; Javandel, Farid 
<FJavandel@cityofberkeley.info>; Katz, Mary-Claire <MKatz@cityofberkeley.info>; Lee, Kristen S. 
<KSLee@cityofberkeley.info>; Lovvorn, Jennifer <JLovvorn@cityofberkeley.info>; May, Keith 
<KMay@cityofberkeley.info>; McDonough, Melissa <MMcDonough@cityofberkeley.info>; Mendez, Leslie 
<LMendez@cityofberkeley.info>; Miller, Roger <RMiller@cityofberkeley.info>; Obermeit, Heidi 
<hobermeit@cityofberkeley.info>; Pearson, Alene <apearson@cityofberkeley.info>; PRC (Police Review Commission) 
<prcmailbox@cityofberkeley.info>; Romain, Billi <BRomain@cityofberkeley.info>; Slaughter, Kieron 
<kslaughter@cityofberkeley.info>; Terrones, Roberto <RTerrones@cityofberkeley.info>; Tsering, Dechen 
<DTsering@cityofberkeley.info>; Uberti, Mike <MUberti@cityofberkeley.info>; Works-Wright, Jamie <JWorks-
Wright@cityofberkeley.info> 
Cc: Commission <Commission@cityofberkeley.info> 
Subject: Commissioner Stipend Update 
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Commission Secretaries, 
 
Please see the attached memo regarding the updates to the commissioner stipend program. 
 
Mark Numainville, City Clerk 
City of Berkeley 
2180 Milvia Street, 1st Floor 
Berkeley, CA 94704 
(510) 981-6909 direct 
mnumainville@cityofberkeley.info 
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City Clerk Department 

2180 Milvia Street, Berkeley, CA 94704 ● Tel: (510) 981-6900 ● TDD: (510) 981-6903 ● Fax: (510) 981-6901 

E-Mail: clerk@cityofberkeley.info  Website: http://www.cityofberkeley.info/clerk 

 

March 23, 2021 
 
 
To: Commission Secretaries 
 
From: Mark Numainville, City Clerk 
 
Subject: Commission Low-Income Stipend Reform  
 

 
On March 9, 2021, the City Council adopted Resolution No. 69,739-N.S. increasing the 
qualifying annual household income threshold and the per meeting stipend for eligible 
members of certain boards, commissions, committees, task forces, and joint 
subcommittees (eligible recipients). These changes will go into effect on July 1, 
2021, after adoption of the Fiscal Year 2022 budget. Additional funds will be budgeted 
to cover the expected increase in eligibility and stipend amount.  City Clerk staff are 
working on the associated changes to the implementing Administrative Regulation (AR 
3.2).  
 
The qualifying annual household income was adjusted from $20,000 to the Alameda 
County 50% Area Median Income (AMI) for a three-person household for stipend and 
reimbursement in lieu of expenses for eligible recipients. The three-person Alameda 
County AMI was used to set the Mayor’s salary for Measure JJ that was approved by 
Berkeley voters on November 3, 2020. 
 

Persons in 
Household 

Annual 
Income 
Extremely 
Low (30%) 

Annual 
Income  
Very Low 
(50%) 

Annual Low 
Income (80%) 

Annual 
Income 
Median (100%) 

3 $35,250 $58,750 $94,000 $117,500 

 
The meeting stipend amount was also increased from $40 to $100 per meeting (not to 
exceed four meetings per month) with an annual Consumer Price Index (CPI) inflator. 
Reimbursement for actual expenses incurred including child care, paid attendant 
services for elderly care, and support services as a disabled member for meeting 
participation remain unchanged.  
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Commission Low-income stipend reform March 23, 2021 

Page 2 

 
Additionally, eligible recipients requesting reimbursement for child care expenses, paid 
attendant services for elderly care, and support services as a disabled member for 
meeting participation are subject to AB 1234. State law AB 1234 requires completion of 
an online ethics training course within one year of the first day of service, and every two 
years thereafter. The ethics course is available online at no cost. Upon completion of 
the course, a printed and signed certificate of participation must be on file with the 
secretary in order to be eligible for reimbursement.  
 
To establish eligibility, Commissioners must still file the Annual Declaration Form with 
the secretary. Claims for reimbursement will still be filed with the secretary and 
processed pursuant to procedures established in AR 3.2. 
 
The City Clerk Department is updating the Annual Declaration Form, payment form, and 
checklist as part of the update to Administrative Regulation 3.2. 
 
If you have any questions, please e-mail the Commission Inbox, 
commission@cityofberkeley.info.  
 
Attachments: 
 

1. Referral Response: Commission Low-Income Stipend Reform (March 9, 2021) 
2. Resolution No. 69,739-N.s. 
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Office of the City Manager 

2180 Milvia Street, Berkeley, CA 94704 ● Tel: (510) 981-7000 ● TDD: (510) 981-6903 ● Fax: (510) 981-7099 
E-Mail: manager@CityofBerkeley.info  Website: http://www.CityofBerkeley.info/Manager 

CONSENT CALENDAR 
March 9, 2021 

To: Honorable Mayor and Members of the City Council 

From: Dee Williams-Ridley, City Manager 

Submitted by:  Mark Numainville, City Clerk 

Subject: Referral Response: Commission Low-Income Stipend Reform 

RECOMMENDATION 
Adopt a Resolution adjusting the qualifying annual household income to the Alameda 
County 50% Area Median Income (AMI) for a three-person household for stipend and 
reimbursement in lieu of expenses for members of certain Boards, Commissions, and 
Committees, increasing the stipend to $100 per meeting with an annual Consumer Price 
Index (CPI) inflator, and rescind Resolution No. 64,831-N.S.    

FISCAL IMPACTS OF RECOMMENDATION 
Based on responses from commission secretaries for 2019, there are currently 9 
Commissioners that qualify for and claim the low-income stipend, for an annual cost of 
approximately $2,480. With an increase in the qualifying annual income and an increase 
in per-meeting stipend from $40 to $100, it is anticipated that there will be an increase of 
eligible recipients. The total cost of increasing the stipend is estimated at $35,000.  This 
estimate assumes approximately 35 members of Council-appointed board, commissions, 
committees, task forces, and joint subcommittees qualify and apply for the proposed 
stipend.  Stipends are paid for with funds from multiple funds.   
 
As resources have not been appropriated for this proposed increase in FY 21, if the 
attached Resolution is adopted by City Council, city staff will submit a budget request so 
that the new stipend can take effect as soon as July 1, 2021 upon adoption of the Fiscal 
Year 2022 budget.  If resources are not available in the FY 22 budget for the proposed 
increase in the stipend, city staff will work with the City Council to identify funding 
opportunities in subsequent funding cycles. 

CURRENT SITUATION AND ITS EFFECTS 
This report responds a referral that originally appeared on the agenda of the December 
1, 2020, Council meeting and was authored by Councilmember Robinson. 
Councilmember Robinson recommended increasing the annual household income cap to 
50% of Area Median Income (AMI) for Alameda County and adjust it based on each 
commissioner’s household size, with an annual update. The recommendation also 
included increasing the stipend to $78 per meeting and updating it annually with the 
Berkeley minimum wage.  
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Referral Response: Commission Low-Income Stipend reform CONSENT CALENDAR 
 March 9, 2021 

Page 2 

 
Staff research found that the qualifying income rate of $20,000 has not been adjusted 
since 1991 and the stipend amount was last increased to $40 in the year 2000. 
 
Proposed Formula 
Staff’s recommendation is to use 50% of the median household income for a three-person 
household in Alameda County as the cap to qualify for the low-income stipend and 
reimbursement. Setting the qualifying amount at a single threshold for all commissioners 
will make the program easier to administer for both commissioners and city staff. The 
three-person median household income for Alameda County was used for setting the 
Mayor’s salary in the Charter amendment approved by voters in November 2020. The 
current (2020) AMI for a three-person household in Alameda County is $117,500. Fifty 
percent of that figure is $58,750 as shown in the chart below. 
 

Persons in 
Household 

Annual 
Income 
Extremely 
Low (30%) 

Annual 
Income  
Very Low 
(50%) 

Annual Low 
Income (80%) 

Annual 
Income 
Median (100%) 

3 $35,250 $58,750 $94,000 $117,500 

 
The Councilmember’s proposed stipend amount of $78 was based on minimum wage 
rates.  Applying the $40/$20,000 ratio of .002 to the $58,750 qualifying threshold resulted 
in a stipend of $118.  The Police Accountability Board and Independent Redistricting 
Commission both have their compensation for Commissioners set at $100 per meeting, 
with an annual increase based on CPI. Staff is recommending that for consistency, the 
low-income stipend amount be set at $100 per meeting, not to exceed four meetings per 
month.  
 
If the Council adopts the new stipend formula resolution, there will be associated changes 
made to the implementing Administrative Regulation (AR 3.2), and additional updates to 
account for the transition from FUND$ to ERMA. 
 
BACKGROUND 
On July 25, 1974, Council adopted Resolution No. 46,721-N.S., authorizing 
reimbursement in lieu of actual expense paid or incurred by members of certain boards, 
commissions and committees, and authorizing payment of actual expenses under certain 
terms and conditions. The qualifying annual household income was capped at $12,000 
per year and the meeting reimbursement set at $7.50 per meeting with a maximum of 
$15.00 per month.  

On October 1, 1991, Council adopted Resolution No. 56,110-N.S., authorizing an 
increase to $20,000 for the maximum annual household income and the per meeting 
stipend to $20, not to exceed two meetings per month. 

216



Referral Response: Commission Low-Income Stipend reform CONSENT CALENDAR 
 March 9, 2021 

Page 3 

On April 11, 2000, Council adopted Resolution No. 60,505-N.S., increasing the per 
meeting stipend to $40, not to exceed two meetings per month.  Resolution No. 64,831-
N.S., adopted April 20, 2010, increased the meetings per month eligible for 
reimbursement to four.  

Each commission secretary is responsible for submitting a reimbursement request on a 
quarterly basis, and the reimbursements are funded through individual department 
budgets.   

ENVIRONMENTAL SUSTAINABILITY 
There are no identifiable environmental effects or opportunities associated with the 
subject of this report. 
 
RATIONALE FOR RECOMMENDATION 
As part of Measure JJ that was approved by Berkeley voters on November 3, 2020, the 
three-person Alameda County AMI was used to set the Mayor’s salary.  For consistency, 
the low-income eligibility cap to qualify for the proposed new stipend was set at 50% of 
AMI as well. Additionally, the per-meeting stipend is recommended at $100 per meeting 
to maintain consistency with the Police Accountability Board and Independent 
Redistricting Commission. 

ALTERNATIVE ACTIONS CONSIDERED 
Council could choose to use a different size household for the area median income, a 
different percentage, or set the stipend at a rate lower than the comparison commissions, 
while still increasing the amount from its current rate. Council could also choose to take 
no action or defer taking action until a later date.   

CONTACT PERSON 
Mark Numainville, City Clerk, (510) 981-6900D 

Attachments:  
1: Resolution 
2: Original Referral Report from December 1, 2020 
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