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Contra Costa County MHSA Planning  

Stakeholder Planning Group  

Older Adults 

Minutes 

 
May 2, 2007 

   
Present: Roberto Almanzan, Debbie Card, Bettye Randle, Barbara Whittingham, Ken Salonen, 
Connie Steers, Carlos Torres, Donna Wigand, Suzanne Tavano, Kimberly Mayer, Elvira Sarlis, 
Steve Ekstrom 

Introductions 

Steve welcomed the group and members introduced themselves. New members include Roberto 
Almanzan (Contra Costa Crisis Center) and Barbara Whittingham (Mental Health Commission). 

Purpose of the meeting; background; review of original plan 

Donna welcomed the group and thanked them in advance for agreeing to advise the MH Division. 
She explained that the original plan for older adults couldn’t be implemented because of budget 
problems. In the original design, the Hospital and Clinics Division was going to contribute $700,000 
to cover the health portion of our gero-psych program. Unfortunately some unexpected expenses 
have arisen in that Division and the result is that the funding we’d expected is not available. 
Therefore we need to develop a different plan to serve older adults under the MHSA. 
 
Members expressed concern. Some weren’t aware that the original plan relied on additional funding 
from the Hospital and Clinics Division. There was a request to see the breakout of the $700,000 – 
Kimberly said she’d have that information for the next meeting. 
 
Kimberly reviewed the original older adult proposal this group had developed, noting that when the 
MH Division wrote the plan for DMH’s approval, they placed it in the “systems development” 
funding category. Kimberly explained the differences between “systems development” and “full 
service partnership” funding categories. She pointed out that FSPs provide 24/7, “whatever it takes” 
services to a fairly small group of people, while systems development programs allow for more 
people to be served because the services aren’t as deep. FSP funding can include non-MH services 
and staff, while systems development funding can only be used for MH services and staff. Because 
there are essentially no older adult MH services in the county it seemed wise to use the systems 
development category so we could have programs in all three regions of the county. And because 
systems development funding only allows for MH-related expenses, we had to partner with Hospital 
and Clinics Division to be able to cover the health portion (e.g., dementia, Alzheimer’s) of the 
proposed plan. Kimberly also explained that even though we need to revise our original plan, the 
money is still there, that is, there’s no funding penalty resulting from doing a re-write. 
 



 2

Suzanne described Federally Qualified Health Centers (FQHC), which we have, that only allows for 
Medi-Cal and Medicare billing based on one visit per day. Legislation is pending that if passed 
would allow billing to be based on more than one specialty visit (e.g., mental health and physical 
health) in the same day. A member asked Suzanne to find out who’s sponsoring the legislation and 
to please bring that information to the next meeting. 
 
Other questions/comments from members included: 
 

• Is there any chance the Hospital and Clinics Division will “come back in?” Response: 
No. 

• It feels like there’s a disconnect: our Health Department says they are concerned about 
geriatric issues yet they aren’t funding that critical part of our plan. They need to know 
we are concerned and that there’s a perception of a lack of interest on their part. 

• All this makes us feel very powerless. 

Program options 

Suzanne then reviewed some MHSA-funded older adult programs from San Diego, Marin, San 
Mateo, Alameda and Los Angeles counties. Suzanne made the following points: 
 

• It’s fortunate for us that there are now other county models to study and get ideas from. 

• Most likely we’ll need to choose either an FSP or a systems development model as 
there’s likely not enough funding to do both. 

• Housing costs are allowable under an FSP model, but housing is very expensive and can 
use up money very quickly. However we do have some housing units coming on line, 
from “one-time” MHSA dollars, that are dedicated to older adults. There is also new 
component of funding, the MHSA Housing Program, that will be coming out later this 
year. 

• The programs that looked really interesting to Suzanne were in San Mateo and Alameda 
counties 

 
Member comments and questions included: 
 

• Do we have older adult consumers in board and care homes now? Response: yes, but not 
sure how many without doing some research. 

• I hope physical health MDs in our clinics get training in dealing with dementia. 

• Even when we refer older adult clients to community clinics, some often end up being 
referred back to the county hospital system. 

• Are the programs in San Diego, Marin, San Mateo, Alameda and Los Angeles counties 
operated by those counties or by contractors? Response: not exactly sure but believe the 
programs in Alameda, San Mateo and San Diego counties are contract-operated. 

• Older adults referred to community clinics operated by contractors in this county have 
limited resources and often end up being referred to county-run clinics. 

• Sometimes there’s political tension between county and contractors. 

• We’re better now at dealing with health disparities than we were even a couple of years 
ago. 
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• Does the Crisis Center still do Resource the resource center? Yes, the CORD database is 
online. 

 
All members were encouraged to research the programs in San Diego, Marin, San Mateo, Alameda 
and Los Angeles on their own. It’s easy to find the original proposals using google.com to get more 
detailed information. 
 
In addition members asked Kimberly if she could get program information from Stanislaus and 
Santa Clara counties. Kimberly will have this information available at the next meeting. 

Older Adult Conference – San Diego 

The California Conference of Mental Health Directors and the California Institute for Mental Health 
are sponsoring a conference on older adults on May 24 and 25. We can send up to 5 members from 
the Older Adult Stakeholder Group. Anyone interested should contact Elvira Sarlis (who works with 
Kimberly) by Friday, May 4. You can reach Elvira at 925-957-5151. Those who attend will fly to 
San Diego the afternoon/early evening of Wednesday, May 23 and will return at the end of the 
conference on May 25. The MH Division will cover travel, lodging and food costs. 

Next meeting 

 

• May 16 @ 4pm 

• 2425 Bisso Avenue, Concord; upstairs conference room 
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Older Adult Stakeholder Group Recommendations 
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Contra Costa County MHSA Planning 
 

Older Adult Stakeholder Planning Group 
 

Recommendations 

Community Issues 

 
For older adults with serious mental illnesses, there is a dynamic between “unnecessary loss of 
ability to function” (lack of resources available that results in a downward spiral) and “isolation.” 
Either of these two issues can stimulate the other, and they are exacerbated by lack of 
transportation, lack of case management services, language barriers, and discrimination based on 
age/race/alternative life styles. From isolation/unnecessary loss of ability to function follows a 
cascade of secondary problems such as: inability to attend to health care needs; inability to care 
for one’s self; inability to work; substance abuse; and hopelessness. Common outcomes of this 
pattern are institutionalization and homelessness. 

 

Full Service Partnership 

 
The Older Adult Stakeholder Group recommends for Full Service Partnership, older adults, 60 
years of age and up, who are living in the community without adequate supports and resources 
(including inadequate insurance). These are the most seriously disabled consumers, characterized 
as having complex presentations, e.g., a serious mental illness with other factors such as serious 
medical problems. Also, these older adults, including older adults from ethnic populations, have 
not been served by the MH system. 

 

Service and Support Strategy 

 
The first strategy is viewed as a priority strategy and offers a methodology for identifying full 
service partners. 

 
1. This is an outreach/engagement/community education strategy that would rely on 

community-based organizations (CBOs) and other services/resources (e.g., APS, primary 
care clinics, PES, inpatient psychiatry) to help identify older adults who are isolated in their 
communities. Upon identification, a multi-disciplinary team with multi-cultural capacity 
would initiate an assessment. Those older adults who satisfy the criteria for full service 
partnerships would receive all the benefits of that partnership. Written treatment plans for 
full service partners must include a follow-up component. But the outreach/engagement 
service is not limited to full service partners, as others could also receive assistance, 
although not at the intensity of full service partners.  
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The outreach team would be based out of regional primary care clinics and would work 
closely with those clinics. This partnership with primary care clinics is for a specific 
reason: older adults present complicated medical and psychiatric interactions that are 
difficult to evaluate and treat. The partnership with clinics allows for more thorough 
assessment and treatment. Also, primary care clinics are settings that older adults are likely 
to access and accept care, given that they often don’t readily define their problem as 
psychiatric in nature.  

 
However, it is understood that not all consumers will want to receive services at a clinic; 
therefore the outreach team will provide assistance at the consumer’s residence or some 
other community location. Thus a person can be treated in the manner and location that’s 
most appropriate. 

 
The outreach team would be composed of at least the following members, all trained in 
recovery principles/practices and in geriatrics: 

 

• MH social worker (team leader) 

• Registered Nurse 

• Psychiatrist 

• Consumer and family peers who are well-versed in the recovery model 

• CBO representative, to provide cultural and/or language competency 
 

The team will have access to a range of resources including: 
 

• CBOs  

• Interpreter pool from Contra Costa Health Services 

• First responders (police, faith communities, neighbors, recovery groups, etc.) 

• Gero-neuropsychologist 

• Pharmacist (from the clinic) 

• Inpatient treatment 
 

This strategy will not succeed without certain critical elements. These elements are: 
 

• A dedicated Program Chief solely for geriatric services who would oversee the 
countywide service, and provide linkage with other agencies providing services to 
older adults 

• Outreach teams 

• Primary care clinic partners 
 

Other aspects of the strategy include: 
 

• Funding for the provision of MH education and advocacy to increase community 
awareness of services available and to help de-stigmatize mental illness; CBOs, 
faith-based organizations are examples of organizations that could provide this 

• Centralized, customer-friendly access 
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• A cash-on-hand, “make it work” fund that could be used to assist a consumer with 
immediate needs, e.g., transportation 

• To the greatest extent, the outreach team should use existing resources, e.g., 
housing, transportation. MOUs with other agencies may have to be developed. 

• Clinical staff on outreach teams and in primary care clinics should be partially 
funded by the County’s Health Services Department/Hospital and Clinics as a way 
of embedding the services in the broader health care system 

 
2. Affordable, supportive housing 

 
3. Adult day activity centers, possibly using existing programs which would need to be made 

more accessible to older adults with SMI. Features of these centers include: 
 

• Recovery-based services 

• Peer counseling 

• Transportation services 

• Support groups 
 
 
 
 

 


